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1. BACKGROUND AND RATIONALE 

BACKGROUND TO STREAM FOUR 

This research formed part of a series of projects funded by the Australian Primary 
Health Care Research Institute (APHCRI). The focus of the Institute’s research is on 
‘important sectoral questions relating to the organisation, financing, delivery and 
performance of primary health care, including its interaction with public health and the 
secondary and tertiary health care sectors. The intended beneficiaries of APHCRI’s 
work are the Australian consumers of primary health care services.’   
 
This study was part of APHCRI’s Stream Four. The aim of this stream was “to 
systematically identify, review and synthesise knowledge about primary health care 
organisation, funding delivery and performance and then consider how this knowledge 
might be applied in the Australian context.’ 1

 
There were seven topic areas identified in the call for grant submissions. Topic Area 1 
was chronic disease management and Topic Area 2 was integration, coordination and 
multidisciplinary care. The original grant submission was based on investigating 
integration, coordination and multidisciplinary care as core concepts in primary care 
and in palliative care and aged populations. Grant funding was awarded contingent 
upon the policy implications of the National Chronic Disease strategy being actively 
considered.  

THE HUB AND SPOKE APPROACH 

APHCRI operated as a “hub and spoke” model. The hub was identified as the 
administrative and academic team at ANU and the spokes were the priority driven 
research teams and project groups. This model supported capacity building through 
not only the allocation of funds but by providing a forum for collaboration and 
purposeful engagement. The approach also supported a generic framework for 
standards in searching, documentation and reporting. 
 
The resultant work of the project groups, while independent, contributed to the 
findings of the whole Stream 4 program. 

BACKGROUND TO INTEGRATED, COORDINATED AND / OR 
MULTIDISCIPLINARY APPROACHES TO CARE 

Understanding primary care 
The terms Primary Health Care and Primary Health were most often used 
interchangeably, but recent definitions suggested distinct differences.  
 
APHCRI 2  and CHERTRE 3  discussions both centred on primary health care as 
encompassing integrated or collaborative, multidisciplinary approaches to care, dealing 
with not only initial contacts with patients, but also involving health promotion and 
screening functions to improve both individual patient, and population health. 
 

 
 

1 ANU 2005 Information for applicants: Stream Four 
2 Australian Primary Health Care Research Institute website http://www.anu.edu.au/aphcri/ [accessed 10th May 2006]  
3 Centre for Health Equity Training, Research and Evaluation, University of NSW Medicine. 
http://chetre.med.unsw.edu.au/phc/defining_primary_health_care.htm  [accessed 10th May 2006] 

http://www.anu.edu.au/aphcri/
http://chetre.med.unsw.edu.au/phc/defining_primary_health_care.htm
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Additionally, Keleher [1] outlined a distinction between primary health care and 
primary care, where the first addresses “philosophic[al] and system responses to 
reducing health inequalities and ameliorating the effects of disadvantage”, which 
subsumes primary care at the practitioner level, or “a client’s first point of entry into 
the health system if some sort of active assistance is sought.” 
 
While the project team recognised the role of social and health structures in the 
community in contributing to primary health care, the focus of this study was the 
involvement of primary care providers, specifically general practitioner involvement.  

Populations of interest 
The review focused on three populations – chronic, aged and palliative. Most of 
Australia’s disease burden in the coming years will relate to chronic disease; the 
prevalence is increasing. Often encompassing complex and multiple causes, chronic 
diseases can be characterised by a gradual onset with sudden acute phases, becoming 
more prevalent with increasing age. Although not exclusively a condition of the aged, 
chronic diseases are long-term and persistent and lead to a deterioration in health. The 
significance of chronic disease management within the primary health sector has been 
recognised within the national health agenda. 4

 
The aged were a population of interest as the proportion of aged and the older aged is 
increasing. The most recent projection released by the ABS indicated that by 2050, 
almost half the Australian population will be aged above 50, with 28 per cent aged 
above 65. 5  This has been presumed to be associated with increased health care costs 
as well as costs associated with care at the end of life.  
 
For palliative populations, quality of life and the nature of care needs were significant. 
There have been an increasing proportion of non-cancer care needs at the end of life 
in addition to the well-recognised needs of cancer sufferers. Demographic analysis of 
palliative populations indicated that palliative approaches to care were directly 
proportional to ageing.[2] This in combination with the acknowledged ageing trends of 
Australia’s population increased the imperative to address palliative care and its 
associated service issues. 
 
Lunney et al [3] highlighted the importance of palliative populations within the  health 
system as they had commonalities with the other groups of interest here. Increasing co 
morbidities, and high-cost care in the final weeks of life, made this group of 
significance in any investigation into integrated, coordinated or multidisciplinary care. 
 
Hence, these three groups provided the focus and boundary for search and review 
purposes at the macro level, and enabled specific reviews to draw upon a particular 
subpopulation e.g. frail aged, those with diabetes. 
 

Interventions of interest 
The focus of the study was to investigate integration, coordination and multidisciplinary 
care as interventions of interest. These reflected the increasing interest in strategies 

 
 

4 Australian Government Department of Health and Ageing (2005)  Chronic Disease Management (CDM) Medicare items (new 
from 1 July 2005). http://www.health.gov.au/internet/wcms/publishing.nsf/Content/pcd-programs-epc-chronicdisease accessed 
16th August 2006  
5 Australian Bureau of Statistics (2006)  Publication 3222.0 Populations projections Australia 2004-2101 
http://www.abs.gov.au/ausstats/abs@.nsf/mf/3222.0 accessed 16th August 2006 

http://www.health.gov.au/internet/wcms/publishing.nsf/Content/pcd-programs-epc-chronicdisease
http://www.abs.gov.au/ausstats/abs@.nsf/mf/3222.0
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that will sustain or improve quality for increasingly complex care needs while 
containing costs and resource utilisation. While the focus could be on the individual’s 
experience of care these terms also applied to provider approaches and system and 
service alignments. 
Integration was seen as a focus on the structural or system/service wide strategies. 
Coordination reflected the informal arrangements between care providers initiated by 
the individuals rather than required or dictated by the system. 
 
Multidisciplinary care as an intervention not only addressed the complexity of the care 
needs for the populations of interest, but also an approach that looked at an 
acknowledged series of relationships ongoing over a period of time 
 
For the purpose of this study, interventions or reviews that dealt with approaches or 
processes that had coordination of care, multidisciplinary care delivery or integrated 
care outcomes as a major intent for patients formed the basis of the inclusion criteria. 
This excluded aspects such as Information Technology (IT) that delivered integrated 
information for physicians that could improve outcomes as a secondary feature or that 
enabled ICT activities. 

PROJECT AIMS 

So, while integration, co-ordination and multidisciplinary care were core concepts in 
primary care, the meaning of these concepts and the effectiveness of these 
approaches in guiding practice were not well understood. The aim of this project was: 

1. To explore what is meant by these terms and what models existed using these 
reviews, and  

2. To investigate the effectiveness of integration, co-ordination and 
multidisciplinary approaches in primary care. 

PROJECT METHODOLOGY 

The challenge for the Project Team was creating an approach and process that would 
support review and analysis given the complexity of the concepts, the potential 
breadth of the relevant literature, the relationship to models of service provision locally 
and internationally, and substantial time and resource constraints. 
 
A six-phased approach to the project was proposed that would enable successive 
iteration of the topics of interest for the review and address the technical 
methodological issues in the early phases while encouraging the overall 
conceptualisation of the content and process. 

Phase 1: Identification of project parameters 
This was a familiarisation phase enabling investigation of the Hub and Spoke process. 
It also provided the opportunity for the Project Team to examine various systems for 
literature management and appraisal and to research the importance of systematic 
reviews and appraisal schemas with regard to the use of evidence in policy and 
decision-making. This phase also included the identification of a series of technical and 
clinical advisors to contribute to the development of the process and to participate in 
workshop exercises to assess the validity and meaning of the research findings to the 
Australian context.  

Phase 2: Scoping study 
This phase consisted of an initial sweep of the literature primarily directed at reviews 
and a limited search within a single bibliographic database (PubMed / MEDLINE). The 
purpose of the scoping study was to identify the major review constructs and the 
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range and relative weight of issues in the topic field. This was to be a critical step in 
refining the approaches and processes based upon a trial investigation of the review 
questions and processes. The scoping study clarified the significant concepts and 
issues of concern as well as methods needed to cope with issues and problems 
associated with the size of the available literature and the number of concepts and 
elements needing investigation.   

Phase 3: Refinement of Project Methodology 
Based upon Phases 1 and 2, the final project methodology was developed. The initial 
set of study questions were reviewed and refined and the project approach finalised. 
 
The project approach was based on a series of “illuminating” systematic reviews each 
dealing with a sentinel condition (e.g. specific chronic condition) and a particular 
integration, coordination or multidisciplinary strategy (e.g. case conferencing). These 
reviews were then assessed for common themes and findings. 
 
This phase described the generic framework for individual systematic review protocols. 
It also captured the requirements of the Hub and Spoke collaboration.  

Phase 4: Conduct of individual reviews 
This phase involved the searching, inclusion and quality appraisal and data extraction 
and data synthesis processes for the specific reviews.  

Phase 5: Linkage analysis  
The analysis of common themes and learnings from the individual reviews were 
consolidated during this phase. The project team summarised core findings from the 
individual reviews and identified recurrent themes. The findings formed the basis for a 
workshop with policy advisors and clinical specialists to extract relevance and feasibility 
issues for application within the Australian context.  

Phase 6: Development of final report 
The final phase involved the synthesis of the findings from the reviews and the 
workshop within the final report. 
 
The project methodology is outlined below. 
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2. SCOPING STUDY 

RATIONALE FOR SCOPING STUDY 

The investigation of a series of broad concepts such as integration, coordination and 
multidisciplinary care was logistically difficult; requiring definitional analysis, model 
review and effectiveness assessment. To help shape and direct the development of the 
full project, a scoping study was completed, to: 

- Locate major Australian policy initiatives  
- Assess the potential size of relevant literature for individual concepts and topics 
- Determine sources of and organisations with possibly relevant literature 
- Assist in the development of search strategies 
- Assist in the development of inclusion criteria 
- Identify key themes and issues in the literature 
- Gain familiarity with the types of methodological approaches used in research 

and review in these fields 
 
The scoping study was an important step in refining the project questions and in 
finalising the project methodology. 

SCOPING STUDY METHODOLOGY 

The scoping methodology comprised three separate but interrelated searches.  
• Review of reviews, involving a hand search of major systematic review 

repositories to locate relevant reviews dealing with integrated, coordinated or 
multidisciplinary care. Databases searched were Cochrane Database of 
Systematic Reviews, EPOC, CCOHTA, NICS and NICE. 

• Ovid Medline preliminary MeSH term search using a first level pragmatic search 
strategy based on MeSH terms within Ovid Medline. 

• Government delimited Internet search using the Google search engine, which 
enabled a preliminary sweep of items published on the Internet by Australian 
government departments. 

 
The results of searches were documented. Citations deemed to be relevant to the 
reviewer were retrieved for further review. Retrieved articles that were seen to 
contribute to the Scoping Study purposes were included on the Project database which 
was developed using Endnote reference management software.  
 
No formal exclusion criteria or quality assessment was used for this preliminary 
exercise. The indexed articles were then read by a single reviewer who developed a 
summary table of concepts, issues and themes discussed in the literature. This process 
continued until there was apparent saturation with no new themes, issues and 
concepts being identified and discussed. 

SCOPING STUDY RESULTS 

The preliminary sweep of the literature as described above retrieved the following 
number of documents: 

- Cochrane/EPOC database hand search:         649 
- Ovid Medline multi term search strategy:  4 027  
- “.gov.au” delimited internet search   1 157 

 
An initial review of the types of material returned was undertaken. Items that did not 
have an ICM study or discussion as their focus were discarded. Following an agreed 
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approach from the hub and spoke meeting, examination of articles for major themes 
and concepts continued until saturation occurred. The number of articles finally 
included as part of the scoping study was 167. 

SCOPING STUDY FINDINGS 

The scoping study identified a variety of different issues and considerations. Common 
issues and components were consolidated into a set of considerations for review within 
the project. They are described below. 

Volume and types of literature 
A very large volume of potential literature needed to be filtered prior to review and 
evaluation. Over 5,000 items were identified in the scoping exercise from a single 
database; the volume would have increased if snowballing or grey literature searching 
had also been used.  
 
There was a wide variation in the type of material being retrieved, for example, formal 
research studies, case studies, program reviews, consumer reflections, policy 
documents, expert opinion and commentaries. Many of these items included relevant 
material that assisted in contextual understanding or was important in understanding 
issues that could affect the success of the intervention. Much of the “evidence” fell 
outside the normal biomedical standard reflected in the NHMRC intervention hierarchy. 
[4] Frequently occurring non NHMRC evidence categories included organisational 
analyses, policy documents, program evaluations, economic assessments, and 
qualitative work, meaning that there would need to be a appraisal system that would 
support the synthesis and evaluation of the diverse types of available evidence. 

Significant issues for most countries with a similar health system 
Similar issues were reported to be driving the investigation of these approaches in 
many different countries. These drivers included the ageing population, chronic 
disease, cost of health care, quality of care, and providing care at the end of life. [5-7] 
 
All countries in the identified set were looking at the approaches, applications and 
usefulness of integrated, coordinated and multidisciplinary approaches. The evidence 
base was evolving with some approaches appearing to be well researched [8] but still 
uncertainty about the relative weight/value of different approaches and interventions. 
Many of the change processes reflected seminal studies from Evercare and Kaiser 
Permanente in USA. These studies reflected the American managed care system. There 
was ongoing debate within the literature about the economic and service comparisons 
between countries. [9, 177, 178]  

Meanings of terms 
No consistent and accepted nomenclature on integration, coordination and 
multidisciplinary terms was available, [10, 179] although there were elements that 
related to the terms. Definitions were still evolving. 

- For example, WHO (Europe’s) definition of integration [11] highlighted a 
process approach. “Integrated care is a concept bringing together inputs, 
delivery, management and organisation of services relating to diagnosis, 
treatment, care, rehabilitation and health promotion. Integration is a means to 
improve the services in relation to access, quality, user selection and offering 
care.” 

- Agreement on what was meant by chronic was still evolving (e.g. non-curative, 
threshold, supportive versus curative) 
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- Coordination had many meanings and could be tied to case management or 
care coordinators as well as to coordination between practitioners and/or health 
services. 

- Multidisciplinary had different meanings and could reflect multidisciplinary care 
or multidisciplinary teams. [12] 

- Integration was often applied to the patient’s perception of the care received as 
well as to the level of structural interdependence within and between 
services.[13] 

Models of care  
Many papers discussed models. However, the models varied depending on the 
perspective. For example, a national model of care service arrangements had a very 
different focus to a model of care delivery to patients in a specific service. Most 
research had been done at the service or organisational level or with a specific 
population. There had been some reviews of major structural changes however these 
reviews were often descriptive with an uncertain relationship between cause and 
effect. Further as many were broad organisational change programs, the effect of 
specific aspects such as teams or coordination components could not be isolated and 
evaluated. There were major issues in transferability/generalisability from small studies 
of programs or services to system and structural change. 
 
Various models were described in different countries and literature. Generic 
approaches included: 

- Population health  (e.g. Chronic care model) 
- Disease care management (e.g. asthma management, clinical pathways)  
- Case management (Individual needs approach e.g. Kaiser Permanente, 

Evercare) 
- Supportive care (Palliative approaches) 
- Patient centred care (Danish health care enrolees, i.e., patients as consumers) 
- Network approach (organisational and service relationships) 

 
There were many examples of localised models within Australia such as the aged care 
interface (e.g. ACRL [180]) or community palliative care provision. [181, 182] 

Populations of Interest 
While the use of ICM approaches appeared quite widespread, the use of these 
approaches seemed to be used more extensively with particular populations. Studies 
and reviews of ICM approaches were found for the following populations: 

- Aged and frail aged, including dementia 
- Mental health 
- Chronic illnesses 
- Intellectual and physical disability 
- Palliative 

Models of integration and coordination 
There was an evolving literature relating to models to articulate interventions in a 
framework for integration and coordination, primarily:  

- Boon, Verhoef et al. [14] proposed a framework that included seven different 
modes of team oriented health care practice. This approach reflected issues 
around “integrative health care”. 
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- Leutz’s work [15] focused on a 3 phase framework relating to linkage, 

coordination and full integration. 
- Kodner [13] utilised Leutz’s 3 phase framework but included a set of 15 factors 

integral to the development and operationalisation of integrated care.  
- Ahgren and Axelsson [16] created an adaptation of Leutz’s continuum that can 

be used as a measure of integration by looking at operational elements such as 
clinical guidelines, patient referral systems and network managers.  

- Nies [17] also extended Leutz’s framework by creating a grid that identifies the 
operational implications of the three options. 

- Burgess and Beilby [18] proposed a model that is quadrant based around the 
size of the patient population and the number of services needed. 

 

Effectiveness 
There was not an established body of definitive evidence supporting the effectiveness 
of ICM approaches. Research had generally been undertaken at the organisation or 
clinician level. The implications for system wide changes was yet to be assessed.[19] 
 
Economic analysis of effectiveness of ICM approaches was still somewhat limited. 
Economic measures were normally estimated at the service level without a full 
understanding of the effect of changes on the health system process and costs.[20, 30, 
185]   
 
There needed to be a clearer definition of the desired outcomes and evaluation 
measures and processes. [6] 

Acknowledged precursors/enablers of ICM approaches 
Information sharing, particularly patient information, and therefore information and 
communications technology (ICT) infrastructure [21, 22] was seen as a necessary tool 
to support ICM.  
 
Shared standards and protocols such as a single assessment point, agreed clinical 
pathways and guidelines appeared to contribute to coordination and integration 
activities. [23-25]  
 
Funding mechanisms that supported service interaction or system changes were also 
identified as a necessary enabler.  
 
Administrative requirements of ICM approaches needed to be recognised and managed 
in funding and resource arrangements. [18, 26, 27]  

Role of primary care 
The importance of primary care was acknowledged in many ICM approaches. It was 
seen not only as the gatekeeper to services but also as the core integrating or 
coordinating device for the patient. The structure of primary care provision varied 
between countries and therefore is important in assessing transferability. [7, 28]  

14 
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POLICY CONSIDERATIONS 

1. Coordination approaches will work within existing frameworks. The focus should 
be on mechanisms that work across services and within and across systems to 
enable the experience of coherent and seamless care. Integration would require 
a focus on structural and system change; there would need to be investigation 
of legislative, funding and political frameworks. Both integration and 
coordination approaches require moving the clinical and organisational mindset 
beyond acute episodic care. 

2. Increasingly the health and social networks will need alignment if coherent and 
seamless care for individuals is to be provided, particularly with regard to 
complex needs (e.g. frail aged, stroke, chronic heart failure). [29-31] 

3. Additionally, the role of caregivers needs to be built into models of care and 
service delivery, and the role of the private health insurers in the Australian 
context needs clarification. [32] 
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3. DEFINING THE PROJECT APPROACH: FIVE 
ILLUMINATING REVIEWS  

The key themes of the material and specific issues were then reviewed at the January 
Project Team meeting. At this meeting refinements to the project questions6 were 
made and the project methodology finalised.  
 

IMPLICATIONS OF THE SCOPING STUDY FOR THE REVIEW PROJECT STUDY 

For the purposes of the project there needed to be a shared understanding of the 
terms to facilitate identification of appropriate studies, classifying these studies for use 
by the review, and developing a better understanding of the implications of specific 
approaches and interventions for the Australian context. The general approach was to 
conceptualise coordination as processes and activities that are designed to enhance 
the relationships, linkages, transitions and responsibility for care within the existing 
structural arrangements. Hence, coordination activities included such things as shared 
health records, case conferences, or shared assessment tools that enabled a more 
seamless flow of care arrangements for the patient. Integration was the development 
of comprehensive approaches to care provision that depended on formal relationships 
or structural arrangements to organise and deliver care. Coordination related to the 
interactions between the participants in the system while integration modified 
structures in the system. This working definition drew upon the key differences 
identified by Leutz (1999) [15].  
 
It was clear that it would not be possible to examine all the concepts raised in the 
scoping study. Finding a mechanism to examine the issues identified in detail while 
retaining the ability to look at the broader implications of ICM approaches for the 
Australian context was seen as important. To this end, a series of illuminating reviews 
that investigated a particular ICM mechanism and a specific population or condition 
were planned.  
 
This would enable reviews that were manageable in terms of scope and question but 
could provide an interconnected framework for contributing to the generic questions 
relating to ICM approaches in primary care. Given the landscape of primary care 
practice and organisation in Australia, [183,184] the major emphasis for the project 
was directed to coordination activities. A coordination focus seemed to more 
appropriately reflect the current status of Australian GP arrangements where GPs 
function as independent practitioners within the health system.  

 
Other generic inclusion / exclusion criteria were determined and are outlined the 
methodology and search strategy attachments. 

DEVELOPING THE ILLUMINATING REVIEW TOPICS 

The selection of topics for the individual illuminating reviews was based on the 
identification of ‘sentinel conditions/populations’ and ‘sentinel interventions’. This would 
both contribute to the immediate pool of knowledge for specific groups but also 
provide the opportunity to potentially identify areas of commonality and difference 
across the individual reviews.  

 
 

6 Details of the changes to the project questions have been summarised in Attachment 5. 
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Populations of interest both from the scoping study and the grant requirements were 
seen to be chronic, palliative and aged populations. A series of studies were envisaged 
that would reflect the three populations and within the chronic population would reflect 
differing care requirements relating to stage and diversity of chronic conditions.  
 
Reflecting continuum of care trajectory, it was agreed that the three separate studies 
for the chronic population would reflect  
a) Steady decline from full function, with a rapid deterioration at the end (Level 1); 
b) Steady decline from full function with exacerbations requiring periods of intensive 
intervention (Level 2); and 
c) Steady decline from a low functioning base, with death being the result of a 
prolonged period of significant impairment (Level 3).  
 
Further, the three conditions that were selected had a high incidence within the 
Australian community and were of importance to the national health agenda. [33] The 
diseases selected were   
a) Early management of Type 2 diabetes mellitus;  
b) Chronic obstructive pulmonary disease; and  
c) Completed stroke. 
 
In looking at sentinel interventions, it was agreed to focus on interventions that could 
be applied within the Australian primary care setting. Key themes reflecting 
government policy related to care planning, case conferences and multidisciplinary 
teams were discussed. These were selected as the sentinel interventions for review. 
The investigation pattern of the individual reviews is outlined below: 

 
 

SELECTING STUDIES  

Health service interventions are highly complex and are variously affected by the 
presence/absence of an evidence-base, methods used, stakeholders and contextual 
factors. Individual reviews were able to define the specific types of studies for inclusion 
to reflect the availability of literature, the applicability of study designs to the particular 
question and the relevance of implementation and transferability issues.  
 
The APHCRI program’s focus on health delivery in primary care did however lead to a 
selection framework restricting study selection to studies that related to the primary 
care setting, and involved primary health care professionals, particularly general 
practitioners, in the care planning process. 
 

17 
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The generic search and inclusion criteria developed were as follows: 
- Countries with comparable health systems (i.e. Australia, New Zealand, Canada, 

United Kingdom, United States (limited)) 
- Study types – varied according to the individual review 
- Effectiveness - systematic review / RCT  
- 1990 – 2006 
- English language 
- Within the primary health care sector 
- Related to integrated, co-ordinated and/or multidisciplinary care 

 
Specific exclusions were as follows: 

- Mental health initiatives 
- Paediatric service initiatives 
- Acute care initiatives 
- Studies dealing only with social care or community care with no health focus 

 
Two different tools were used for individual reviews to assess the quality of the 
included studies. They were the QARI/NOTARI system created by Joanna Briggs 
Institute for use in systematic reviews and the APRAC rating system described by Aoun 
and Kristjanson [34] 

 
Quality appraisal and data extraction was completed by each review group. The 
individual review team determined the particular study designs that would be included 
for the review. Details of the specific search strategies and included and excluded 
studies are found in the attachments. 
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4. INDIVIDUAL REVIEW: DOES CASE CONFERENCING 
IMPROVE CARE PLANNING IN PALLIATIVE PATIENTS? 

BACKGROUND 

Ensuring that palliative patients and their families receive holistic care is a fundamental 
tenet of palliative care. As such, palliative care incorporates a wide range of healthcare 
providers from varying medical and non-medical disciplines which can make 
coordination of services difficult. Often there is little communication between various 
healthcare providers, including the general practitioner [35] resulting in isolated and 
fragmented care. Communication is particularly important as interactions between GPs 
and specialist palliative care services have increased, currently 90 per cent of care at 
the last year of life occurs in the home. [36] Studies have shown that when caring for 
a patient with a life-limiting illness, multi-professional teams seem to be able to provide 
better care than the general practitioner working alone. [37] Therefore in palliative 
care, the optimum model of care needs to be multidisciplinary with a formal process 
required to ensure that it is available as needed.  
 
In November 1999, the Australian Government introduced the Enhanced Primary Care 
(EPC) Medicare Items to provide coordinated care for people with complex, chronic or 
terminal illnesses and established a way of driving integration and partnership between 
healthcare providers. [38] The EPC package consists of care planning, health 
assessments for people 75 years or older and case conferencing and provide a 
mechanism for GPs to claim payment for conducting coordinated services. Until the 
introduction of the EPC Items there was little financial reward for GPs to communicate 
with other healthcare professionals. [39] 
 
To date uptake of the EPC Items has been varied with case conferencing, being the 
least utilised item. In the period from November 1999-October 2001 case conferences 
made up 3 per cent of all EPC Items claimed. [38] In 2003, there were 20,716 claims 
for case conferences compared with 228, 250 care plans. [40] 
 
Case conferences provide an opportunity for the GP to organise, or participate in an 
interactive discussion with two or more health professionals or service providers, in 
order to identify and discuss the care goals of a patient with a chronic or terminal 
condition who has multi-disciplinary needs. The case conference model aims to allow 
the GP to move his or her care from short, episodic and fragmented care to holistic 
care that is integrated with other healthcare providers. Case conferencing therefore 
provides the ideal mechanism to enhance the communication between the palliative 
care team and the GP and to increase the coordination of services.  
 
The purpose of this systematic review is to examine the effectiveness of the case 
conferencing model in palliative care and to explore potential barriers and facilitators. 
 

FINDINGS OF THE REVIEW 

The large diversity of study designs and outcome measures made it difficult to 
compare studies based on a common outcome factor. In general the studies produced 
results in two distinct areas, the first focused on implementation, the second smaller 
subset focused on the impact of case conferencing on a range of health outcomes.  
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Uptake of case conferences 
The formal evaluation conducted by Wilkinson et al [38] demonstrated that while the 
majority of GPs had claimed at least one of the EPC Items there was a wide variation 
in the use of different EPC Items and that the case conference EPC Item is not widely 
used.  

Acceptability of case conferences 
Case conferences were generally acceptable to GPs with high rates of satisfaction 
reported by GPs survey within the studies examined in the review. In addition many 
studies indicated that GPs liked the opportunity to discuss patient care with other 
healthcare providers involved in the care of the particular patient. 

Barriers to conducting case conferences 
Ten studies examined the implementation of case conferences and found a number of 
barriers to case conferencing existed. These could be further broken down into 
organisational barriers, legislative and remuneration requirements such as complex 
paperwork, workload issues and timing constraints. 

Participant Benefits of case conferences 
A number of the studies included in this review documented participant perceived 
benefits of case conferencing, these included: 

- Improved communications between participants 
- Increased GP knowledge about the patient’s illness 
- Interactive discussions with other healthcare professionals as a result of the 

face-to-face communication 
- Improved inter-professional respect particularly as GPs often did not have a 

good idea of the roles played by other health providers 
- The case conference provided a learning opportunity for all participants 
- A mechanism for de-briefing, particularly when dealing with particularly difficult 

patients 
- Reduced professional isolation 
- Increased team building and promotion of a team approach to caring for 

terminally ill patients. 

Patient benefits from case conferences 
Reported positive benefits from the case conference, included: 

- Assisting in discharge from hospital 
- Improved practice 
- Reduced inappropriate medications, including identification of medication-

related problems 
- Increase patient and carer awareness of services 
- Identification and resolution of problems 
- Reduced primary care visits 
- Maintenance of function and independence 
- Increased use of services 

 
Case conferences did not appear to influence quality of life and did not increase 
survival in the one study that followed patients longitudinally after the case conference. 
Case conferences did not appear to benefit all outcomes measures, and were 
successful in areas that could be influenced directly by the primary care team. 

Effect on hospitalisations 
Seven studies examined the effect of case conferencing on hospitalisation. In general a 
single case conference appeared to reduce planned and unplanned hospitalisations. 
The studies demonstrated no clear benefit on length of stay. 
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Targeting 
Given the resources needed to arrange a case conference, two studies recommended 
that case conferences should be targeted to specific patient populations, for example 
those with the most complex conditions that require inputs from multiple healthcare 
providers.  
 

POLICY IMPLICATIONS  

1. Australia still has a structure of individual practices with reduced intra 
collaborative entity which means there are limits to what an individual can do. 
In order to facilitate coordination of care, support must be provided to the 
individuals, above and beyond what currently exists. 

2. Medical funding arrangements need to recognise the benefits of a coordinated 
approach to patient care and acknowledge that case conferences impose a cost 
on all participants and institutions and should fund all healthcare providers 
accordingly. 

3. Due to workload pressures, responsibility for identifying patients and instigating 
case conferences may need to become the responsibility of healthcare 
providers other than GPs. If responsibility is to remain with the GPs assistance 
must be provided for “EPC-Coordinators”. 

4. Alternative mechanisms of conducting case conferences, for example via the 
Internet or sequencing of discussions should be explored. 

5. ”Future promotion of the EPC items by the Department, divisions, professional 
groups and others should focus on their use within the broader policy 
framework of care for older Australians and people with chronic and complex 
conditions” [38] 

6. Effective implementation requires changes at multiple levels of the healthcare 
system. 
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5. INDIVIDUAL REVIEW: DOES A MULTIDISCIPLINARY 
APPROACH TO CARE IMPROVE OUTCOMES FOR THE FRAIL 
ELDERLY IN THE PRIMARY HEALTH ENVIRONMENT? 

BACKGROUND TO THE REVIEW 

Australia’s population is ageing. Over the past decade there has been increasing 
interest in the changing patterns of Australia’s demography and in the ageing of its 
population. In 2003, the proportion of people aged 65 years or more was estimated to 
be 13 per cent or over 2.5 million people up from 5 per cent in 1960. [33] The 
proportion of the very old is also increasing. It is anticipated that by 2051, those over 
85 years of age will form 5 per cent of Australia’s population. [41]  
 
Recent investigations of statistical trends in disability suggest that additional years of 
life in Australia do not appear to be additional years of disability free life. Instead there 
are indications that a proportion of this increase will be spent with light to moderate 
disabilities. [42]  The needs of frail aged have as a consequence become an important 
part of the reform agenda for health and social services as governments struggle to 
meet increasing demands for complex care by an increasingly larger proportion of the 
population while containing healthcare expenditures. There is evidence from America 
that 82 per cent of those 65 years and older have one or more chronic conditions and 
43 per cent have three or more conditions. [43] 
 
New initiatives such as health assessments for the over 75s, care plans and chronic 
disease management items, and community care arrangements such as CACP and 
EACH packages demonstrate the Australian government’s awareness of the growing 
impact that this population will have on the demand for health and social services. Frail 
elderly patients frequently present with multiple and complex needs which require a 
comprehensive management strategy. Multidisciplinary care represents a direction for 
care management that might better meet the complex care needs for this group by 
providing an integrated approach to care management and a broader set of skills in 
assessment and ongoing care. 
 
Specifically, the review sought to: 

- Examine whether the population of frail aged benefited from multidisciplinary 
team (MDT) involvement, and 

- Investigate what aspects of the MDT may affect care and benefit. 
 

METHODOLOGY AND REVIEW INSTRUMENT 

Searching  was conducted systematically across literature databases on the OVID 
platform: Medline, CINAHL, Embase, PsycINFO, and Ageline, PubMed, Dissertation 
Abstracts, Web of Science, Informit, AMED, Cochrane Library databases, and  EPOC, 
using a search strategy structured from a combination of MESH headings, text words, 
and synonyms for the concepts of multidisciplinary, integrated or coordinated care, 
primary health, family physicians / general practitioners, frail aged, and outcomes 
measures.   
 
Retrieved items were independently appraised using a quality assessment tool that was 
developed for the Australian Palliative Care in Residential Aged Care (APRAC) Project. 
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There were 697 retrieved items from the bibliographic databases, 102 items from grey 
literature sources and 8 pages of items from Google. Following preliminary citation 
analysis, 127 items were retrieved. Application of the inclusion criteria led to 111 items 
being excluded. 
 
The data extraction and synthesis was done jointly by the two reviewers. Where 
possible data was accorded a rating as +, - or 0 to indicate the finding with regard to 
an effect. Because of the heterogeneity of the studies with regard to interventions, 
settings and outcomes it was decided a priori to not statistically poll any results. 
Instead a narrative synthesis would be undertaken identifying findings from the studies 
and evaluating whether these related to themes or concepts. 

FINDINGS OF THE STUDY 

Issues and Definition: 
Frail aged:  For the purposes of the study it was initially agreed to use the delimiter 
of the Australian Enhanced Primary Care Package age cut-off of 75 years and older, 
however this became problematic for many reasons including the definition varied 
between researchers, changing realities of trajectories of illness, incidence of chronic 
disease, and longer dying time span. In particular, the Canadian SIPA model detailed 
by Beland et al [44] considered frailty in the context of the degree of disability 
compatible with admission to a nursing home.   
 
The focus of this review was on the effect on the older population who were frail, not 
the “well older aged”. In light of this variation, it was agreed that “at risk” might be a 
better predictor of frailty than age in years. 
 
Multidisciplinary:  Teams may be multidisciplinary or interdisciplinary, suggesting a 
difference of purpose, operation and structure. [45] 
The concept of a multidisciplinary team itself implied two variables: 

1. Multidisciplinary effect (enriched knowledge base) 
2. Team effect (e.g. enhanced communication). [46] 

 
Team: There was uncertainty about what defined a team in this context. A wide range 
of different multidisciplinary teams were reported in the research literature, with no 
one model clearly more effective across practice settings or needs. High team 
functioning did appear to have a positive effect on health outcomes for frail elderly 
people. [47]    

Multidisciplinary Team interventions: Inherent Confounders 
Most often, multidisciplinary teams operated as one element of a program or strategy. 
Common other variables were case management or co-ordination, a single entry point 
system, comprehensive geriatric assessment, involvement of the primary care 
physician, clearly defined targeting of services, formal networks, guidelines and 
protocols, and funding mechanisms. [25, 48, 49]  These variables made it difficult to 
isolate multidisciplinary teams as the significant intervention factor. [50, 51] 

Positive Findings 
- Case conferencing was shown to improve medication appropriateness in 

residential aged care facilities. [46] 
- Neighbourhood team case management was associated with a significant 

reduction in health costs, due to reduced hospital days and home help hours, 
particularly in community care of the elderly with dementia, compared with 
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centralized, individual case management. They also provided greater support 
for caregivers and rapid, appropriate response to crises. [52] 

- Comprehensive Geriatric assessment and home follow-up by multidisciplinary 
teams did appear to reduce re-admission to emergency departments for 
patients over 75 discharged from the Emergency Department. [53]  

- Higher team functioning impacted positively on short- and long-term health 
outcomes for the frail elderly. [47] 

- Some integrated care programs (PRISMA, SIPA, some HMO programs) were 
associated with positive client health outcomes and cost effectiveness. [44, 54-
57] 

- Co-location of multidisciplinary teams demonstrated no statistically significant 
difference in measured patient and team outcomes. [58] 

- Multidisciplinary teams often failed because of poor expertise in the 
management of the teams, despite enthusiasm and commitment .[59] 

- Frail, elderly people often resisted the “at risk” label, were stoic and reluctant to 
use community services. [59] 

 

DISCUSSION AND IMPLICATIONS  

Practice Implication 
- GPs accessing the EPC items to participate in case conferencing with 

appropriate multidisciplinary professionals could provide better patient 
outcomes. The patient does not need to be present at the case conference for 
this intervention to be effective. The case conference could be organised by 
other members of the multidisciplinary team (e.g. a palliative care or 
community nurse). GPs needed to be convinced that time spent case 
conferencing will be worthwhile. Payment for this time via the EPC items was 
important in making this financially viable for GPs.  

- Locally based multidisciplinary teams should be set up to provide community 
support of the elderly with dementia and their caregivers, caregiver support 
being crucial in the ability of people with dementia to remain at home. The 
neighbourhood location of the team provided “more opportunity for case 
conferences, more familiarity with local community resources…and more 
awareness of and rapid response to crises in the lives of the patients and their 
caretakers” and overall was cost effective. [52] 

- Emergency Departments should organise Comprehensive Geriatric Assessment 
for all ED patients over 75 and home follow-up by multidisciplinary team for 
those needing this. 

- Higher team functioning needs to be recognised as a factor in achieving health 
outcomes and supported by individual practitioners and organisations. 

- Education in multidisciplinary team management needs to be undertaken by 
team leaders and supported by their organisations.  

- There needs to be careful use of language such as “at risk” in discussions and 
other communications with frail elderly people in the community. 

Policy Implications 
- EPC items provide a mechanism for multidisciplinary team engagement in the 

country.  
- Creating infrastructure and support for neighbourhood team management of 

elderly people with dementia and their caregivers may be a worthwhile 
direction. 

- Supporting training in the management of multidisciplinary teams, and the 
training of team leaders / managers to work effectively with divergent agendas, 
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cross-disciplinary (and at times cross- paradigm) miscommunication and a 
range of perspectives and visions could result in more effective teams and 
better outcomes. 

- There needs to be a careful use of language such as “at risk” in policy 
documents. 

Conclusion 
Unsurprisingly, given the heterogeneity of the studies reviewed, current research 
demonstrated a lack of consensus in the evidence for the effectiveness of 
multidisciplinary teams in health outcomes for the frail elderly in primary care.  
However, there were pockets of evidence and suggestions of components of 
effectiveness. Case conferencing was shown to improve medication appropriateness in 
residential aged care facilities. Neighbourhood team case management did reduce 
hospital days and home help hours in the elderly with dementia. Comprehensive 
Geriatric assessment and home follow-up by multidisciplinary teams did reduce re-
admission to emergency departments for patients over 75 discharged from the ED. 
Higher team functioning impacted positively on short- and long-term health outcomes 
for the frail elderly. Some integrated care programs were associated with positive client 
health outcomes. However, the results were not definitive and a single trend was not 
evident across all the studies.  
 
Further research is needed to answer the following questions for this population: 

1. Which factors in multidisciplinary teams are most significant in achieving health 
outcomes – breadth of perspectives, effective communication etc? 

2. At what points of an elderly person’s care trajectory is a multidisciplinary team 
most effective? 

3. Does a team need to have an ongoing role?  Can it simply set coordination in 
place and assume a future intermittent role? 

4. Does a team have a differential effect within a particular setting, or with a 
particular focus (e.g. pharmacy)? 

5. Which composition and roles within teams are most effective? 
6. What outcomes best demonstrate the effectiveness of multidisciplinary teams? 

 
Focused research could help to clarify the outcomes that such an approach could have 
for the frail aged.  
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6. INDIVIDUAL REVIEW: DOES MULTIDISIPCLINARY CARE 
PLANNING IMPROVE OUTCOMES FOR LEVEL 1 DIABETES? 

INTRODUCTION 

The prevalence of Type 2 diabetes is rising, and the routine review of patients is 
increasingly performed in the community.[60, 61] Patients with Type 2 diabetes are at 
risk of acute complications in addition to chronic micro- and macro-vascular diseases, 
such as retinopathy, nephropathy, peripheral vascular disease, coronary heart disease 
and stroke. This underscores the need for intensive monitoring and management by a 
multidisciplinary team. Diabetes, and its management, represents a global health 
conundrum. It is the sixth most common presentation to Australian general 
practice.[62] Direct health care expenditure on diabetes in this country approximated 
$784 million (1.7 per cent of total health expenditure) in 2000-1[63]. On a more 
positive note, the UK Prospective Diabetes Study has demonstrated that rigorous 
glycaemic control can significantly reduce diabetic complications.[64]  
 
Integration across the primary-secondary interface, co-ordination of care and 
multidisciplinary care planning represent various approaches to achieving improved 
clinical outcomes and processes of care in the primary care setting. However, both in 
Australia and internationally, there appears to be wide variation concerning the 
content, delivery and effectiveness of interventions in diabetes. This chapter reviews 
contemporary literature in the field to assess the impact of co-ordinated multi-
disciplinary care in primary care (represented by the delivery of formal care planning 
by primary care teams or shared care across primary-secondary teams) on outcomes in 
Type 2 diabetes. 

METHODS 

Selection criteria 
The review included randomised and non-randomised trials, and descriptive and 
qualitative studies of patients with Type 2 diabetes in the primary care setting, to 
whom routine care was delivered by a multi-disciplinary primary care team (PCT) or 
shared by primary and secondary care providers. Selection required that the GP was a 
member of the team. We also included non-research based material relating to 
multidisciplinary approaches to diabetes management in primary care to enhance 
insights derived from quantitative studies. Interventions that targeted health 
professionals only and studies that evaluated health professional-oriented outcomes 
only were excluded. Studies were published in English, and originated in countries with 
comparable health systems and socio-cultural values to Australia.  

Identification of articles 
Four bibliographic databases and websites listed in the CCOHA Health Technology 
Assessment list (Table 1) were searched (January 1990 to December 2005) by 
combining subject headings and synonyms for ‘diabetes’ with various terms relating to 
models of service delivery (See Box 1). Two reviewers selected articles for inclusion. 
Where there was discordance, agreement was negotiated with a third reviewer. 
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Box 1: Search terms 

Assessment of methodological quality and data extraction  
The quality criteria presented in the EPOC Data Collection List [65] and NHMRC level of 
evidence categories (I through IV) [66] guided the methodological assessment of 
quantitative studies. Qualitative research was appraised using the appraisal tool 
developed for the APRAC Guidelines project.[67] Lower-level evidence, included for its 
potential to illuminate findings from the trials, could not be subjected to these 
assessment standards; fulfillment of inclusion criteria generally sufficed. The 
descriptive data was extracted by 2 reviewers. 
 

FINDINGS 

The combined searches identified 1304 citations (Table 1). Once duplicates and articles 
clearly unrelated to the objective of the review were excluded, 166 abstracts were 
considered in selection. Based on full-text review, 75 met the inclusion criteria. Nine 
studies [68-76] did not meet quality criteria. Thus, data were extracted from 66 
articles; 40 of these reported primary research and 10 originated in Australia. There 
were dissimilarities in relation to i) design; ii) interventions; iii) outcomes measured 
and; iv) effectiveness. Thus, results were synthesised using a qualitative approach. 
 

 
Table 1: Source and number of retrieved items 
 

Design of studies 
The search identified 3 systematic reviews [61, 77, 78] (Level I) and 13 RCTs,[79-91] 
which varied in terms of quality and strength of evidence (Level II to III-1). There 
were 4 controlled before and after studies [92-95] (Level III-2); 5 cohort studies [96-
100] (Level III-3) and; 5 pre-test, post-test studies [101-105] (Level IV). Five 
qualitative studies;[106-110] 1 survey;[111] 1 mixed-methods study [112] and; 3 
retrospective, clinical audits [113-115] were included. Finally, the review included 26 
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non-research based articles, [116-140] consisting of case studies, reviews and 
guidelines, expert opinion, commentaries and reports.  
 

Characteristics of the interventions 
The different interventions emphasised a number of ICM approaches and were 
characterised by various combinations of components of the chronic care model.[141]  

Design of delivery system 
This component was common to all interventions. Of the 40 research-based articles, 
just 10 studies involved the delivery of care by primary care professionals exclusively; 
the remainder involved communication between primary and secondary providers. The 
purpose of this interaction varied across studies (e.g. professional education, 
organisation of care). For example, 7 studies involved the provision of secondary 
outreach services/mini-clinics to supplement primary care capacity. [85, 88, 89, 95, 98, 
113, 115]. Others investigated sharing patient care [61, 79, 81, 91, 92, 96, 110] 
and/or resources [100] as well as methods for communicating across settings (e.g. 
videoconference; [101] telemedicine[94]). 
 
All interventions involved a team, including a GP and at least one other health 
professional (once collaboration through case-management or care planning was 
specified).  The application of these strategies varied across studies, with 11 specifying 
care planning [83, 89, 93, 94, 99, 103, 105, 112, 113, 115, 133] and 5 indicating case 
management of patients. [79, 81, 82, 86, 94]. Teams tended to be smaller in studies 
set exclusively in primary care and to be composed of a trio combination of GP plus 
practice nurse, dietician, health worker, pharmacist, care co-ordinator, nurse case 
manager, social worker and/or psychologist. Teams involving secondary care featured 
more disciplines, extending to endocrinologists, podiatrists, ophthalmologists, diabetes 
nurse specialists and educators. The purpose of multi-specialist teams was to deliver 
care (with some also being involved in developing/championing interventions [81, 98]). 
Again there was considerable variation in the level of secondary input - some 
interventions featured a visiting endocrinologist/team[88] whereas others (typically 
structured care initiatives) focused more on the effectiveness of the referral 
system.[91] 

Decision support 
The next most common feature of interventions related to the application of evidence-
based algorithms, protocols and guidelines to promote optimal clinical care for diabetic 
patients. The specialist team often represented an educative and/or consultative 
resource for the primary care team. [84, 97-99, 104, 131]    

Clinical information systems 
Most studies also targeted systems for organising patient and population data in order 
to facilitate more efficient and effective care. This included developing patient 
registries, and introducing recall and reminder systems. [78, 89-91, 96-100, 104, 110, 
113, 131]  

Support for self-management 
Another principal feature of interventions was the promotion of self-management. This 
was achieved through educating patients about diabetes [84, 85, 89, 90, 95, 98, 103] 
and self-monitoring [92, 102] explaining medication management [82, 86, 97] 
encouraging dietary change and exercise [81, 83, 88, 104] goal setting [100, 105] and; 
identifying barriers to change/adherence. [79, 87] This was often provided as part of 
group visits [93, 96, 99, 131] In Australia, interventions have promoted education in 
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indigenous communities facilitated by Aboriginal field workers, information sessions 
and workshops. [131].    

Community 
Although featured less frequently, this component encapsulates initiatives to deploy 
community resources such as podiatry and dietetics to meet patient needs by 
supplementing GP care. [89, 96, 102, 113, 133] A number of interventions in Australia 
have fostered awareness about indigenous cultural issues in health care providers 
[131] and engaged local support groups and activities to support patient self-
management. [103]. 

Outcomes measured 
Endpoints related to 4 broad categories: biomedical; process of care; secondary and; 
system. With the exception of 1 study (integrated footcare clinic [84], all interventional 
studies evaluated effectiveness based on glycaemic control (HbA1c). Cardiovascular 
risk factors (BMI; BP; lipid control) and vascular complications (visual acuity; retinal 
fundi; foot lesions) were also extensively measured. Process outcomes included the 
checking/recording of clinical parameters. System-level variables were GP/specialist 
consultations; hospitalisation rates and; cost. Secondary outcomes included self-report 
measures of function; quality of life; satisfaction; compliance and; knowledge. 
Qualitative studies explored providers’ and patients’ attitudes to ICM interventions.  

Effectiveness 
In aggregate, 20 of the 29 interventions that measured glycaemic control reported 
favourable outcomes. Improvements in BP were found in 11 of 20 studies and lipid 
control in 7 of 18 studies. There was also extensive improvement in process outcomes.  
 
Of the 12 RCTs that measured HbA1c levels, seven found a significant difference 
between the treatment and control groups at follow-up. [79, 81-83, 87, 88, 90] There 
was a trend towards a higher degree of complexity in successful trials, in terms of the 
number of participating specialities, the level of support, education and feedback 
provided to patients and the use of clinical information systems. The impact of 
multifaceted interventions on patient outcomes was mirrored across studies in the 
review. Inter-disciplinary communication was also linked with the success of 
interventions. [83, 101]  All 3 RCTs of case management by pharmacists reported 
improvements in control. [82, 83, 90] In fact, the active involvement of the pharmacist 
in primary care was associated with statistical improvements in HbA1c outcomes across 
all such studies. [93, 98, 102, 105] 
 
Different inclusion criteria meant that there was considerable variation in HbA1c levels 
at entry rendering comparisons across studies difficult. In the trials that reported the 
strongest effects, mean HbA1c tended to be higher at baseline, ranging from 9.6 per 
cent to 11.6 per cent. [79, 82, 88, 90] This suggests that patients who were poorly 
controlled at baseline exhibited more improvement than those who had better control. 
[85]  Similarly, an Australian study found poorly controlled patients to benefit most 
from a program of integrated care involving multidisciplinary mini-clinics, upskilling and 
care planning with a GP. [115]  This contrasts with trials involving patients with good 
control at baseline that show no change at follow-up. [91, 106]  Studies also diverged 
notably on length of follow-up. Shorter studies (<1 year) were more likely to find 
differences. [88]  One study found that 12-month improvements in glycaemic control 
had disappeared a year later[87] whilst another, following-up at 18-months, reported 
no effect of intervention on outcomes. [86] In contrast, a study that had comparable 
entry HbA1c levels (9.3v9.6) did observe improved outcomes at 2 years and a non-
randomised study reported that 12-month improvements persisted a year later. [97] 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

30 
________________________________________________________________________________ 
  

 
In general, ICM approaches to delivery of care engendered a high level of acceptability 
in both service providers [78, 96, 97, 106] and patients. [86, 87, 90, 106]  This was 
reflected in the qualitative findings, with patients indicating satisfaction in terms of 
better access and communication. Practice nurses were perceived as being equipped 
with the necessary skills to meet patient needs but without the time constraints of GPs. 
[108-110] The introduction of a diabetes service in primary care led to increased 
attendance and importance being ascribed to diabetes and regular review. [109]  GPs 
identified improved communication with specialists as the main gain of integrated 
services. [107]  A UK study found that asymptomatic patients who did not perceive 
themselves as having a serious health problem were more indifferent to the shift in 
care, relative to those who felt they had a serious disease. The latter group preferred 
specialist-delivered clinical care. [108] Many patients described a lack of confidence 
and knowledge to manage their diabetes in particular situations [108, 110] 

 
The 26 non-research articles described a range of models and services, which were 
characterised by various ICM approaches. Contextualising much of the primary 
research in the review, the major themes were: the establishment of teams for 
screening and counselling, rather than acute care only [122] sustainable IT 
infrastructure to link providers within the community;[129] a need to fill current gaps 
in accessing allied health services;[132] the addition of specialist diabetes nurses to 
the PCT to expand the skill set and to link primary and secondary settings;[119, 132] 
continuing professional education, mentoring and appraisal;[117, 121, 136] provision 
of structured time/resources for joint planning[123, 135, 140] and collaborative 
activities;[140] patient education[127] and; individualised care planning[124, 128]and 
patient held records.[124]   

DISCUSSION 

On the whole, studies in the review indicated that ICM approaches to the delivery of 
care to Type 2 diabetes patients in the primary care setting led to favourable 
outcomes. This was supported by anecdotal accounts and descriptions of particular 
services. The clinical data were encouraging given that even modest improvement in 
glycaemic control has positive implications for long-term vascular outcomes in 
diabetes.[64] Metabolic control deteriorates with duration of illness.[64] This may 
explain why some patients’ levels of HbA1c failed to improve.[78] Thus, even 
maintaining levels over time could be viewed as an acceptable outcome. The 
interventions were slightly less effective in improving cardiovascular risk outcomes, 
probably due to therapeutic advice being directed at hyperglycaemia only.  
 
It was unclear if clinical improvements could be sustained over time because most 
studies followed-up within a year. One of the more methodologically rigorous studies 
that followed-up at 18 months reported no improvements in outcomes. [86]  However, 
the authors note that the sample had a high level of co-morbidity, and many were 
socially disadvantaged and had relatively good initial glycaemic control. In general, 
greater team specialisation led to improved performance. Thus, the size of the team in 
the aforementioned study could have contributed to the lack of effect. There was 
evidence to suggest that poorly controlled patients benefited most from interventions. 
PCTs that involved pharmacists emerged as notably efficacious. This was possibly due 
to their assisting patients in understanding and organising drug regimens, especially in 
the elderly and those with co-morbidities, and addressing compliance issues, especially 
in asymptomatic patients. [105] Integration rather than improved referral alone was 
regarded as important [82] as well as the addition of specialities not traditionally based 
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in primary care. The provision of support for self-management both during and 
between visits emerged as a key ingredient for success, as was the quality of the 
communication within and between teams. Overall patients and providers were 
satisfied with the devolution of services from the secondary to primary setting.  

Implications for practice 
The effectiveness of interventions was not so much dependent on the strategy used to 
deliver care (case management, care planning) as on the quality of coordination and 
the involvement of a diverse, skilled and communicative PCT. The review underscores 
the intensive needs of this population and suggests that considerable glycaemic control 
can be achieved in the primary care setting. However, the role of psychosocial factors 
in mediating the effect of interventions on patient outcomes must be recognised. Even 
the most intensive monitoring and co-ordination initiatives may be undermined by 
barriers such as financial difficulties, age, low self-esteem, illness induced anxiety and 
depression. [118]  In working with indigenous communities, it is advisable to include 
indigenous health workers on the PCT, to advise on cultural issues in program 
design/delivery and identify barriers to care. [131]  Inclusion of the patient in case 
conferences may serve to increase the salience of diabetes care and elicit more 
sustainable behavioural change. Interventions in primary care need to be practical and 
require leadership along with careful planning, co-ordination and team commitment.  

Implications for research 
Study comparisons were hindered by the lack of control groups and inconsistency in 
baseline glycaemic control. Thus, RCTs incorporating standard reference values for 
measuring this variable [78] with longer follow-up periods are warranted. Research is 
also required to identify how interventions might benefit those with better control at 
baseline and to investigate methods of inducing behavioural change. There is a paucity 
of evaluations that quantify, in economic terms, the long-term impact of interventions. 
Finally, research needs to determine what components add the most value to these 
ICM models. This would be useful for rolling out interventions with limited resources.  

Implications for policy 
The risk of diabetic complications, and the exorbitant costs associated with managing 
this chronic disease, can be greatly reduced through early intervention. [64] 
Furthermore, many patients are asymptomatic and at risk of under-detection. For 
these reasons, the importance of general practice involvement in diabetes care is 
widely recognised [60, 61] and most recently, for delivering preventive services and 
patient education. However, incorporating components of the chronic disease model 
into practice is resource-intensive. [87]  
 
Whilst the EPC items serve to promote ICM activity in general practice, incentives need 
to be directed at supporting protected time for strategic planning and coordination. 
The remuneration system for GPs could be revised to encourage greater attention to 
achieving health outcomes, rather than focusing on individualised care planning alone. 
Increased access to allied health and mobilisation of community health services are 
also essential to support general practice and meet the extensive screening and 
management needs of diabetes patients. Divisions of General Practice could potentially 
play a facilitating role here, particularly for smaller practices. Given that the increasing 
prevalence of diabetes is likely to be most felt in primary care [118], it is essential that 
PCTs are equipped with the necessary knowledge and skills. Initiatives to formally 
integrate primary and secondary care have the potential to significantly enhance the 
skill set available in the primary care setting, through the transfer of knowledge [101] 
and to reduce professional isolation and improve co-ordination of care.  
 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

32 
________________________________________________________________________________ 
  

Methods for encouraging patients to take a more active role in their management need 
to be built into policy initiatives. [105]  Efforts to resolve the diabetes pandemic also 
demand an equitable health system, one that not only reaches those in socially and 
economically disadvantaged areas but also patients and providers in remote locations. 
This again highlights the need for developing robust IT infrastructures that link rural 
primary providers with specialist teams in order to facilitate risk stratification, targeted 
intervention and education. [101]  In particular, resources need to reach indigenous 
communities, given the gravity of this health issue in the indigenous Australian 
population. The increasing cultural diversity of Australia also calls for training PCTs in 
communication and in culturally sensitivity and traditions. Finally, policy initiatives need 
to direct resources at diffusing knowledge throughout the population about the 
substantial health and social implications of this disease.  
 
In conclusion, this review draws together contemporary evidence to illustrate models 
of integration, co-ordination and multidisciplinary care as they apply to the 
management of Type 2 diabetes in primary care. Some theoretical groundwork exists 
with respect to multidisciplinary teams and co-ordination of care through care planning 
and case management; however, much fine-tuning through research, clinical practice 
and policy is as yet required to confront the diabetes pandemic within the community 
in any consequential way.  
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7. DOES MULTIDISCIPLINARY CARE PLANNING IMPROVE 
PATIENT OUTCOMES IN LEVEL 2 COPD? 

BACKGROUND  

Chronic Obstructive Pulmonary Disease (COPD) refers to irreversible damage to lung 
parenchyma and/or the bronchial tree, with the vast majority of cases related to 
cigarette smoking. Smokers have a 20 per cent chance of developing COPD [142]. A 
minority of cases are due to chronic asthma or rare causes. Smoking causes ongoing 
irreversible tissue damage and functional impairment worsens. COPD has a relapsing 
course, with exacerbations from infections or co-existing cardiac disease, and   is 
among the highest consumer of acute medical inpatient beds. The mortality for 
patients with advanced COPD after an exacerbation is between 36 and 50 per 
cent.[143]  As a result, it attracts considerable attention from hospital-based medical 
services. As Australia’s third leading cause of ‘burden of disease’ (after ischaemic heart 
disease and stroke), the AIHW estimates that direct health system costs of COPD are 
approximately A$300 million. [144] 
 
The aim of this systematic review is to assess the impact of co-ordinated multi-
disciplinary care in primary care, represented by the delivery of formal care planning by 
primary care teams or shared across primary-secondary teams, on outcomes in COPD, 
relative to usual care. 

SEARCH STRATEGY 

Health service interventions are highly complex. We examined effectiveness by 
reviewing controlled trials, but also extended the scope to review qualitative studies 
and capture participants’ views and clinical experience. Finally we described different 
models of care in which care planning takes place. 
 
We performed a computerised search of MEDLINE (from January 1990 to December 
2006), EMBASE (from January 1990 to December 2006), CINAHL (from January 1990 
to December 2006), the Cochrane Library (Issue 1 2006), and grey literature from web 
based searching of web sites listed in the CCOHA Health Technology Assessment list. 
The search combined synonyms for ‘Chronic Obstructive Pulmonary Disease’ with 
‘primary care’ and terms relating to methods/delivery of multidisciplinary care. We 
found 23 papers. 

FINDINGS 

Interventions 
Multidisciplinary care is supported by the literature, with both Australian [145]  and UK 
[146]  treatment guidelines supporting team approaches and individual care planning. 
Several models implementing this approach are described.  
 
The effect of Multi-disciplinary care plans is difficult to quantify, because they take 
place as part of multi-modal interventions that are the subject of trials. Four models 
were described:   

1. Care planning and subsequent service delivery delivered by outreach teams 
from hospital-based specialist services, and liaison with primary care 
professionals.[147-151]  

2. Care planning arising from general practice (South Auckland [152, 153],  
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3. Specialist derived generic care plan initiated in hospital and carried out in the 
community. [154, 155] 

4. Cross-disciplinary care of COPD patients in a single health management 
organization. 

 
Patient identification is usually at the point of discharge from hospital after admission 
for and exacerbation of COPD. [148, 149] 
 
In most models of care an individual management plan was devised with the patient. 
This was done by the hospital based team, with the GP being notified by the team of 
the management plan. Most model description include close liaison with the GP and 
primary care team as part of the role description, but GP/primary care involvement in 
the development of the plan was frequently limited to those cases where the team 
thought the GP should be involved 
 
Communication between team members was heterogeneous, with a combination of 
face-to-face meetings, teleconferences, predetermined protocols applied to patients 
and variations discussed. 

The role of primary care 
The NICE guidelines [146] defined the role of primary care as assessment of patient 
symptoms, adequacy of disease control, the development of complications, and timely 
referral to secondary services. Regular follow-up of patients was thus required.   
Participation in and coordination of the care offered by multiple health professionals 
will occur. Australian initiatives have encouraged multi-disciplinary approaches to the 
care of complex diseases, which has been achieved by funding general practice 
participation in multidisciplinary care planning for patients with complex disease 
needs.[156]  
 
Qualitative studies indicated that a tendency to discharge patients early following 
exacerbations of COPD may leave some severely ill patients vulnerable in the 
community. 

Outcomes 
a) Respiratory Function 
Respiratory function was reported in two studies.[154, 155] Multi-disciplinary care 
planning was associated minimal changes, with most measures showing no difference 
between groups.  
 
b) Functional outcomes 
There were improvements in the functional ability of patients in terms of duration of 
exercise, utilisation of oxygen and reduced fatigue. 
 
Rabow’s studies [157, 158] showed improved outcomes in terms of improved sleep 
quality and reduced anxiety. Dyspnoea, and the extent to which dyspnoea limited 
activities, was also significantly improved in the intervention group. The treatment for 
these conditions was the direct responsibility of the palliative care team. There was no 
change in depression or pain where recommendations of the team to independent 
primary care providers about commencing relevant medication were taken up about 
one fifth of the time.  
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c) Quality of Life 
Most quality of life measures did not change. However, subscales that related to 
patients’ levels of fatigue experienced and mastery over their situations improved in 
two studies.[152, 154]  Hughes found improvements in the quality of life of carers of 
patients who were not terminally ill. Rabow found improvements in some dimensions 
of spiritual wellbeing. 
  
d) Service delivery 
Use of health services either did not change or increased. Costs where reported 
increased in the intervention groups.[159]  Patient knowledge about the condition 
increased, as did the frequency of GP/ primary care provider visits. More nurses visited 
patients and contacted the GP in the intervention groups.[160] Ambulance use in a 
New Zealand study increased, but emergency room visits did not. [153] Bed day 
utilisation results were mixed.[152, 161] The use of steroids increased, but of 
antibiotics did not. [153] 

DISCUSSION 

Application to Australian context 
The drivers of change towards multi-disciplinary care of COPD, including care planning, 
are attempts to reduce hospital resources and reduce readmission rates. This will lead 
to pressure to ensure patients remain optimally controlled in the community. The main 
driver of outreach models is a more efficient use of hospital resources. Service delivery 
outcomes appeared less favourable than functional and quality of life outcomes. Costs 
are increased, as are the use of certain services. However, this appears to be the result 
of increased patient understanding of the necessity to treat infective exacerbations 
early.  
 
Australia is developing a general practice-based model of chronic disease management. 
There is less emphasis on specialist outreach in the COPD setting, although examples 
of specialist outreach are present in disciplines like palliative care. The mixed funding 
models in Australia, where hospital based services are a state responsibility and 
primary care services are federally funded place limitations on the degree to which 
smooth integration of services can be achieved. Specific models that take this into 
account need to be developed. 

Policy implications 
1. Multidisciplinary care planning for COPD patients (within the context of different 

care models) improves functional patient outcomes, but may not reduce 
services. This may be an appropriate result and may lead to longer term 
reduction of mortality and morbidity. 

2. Models that encourage integration between primary and secondary care will 
have to be deliberately developed to account for the mixed funding models 
present in Australia 

3. Use of EPC items is an important tool, but programs that encourage specialist 
services to initiate the process will be required, as this is the source of initiative 
to develop multidisciplinary care. 
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8. DOES MULTIDISCIPLINARY CARE PLANNING IMPROVE 
PATIENT OUTCOMES IN LEVEL 3 STROKE? 

BACKGROUND  

Stroke covers several processes that cause permanent damage to a part of the brain 
by sudden loss of perfusion. This can be caused by obstruction to cerebral blood flow 
or haemorrhage from a vessel into brain tissue. The result of this damage is impaired 
physical function, the nature of which depends on the part of the brain involved. The 
most common strokes cause paralysis to large parts of the body, loss or distortion of 
higher-order functions like language, memory and personality, and alteration of 
automatic functions like swallowing, speech, and continence. Significant stroke leads to 
major disability, with normal daily functions requiring constant assistance. Stroke is the 
third largest cause of death in Australia. In 1997, the annual cost of stroke care was 
$555m, with the average cost of care twelve months after a first time stroke being 
$18,956, and the lifetime cost being $44,000 per case. Stroke care accounted for 
269,000 GP consultations per annum.[162] 
 
Because of the range and seriousness of the impacts of stroke on patients and their 
families, multidisciplinary care is essential. However, given structural differences in the 
way hospitals and community agencies work, this can mean that implementing 
structured care across the primary/secondary divide is exceedingly difficult to achieve. 
 
The aim of this systematic review was to assess the impact of co-ordinated multi-
disciplinary care in primary care, represented by the delivery of formal care planning by 
primary care teams or shared across primary-secondary teams, on outcomes in stroke, 
relative to usual care. 

SEARCH STRATEGY 

A computerised search of MEDLINE (from January 1990 to December 2006), EMBASE 
(from January 1990 to December 2006), CINAHL (from January 1990 to December 
2006), the Cochrane Library (Issue 1 2006), and grey literature from web based 
searching of web sites listed in the CCOHA Health Technology Assessment list was 
conducted. The search combined synonyms for ‘stroke’ with ‘primary care’ with 
synonyms terms relating to methods/delivery of multidisciplinary care. Eighteen papers 
were retrieved. 

INTERVENTIONS 

Almost all studies originated from secondary care. Different models of care were 
identified, depending on the time at which the patient was discharged home if 
possible. One variant of the model involved patients with completed stroke being 
managed completely within the community, but supported by a specialist stroke 
service. No models arose from primary care. 
 
Individual care plans were generated for each patient, and the degree to which 
primary carers were involved in the generation of the care plan varied substantially, 
from the GP and other team members being informed at discharge to GPs being major 
contributors to the plan’s development, and formal involvement in the review process. 
The types of models also depended on the level of funded options available to the 
discharge team.  
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A variant of multidisciplinary care planning occurred where a multidisciplinary team 
developed generic guidelines for patients, and these guidelines were implemented as 
routine care in the community. 

The role of primary care 
General practice was ascribed many roles in guideline documents written by specialist 
doctors. [163-165] These included the prevention and treatment of the complications 
of stroke, preventive health to minimise the risk of subsequent strokes, identifying the 
need for further rehabilitation when progress slows, and acting as a trusted advisor for 
the patient in such sensitive areas as resumption of driving and sexual activity.  
  
However, GPs may not be filling these roles well.[166] Stroke patients and their 
caregivers reported that General Practice care is reactive- responding to requests for 
prescriptions, or to an emergency situation or complication. This was not what patients 
expected nor medical experts envisaged as the GP role. 
 
Several nurse led models were reported. These followed a case management approach 
where the nurse led and followed up the care plan. Therapists in the community 
fulfilled similar roles to those based in secondary care. 

PATIENT AND CARER OUTCOMES  

a) Function 
There were mixed results for the proportion of people being discharged home. There 
were improvements in favour of the one intervention which featured early discharge 
and intensive care planning but none in other studies.  Similarly, there were marked 
improvements in the proportion of people achieving independence at 26, and 52 weeks 
in the Trondheim study [167-169], but none seen otherwise. Patients from this study 
were home in greater proportions and at an earlier stage than controls. 
 
b) Mortality 
There was no difference between intervention and control group mortality in any of the 
studies. (Trondheim [167-169], Goteberg[170], Askim[171]) 
 
c) Quality of Life 
Interventions that include multidisciplinary care planning may have improved quality of 
life. The Trondheim studies showed improvements in quality of life indices at 12 
months. The Askim study had improvement in the social subscale of quality of life (one 
of seven) at 26 weeks, and described this as a trend towards improved quality of life. 
Neither study showed reductions in caregiver strain, though there was a trend 
favouring intervention in the Trondheim study at 52 weeks. 
 
d) Service utilisation 
There were reduced bed day numbers in the twelve months post-discharge in the 
Trondheim study. 
 
A  financial analysis of rehabilitation of post-stroke patients in semi-rural community-
based hospitals in Scotland compared with secondary care found a reduction by 60 per 
cent of the cost to the health district when this intervention was introduced.[172] 
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DISCUSSION 

Application to Australian context 
Stroke management is costly as much is conducted as hospital inpatients. Severe 
stroke patients who do not progress to a certain level of independence, or a level of 
dependence commensurate with the capacity of a cohabitating spouse or partner, must 
be transferred to an aged care facility. Any treatment that improves functional ability 
should therefore be pursued vigorously. There was good evidence that specialised 
stroke units improved functional outcomes. This study looked at the next step of 
multidisciplinary care, part of which care is planning. Intensively planned and support 
care planning improved the likelihood of functional independence. Lesser levels of 
primary care involvement in care planning did not appear as effective. 
 
Nurse led stroke care in the community, with appropriate liaison with GPs may provide 
an appropriate model of care as an alternative model to that of care planning that 
takes place prior to discharge. This sort of initiative should be trialled in Australia. 
 
However, there were major limitations to the development of integrated care involving 
hospital based services and community based services. These arose as a result of the 
mixed funding models where hospitals were state administered and funded, and where 
community services were either privately funded, or funded by Medicare. The 
Enhanced Primary Care funding arrangements are important initiatives that enable GPs 
to be funded to participate in care planning. However, since patients with completed 
stroke are usually discharged from hospital to home, the use of these funding 
mechanisms has to be driven by hospital based units. 
 
Multidisciplinary care planning in stroke was usually embedded within a broader service 
delivery framework which was the subject of the published studies. For this reason, it 
was not possible to identify the degree to which the planning is responsible for 
improvements in outcomes. 

Policy implications 
1. Early discharge to home for stroke patients, which involves intensive 

multidisciplinary care-planning, should be trialed in Australia. 
2. Research to identify facilitators to encourage specialists to implement care 

planning involving GPs needs to be conducted.  
3. Consideration should be given to testing community-based senior nurse lead 

care coordination. 
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9. WORKSHOP SUMMARY 

RESPONSE TO INDIVIDUAL REVIEW PRESENTATIONS 

The project team incorporated a workshop process in order to discuss the interface 
between the reviews and policy and clinical practice. The participants were drawn from 
Commonwealth and State Chronic Disease and Palliative Care bodies, Divisions of 
General Practice, Primary Health peak bodies and Ageing peak bodies.  
 
A number of presentations were made to inform the participants of the project and 
process, and to outline the main findings of each of the systematic reviews. Time was 
allocated after each review for discussion; with a concluding session allowing for 
broader discussions around policy and funding implications. 
 
The main points of these discussions are summarised below. 

Scoping study 
Although the scoping study was designed to inform the individual reviews, there was 
discussion on a number of specific themes. 

1. Solving questions: Does the literature point to how funding issues related to 
service coordination might be addressed? 

2. System change: The literature does indicate that system change is required, 
but once started the changes may be difficult to reverse. 

3. Practice change: Current funding models are driving innovation, while patient 
outcomes would be better achieved by applying the evidence we already have. 
An example discussed was the introduction of EPC items for case conferencing 
being introduced prior to the results of Australian trials being published. These 
items are very useful as part of a package in terms of patient care, but the 
funding model doesn’t provide mechanisms to make individual items work 
together. 

4. Information loss: Literature has been lost over time leaving services, 
researchers and policy makers without the benefit of prior work. Reports owned 
by the state health systems get moved during times of re-structure and then 
misplaced. The owners of the reports change address and can no longer be 
contacted for report copies, and access to the relevant literature becomes lost 
due to disaster, non cataloguing or misfiling. Publication loss beyond reports is 
well recognised (publication bias, never published at all, lost from internet 
sites).  

Chronic illness 
The review summaries for coordinated multi-disciplinary care for Type 2 Diabetes, 
Stroke and COPD were presented and raised a number of discussion points. 

1. Applying the principle of ‘teams’ can present inherent difficulties (such as teams 
comprising many members from the same discipline – different medical 
specialties, or teams from many medical and non medical disciplines), and what 
is it about teams that make the difference to patient care and outcomes. 
Applying a team approach (and thus composition) in the real world is difficult 
when the characteristics of the treatment population are not clear. 

2. System change: The transition from secondary care back to primary care is 
problematic for communication, engagement of primary carers, and GP 
management structures (part-time GP’s, down time for planning and 
coordination activities). Access to broader information such as localised public 
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health atlas 7 and synchronous communication strategies are considered useful 
in improving coordinated care. 

3. Funding as incentive: Access to funding models are seen as an incentive to 
improve practice and participate in Primary care programs such as networks, 
national data bases and team management investment. 

Case conferencing 
A summary of the review investigating case conferencing to improve planning 
stimulated discussion around a number of themes. 

1. Funding arrangements: The review was able to provide some indication of how 
funding arrangements of EPC items can be restructured for better effect. 
Further payment structuring may result in better use of case conferencing as 
linked to care planning (as both result in enhancement of the other). 

2. Planning: Best use of the items may well involve planning of training and 
resource packages to assist in arranging conferences. Further work should be 
targeted at the specific item use, or timing to determine when the most 
improvement is seen, for example at a specific stage in the disease trajectory, 
or when members of the team change. 

Frail aged. 
The review focused on multi-disciplinary team approaches in the care of the frail aged 
and generated discussion around the following issues. 

1. Definition: The disciplinary makeup of a team, the location or facility of focus, 
and the enhancement to care was discussed. The literature had not been clear 
enough to support widespread change for the frail aged. 

2. Planning: Issues around planning were discussed. As with case conferencing, 
input from teams may be better targeted related to disease trajectory, with 
input from specific disciplines. This requires further investigation. 

3. System change: Training programmes for team management, and funding to 
support the time required to maintain teams were seen as considerations raised 
in the literature. 

PARTICIPANT FEEDBACK 

Workshop participants were asked to comment on the review summaries with respect 
to 4 key lines of enquiry. 

Do our findings have face validity? 
Participants commented that the reviews searched, found and reviewed material 
appropriate to the subject areas and appeared to fit with the requirements of the 
project and participants’ understanding of practice and the literature. The findings can 
be structured in a way to deliver recommendations across a broad reporting base for 
recommending future change. 

Are our conclusions valid? 
The review conclusions are seen as valid and consistent with participants’ knowledge of 
the contemporary environment. The conclusions need to incorporate comments on 
teams and stakeholders, and involve those who would be affected by any proposed 
change. The conclusions should be presented in formats described below. 

 
 

7 Adelaide Western General Practice Network Public Health Atlas initiative 
http://www.awgpn.org.au/site/index.cfm?display=5462  

http://www.awgpn.org.au/site/index.cfm?display=5462
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How to present the findings? 
There was discussion on the need to undertake an active program of dissemination to 
ensure that the findings were available to relevant parties and individuals. Emphasis 
needs to be given to how to bring about change not merely the need for change. The 
language needs to be appropriate to the audience. There is a need to emphasise what 
the evidence does tell us not only the limitations to the evidence. 

Can the findings be applied to the Australian health system? 
Workshop participants discussed the difficulties of applying primary care research 
findings into the Australian health system and of not being able to relate research 
results to improved patient outcomes. A number of discussion points and future 
considerations are summarised below: 

1. The Australian context has unique elements making it difficult to generalise 
data from other countries, 

2. There are boundary issues between medical and social care. 
3. There is no unequivocal evidence to promote a particular intervention for policy 

makers.  
4. Integrated care trials results don’t appear in policy documents. There was 

insufficient time to test the trials before policy decisions and this reflects the 
reality of decision making.  

5. Transferability of evidence is an issue. For example, block budgets may work in 
NZ but Australia has the federal/state divide which would make this approach 
difficult. 

6. General practice and primary care in Australia has a ‘small business’ mindset. 
This is a fee-for-service environment which affects initiatives and interventions. 
Any change at the macro level needs to be practical at the practice level.  

7. Financial incentives to shift from GP management plans to case conferencing 
may be a valuable tool in improving patient outcomes. Simpler processes such 
as this may be more effective than trying to create system wide change.  

8. Much of the primary care knowledge is either lost or difficult to find as it is not 
published and/or indexed. This means there is no common knowledge base 
that builds our local understanding.  

 

GENERAL DISCUSSION AND EXCHANGE 

A number of pertinent points were raised during the general discussion. They can be 
summarised as follows: 

1. Australia has a well established health system. Working within these 
parameters using co-ordination and linkage approaches will be most fruitful in 
the short term.  

2. How GPs are involved with processes (i.e. inter-professional respect, timely, 
planned (not an afterthought), key players) is as important as the act of 
involving them. 

3. While evidence may be ambivalent or indicative rather than conclusive, there is 
local knowledge and experience that can also be accessed. There is capacity to 
change and improve incrementally by encouraging and supporting exchange of 
information about what is currently working and happening in the field. 

4. Having key structures such as Divisions and PHCRIS provide process and 
practical information to the GP. This enables supports to improve the usage of 
current mechanisms such as EPC items or facilitating discharge relationships 
and processes between hospital and GPs. 
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5. Using existing networks and collaborative groups can build awareness of best 
practice for chronic diseases, and aged and palliative care. The example of the 
National Primary Care Collaborative was discussed. 

6. Providing information and evidence in a context that is relevant to GPs is also 
important. For example providing information on the benefits of a particular 
process as an N of 3 to treat. 

7. Providing examples and procedures of how you can use the existing 
mechanisms better (e.g. specialists could book in an appointment slot with GPs 
during their normal team meetings, encouraging practices to schedule a 1 hour 
block weekly for conferences with specialists). 

8. There are also directions that could be usefully developed relating to practice 
staff involvement rather than GP involvement for routine care arrangements. 

 

WORKSHOP OUTCOMES 

This workshop provided an important opportunity for national leaders to review the 
current literature around integration, coordination and multidisciplinary care related to 
frail aged, chronic disease and palliative care, and to have significant input into the 
report format and conclusions. The project team can use this information in a number 
of significant ways.  

1. Firstly, the input can be used to validate the process and outcome of the 
systematic reviews for funding reporting purposes.  

2. Secondly, the discussions can assist the project team in the planning of a broad 
dissemination plan for recommending future work such as clinical or service 
trials.  

3. Thirdly, the discussions will enable the project team to target specific 
recommendations arising from the project to very specific audiences, which will 
incorporate the collected wisdom of policy and clinical leaders, and will increase 
the likelihood of any submission documents being successful within any 
assessment process.  

4. Lastly, this workshop assisted all members in becoming aware of the current 
policy and operational knowledge of the area. Both participants and the project 
team were able to exchange information concerning current programmes and 
innovations underway, which can lead to greater collaboration and integration 
in the future. 
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10. DISCUSSION OF THE PROJECT’S KEY FINDINGS 

While each of the reviews stands alone as an investigation of a component of 
integration, coordination or multidisciplinary approaches, the review project process 
has also provided the opportunity to investigate if there are common threads to the 
reviews. Following completion of the individual reviews, discussions were held within 
the project team and with the broad workshop group about the common themes that 
were found across the individual studies. This provided the chance to extrapolate to a 
broader meaning and to identify aspects that may not be context specific.  
 
The following points provide a summary of the common themes and findings around 
ICM approaches in primary care from the various project investigations. 
 

- Coordination does appear to improve outcomes and this was found across the 
individual studies. Although there was variation in the mechanisms used, that 
is, team or care conference or care plans, there was a trend of demonstrated 
improvement in patient outcomes where a coordinating process represented an 
element of the care. Most critical to the outcome was active coordination, that 
is, a positive interaction between participants (whether as members of a team 
or case conference group or as a communicating member in care planning such 
as between the hospital discharge officer and GPs).  

 
- Studies were considerably heterogeneous with regard to study design, 

population focus, interventions and outcomes presenting difficulties in making 
direct comparisons. This also created problems in assessing the applicability to 
the Australian context. The effect of this variable on the outcome is unknown. 

 
- It appears that the more disciplines involved in the ICM approach the greater 

the improvement in outcomes for the patient. This trend was noted across 
several of the reviews. Introducing a greater number of disciplines brought 
different methods of inquiry expertise and responsibility, identified more 
potential needs and delivered a more comprehensive response to those needs. 

 
- Multidisciplinary care comprises two distinct periods of contribution. The first is 

at the point of designing a tool or intervention or when designing information, 
guidelines and other resources. The second is at the point of care delivery. 
Outcomes could be improved by multidisciplinary input during both periods or 
during only one period. 

 
- The role of evidence itself in ICM approaches also appears to be an element 

that is potentially related to outcomes. Many of the studies and interventions 
utilised evidence based materials such as guidelines, pathways or algorithms. 
The effect of the ICM approach was therefore strengthened or underpinned by 
the use of the best available evidence relating to the care need.  

 
- An associated theme relates to the complexity of the interaction. Even though 

the individual review topics dealt with a single intervention illustrating an ICM 
approach, most interventions were multi-component. For example, care 
planning approaches often used standardised tools, care conferencing, case 
management and a multidisciplinary team. As a result while the intervention 
was seen to be effective, the relative weight or value of individual components 
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can not be assessed. This is important when looking at generalising to an 
Australian context, particularly if not all components can be applied.  

 
- Many of the studies and all the reviews suggest that ICM approaches may not 

necessarily reduce costs. This may be an appropriate outcome. Indeed, several 
studies indicated that ICM approaches led to the use of more services. 
Multidisciplinary assessment and guideline based assessment often identified 
additional needs. Again care against a defined standard or within a team 
arrangement may have resulted in referral for more services. It was not 
possible to say whether ICM approaches could lead to longer term benefits by 
reducing more significant health issues in the future. For many studies the 
economic analyses were limited both in terms of analytic design and timeframe 
focusing only on direct cost consequences such as bed days or number of 
admissions to an inpatient facility.  

 
- For most studies, there was little investigation of the role of the patient as an 

active participant and/or consumer. While patient satisfaction was often 
measured, few studies examined the consumer’s goals for care. This omission 
was surprising especially given the population groups being studied in the ICM 
interventions were chronic, elderly or palliative. For these groups the focus of 
care is often supportive rather than curative. Identifying the actual goal of care 
may therefore be a significant first step in selecting appropriate outcomes and 
measures of effectiveness.  

 
- The roles of patients within ICM approaches may be even more critical where 

there are elements of self management within the intervention. One study that 
identified the patient as an active participant in a case conference found 
benefits to all participants from the conference. Patient participation in aspects 
such as self management in chronic care or case conferences warrants further 
investigation.  

 
- While ICM approaches shared commonalities across populations and diseases, 

the research indicated that interventions may need to be tailored to the 
particular characteristics of the population and/or disease. For example, for 
diabetes patients in the early disease stage, weight may be given to elements 
such as reminders/recall and self management through education and group 
support. On the other hand, protocols supporting decisions regarding treatment 
and the coordination of community services may be more important elements 
for a stroke patient in the community.  

 
- Finally, there were suggestions from the research that the value of ICM 

approaches were moderated by local factors relating to how interventions were 
introduced and managed. To determine the true value of ICM approaches it 
may be as important to identify the best processes to support the incorporation 
of ICM approaches within practices, organisations and systems as it is to 
determine the most important ICM approaches or elements of an ICM 
approach.  
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CONCLUSION 

While there is only limited evidence, it appears that the co-ordination interventions 
reviewed as part of the project did improve outcomes for patients within the primary 
care setting. The strength and validity of this effect is however mitigated by many 
factors including the patient population, the timing and complexity of the intervention 
and its generalisability to the Australian context. The economic effects of the 
coordination interventions could not be determined within the limits of this project. 
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SEARCH STRATEGIES 

Covering the period from 1990 to April 2006, Medline, PubMed, Embase, CINHAL, 
PsycINFO, Informit, Australian Digital Theses and Dissertation Abstracts were searched 
for studies in English. Additionally, websites of peak bodies in the fields covered by the 
several reviews were accessed and interrogated to discover items from the grey 
literature relevant to the review protocols. 
 
Terminology varied between the formal literature databases. Search strategies were 
initially formulated in Medline, and restructured to reflect the taxonomies of 
subsequent databases as required.  

Case conferencing in palliative care: 
1. case management.mp or exp Patient care planning/ or exp case management/ 
2. case conference$.mp 
3. (family meeting$ or care plan$ or end of life or care of the dying or managed 

care).mp 
4. exp critical pathways/ 
5. Managed Care Programs/ or Patient Care Planning/ or care plan.mp 
6. care pathway$.mp 
7. or/1-6 
8. palliative care/ 
9. exp terminal care/ 
10. terminally ill/ 
11. attitude to death/ 
12. exp bereavement/ 
13. right to die/ 
14. exp euthanasia/ 
15. hospices/ 
16. respite care/ 
17. palliate$.tw 
18. (terminal ad6 care$).tw 
19. (terminal ad6 caring$).tw 
20. (terminal ad6 ill$).tw 
21. hospice$.tw 
22. bereave$.tw 
23. (grief or griev$).ti or (grief or griev$).ab 
24. euthanas$.tw 
25. (attitude$ adj6 death$).tw 
26. (assist$ adj6 death$).tw 
27. (assist$ adj6 die$).tw 
28. (assist$ adj6 suicide$).tw 
29. (help$ adj6 death$).tw 
30. (help$ adj6 die$).tw 
31. (help$ adj6 suicide$).tw 
32. (aid$ adj6 death$).tw 
33. (aid$ adj6 die$).tw 
34. (aid$ adj6 suicide$).tw 
35. (right$ adj6 die$).tw 
36. (respite$ adj6 care$).tw 
37. (respite$ adj6 caring$).tw 
38. “living will$”.tw 
39. “advance$ directive$”.tw 
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40. “life support care”.tw 
41. “advance care planning”.tw 
42. (end life” adj6 care).tw 
43. “end life care”.tw 
44. or/8-43 
45. 7 and 44 
46. limit 45 to yr=”1990 – 2006” 
47. “Delivery of health care”/ or exp “Family practice/ or exp Primary health care/ 

or primary health.mp 
48. exp physicians, family/ 
49. 45 and (47 or 48) 
50. Limit 49 to (case reports or clinical trial, or clinical trial, phase I, or clinical trial, 

phase ii, or clinical trial, phase iii, or clinical trial, phase iv or controlled clinical 
trial or evaluation studies or multicenter study or randomized controlled trial or 
review, multicase, or “review of reported cases” 

51. limit 50 to English language 

Multidisciplinary teams in frail aged 
1. exp patient care team/ or (multidisciplin$ or multi-disciplin$ or (interdisciplin$ 

or inter-disciplin$) or (transdisciplin$ or trans-disciplin$) or (multiprofession$ or 
multi-profession$) or (interprofession$ or inter-profession$) or 
(transprofession$ or trans-profession$)).mp. or exp interprofessional relations/  

2. exp Australia/  
3. New Zealand/  
4. exp Great Britain/  
5. Netherlands/  
6. exp United States/  
7. exp Canada/  
8. or/2-7  
9. exp "Outcome Assessment (Health Care)"/ or exp "Outcome and Process 

Assessment (Health Care)"/ or exp Treatment Outcome/  
10. outcome measure$.mp.  
11. effectiveness.mp.  
12. 9 or 10 or 11  
13. exp primary care/  
14. exp physicians, family/  
15. exp family practice/  
16. family pract$.mp.  
17. (physician$ or doctor$).mp.  
18. family medicine.mp.  
19. family phys$.mp.  
20. general pract$.mp.  
21. primary health care.mp.  
22. (primary adj2 care).mp.  
23. or/13-22  
24. frail elderly/ 
25. health services for the aged/ 
26. (late life or elder$ or aged or old age or geriatric or seniors or middle age$).tw.  
27. ((old or older or aging or senior) adj3 (person or people or adult$ or subject$ 

or patient$ or consumer$ or male$1 of female$)).tw.  
28. exp aged/ or aging/ or middle age/  
29. or/24-28  
30. 1 and 8 and 12 and 23 and 29  
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31. limit 30 to (humans and english language and ("all aged (65 and over)" or 
"aged (80 and over)") and yr="1990 - 2006") 

Effectiveness of ICM in primary health 
1. exp patient care team/ or (multidisciplin$ or multi-disciplin$ or (interdisciplin$ 

or inter-disciplin$) or (transdisciplin$ or trans-disciplin$) or (multiprofession$ or 
multi-profession$) or (interprofession$ or inter-profession$) or 
(transprofession$ or trans-profession$)).mp. or exp interprofessional relations/  

2. exp primary health care/ or exp physicians, family/ or general pract$.mp or exp 
family practice/ 

3. exp “outcome Assessment (Health Care)”/ or exp “Outcome and Process 
Assessment (Health Care)”/ or exp Treatment Outcome/ 

4. outcome measure$.mp 
5. 3 or 4 
6. 1 and 2 and 5 

Further limited to countries of interest, specified date range, English language and 
RCT/SR filter 

Care planning for [chronic diseases] 
The search strategy involved the following search sequence: 
First element + intervention + chronic illness 
 
First Element 

1. Primary Health Care  
2. Physicians, Family  
3. Family Practice  
4. primary medical care 
5. family practi$ 
6. family physician$ 
7. general practitioner  
8. general practice    
9. family medicine 
10. primary care 

 
Intervention 

1. Managed care  
2. Health care delivery 
3. Patient care management 
4. Patient care planning 
5. Integrated care 
6. Delivery of Health Care, Integrated  (MESH)  
7. Critical Pathways  (MESH) 
8. Patient Care Planning (MESH)   
9. Patient care management (MeSH) 
10. Patient Care Team (MeSH)   
11. Multidisciplinary Care Team  
12. Case Management (MeSH) 
13. Disease Management (MeSH)  

Chronic Illness 
COPD 

1. Pulmonary Disease, Chronic Obstructive/  
2. chronic obstructive pulmonary disease.mp 
3. COPD.mp 
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4. chronic obstructive lung disease.mp 
5. chronic obstructive airways disease .mp 
6. Chronic obstructive airway disease .mp 
7. COAD 
8. chronic bronchitis searched as mapped term and as keyword 
9. chronic airflow obstruction  .mp 
10. Emphysema (MeSH) 
11. emphysema .mp 
12. chronic obstructive$ .mp 

 
Diabetes 

1. Diabetes Mellitus (MeSH) 
2. Diabet$ .mp 
3. dm and (type 1 OR type I OR type 2 OR type II) .mp 
4. iddm OR insulin dependent diabetes mellitus OR  iidm OR insulin-independent  

.mp 
5. insulin resist$ .mp 
6. dm1 or dm2 .mp 
7. non insulin depend* ($) OR  non-insulin depend$ .mp 
8. impaired glucose tolerance OR glucose intoleran$ OR insulin depend$ .mp 

 

Snowballing 
Reference lists from seminal studies were hand searched to identify any further works 
not already retrieved during the formal searching process. Additionally, the ‘find citing 
articles’ function available on the OVID databases, and the ‘similar articles’ function in 
PubMed were used to locate further studies. 
 

Peak bodies contacted for studies, information or reports 

Australia 
PHCRIS, NHMRC, AIHW, ADGP, ARCHI, NICS, Kinetica (theses and conferences), 
National and State Health Departments,  Monash Uni. General Practice Research, 
Menzies Research Institute (Tas.), Adelaide Uni. School of Public Health, Charles Sturt 
University School of Public Health, Australian Institute for Primary Care (La Trobe Uni. 
Vic.), Centre for General Practice Integration Studies (UNSW), Centre for Primary 
Health Care (UQ), Australian Association of Gerontology, RACGP, Council On The 
Ageing 

New Zealand 
NZ Ministry of Health, Health Research Council of New Zealand, New Zealand Health 
Technology Foundation 

Canada 
Health Canada, Canadian Institutes of Health Research, Canadian Health Services 
Research Foundation, Institute of Health Services and Research Policy (Canada), 
Ottawa Health Research Institute, Canadian Coordinating Office for Health Technology 
Assessments (now Canadian Agency for Drugs and Technologies in Health) 

United Kingdom 
Health Research Board, Ireland, The Wellcome Trust, The King’s Fund, National 
institute for Medical Research, Economic and Social Research Council, Nuffield Council 
on Bioethics, Medical Research Council, NHS Health Technology Assessment Reports, 
Scottish Health, British Geriatrics Society 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

64 
________________________________________________________________________________ 
  

United States of America 
Department of Health, National Institutes of Health, Institute for Healthcare 
Improvement, Bureau of Primary Health Care, CDC, AHRC, The Public Health Research 
Institute, American Geriatrics Society 

Grey Literature 
SIGLE (difficult); New York Academy, UNM - Health Sciences Library and Informatics 
Center – links; ANU ePrints 

International 
WHO; United Nations Program on Ageing. 
 

INCLUDED STUDIES BY REVIEW 

Scoping Study 
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people's needs.[see comment]. Health Affairs, 20(6), 146-160. 
Appleby, J., & Devlin, N. (2005). Measuring NHS success: can patients' views on health 
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Appleby, J., & Harrison, A. (2006). Spending on health care: how much is enough? 
London: Kings Fund. 
Armstrong, R. M., & Van Der Weyden, M. B. (2006). Uncertainty in general practice: a 
sure thing. Medical Journal of Australia, 185(2), 58-59. 
Audet, A.-M., Davis, K., & Schoenbaum, S. C. (2006). Adoption of patient-centered 
care practices by physicians: results from a national survey. Archives of Internal 
Medicine, 166(7), 754-759. 
Australia, Department of Health & Ageing. (2005). Annual report 2004-05. Outcome 1: 
Population health and safety Canberra: Commonwealth Department of Health and 
Aged Care. 
Australia, D. o. H. A. (2005). Annual report 2004-05. Part 1: Overview. Canberra: 
Commonwealth Department of Health and Aged Care. 
Australia, Department of Health & Ageing. (2005). Annual report 2004-05:  Outcome 4: 
Quality health care. Canberra: Commonwealth Department of Health and Ageing. 
Australia, Department of Health & Ageing. (2005). Annual report 2004-05: Outcome 3: 
Enhanced quality of life for older Australians. Canberra: Commonwealth Department of 
Health and Aged Care. 
Australia, Department of Health & Ageing. (2005). New chronic disease management 
(CDM) Medicare items: Q & As: as at 23 December 2005. Canberra: Commonwealth 
Department of Health & Ageing. 
Australia. Senate Community Affairs References Committee. (2005). The Cancer 
journey: informing choice.  
Australian Bureau of Statistics. (2006). Older people with disabilities: health status.  
Retrieved 14/03/2006, 2006, from http://www.abs.gov.au  
Australian Institute of Primary Care. (2002). Primary Care Partnerships: Better Access 
To Services: Guideline 4: Developing a service coordination plan. Wollongong: 
prepared by The Centre for Health Service Development, University of Wollongong. 
Balamurugan, A., Rivera, M., Jack, L., Jr., Allen, K., & Morris, S. (2006). Barriers to 
diabetes self-management education programs in underserved rural Arkansas: 
implications for program evaluation. Preventing Chronic Disease, 3(1), A15.  
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and in England JAMA 2006 295(17):37-45 
Beaulieu, M.-D., Samson, L., Rocher, G., Rioux, M., & Boucher, L. (2005). Collaboration 
between family physicians and medical specialists: the gulf between preferred and 
actual practice. Montreal: Doctor Sadok Besrour Chair in Family Medicine. 
Bergman, H., Beland, F., Lebel, P., Contandriopoulos, A. P., Tousignant, P., Brunelle, 
Y., et al. (1997). Care for Canada's frail elderly population: fragmentation or 
integration? CMAJ Canadian Medical Association Journal, 157(8), 1116-1121. 
Better funding needed for chronic disease: expert. (2006, 6 Feb 2006). media release. 
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by older patients with complex needs. Paper presented at the Healthcare Without 
Walls: delivering the best care in the best place. from 
http://www.changechampions.com.au/HC%20Without%20Walls/Stephen%20Bird.pdf.  
Blendon, R. J., Schoen, C., DesRoches, C., Osborn, R., & Zapert, K. (2003). Common 
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Affairs, 22(3), 106-121. 
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effectiveness. Disease Management, 6(2), 63-71. 
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R. B. Saltman, A. Rico & W. Boerma (Eds.), Primary care in the driver's seaat?: 
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Boyle, F., Posner, T. N., Bush, R., Smyllie, S., Chapman, R., Del Mar, C., et al. (1999). 
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Brown, R., Schore, J., Archibald, N., Chen, A., Peikes, D., Sautter, K., et al. (2004). 
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programs, their patients, and providers: report to Congress [executive summary]. 
Princeton, NJ: Mathematica Policy Research, Inc. 
Busse, R. (2004). Disease management programs in Germany's statutory health 
insurance system. Health Affairs, 23(3), 56-67. 
Canadian Health Services Research Foundation. (2004). The cost of dying is an 
increasing strain on the health care system. Journal of Health Services & Research 
Policy, 9(4), 254-255. 
Carter, M., Walker, C., & Furler, J. (2002). Developing a shared definition of chronic 
illness: the implications and benefits for general practice. Final report (No. GPEP 843). 
Melbourne: Health issues Centre. 
Celler, B. (2006). The management of chronic disease inthe home, GP and community 
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improve the management of chronic disease. Medical Journal of Australia, 179(5), 242-
246. 
Centre for General Practice Integration Studies. (2001). Mapping the role of general 
practice in strengthening the Australian Primary Health Care Sector 1990-2000: Centre 
for General Practice Integration Studies, University of NSW 
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Centered Primary Care. Journal of General Internal Medicine, 20(10), 953-957. 
Department of Health (UK). (2004). Chronic disease management: a compendium of 
information. London: Department of Health. 
Department of Health (UK). (2006). Integrated Care Network: helping frontline 
organisations to work together to deliver flexible services.  Retrieved 10/07/2006, 
2006, from http://www.integratedcarenetwork.gov.uk/  
Dickman, G. (2006). An integrated care facilitation model improves patient health and 
quality of life of older patients with complex needs [HARP]. Paper presented at the 
Healthcare Without Walls: delivering the best care in the best place. from 
http://www.changechampions.com.au/HC%20Without%20Walls/Gillian%20Dickman.p
df.  
Dowrick, C. (2006). The chronic disease strategy for australia. Medical Journal of 
Australia, 185(2), 61-62. 
Dowrick, C. (2006). Managing chronic disease: recent trends and implications for 
general practice. Canberra: Australian Primary Health Care Research Institute. 
Dudgeon, D., Knott, C., Viola, R., Van Dijk, J. P., Preston, S., Eichholtz, M., et al. 
(2004). Managing continuity through collaborative care plans: a study of palliative care 
patients (quantitative and qualitative study - executive summary ). Ottawa: Canadian 
Health Services Research Foundation. 
EICP. (2005). The principles and framework for interdisciplinary collaboration in 
primary health care. Ottawa: The Enhancing Interdisciplinary Collaboration in Primary 
Health Care Initiative. 
EICP, Deber, R., & Baumann, A. (2005). Barriers and facilitators to enhancing 
interdisciplinary collaboration in primary health care. Ottawa: Enhancing 
Interdisciplinary Collaboration in Primary Health Care Initiative. 

http://ww.caresearch.com.au/CareSerachLiterature/AbstractInformation.aspx
http://ww.caresearch.com.au/CareSerachLiterature/AbstractInformation.aspx
http://www.cmwf.org/newsroom/newsroom_show.htm?doc_id=223545
http://www.integratedcarenetwork.gov.uk/
http://www.changechampions.com.au/HC%20Without%20Walls/Gillian%20Dickman.pdf
http://www.changechampions.com.au/HC%20Without%20Walls/Gillian%20Dickman.pdf


AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

67 
________________________________________________________________________________ 
  

Evans, J. (2005). Workforce participation. Paper presented at the Skill mix and 
workforce development: right person, right job,right time, right place. from 
http://www.changechampions.com.au/Skill_Mix%2005/Julian%20Evans.pdf.  
Fay, J. K., Jones, A., & Ram, F. S. (2002). Primary care based clinics for asthma. 
Cochrane Database of Systematic Reviews(1), CD003533. 
Ferlie, E. B., Heinold, J. W., & Shortell, S. M. (2002). Improving the quality of health 
care in the United Kingdom and the United States: a framework for change. The 
Millbank quarterly 79(2), 281-. 
Fine, M. (1997). Coordinating health, extended care and community support services: 
issues for policy makers and service providers in Australia (No. SPRC Discussion Paper 
No. 80): Social Policy Research Centre, University of NSW. 
Galetakis, S. (2006`). Cancer care coordination - striving to make the difference in 
Victoria. Paper presented at the Innovations in the management of cancer services. 
from http://www.changechampions.com.au/Cancer%2006/Spiridoula%20Galetakis.pdf  
Gauthier, A., Schoenbaum, S. C., & Weinbaum, I. (2006). Toward a high performance 
health system for the United States. New York: Commonwealth Fund. 
Gillespie, R., Florin, D., & Gillam, S. (2002). Changing relationships: findings from the 
patient involvement project [executive summary]. London: King's Fund. 
Glasby, J. (2004). Integrated care for older people. Birmingham, England: Department 
of health Strategy Unit and the Integrated Care Network. 
Glendinning, C., Hudson, B., & Means, R. (2005). Under strain?: exploring the troubled 
relationship between health and social care. Public money & management, 245-251. 
Golley S Advanced Community Care Presentation at Change Champions Conference 
2005 Online accessed 15 September at http://www.chanegechampions.com.au/I-
IC%20Without%20Walls/Susan%20Golley.pdf#search=%22aged%20care%20ACRL%
22  
Government of British Columbia, Ministry of Health. (2001). Chronic disease 
management: results from physician survey. Vancouver, British Columbia Government. 
Grone, O., & Garcia-Barbero, M. (2002). Trends in integrated care - reflections on 
conceptual issues: World Health Organization Regional Office for Europe. 
Gross, P. F., Leeder, S. R., & Lewis, M. J. (2003). Australia confronts the challenge of 
chronic disease. Medical Journal of Australia, 179(5), 233-234. 
Groves, T., & Wagner, E. H. (2005). High quality care for people with chronic diseases. 
BMJ, 330(7492), 609-610. 
Guzman, J., Esmail, R., Karjalainen, K., Malmivaara, A., Irvin, E., & Bombardier, C. 
(2002). Multidisciplinary bio-psycho-social rehabilitation for chronic low back pain. 
Cochrane Database of Systematic Reviews(1), CD000963. 
Hansen, D. (2005). Trends in health data integration.  Retrieved 22/02/2006 
Harris, M. F., & Harris, E. (2006). Facing the challenges: general practice in 2020. 
Medical Journal of Australia, 185(2), 122-124. 
Harvey, P. (2003). Managing health care in Australia: steps on the health care 
roundabout? Australian journal of primary health, 9(2&3), 105-108. 
Hebert, R. (2002). Research on aging: providing evidence for rescuing the Canadian 
Health System. On Brief submitted to the Romanow Commission (May 28, 2002), Can J 
Aging 2002, 21(3):341-346  
Hostetter, M., & Lorber, D. (2006). In the literature: adoption of patient-centered care 
practices by physicians. The Commonwealth Fund(#916), 2 p. 
Hughes, W. C. (1999). Managed care, meet community support: ten reasons to include 
direct support services in every behavioral health plan. Health and Social Work 24(2), 
103-111. 
Ibrahim, J. E. (2005). The death of professional boundaries or the death of our 
patients: the case for changing the skill mix to improve patient care. Paper presented 

http://www.changechampions.com.au/Skill_Mix%2005/Julian%20Evans.pdf
http://www.changechampions.com.au/Cancer%2006/Spiridoula%20Galetakis.pdf
http://www.chanegechampions.com.au/I-IC Without Walls/Susan Golley.pdf#search=%22aged%20care%20ACRL%22
http://www.chanegechampions.com.au/I-IC Without Walls/Susan Golley.pdf#search=%22aged%20care%20ACRL%22
http://www.chanegechampions.com.au/I-IC Without Walls/Susan Golley.pdf#search=%22aged%20care%20ACRL%22


AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

68 
________________________________________________________________________________ 
  

at the Skill Mix and Workforce Development: Right Person, Right Job, Right Time, Right 
Place., from 
http://www.changechampions.com.au/Skill_Mix%2005/Joseph%20E%20Ibrahim.pdf.  
Jackson, C. L. (2006). General practice in Australia 2020: "robust and ready" or 
"rudderless and reeling"? Medical Journal of Australia, 185(2), 125-127. 
Jane, E., & Gambrill, J. (1994). Evaluation of structure and function of hospital 
Departments of General Practice (project summary No. GPEP No. 131): RACGP NSW 
Faculty. 
Kalra, L., Evans, A., Perez, I., Knapp, M., Swift, C., & Donaldson, M. (2005). A 
randomised controlled comparison of alternative strategies in stroke care. Health 
Technology Assessment, 9(18), 1-94. 
Kodner, D. L. (2004). Following the logic of long-term care: toward an independent, 
but integrated sector [editorial]. International Journal of Integrated Care, 4, 2 p. 
Kodner, D. L., & Spreeuwenberg, C. (2002). Integrated care: meaning, logic, 
applications, and implications - a discussion paper. International Journal of Integrated 
Care, 2, 6 p. 
Kralik, D., & Koch, T. (2002, January 2002). Researching the experience of living with 
chronic illness. The Pursuit of Excellence, 2 p. 
Landrum, L. B., & Baker, S. L. (2004). Managing complex systems: performance 
management in public health. Journal of Public Health Management & Practice, 10(1), 
13-18. 
Law, D. (2006). "Chronic disease doesn't take holidays". Paper presented at the 
Healthcare without walls: delivering the best care in the best place. from 
http://www.changechampions.com.au/HC%20Without%20Walls/Deborah%20Law.pdf.  
Leichsenring K Developing integrated social care services for older persons in Europe 
Int Jour Integ Care 2004 4:1-15 
Lin, V., & Robinson, P. (2005). Australia public health policy 2003 - 2004. Australia and 
New Zealand Health Policy, 2(7), 1-9. 
Lloyd, J., & Wait, S. (2006). Integrated care: a guide for policy makers. London: The 
International Longevity Centre-UK. 
Lynn, J., & Adamson, D. M. (2003). Living well at the end of life: adapting health care 
to serious chronic illness in old age. Santa Monica, CA: RAND. 
The management of chronic disease in primary care settings: special edition. (2003). 
Australian Journal of Primary Health, 9(2 & 3). 
Mainous AG, Diaz V, Saxena S, Baker R, Everett CJ, Koopman RJ et al Diabetes 
management in the USA and England: comparative analysis of national surveys J R Soc 
Med 2006 99:463-469 
Marcus, D. (1999). Coordinating care in an uncoordinated health system: the 
development and implementation of coordinated care trials in Australia. Current Issues 
Brief, 1998-99(11), 21 p. html. 
Martin, C. (1994?). The management of chronic conditions in general practice. 
Canberra: Australian National University, National Centre for Epidemiology and 
Population Health. 
Martin, C., Rohan, G., & Banwell, C. (2000). Approaches to and types of chronic illness 
care in General Practice : a qualitative interview study of time, descriptors and quality 
in chronic illness management (No. GPEP No. 499). Canberra: National Centre for 
Epidemiology and Population Health. 
MATRIX Research and Consultancy / Modernisation Agency (NHS). (2004). Learning 
distillation of chronic disease management programmes in the UK. London. 
McDonald, J., & Hare, L. (2004). The Contribution of primary and community health 
services: literature review: Centre for Health Equity, Training, Research & Evaluation. 
UNSW School of Public Health & Community Medicine. 

http://www.changechampions.com.au/Skill_Mix%2005/Joseph%20E%20Ibrahim.pdf
http://www.changechampions.com.au/HC%20Without%20Walls/Deborah%20Law.pdf


AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

69 
________________________________________________________________________________ 
  

McKie J & Richardson J Neglected Equity Issue sin Cost Effectiveness Analysis Part 1 
2005 Research paper No 7 Centre for Health Economics Monash University 
Meckes, C. S. (2005). Opportunities in care coordination. Home Healthcare Nurse, 
23(10), 663-669. 
Messeri, P., Kim, S., & Whetten, K. (2003). Measuring HIV services integration 
activities. Journal of HIV/AIDS and Social Services 2(1), 19-44. 
Mogyorosy, Z., & Smith, P. (2005). The main methodological issues in costing health 
care services : a literature review (No. CHE Research paper 7). York: Centre for Health 
Economics, University of York. 
National Health Priority Action Council. (2005). National service improvement 
framework for heart, stroke and vascular disease. Consultation draft: executive 
summary. [Canberra]: National Health Priority Action Council. 
National Public Health Partnership. (2000). A planning framework for public health 
practice. Melbourne: National Public Health Partnership. 
National Primary and Care Trust Development Program. (2005). Supporting people 
with long term conditions: US models. Managing long term conditions   National 
Primary and Care Trust Development Program, UK 
NHMRC. (2001). Tackling chronic disease: exploration of key research dimensions 
[synopsis of workshop]. Melbourne: NHMRC & DHAC. 
NICE. (2003). Clinical Guideline 8: Multiple sclerosis. Management of multiple sclerosis 
in primary and secondary care. Retrieved 10/07/06. from. 
North West Melbourne Division of General Practice. (2005). GP and residential aged 
care kit: partnerships for 'round the clock' medical care. Section 2: Residents' medical 
care. Melbourne: North West Melbourne Division of General Practice. 
NSW Health (2005). Care coordination, care planning and multidisciplinary team: 
review. NSW Health. 
Oandasan, I., Baker, G. R., Barker, K., Bosco, C., D'Amour, D., Jones, L., et al. (2006). 
Teamwork in healthcare: promoting effective teamwork in healthcare in Canada: policy 
synthesis and recommendations. Toronto: Canadian Health Services Research 
Foundation. 
OECD. (2006). Projecting OECD health and long-term care expenditures: What are the 
main drivers? (No. Economics Department Wroking Papers no. 477). Paris: OECD. 
Organisation for Economic Co-operation and Development. 
Owen, A., Poulos, R., & Eagar, K. (2001). Using the evidence to develop best practice 
models for identifying initial primary and community care needs. Wollongong, NSW: 
University of Wollongong. 
Palsbo, S. E., Kroll, T., & McNeil, M. (2004). Addressing chronic conditions through 
community partnerships: a formative evaluation of taking on diabetes. New York: The 
Commonwealth Fund. 
Payne, S. K., Coyne, P., & Smith, T. J. (2002). The health economics of palliative care. 
Oncology (Huntington), 16(6), 801-808; discussion 808. 
Peacock, S., & Segal, L. (1999). Equity and the funding of Australian health services: 
prospects for weighted capitation. West Heidelberg, Vic.: Centre for Health Program 
Evaluation. 
Penny, R. (2004). NSW Chronic Care Program: phase two 2003-2006. Retrieved. from 
http://www.health.nsw.gov.au/pubs/2005/pdf/chronic_care2.pdf.  
Phillips, S. M., Davies, J. M., & Tofler, G. H. (2004). NICS Heart Failure Forum: 
improving outcomes in chronic care. Medical Journal of Australia, 181(6), 297-299. 
Pineault, R., Tousignant, P., Roberge, D., Lamarche, P., Reinharz, D., Larouche, D., et 
al. (2005). Research collective on the organization of primary care services in Quebec: 
summary report. Montreal: Canadian Health Services Research Foundation. 

http://www.health.nsw.gov.au/pubs/2005/pdf/chronic_care2.pdf


AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

70 
________________________________________________________________________________ 
  

Powell Davies, G., McDonald, J., Hu, W., Furler, J., Harris, M., & Harris, E. (2003). 
Reviewing the contribution of general practice to a well functioning and comprehensive 
primary health care system [executive summary]. Sydney: Centre for General Practice 
Integration Studies, University of NSW. 
Powell-Davies G & Fry D General practice in the health system In General Practice in 
Australia 2004 Commonwealth of Australia Accessed online 15 September 2006 
http://www.health.gov.au/internet/wcms/publishing.nsf/Content/pcd-publictaions-
gpinoz2004  
Pringle, D., Levitt, C., Horsburgh, M. E., Wilson, R., & Whittaker, M. K. (2000). 
Interdisciplinary collaboration and primary health care reform. Canadian Journal of 
Public Health Revue Canadienne de Sante Publique, 91(2), 85-88. 
Reeves, S., & Lewin, S. (2004). Interprofessional collaboration in the hospital: 
strategies and meanings. Journal of Health Services & Research Policy, 9(4), 218-225. 
Renders, C. M., Valk, G. D., Griffin, S. J., Wagner, E. H., Eijk Van, J. T., & Assendelft, 
W. J. (2001). Interventions to improve the management of diabetes in primary care, 
outpatient, and community settings: a systematic review.[see comment]. Diabetes 
Care, 24(10), 1821-1833. 
Rhydderch, M., Edwards, A., Elwyn, G., Marshall, M., Engels, Y., Van den Hombergh, 
P., et al. (2005). Organizational assessment in general practice: a systematic review 
and implications for quality improvement. Journal of Evaluation in Clinical Practice, 
11(4), 366-378. 
Richards, B. (2005). E-health implementation stakeholder perspectives. Paper 
presented at the Australian Health Information Stakeholder Forum. Retrieved 
10/07/2006. 
Roberts, J. (2006). Community Matrons in the UK. Paper presented at the Healthcare 
without walls: delivering the best care in the best space. from 
http://www.changechampions.com.au/HC%20Without%20Walls/Judit%20Roberts.pdf.  
Rosenfeld, T., Basser, M., Thomas, M., Collings, A., Abraham, k., & Singer, A. (2002). 
Survey of pre-acute care of older people (project summary No. GPEP No. 810): 
Community Health Services & Programs, South Eastern Sydney Area Health Service. 
Rudd, C., & Watts, I. (2004). The industry of general practice: its infrastructure. In 
General practice in Australia (pp. pp 358-406). 
Saltman, R. B. (2003). Primary Care in the Driver’s Seat? The John Fry Fellowship 
Lecture. Retrieved 10/07/06. 
Saucier, P., & Fox-Grage, W. (2005). Medicaid managed long-term care: AARP. 
Silow-Carroll, S., & Alteras, T. (2004). Stretching state health care dollars: care 
management to enhance cost-effectiveness. New York: Commonwealth Fund. 
Simoens, S., & Scott, A. (1999). Towards a definition and taxonomy of integration in 
primary care (No. 03/1999). Aberdeen, Scotland: Health Education Research Unit, 
University of Aberdeen. 
Simoens, S., & Scott, A. (2005). Integrated primary care organizations: to what extent 
is integration occurring and why? Health Services Management Research, 18(1), 25-40. 
Smithers, R. (2006). Restoring health: an innovative model of care for chronic disease 
management. Paper presented at the Healthcare without walls: delivering the best care 
in the best place. Retrieved from 
http://www.changechampions.com.au/HC%20Without%20Walls/Rebecca%20Smithers
.pdf.  
South Australia Department of Health (2003). Primary health care policy statement 
2003-2007. Retrieved 24/02/2006. from. 
South Australia Department of Health (2002). Generational Health Review. Chapter 3: 
Governance and funding. Adelaide: South Australian Department of Health. 

http://www.health.gov.au/internet/wcms/publishing.nsf/Content/pcd-publictaions-gpinoz2004
http://www.health.gov.au/internet/wcms/publishing.nsf/Content/pcd-publictaions-gpinoz2004
http://www.changechampions.com.au/HC%20Without%20Walls/Judit%20Roberts.pdf
http://www.changechampions.com.au/HC%20Without%20Walls/Rebecca%20Smithers.pdf
http://www.changechampions.com.au/HC%20Without%20Walls/Rebecca%20Smithers.pdf


AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

71 
________________________________________________________________________________ 
  

Stable, R. (2003). Implementing integration: a guide for health service integration in 
Queensland. Retrieved. from 
http://www.health.qld.gov.au/hssb/hou/integration/17071.pdf.  
SteelFisher, G. K. (2005). International innovations in health care: quality 
improvements in the United Kingdom. Issue Brief (Commonw Fund)(833), 1-16. 
Swerissen, H. (2005). The importance of primary and community care. 
New.Matilda.com, 7 p. 
Triska, O. H., Church, J., Wilson, D., Roger, R., Johnston, R., Brown, K., et al. (2005). 
Physicians' perceptions of integration in three Western Canada Health Regions. 
Healthcare Management Forum, 18(3), 18-24. 
Tsai, A. C., Morton, S. C., Mangione, C. M., & Keeler, E. B. (2005). A meta-analysis of 
interventions to improve care for chronic illnesses. American Journal of Managed Care, 
11(8), 478-488. 
UK Department of Health (2006). Delivering primary care. London: Department of 
Health. 
UK Department of Health (2005)  Supporting people with long term conditions: an NHS 
and social care model to support local innovation and integration. Retrieved. from 
http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuid
ance/PublicationsPolicyAndGuidanceArticle/fs/en?CONTENT_ID=4100252&chk=f7nOXn
.  
Victorian Chronic and Complex Care Program (2006). HARP - Chronic disease 
management.  Retrieved 24/02/2006, 2006, from http://www.health.vic.gov.au/harp-
cdm/  
Victorian Department of Human Services. (2006, 06/02/2006). Primary care 
partnerships.  Retrieved 24/02/2006, from http://www.health.vic.gov.au/pcps/  
Victorian Department of Human Services. (2005)  Cancer care coordination in Victoria. 
workshop report.  Victorian Department of Human Services. 
Victorian Department of Human Services (2005a) Victorian Chronic and Complex Care 
Program - VCCCP.  Retrieved 28 September, 2005 
Victorian Department of Human Services (2001). Primary Care Partnerships. Integrated 
service planning: interim guidelines. Retrieved 10/07/06. from 
http://www.health.vic.gov.au/pcps/  
Von Korff, M., Glasgow, R. E., & Sharpe, M. (2002). Organising care for chronic 
illness.[see comment]. BMJ, 325(7355), 92-94. 
Vondeling, H. (2004). Economic evaluation of integrated care: an introduction. 
International journal of integrated care, 4, 1-12. 
Weeramanthri, T., Hendy, S., Connors, C., Ashbridge, D., Rae, C., Dunn, M., et al. 
(2003). The Northern Territory preventable chronic disease strategy--promoting an 
integrated and life course approach to chronic disease in Australia. Australian Health 
Review, 26(3), 31-42. 
Welton, W. E., Kantner, T. A., & Katz, S. M. (1997). Developing tomorrow's integrated 
community health systems: a leadership challenge for public health and primary care. 
Milbank Quarterly, 75(2), 261-288. 
WHO Regional Office for Europe's Health Evidence Network (HEN) (2004). What are 
the advantages and disadvantages of restructuring a health care system to be more 
focused on primary care services? Geneva: World Health Organization. 
Wiener, J. M., & Tilley, J. (2003). End-of-life care in the United States: policy issues 
and model programs of integrated care. International Journal of Integrated Care, 3, 13 
p. 
Wilson, A. (2001). Preventing chronic disease: a strategic framework [executive 
summary]. 

http://www.health.qld.gov.au/hssb/hou/integration/17071.pdf
http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidanceArticle/fs/en?CONTENT_ID=4100252&chk=f7nOXn
http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidanceArticle/fs/en?CONTENT_ID=4100252&chk=f7nOXn
http://www.health.vic.gov.au/harp-cdm/
http://www.health.vic.gov.au/harp-cdm/
http://www.health.vic.gov.au/pcps/
http://www.health.vic.gov.au/pcps/


AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

72 
________________________________________________________________________________ 
  

Wilson, S., Harris, M., Daffurn, K., Marks, G., Comino, E., Hermiz, O., et al. (2001). 
Home based care of patients with chronic obstructive pulmonary disease (No. GPEP 
No. 783): Macarthur Health Service; Campbelltown Hospital. 

 

Palliative care/Case conferencing 

Included Studies 
Abernethy, A., Currow, D., Shelby-James, T., Williams, H., Hunt, R., rowett, D., et al. 
(2005). Case conferencing and educational visiting in palliative care: main results from 
the Palliative Care Trial. Paper presented at the MASCC/ISOO 17th International 
Symposium 2005 [Multinational Association of Supportive Care in Cancer ]. 
Addington-Hall, J. M., MacDonald, L. D., Anderson, H. R., Chamberlain, J., Freeling, P., 
Bland, J. M., et al. (1992). Randomised controlled trial of effects of coordinating care 
for terminally ill cancer patients. BMJ, 305(6865), 1317-1322. 
Bakitas, M., Stevens, M., Ahles, T., Kirn, M., Skalla, K., Kane, N., et al. (2004). Project 
ENABLE: a palliative care demonstration project for advanced cancer patients in three 
settings. Journal of Palliative Medicine, 7(2), 363-372. 
Blakeman, T. M., Zwar, N. A., & Harris, M. F. (2002). Evaluating general practitioners' 
views on the enhanced primary care items for care planning and case conferencing. A 
one year follow up. Australian Family Physician, 31(6), 582-585. 
Blakeman, T. M., Harris, M. F., Comino, E. J., & Zwar, N. A. (2001). Evaluating general 
practitioners' views about the implementation of the Enhanced Primary Care Medicare 
items. Medical Journal of Australia, 175(2), 95-98 
Cromwell, D. (2003). Can the National Palliative Care Study be translated into a model 
of care that works for rural Australia?: an answer from the Griffith Area Palliative Care 
Service (GAPS) experience. Wollongong, NSW: University of Wollongong. Centre for 
Health Service Development. 
Crotty, M., Halbert, J., Rowett, D., Giles, L., Birks, R., Williams, H., et al. (2004). An 
outreach geriatric medication advisory service in residential aged care: a randomised 
controlled trial of case conferencing. Age & Ageing, 33(6), 612-617. 
Daniels, L., & Linnane, J. (2001). Developing a framework for primary palliative care 
services. British Journal of Community Nursing 2001 Nov; 6(11): 592-600 (37 ref). 
Gazelle, G., Buxbaum, R., & Daniels, E. (2001). The development of a palliative care 
program for managed care patients: a case example. Journal of the American 
Geriatrics Society, 49(9), 1241-1248. 
Gilbert, A. L., Roughead, E. E., Beilby, J., Mott, K., & Barratt, J. D. (2002). 
Collaborative medication management services: improving patient care. Medical 
Journal of Australia, 177(4), 189-192. 
Goldschmidt, D., Groenvold, M., Johnsen, A. T., Stromgren, A. S., Krasnik, A., & 
Schmidt, L. (2005). Cooperating with a palliative home-care team: expectations and 
evaluations of GPs and district nurses. Palliative Medicine, 19(3), 241-250. 
King, M. A., & Roberts, M. S. (2001). Multidisciplinary case conference reviews: 
improving outcomes for nursing home residents, carers and health professionals. 
Pharmacy World & Science, 23(2), 41-45. 
McInnes, E., Mira, M., Atkin, N., Kennedy, P., & Cullen, J. (1999). Can GP input into 
discharge planning result in better outcomes for the frail aged: results from a 
randomized controlled trial. Family Practice, 16(3), 289-293. 
Mitchell, G., Cherry, M., Kennedy, R., Weeden, K., Burridge, L., Clavarino, A., et al. 
(2005). General practitioner, specialist providers case conferences in palliative care--
lessons learned from 56 case conferences. Australian Family Physician, 34(5), 389-392. 
Mitchell, G., De Jong, I. C., Lewis-Driver, M., & Kennedy, R. (2002). Palliative care 
integration project. GP attitudes towards case conferences and palliative care: report 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

73 
________________________________________________________________________________ 
  

on GP focus groups: University of Queensland Centre for General Practice; Townsville 
Division of General Practice. 
Morris, L., & Chen, T. F. (2005). Enhancing communication between hospital and 
community: multidisciplinary discharge case conferences. Pharmacy World & Science, 
27(2), 71-72. 
Rabow, M. W., Petersen, J., Schanche, K., Dibble, S. L., & McPhee, S. J. (2003). The 
comprehensive care team: a description of a controlled trial of care at the beginning of 
the end of life. Journal of Palliative Medicine, 6(3), 489-499. 
Van der Vlist, R. (1996). Palliative care project final report. Burnie, Tas.: Northern 
Tasmania  Division of General Practice. 
Wilkinson, D., Mott, K., Morey, S., Beilby, J., Price, K., Best, J., et al. (2003). Evaluation 
of the Enhanced Primary Care (EPC) Medicare Benefits Schedule (MBS) items and the 
General Practice Education, Support and Community Linkages program (GPESCL). Final 
report. Canberra: Commonwealth Department of Health and Ageing. 
Victorian Department of Human Services. (2005). Promoting partnerships in palliative 
care services project. Final report. Retrieved. From 
http://www.health.vic.gov.au/palliativecare/promotepartrep.pdf  
Yuen, K. J., Behrndt, M. M., Jacklyn, C., & Mitchell, G. K. (2003). Palliative care at 
home: general practitioners working with palliative care teams. Medical Journal of 
Australia, 179(6 Suppl), S38-40. 
 

Excluded studies: 
Australian Government Department of Health and Ageing (2004)  Enhanced primary 
care - Medicare benefits items. Questions and answers: case conferencing. Australian 
Government Department of Health & Ageing. 
Australian Government Department of Health and Ageing. (2004a)  Enhanced primary 
care program. [brochure]  Retrieved 03/03/2006, 2006, from 
http://www.health.gov.au/internet/wcms/publishing.nsf/content/enhanced%20primary
%20care%20program-1  
Abernethy, A. P., Currow, D. C., Hunt, R., Williams, H., Roder-Allen, G., Rowett, D., et 
al. (2006). A pragmatic 2 x 2 x 2 factorial cluster randomized controlled trial of 
educational outreach visiting and case conferencing in palliative care-methodology of 
the Palliative Care Trial [ISRCTN 81117481]. Contemporary Clinical Trials, 27(1), 83-
100. 
Australian Medical Association. (2003). AMA poll shows doctors want incentive 
programs scrapped and red tape slashed.  Retrieved 09/10.2003, 2003 
Andrews, D. (2002). Management of HIV/AIDS on the Mid North Coast: a collaborative 
model of care involving general practitioners and the public health system. Australian 
Journal of Rural Health, 10(5), 244-248. 
Appelin, G., & Bertero, C. (2004). Patients' experiences of palliative care in the home: a 
phenomenological study of a Swedish sample. Cancer Nursing, 27(1), 65-70. 
Arnold, R. M. (2000). Comprehensive palliative care service University of Pittsburg-
UPMC (program report). New York: Millbank Memorial Fund. 
Battye, K. M., & McTaggart, K. (2003). Development of a model for sustainable 
delivery of outreach allied health services to remote north-west Queensland, Australia. 
Rural & Remote Health, 3(3), 194. 
Bertero, C. (2002). District nurses' perceptions of palliative care in the home. American 
Journal of Hospice & Palliative Care, 19(6), 387-391. 
Blackford, J., & Street, A. (2001). The role of the palliative care nurse consultant in 
promoting continuity of end-of-life care. International Journal of Palliative Nursing, 
7(6), 273-278. 

http://www.health.vic.gov.au/palliativecare/promotepartrep.pdf
http://www.health.gov.au/internet/wcms/publishing.nsf/content/enhanced%20primary%20care%20program-1
http://www.health.gov.au/internet/wcms/publishing.nsf/content/enhanced%20primary%20care%20program-1


AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

74 
________________________________________________________________________________ 
  

Blakeman, T. (2001). Evaluating enhanced primary care: evaluating the introduction of 
the enhanced primary care annual health assessment. On 2001 Annual Scientific 
Convention, Royal Australian College of General Practitioners. 
Blakeman, T., Harris, M. F., Comino, E., & Zwar, N. (2001). Implementation of the 
enhanced primary care items requires ongoing education and evaluation. Australian 
Family Physician, 30(1), 75-77. 
Blakeman, T. M., Comino, E. J., Zwar, N. A., & Harris, M. F. (2001). Evaluating the 
introduction of the enhanced primary care 75+ annual health assessments. Australian 
Family Physician, 30(10), 1004-1009. 
Blaney, K. (2001). MS specialist nurses: The future of palliative care. Progress in 
Palliative Care, 9(5), 199-201. 
Bliss, J. (2000). Palliative care in the community: the challenge for district nurses. 
British Journal of Community Nursing, 5(8), 390-395. 
Blyth, A. C. (1990). Audit of terminal care in a general practice.[see comment]. BMJ, 
300(6730), 983-986. 
Bomba, P. A. (2005). Enabling the transition to hospice through effective palliative 
care. Case Manager, 16(1), 48-52; quiz 53. 
Brady, B. p. o. (2004). ACT enhanced primary care demonstration site project. Final 
report November 2004. Canberra: ACT Health; ACT Division of General Practice. 
Brown, M., Grbich, C., Maddocks, I., Parker, D., Connellan, P. R., & Willis, E. (2005). 
Documenting end of life decisions in residential aged care facilities in South Australia. 
Australian & New Zealand Journal of Public Health, 29(1), 85-90. 
Brumley, R. D., Enguidanos, S., & Cherin, D. A. (2003). Effectiveness of a home-based 
palliative care program for end-of-life. Journal of Palliative Medicine, 6(5), 715-724. 
Burge, F. I., Lawson, B., Johnston, G., & Flowerdew, G. (2005). Health care 
restructuring and family physician care for those who died of cancer. BMC family 
practice, 6(1), 6 p. 
Burgess, T. (2004). Palliative care, palliative interventions or a palliative approach?: as 
people with severe chronic disease approach the end of their life, what are the most 
appropriate models of care? Adelaide: University of Adelaide, Department of General 
Practice. 
Burt, J. (2005). Palliative care: perspectives on caring for dying people in London. 
London: Kings Fund Publications. 
Burt, J., Barclay, S., Marshall, N., Shipman, C., Stimson, A., & Young, J. (2004). 
Continuity within primary palliative care: an audit of general practice out-of-hours co-
operatives. Journal of Public Health, 26(3), 275-276. 
Butler, D. (1994). Palliative care in general practice - a new initiative. European journal 
of palliative care, 1(1), 8-10. 
Byock, I., Twohig, J. S., Merriman, M., & Collins, K. (2006). Promoting Excellence in 
End-of-Life Care: A Report on Innovative Models of Palliative Care. Journal of Palliative 
Medicine, 9(1), 137-151. 
Campbell, D. A., & Currow, D. C. (2002). Palliative medicine. Medical Journal of 
Australia, 176(1), 33. 
Carline, J. D., Curtis, J. R., Wenrich, M. D., Shannon, S. E., Ambrozy, D. M., & Ramsey, 
P. G. (2003). Physicians' interactions with health care teams and systems in the care of 
dying patients: perspectives of dying patients, family members, and health care 
professionals. Journal of Pain and Symptom Management 25(1), 19-28. 
Cartwright, A. (1991). Balance of care for the dying between hospitals and the 
community: perceptions of general practitioners, hospital consultants, community 
nurses and relatives. British Journal of General Practice, 41, 271-274. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

75 
________________________________________________________________________________ 
  

Cherin, D. A., Enguidanos, S. M., & Jamison, P. (2004). Physicians as medical center 
"extenders" in end-of-life care: physician home visits as the lynch pin in creating an 
end-of-life care system. Home Health Care Services Quarterly 23(2), 41-53. 
Cherin, D. A., Simmons, W. J., & Hillary, K. (1998). The transprofessional model: 
blending intents in terminal care of AIDS. Home Health Care Services Quarterly, 17(1), 
31-54. 
Clark, D., Ingleton, C., Hughes, P., Yap, T., & Noble, B. (2004). Evaluation of a scheme 
to enhance palliative cancer care in rural Wales. Supportive Care in Cancer, 12(10), 
683-691. 
Cook, A. M., Finaly, I. G., Edwards, A. G. K., Hood, K., Higginson, I. J., Goodwin, D. M., 
et al. (2001). Efficiency of searching the grey literature in palliative care. Journal of 
pain and symptom management, 22(3), 797-801. 
Cox, I. G. (2000). Palliative care: when GPs provide palliative care they bring skills that 
are unique to general practice. Update, 60, 396-403. 
Crawford, G. B., & Price, S. D. (2003). Team working: palliative care as a model of 
interdisciplinary practice. Medical Journal of Australia, 179(6 Suppl), S32-34. 
Daniels, L. (2000). Palliative care in a primary care-led NHS. Professional Nurse, 15(7), 
471-475. 
Davies, J. W., Ward, W. K., Groom, G. L., Wild, A. J., & Wild, S. (1997). The case-
conferencing project: a first step towards shared care between general practitioners 
and a mental health service. Australian & New Zealand Journal of Psychiatry, 31(5), 
751-755. 
Davis, R., & Thurecht, R. (2001). Care planning and case conferencing: building 
effective multidisciplinary teams: Royal Australian College of General Practitioners. 
Douglass, A. B., Maxwell, T. L., & Whitecar, P. S. (2004). Principles of palliative care 
medicine. Part 1: patient assessment. Advanced studies in medicine, 4(1), 15-20. 
Dudgeon, D., Knott, C., Viola, R., Van Dijk, J. P., Preston, S., Eichholtz, M., et al. 
(2004). Managing continuity through collaborative care plans: a study of palliative care 
patients (quantitative and qualitative study - executive summary ). Ottawa: Canadian 
Health Services Research Foundation. 
Dunne, C., & Falkenhagen, M. (1988). Palliative care in the community: a specialized 
approach. Journal of Palliative Care, 4(1-2), 47-48. 
Eastaugh, A. N. (1996). Approaches to palliative care by primary health care teams: a 
survey. Journal of Palliative Care, 12(4), 47-50. 
Evans, R., Stone, D., & Elwyn, G. (2003). Organizing palliative care for rural 
populations: a systematic review of the evidence. Family Practice, 20(3), 304-310. 
Fainsinger, R., Fassbender, K., Brenneis, C., Brown, P., Braun, T., Neumann, C., et al. 
(2003). Economic evaluation of two regional palliative care programs for terminally ill 
cancer patients (before and after analysis of administrative data). Ottawa: Canadian 
health Services Research Foundation. 
Feldman, E. L. (1999). The interdisciplinary case conference. Academic Medicine, 
74(5), 594. 
Fineberg, I. C. (2005). Preparing professionals for family conferences in palliative care: 
evaluation results of an interdisciplinary approach. Journal of palliative medicine, 8(4), 
857-866. 
Fordham, S., & Dowrick, C. (1999). Is care of the dying improving?: the contribution of 
specialist and non-specialist to palliative care. Family practice, 16(6), 573-579. 
Fowlie, S., & Perman-Howe, P. (1992). Multidisciplinary case conference; fulcrum, 
fudge, or fix? Journal of the Royal Society of Health, 112(5), 245-246. 
Galbraith, P. S., & Booth, S. (2004). Audit of the use of a formatted postcard to 
communicate between a hospital palliative care team and general practitioners. 
Palliative Medicine, 18(7), 666-667. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

76 
________________________________________________________________________________ 
  

Gardner-Nix, J. S., Brodie, R., Tjan, E., Wilton, M., Zoberman, L., Barnes, F., et al. 
(1995). Scarborough's Palliative 'At-home' Care Team (PACT): a model for a suburban 
physician palliative care team. Journal of Palliative Care, 11(3), 43-49. 
Gilbar, P., & Stefaniuk, K. (2002). The role of the pharmacist in palliative care: results 
of a survey conducted in Australia and Canada. Journal of Palliative Care, 18(4), 287-
292. 
Good, P. D. (2003). Advances in palliative care relevant to the wider delivery of 
healthcare. Medical Journal of Australia, 179(6 Suppl), S44-46. 
Grande, G. E., Todd, C. J., Barclay, S., & Doyle, J. H. (1996). What terminally ill 
patients value in the support provided by GPs, district and Macmillan nurses. 
International journal of palliative nursing, 2(3), 138-143. 
Groot, M. M., Vernooij-Dassen, M. J. F. J., Crul, B. J. P., & Grol, R. P. T. M. (2005). 
General practitioners (GPs) and palliative care: perceived tasks and barriers in daily 
practice. Palliative Medicine, 19(2), 111-118. 
Harris, M., & Blakeman, T. (2001). Enhanced primary care items. Their use in diabetes 
management. Australian Family Physician, 30(12), 1134-1140. 
Harris, M. F. (2002). Case conferences in general practice: time for a 
rethink?[comment]. Medical Journal of Australia, 177(2), 93-94. 
Higginson, I. (1999). Palliative care services in the community: what do family doctors 
want? Journal of palliative care, 15(2), 21-25. 
Higginson, I. (2003). Is there evidence that palliative care teams alter end-of-life 
experiences of patients and their caregivers? Journal of pain and symptom 
management, 25(2), 150-168. 
Holden, J. D. (1996). Auditing palliative care in one general practice over eight years. 
Scandinavian Journal of Primary Health Care, 14(3), 136-141. 
Howarth, G., & Willison, K. B. (1995). Preventing crises in palliative care in the home. 
Role of family physicians and nurses. Canadian Family Physician, 41, 439-445. 
Hudson, P. (2003). Home based support for palliative care families: challenges and 
recommendations. Medical journal of Australia, 179(6 suppl), S35-37. 
Hughes, J. C. (2004). General practice perspectives: coordinating end-of-life care. 
Nursing & residential care, 6(12), 601-604. 
Jismalm, R. (2000). The Enhanced Primary Care initiative in a metropolitan public 
hospital: developing a model that works. Paper presented at the Innovations in 
Integration: A Practical Approach. National Demonstration Hospitals Program Phase 3 
Conference. . 
Johnston, G., & Burge, F. (2002). Analytic framework for clinician provision of end-of-
life care. Journal of Palliative Care, 18(3), 141-149. 
Jones, A., & Johnstone, R. (2004). Reflection on implementing a care pathway for the 
last days of life in nursing homes in North Wales. International Journal of Palliative 
Nursing, 10(10), 507-509. 
Jones, R. (1992). Primary health care: what should we do for people dying at home 
with cancer? European Journal of Cancer Care 1992; 1(4): 9-11 (21 ref). 
Jones, R. V. (1995). Improving terminal care at home: can district nurses act as 
catalysts? European Journal of Cancer Care, 4(2), 80-85. 
King, N., Thomas, K., & Bell, D. (2003). An out-of-hours protocol for community 
palliative care: practitioners' perspectives. International Journal of Palliative Nursing 
2003 Jul; 9(7): 277-82 (15 ref). 
Kuebler, K. K. (2003). The palliative care advanced practice nurse 
Journal of Palliative Medicine 6(5), 707-714. 
Laverick, J. c. (2004). Strengthening palliative care: a policy for health and community 
care providers 2004-09. Retrieved. from. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

77 
________________________________________________________________________________ 
  

Lew, S. (2001). Enhanced primary care: small step, giant change. Australian family 
physician, 30(1), 73-74. 
Lewis, C., & Stephens, B. (2005). Improving palliative care provision for patients with 
heart failure. British journal of nursing, 14(10), 563-567. 
Lewis, P., White, A., Misan, G., Harvey, P., Connolly, J., & Noone, J. (2003). Enhanced 
primary care. A rural perspective. Australian Family Physician, 32(3), 186-188. 
Lickiss, J. N., Wiltshire, J., Glare, P. A., & Chye, R. W. (1994). Central Sydney Palliative 
Care Service: potential and limitations of an integrated palliative care service based in 
a metropolitan teaching hospital. Annals of the Academy of Medicine, Singapore, 23(2), 
264-270. 
Lippmann, L. (2004). Involving GPs in safe referral home: a final report on four 
Victorian primary care discharge demonstration projects. Melbourne: Victoria, 
Department of Human Services. 
Lloyd-Williams, M., & Carter, Y. (2002). The need for palliative care to remain primary 
care focused. Family Practice, 19(3), 219-220. 
Lloyd-Williams, M., Wilkinson, C., & Lloyd-Williams, F. (2000). General practitioners in 
North Wales: current experiences of palliative care. European Journal of Cancer Care, 
9(3), 138-143. 
Lorenz, K., & Lynn, J. (2004). End-of-life care and outcomes (evidence report / 
technology assessment). Rockville, MD: Agency for Healthcare Research and Quality. 
Lorenz, K., Lynn, J., Morton, S., Dy, S., Mularski, R., Shugarman, L., et al. (2004). End-
of-life care and outcomes: summary (No. 110): Agency for Healthcare Research and 
Quality. 
Low, J. A., Liu, R. K., Strutt, R., & Chye, R. (2001). Specialist community palliative care 
services--a survey of general practitioners' experience in Eastern Sydney. Supportive 
Care in Cancer, 9(7), 474-476. 
Lunt, B., & Jenkins, J. (1983). Goal-setting in terminal care: a method of recording 
treatment aims and priorities. Journal of Advanced Nursing, 8(6), 495-505. 
MacDonald, L. D., Addington-Hall, J. M., & Anderson, H. R. (1994). Acceptability and 
perceived effectiveness of a district co-ordinating service for terminal care: implications 
for quality assurance. Journal of Advanced Nursing, 20(2), 337-343. 
Macdonald, N. (2002). Palliative care and primary care. Journal of Pain & Symptom 
Management, 23(1), 58-59. 
McGovern, M. (2001). A nurse-led service to provide palliative care in the community. 
Professional Nurse, 17(2), 127-128. 
McGrath, B., Truong, B., Reymond, L., & Mitchell, G. (2004). Training and supporting 
GPs in providing palliative care to a Vietnamese-Australian community. Australian 
Family Physician, 33(3), 167-168. 
McKinley, R. K., Stokes, T., Exley, C., & Field, D. (2004). Care of people dying with 
malignant and cardiorespiratory disease in general practice.[see comment]. British 
Journal of General Practice, 54(509), 909-913. 
McSkimming, S., London, M. R., Lieberman, C., Quinn, C., & Carney, B. (2004). A 
"CALL" for community-focused palliative care. Care Management Journals, 5(3), 167-
173. 
McWhinney, I. R., Bass, M. J., & Donner, A. (1994). Evaluation of a palliative care 
service: problems and pitfalls.[see comment]. BMJ, 309(6965), 1340-1342. 
McWhinney, I. R., & Stewart, M. A. (1994). Home care of dying patients. Family 
physicians' experience with a palliative care support team. Canadian Family Physician, 
40, 240-246. 
Melvin, T. A. (2001). The primary care physician and palliative care. Primary Care; 
Clinics in Office Practice, 28(2), 239-249. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

78 
________________________________________________________________________________ 
  

Millar, D. G., Carroll, D., Grimshaw, J., & Watt, B. (1998). Palliative care at home: an 
audit of cancer deaths in Grampian region. British Journal of General Practice, 48(431), 
1299-1302. 
Miller, R. (1991). The role of a palliative care service family conference in the 
management of the patient with advanced cancer. Palliative medicine, 5, 34-39. 
Mitchell, G. (1994). The role of the general practitioner in palliative care. Australian 
Family Physician, 23(7), 1233-1239. 
Mitchell, G. (1998). Assessment of GP management of symptoms of dying patients in 
an Australian community hospice by chart audit. Family Practice, 15(5), 420-425. 
Mitchell, G. (2005). Killing George with kindness--is there such a thing as too much 
palliative care?[see comment]. Australian Family Physician, 34(4), 290. 
Mitchell, G., De Jong, I. C., Lewis-Driver, M., & Kennedy, R. (2002). Palliative care 
integration project. Palliative care unit staff attitudes towards formal collaboration 
between general practitioners and the palliative care specialist units (report on staff 
interveiws held April - May 2001): University of Queensland; Townsville Division of 
General Practice. 
Mitchell, G., Del Mar, C., & Francis, D. (2002). Does primary medical practitioner 
involvement with a specialist team improve patient outcomes? A systematic review. 
British Journal of General Practice, 52(484), 934-939. 
Mitchell, G., & Price, J. (2001). Developing palliative care services in regional areas. 
The Ipswich Palliative Care Network model. Australian Family Physician, 30(1), 59-62. 
Mitchell, G., & Seamark, D. (2003). Dying in the community: general practitioner 
treatment of community-based patients analysed by chart audit. Palliative Medicine, 
17(3), 289-292. 
Mitchell, G. K. (2002). How well do general practitioners deliver palliative care? A 
systematic review. Palliative Medicine, 16(6), 457-464. 
Mitchell, G. K., Abernethy, A. P., Investigators of the Queensland Case Conferences, T., 
& Palliative Care, T. (2005). A comparison of methodologies from two longitudinal 
community-based randomized controlled trials of similar interventions in palliative care: 
what worked and what did not? Journal of Palliative Medicine, 8(6), 1226-1237. 
Mitchell, G. K., De Jong, I. C., Del Mar, C. B., Clavarino, A. M., & Kennedy, R. (2002). 
General practitioner attitudes to case conferences: how can we increase participation 
and effectiveness?[see comment]. Medical Journal of Australia, 177(2), 95-97. 
Mitchell, G. K., Reymond, E. J., & McGrath, B. P. M. (2004). Palliative care: promoting 
general practice participation. Medical Journal of Australia, 180(5), 207-208. 
Morgan, A. K. (1997). Palliative care in a rural setting: reflections on selective 
interactions. Australian Journal of Rural Health, 5, 22-25. 
Munday, D., Dale, J., & Barnett, M. (2002). Out-of-hours palliative care in the UK: 
perspectives from general practice and specialist services. Journal of the Royal Society 
of Medicine, 95(1), 28-30. 
Murray, S. A., Boyd, K., & Sheikh, A. (2004). Developing primary palliative care. BMJ, 
329, 1056-1057. 
Naccarella, L. (2005). Capacity building initiatives within the Divisions of General 
Practice setting in Victoria, Australia. Australian journal of primary health, 11(2), 128-
135. 
New Zealand, M. o. h. (2001). New Zealand Palliative Care Strategy. Retrieved 
09/02/2006. from 
http://www.moh.govt.nz/moh.nsf/0/65C53A08E9801444CC256E62000AAD80/$File/pall
iativecarestrategy.pdf. 
Newbery, J., & Marley, J. (2001). 75+ health assessments. Australian family physician, 
30(1), 82-87. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

79 
________________________________________________________________________________ 
  

Noble, B., Hughes, P., Ingleton, C., & Clark, D. (2001). Rural palliative care needs: a 
survey of primary care professionals in Powys, Wales. International Journal of Palliative 
Nursing, 7(12), 610-615. 
Northrop, M. (1998). General practitioners and palliative care: evaluation of Divisional 
projects (funded project report No. GPEP 504). Canberra: Commonwealth Dept. of 
Health and Family Services, General Practice Branch, Health Benefits Division. 
Norwood, F. (2005). Euthanasia talk: euthanasia discourse, general practice and end-
of-life care in the Netherlands. Unpublished Dissertation, University of California. 
Oliver, D. (2004). The development of an interdisciplinary outpatient clinic in specialist 
palliative care. International Journal of Palliative Nursing, 10(9), 446-448. 
O'Neill, B., & Rodway, A. (1998). ABC of palliative care: care in the community. BMJ, 
316, 373-377. 
Paes, P. (2005). A pilot study to assess the effectiveness of a palliative care clinic in 
improving the quality of life for patients with severe heart failure. Palliative Medicine, 
19(6), 505-506. 
Parkes, C. M. (1985). Terminal care: home, hospital or hospice? Lancet, 1(8421), 155-
157. 
PHCRIS. (2004). Palliative care: summary of annual survey of Divisions & activities of 
Divisions 2003-4. Adelaide: Primary Health Care Research & Information Service, 
Flinders University  
Productivity Commission, A. G. (2005). Factsheet 8: Primary and community health 
(chapter 10). Retrieved. from www.pc.gov.au. 
Rabow, M. W., Dibble, S. L., Pantilat, S. Z., & McPhee, S. J. (2004). The 
comprehensive care team: a controlled trial of outpatient palliative medicine 
consultation. Archives of Internal Medicine, 164(1), 83-91. 
Rabow, M. W., Hauser, J. M., & Adams, J. (2004). Supporting family caregivers at the 
end of life: "they don't know what they don't know".[see comment]. JAMA, 291(4), 
483-491. 
Rabow, M. W., & Markowitz, A. J. (2001). Perspectives on care at the close of life. 
Serving patients who may die soon and their families. JAMA, 286(11), 1377. 
Rabow, M. W., Schanche, K., Petersen, J., Dibble, S. L., & McPhee, S. J. (2003). 
Patient perceptions of an outpatient palliative care intervention: "It had been on my 
mind before, but I did not know how to start talking about death..." Journal of Pain & 
Symptom Management, 26(5), 1010-1015. 
Reymond, L., Charles, M., Israel, F., Read, T., & Treston, P. (2005). A strategy to 
increase the palliative care capacity of rural primary health care providers. Australian 
Journal of Rural Health, 13(3), 156-161. 
Robinson, L., & Stacy, R. (1994). Palliative care in the community: setting practice 
guidelines for primary care teams.[see comment]. British Journal of General Practice, 
44(387), 461-464. 
Rock, W. (2003). Interdisciplinary teamwork in palliative care and hospice settings. 
American Journal of Hospice & Palliative Care, 20(5), 331-333. 
Rogers, M. S., Barclay, S. I., & Todd, C. J. (1998). Developing the Cambridge palliative 
audit schedule (CAMPAS): a palliative care audit for primary health care teams. British 
Journal of General Practice, 48(430), 1224-1227. 
Rosenfeld, K., & Rasmussen, J. (2003). Palliative care management: a Veterans 
Administration demonstration project. Journal of palliative medicine, 6(5), 831-839. 
Seamark, D. A., Ryan, m., Smallwood, N., & Gilbert, J. (2002). Deaths from heart 
failure in general practice: implications for palliative care. Palliative Medicine, 16(6), 
495-498. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

80 
________________________________________________________________________________ 
  

Seamark, D. A., Thorne, C. P., Jones, R. V. H., Gray, D. J. P., & Searle, J. F. (1993). 
Knowledge and preceptions of a domiciliary hospice service among general 
practitioners and community nurses. British journal of general practice, 43, 57-59. 
Shipman, C., Addington-Hall, J., Barclay, S., Briggs, J., Cox, I., Daniels, L., et al. 
(2000). Providing palliative care in primary care: how satisfied are GPs and district 
nurses with current out-of-hours arrangements?[see comment]. British Journal of 
General Practice, 50(455), 477-478. 
Shipman, C., Addington-Hall, J., Thompson, M., Pearce, A., Barclay, S., Cox, I., et al. 
(2003). Building bridges in palliative care: evaluating a GP Facilitator programme. 
Palliative Medicine, 17(7), 621-627. 
Shortus, T. D., Coulson, M. L., Blakeman, T. M., Zwar, N. A., Toh, M., & Conforti, D. 
(2005). An aged care liaison nurse can facilitate care planning using the Enhanced 
Primary Care items. Australasian journal on ageing, 24(2), 67-68. 
Sims, J. (2004). Evaluation of a program to assist usage of the Enhanced Primary Care 
case conferencing and care planning items: the allied health professionals' viewpoint. 
Australian journal of primary health, 10(1), 72-77. 
Smith, M., & Yuen, K. (1994). Palliative care in the home. The GP/home hospice team. 
Australian Family Physician, 23(7), 1260-1265. 
Smith, M., & Yuen, K. J. (1994). Palliative care. 
Steinberg, M. A., Parker, M. H., Cartwright, C. M., Macdonald, F. J., Del mar, C. B., 
Williams, G. M., et al. (1996). End-of-life decision making: perspectives of general 
practitioners and patients (No. GPEP 371). Brisbane: University of Queensland 
Department of Social and Preventive medicine. 
Street, A., & Blackford, J. (2001). Communication issues for the interdisciplinary 
community palliative care team. Journal of Clinical Nursing, 10(5), 643-650. 
Street, A., & Blackford, J. (2001). Communication issues for the interdisciplinary 
community palliative care team. Journal of Clinical Nursing, 10(5), 643-650. 
Stuart, B., D'Onofrio, C. N., Boatman, S., & Feigelman, G. (2003). CHOICES: promoting 
early access to end-of-life care through home-based transition management. Journal of 
Palliative Medicine, 6(4), 671-683. 
Tasmania, D. o. H. H. S. (2004). Enhanced Primary Care (EPC) hospital discharge 
demonstration pilot program. Final report 2004. Hobart: Royal Hobart hospital; 
launceston General Hospital; North West Regional Hospital. 
Todd, C. J., Grande, G. E., Barclay, S. I. G., & Farquhar, M. C. (2002). General 
practitioners' and district nurses' views of hospital at home for palliative care. Palliative 
Medicine, 16(3), 251-254. 
Trollor, J. (1993). Clinical focus: rural general practitioners and palliative care. 
Australian Journal of Rural Health, 1(4), 23-28. 
Trollor, J. (1995). Rural general practitioners and palliative care in the north-west of 
New South Wales. Australian Family Physician, 24(6), 1106-1109. 
Wakefield, M. A., Beilby, J., & Ashby, M. A. (1993). General practitioners and palliative 
care. Palliative Medicine, 7(2), 117-126. 
Walsh, D., & Zhukovsky, D. S. (2004). Communication in palliative medicine: a pilot 
study of a problem list to capture complex medical information. American Journal of 
Hospice & Palliative Care, 21(5), 365-371. 
Ward, A. W. M. (1985). Home care service for the terminally ill: a report for the 
Nuffield Foundation. Sheffield: University of Sheffield Medical School, Department of 
Community Medicine, Medical Care Research Unit. 
West, S. R. (1986). A retrospective study of patients with cancer in their terminal year. 
New Zealand Medical journal, 99, 197-200. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

81 
________________________________________________________________________________ 
  

Wilkinson, D. (2003). Are socio-economically disadvantaged Australians making more 
or less use of the Enhanced Primary Care Medicare Benefit Schedule item numbers? 
Australian health review, 26(3), 43-49. 
Wilkinson, D., McElroy, H., Beilby, J., Mott, K., Price, K., Morey, S., et al. (2002). 
Characteristics of patients receiving health assessments, care plans or case 
conferences by general practitioners, as part of the Enhanced Primary Care program 
between November 1999 and October 2001. Australian health review, 25(6), 128-136. 
Wilkinson, D., McElroy, H., Beilby, J., Mott, K., Price, K., Morey, S., et al. (2002). 
Uptake of health assessments, care plans and case conferences by general 
practitioners through the Enhanced Primary Care program between November 1999 
and October 2001. Australian Health Review, 25(4), 1-11. 
Wilkinson, D., McElroy, H., Beilby, J., Mott, K., Price, K., Morey, S., et al. (2002). 
Variation between Divisions of General Practice in the uptake of health assessments, 
care plans and case conferences through the Enhanced primary Care program. 
Australian health review, 25(6), 119-127. 
Wilkinson, D., Mcelroy, H., Beilby, J., Mott, K., Price, k., Morey, S., et al. (2002). 
Variation in levels of uptake of Enhanced Primary Care item numbers between medical 
practices, within Division of General Practice and jurisdictions. Australian health review, 
25(6), 145-149. 
Wilkinson, D., McElroy, H., Beilby, J., Mott, K., Price, K., Morey, S., et al. (2002). 
Variation in levels of uptake of enhanced primary care item numbers between rural and 
urban settings, November 1999 to October 2001. Australian Health Review, 25(6), 123-
130. 
Wilson, S. F., Marks, R., Donohoe, S., Chapman, M., & Zwar, N. (2004). General 
practitioner multidisciplinary skills for enhanced primary care. Australian Family 
Physician, 33(6), 479-480. 
Zhukovsky, D. S. (2000). A model of palliative care: the palliative medicine program of 
the Cleveland Clinic Foundation. A World Health Organization Demonstrations Project. 
Supportive Care in Cancer, 8(4), 268-277. 
Zimmer, J. G., Groth-Juncker, A., & McCusker, J. (1984). Effects of a physician-led 
home care team on terminal care. Journal of the American Geriatrics Society, 32(4), 
288-292. 
Zwerdling, T. (2005). Extending palliative care is there a role for preventive medicine? 
Journal of palliative medicine, 8(3), 486-489. 

 

Frail aged/ Multidisciplinary team 

Included studies 
Beech R., Russell W., Little R., Sherlow-Jones S. (2004). An evaluation of a 
multidisciplinary team for intermediate care at home. International journal of 
integrated care 4(Oct-Dec):e1-13 [accessed April 2006] 
Beland, F., H. Bergman, et al. (2006). "A system of integrated care for older persons 
with disabilities in Canada: results from a randomized controlled trial." Journals of 
Gerontology Series A-Biological Sciences & Medical Sciences 61(4): 367-73. 
Burl J.B., Bonner A., Rao M., Khan, A.M. (1998). Geriatric nurse practitioners in long-
term care: demonstration of effectiveness in managed care. Journal of the American 
Geriatrics Society 46(4):506-510 
Caplan G.A., Williams A.J., Daly B., Abraham K. (2004). A randomized, controlled trial 
of comprehensive geriatric assessment and multidisciplinary intervention after 
discharge of elderly from the emergency department--the DEED II study Journal of The 
American Geriatrics Society 52(9):1417-1423 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

82 
________________________________________________________________________________ 
  

Crotty, M., Halbert J., Rowett D., Giles L., Birks R., Williams H., Whitehead C. (2004). 
An outreach geriatric medication advisory service in residential aged care: a 
randomised controlled trial of case conferencing. Age & Ageing 33(6):612-617 
Davey B., Levin E., Iliffe S., Kharicha K. (2005). Integrating health and social care: 
implications for joint working and community care outcomes for older people. Journal 
of Interprofessional Care 19(1):22-34 
Drennan V., Iliffe S., Haworth D., Tai S.S., Lenihan P., Deave T. (2005) The feasibility 
and acceptability of a specialist health and social care team for the promotion of health 
and independence in 'at risk' older adults. Health & Social Care in the Community 
13(2):136-144 
The Enhancing Interdisciplinary Collaboration in Primary Health Care Initiative (2005). 
The principles and framework for interdisciplinary collaboration in primary health care. 
http://www.eicp-acis.ca/en/principles/sept/EICP-
Principles%20and%20Framework%20Sept.pdf [accessed March 2006] 
Farley D.O., Zellman G., Ouslander J.G., Reuben D.B. (1999). Use of primary care 
teams by HMOS for care of long-stay nursing home residents. Journal of The American 
Geriatrics Society 47(2):139-144 
Fletcher A.E., Price G.M., Ng E.S., Stirling S.L., Bulpitt C.J., Breeze E., Nunes M., Jones 
D.A., Latif A., Fasey N.M., Vickers M.R., Tulloch A.J. (2004) Population-based 
multidimensional assessment of older people in UK general practice: a cluster-
randomised factorial trial. Lancet 364(9946):1667-1677 
Jiwa M., Gerrish K., Gibson A., Scott H. (2002) Preventing avoidable hospital admission 
of older people. British Journal of Community Nursing 7(8):426-431 
Kerski D., Drinka T., Carnes M., Golob K., Craig W.A. (1987) Post-geriatric evaluation 
unit follow-up: team versus nonteam. Journal of Gerontology 42(2):191-5 
Kornblatt S., Cheng S., Chan S. (2003) Best Practice: The On Lok Model of Geriatric 
Interdisciplinary Team Care. Journal of Gerontological Social Work 40(1-2):15-22 
McCrone P., Iliffe S., Levin E., Kharicha K., Davey B. (2005). Joint working between 
social and health services in the care of older people in the community: a cost study. 
Journal of Integrated Care 13(6):34-43 
Melin A.L., Bygren L.O. (1993) Perceived functional health of frail elderly in a primary 
home care programme and correlation of self-perception with objective measurements  
Scandinavian Journal of Social Medicine 21(4):256-63 
Mukamel, D. B., H. Temkin-Greener, et al. (2006). "Team performance and risk-
adjusted health outcomes in the Program of All-Inclusive Care for the Elderly (PACE)." 
Gerontologist 46(2): 227-37. 
Reuben D.B., Schnelle J.F., Buchanan J.L., Klington R.S., Zellman G.L., Farley D.O., 
Hirsch S.H., Ouslander J.G. (1999). Primary care of long-stay nursing home residents: 
approaches of three health maintenance organizations. Journal of The American 
Geriatrics Society 47(2):131-138 
Rockwood K., Stadnyk K., Carver D., MacPherson K.M., Beanlands H.E., Powell C., 
Stolee P., Thomas V.S., Tonks R.S. (2000). A clinimetric evaluation of specialized 
geriatric care for rural dwelling, frail older people. Journal of The American Geriatrics 
Society 48(9):1080-1085 
 
Excluded studies  ~  Not a study 
American Geriatrics Society (2005). Interdisciplinary care for older adults with complex 
needs. New York, American Geriatrics Society position statement: 12 p. 
Australasian Association of Gerontology (2005). Submission to House of 
Representatives Standing Committee on Health and Ageing Inquiry into Health funding, 
Australian Association of Gerontology: 8 p. 

http://www.eicp-acis.ca/en/principles/sept/EICP-Principles%20and%20Frameworkper%20cent20Sept.pdf
http://www.eicp-acis.ca/en/principles/sept/EICP-Principles%20and%20Frameworkper%20cent20Sept.pdf


AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

83 
________________________________________________________________________________ 
  

Bergman H., Beland F., Lebel P., Contandriopoulos A.P., Tousignant P., Brunelle Y., 
Kaufman T., Leibovich E., Rodriguez R., Clarfield, M. (1997). Care for Canada's frail 
elderly population: fragmentation or integration?  Canadian Medical Association Journal 
157(8):1116-1121 
British Geriatrics Society (2006). Position statement on specialist medical input to 
residential and nursing home residents. London, BGS: 4 p. 
Carrier, J. and C. Garnett (2002). Integrated services for older people: building a whole 
system approach in England, Audit Commission (UK): 52 p. 
CHSRF (2005). Interdisciplinary teams in primary healthcare can effectively manage 
chronic illness. Evidence boost, Canadian Health Services Research Foundation. 
Cordato, N., S. Saha, et al. (2005). "Geriatric interventions: the evidence base for 
comprehensive health care services for older people." Australian health review 29(2): 
151-5. 
Currell, J. (2004). Disease management needs in residential aged care [title taken from 
website]. Disease Management 2004 and Enabling Technologies in Ambulatory Care. 
Melbourne, Ambulatory Care Australia. 
Dyer C.B., Hyer K., Feldt K.S., Lindemann D.A., Busby-Whitehead J., Greenberg S., 
Kennedy R.D., Flaherty E. (2003). Frail older patient care by interdisciplinary teams: a 
primer for generalists. Gerontology & Geriatrics Education 24(2):51-62 
EICP (2005). The principles and framework for interdisciplinary collaboration in primary 
health care. Ottawa, The Enhancing Interdisciplinary Collaboration in Primary Health 
Care Initiative: 8 p. 
Expert Group on Healthcare of Older People, Scotland. (2002). Adding life to years: 
report of the Expert Group on Healthcare of Older People. S. Health, Scottish 
Executive: 76 p. 
Fletcher, A. E., D. A. Jones, et al. (2002). "The MRC trial of assessment and 
management of older people in the community: objectives, design and interventions 
[ISRCTN23494848]." BMC Health Services Research 2(1): 21. 
Gass D. (2001). Frail elderly persons, their families and their family physicians: 
responsibilities and opportunities. Older persons and health care: who cares?: a 
dialogue among policy makers, administrators, health professionals and researchers 
[conference] Jewish General Hospital, Montreal, Quebec, November 30, 2001. 
Glendinning, C. (2003). "Breaking down barriers: integrating health and care services 
for older people in England." Health Policy 65(2): 139-51. 
Gray, L. C. and J. W. Newbury (2004). "Health assessment of elderly patients." 
Australian Family Physician 33(10): 795-7. 
Gross, D. L., H. Temkin-Greener, et al. (2004). "The growing pains of integrated health 
care for the elderly: lessons from the expansion of PACE." Milbank Quarterly 82(2): 
257-82. 
Health Canada (2001). Multi-disciplinary teams: lessons learned. Canada, Alberta 
Health and Wellness 20 p. 
Hebert, R., P. J. Durand, et al. (2003). "Frail elderly patients. New model for integrated 
service delivery." Canadian Family Physician 49: 992-7. 
Hendriks, M. R., J. C. van Haastregt, et al. (2005). "Effectiveness and cost-
effectiveness of a multidisciplinary intervention programme to prevent new falls and 
functional decline among elderly persons at risk: design of a replicated randomised 
controlled trial [ISRCTN64716113]." BMC Public Health 5: 6. 
Howarth, G. and K. B. Willison (1995). "Preventing crises in palliative care in the home. 
Role of family physicians and nurses." Canadian Family Physician 41: 439-45. 
Kharicha, K., E. Levin, et al. (2004). "Social work, general practice and evidence-based 
policy in the collaborative care of older people: current problems and future 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

84 
________________________________________________________________________________ 
  

possibilities." Health and Social Care in the Community 2004 Mar; 12(2): 134-41 (62 
ref). 
Kodner D. (2001). Organizational and clinical models of care: the international 
experience: what is the evidence? Older persons and health care: who cares?: a 
dialogue among policy makers, administrators, health professionals and researchers 
[conference] Jewish General Hospital, Montreal, Quebec, November 30, 2001. 
Kodner D.L. (2002). The quest for integrated systems of care for frail older persons. 
Aging-Clinical & Experimental Research 14(4):307-313 
LoFaso, V. (2000). "The doctor-patient relationship in the home." Clinics in Geriatric 
Medicine 16(1): 83-94. 
Lynn, J. and D. M. Adamson (2003). Living well at the end of life: adapting health care 
to serious chronic illness in old age. RAND White papers. Santa Monica, CA, RAND: 19 
p. 
Melis, R. J. F., M. I. J. van Eijken, et al. (2005). "The design of the Dutch EASYcare 
study: a randomised controlled trial on the effectiveness of a problem-based 
community intervention model for frail elderly people [NCT00105378]." BMC Health 
Services Research 5: 65. 
Mitchell, P. H. (2005). "What's in a name? Multidisciplinary, interdisciplinary, and 
transdisciplinary." Journal of Professional Nursing 21(6):332-4. 
Moorhouse, C., M. George, et al. (2000). "Palliative care in rural Australia: involving the 
community in multidisciplinary coordinated care. [Paper presented at the International 
Primary Health Care 2000 Conference (2nd: 2000: Melbourne, Australia)]." Australian 
journal of primary health care Interchange 6(3-4): 141-53. 
New Zealand Guidelines Group (2003). Assessment of older people with complex 
needs: specialist services. 
http://www.nzgg.org.nz/guidelines/0030/Specialist_summary.pdf [accessed March 
2006] 
New Zealand Ministry of Health (2002). Health of older people strategy. New Zealand 
Ministry of Health: 86 p. 
Norris, S. L. and D. E. Olson (2004). "Implementing evidence-based diabetes care in 
geriatric populations. The chronic care model." Geriatrics 59(6): 35-9; quiz 40. 
Parker, S. (2003). Alternatives in acute health care for frail older people. The 21st 
Century Hospital - Innovative Care for Older People (Commonwealth Dept of Health & 
Ageing) Sydney Convention & Exhibition Centre. 
 
Queensland Health (2003). Facing the future: opportunities for a better health deal. 
Brisbane, Queensland Government: 9 p. 
Queensland Health (2004). Queensland Health's directions for aged care 2004-2011. 
Brisbane, Queensland Government: 72 p. 
Rabow, M. W., S. L. Dibble, et al. (2004). "The comprehensive care team: a controlled 
trial of outpatient palliative medicine consultation." Archives of Internal Medicine 
164(1): 83-91. 
Reed, J., G. Cook, et al. (2005). "A literature review to explore integrated care for older 
people." International  journal of integrated care 5: 1-10. 
Reuben, D. B. (2002). "Organizational interventions to improve health outcomes of 
older persons." Medical Care 40(5): 416-28. 
Robinson, L. and C. Drinkwater (2000). "A significant case audit of a community-based 
elderly resource team -- an opportunity for multidisciplinary teams to introduce clinical 
governance?" Journal of Clinical Governance 8(2):89-96. 
Rochon, P. A., S. E. Bronskill, et al. (2002). "Health care for older people." BMJ 
324(7348): 1231-2. 

http://www.nzgg.org.nz/guidelines/0030/Specialist_summary.pdf


AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

85 
________________________________________________________________________________ 
  

Steinman, K. J., M. A. Steinman, et al. (2003). "Disease management programs in the 
geriatric setting: practical considerations." Disease Management & Health Outcomes 
11(6): 363-74. 
Wanless, D. (2006). Securing good care for older people. London, Kings Fund: 34 p. 
White House. Care coordination across the continuum: a WHCoA solution forum. 2005 
White House conference on Aging, Washington, DC, Russell Senate Office Building, 
Room 385. 
World Health Organization (2004). Towards age-friendly primary health care. Geneva, 
WHO: 40 p. 
 
Excluded ~ not frail aged 
Arean, P. A., L. Ayalon, et al. (2005). "Improving depression care for older, minority 
patients in primary care." Medical Care 43(4): 381-90. 
Atwal A., Caldwell K. (2005). Do all health and social care professionals interact 
equally: a study of interactions in multidisciplinary teams in the United Kingdom. 
Scandinavian Journal of Caring Sciences 19(3):268-273 
Baldwin, L. M., T. S. Inui, et al. (1993). "The effect of coordinated, multidisciplinary 
ambulatory care on service use, charges, quality of care and patient satisfaction in the 
elderly." Journal of Community Health 18(2): 95-108. 
Beck, A., J. Scott, et al. (1997). "A randomized trial of group outpatient visits for 
chronically ill older HMO members: the Cooperative Health Care Clinic." Journal of the 
American Geriatrics Society 45(5): 543-9. 
Beland, F., H. Bergman, et al. (2004). Assessment of the Integrated System for Frail 
Elderly People (ISEP): use and costs of social services and healthcare, Canadian Health 
Services Research Foundation. 
Bernabei, R., F. Landi, et al. (1998). "Randomised trial of impact of model of integrated 
care and case management for older people living in the community." BMJ 316(7141): 
1348-51. 
Boult, C., L. B. Boult, et al. (2001). "A randomized clinical trial of outpatient geriatric 
evaluation and management." Journal of the American Geriatrics Society 49(4): 351-
359. 
Brand, C. A., C. T. Jones, et al. (2004). "A transitional care service for elderly chronic 
disease patients at risk of readmission." Australian Health Review 28(3): 275-84. 
Brown, L., C. Tucker, et al. (2003). "Evaluating the impact of integrated health and 
social care teams on older people living in the community." Health & Social Care in the 
Community 11(2): 85-94. 
Burns, R., L. O. Nichols, et al. (2000). "Interdisciplinary geriatric primary care 
evaluation and management: two-year outcomes." Journal of the American Geriatrics 
Society 48(1): 8-13. 
Crawford G.B., Price S.D. (2003). Team working: palliative care as a model of 
interdisciplinary practice. Medical Journal of Australia 179 (6suppl):S32-S34 
Curran, J., R. Thurecht, et al. (2000). Encompass multidisciplinary clinic research 
project. Project 3. Melbourne, Performance, Planning and Research, Disability Services 
Branch, Department of Human Services: 86 p. 
Day, P. and P. Rasmussen (2004). "What is the evidence for the effectiveness of 
specialist geriatric services in acute, post-acute and sub-acute settings?: A critical 
appraisal of the literature." NZHTA Reports 7(3): 169 p. 
Dieleman, S. L., K. B. Farris, et al. (2004). "Primary health care teams: team members' 
perceptions of the collaborative process." Journal of Interprofessional Care 18(1): 75-
8. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

86 
________________________________________________________________________________ 
  

Edelbrock, D. M. (2004). Disease, disability, service use and social support amongst 
community-dwelling people aged 75 years and over: the Sydney older persons study, 
Queensland University of Technology. 
Eggert, G. M., J. G. Zimmer, et al. (1991). "Case management: a randomized 
controlled study comparing a neighborhood team and a centralized individual model." 
Health Services Research 26(4): 471-507. 
Elkan, R., D. Kendrick, et al. (2001). "Effectiveness of home based support for older 
people: systematic review and meta-analysis.[see comment]." BMJ 323(7315): 719-
25. 
Evans, L. K., J. Yurkow, et al. (1995). "The CARE Program: a nurse-managed 
collaborative outpatient program to improve function of frail older people. Collaborative 
Assessment and Rehabilitation for Elders." Journal of the American Geriatrics Society 
43(10): 1155-60. 
Gardner-Nix, J. S., R. Brodie, et al. (1995). "Scarborough's Palliative 'At-home' Care 
Team (PACT): a model for a suburban physician palliative care team." Journal of 
Palliative Care 11(3): 43-9. 
Gilbert, A. L., E. E. Roughead, et al. (2002). "Collaborative medication management 
services: improving patient care." Medical Journal of Australia 177(4): 189-92. 
Hebert, R., P. J. Durand, et al. (2003). "PRISMA: a new model of integrated service 
delivery for the frail older people in Canada." International journal of integrated care 
2(1): 1-10. 
Higginson, I. (2003). "Is there evidence that palliative care teams alter end-of-life 
experiences of patients and their caregivers?" Journal of pain and symptom 
management 25(2): 150-168. 
Howard, M., K. Trim, et al. (2003). "Collaboration between community pharmacists and 
family physicians: lessons learned from the Seniors Medication Assessment Research 
Trial." Journal of the American Pharmacists Association: JAPhA 43(5): 566-72. 
Johri, M., F. Beland, et al. (2003). "International experiments in integrated care for the 
elderly: a synthesis of the evidence." International Journal of Geriatric Psychiatry 
18(3): 222-35. 
Kominski, G., R. Andersen, et al. (2001). "UPBEAT: the impact of a psychogeriatric 
intervention in VA medical centers. Unified Psychogeriatric Biopsychosocial Evaluation 
and Treatment." Medical Care 39(5): 500-12. 
Levkoff, S. E., H. Chen, et al. (2004). "Design and sample characteristics of the PRISM-
E multisite randomized trial to improve behavioral health care for the elderly." Journal 
of Aging & Health 16(1): 3-27. 
Lippmann, L. (2004). Involving GPs in safe referral home: a final report on four 
Victorian primary care discharge demonstration projects. Melbourne, Victoria, 
Department of Human Services: 40 p. 
Llewellyn-Jones, R. H., B. K. A., et al. (1999). "Multifaceted shared care intervention 
for late life depression in residential care: randomised controlled trial." BMJ (Clinical 
research ed) 319(7211): 676-82. 
Llewellyn-Jones, R. H., K. A. Baikie, et al. (2001). "How to help depressed older people 
living in residential care: a multifaceted shared-care intervention for late-life 
depression." International Psychogeriatrics 13(4): 477-92. 
Marek, K. D., L. Popejoy, et al. (2005). "Clinical outcomes of aging in place." Nursing 
Research 54(3): 202-11. 
McAvoy, B. (2006?). Multidisciplinary care pilot study in a regional area (Albury-
Wodonga), National Cancer Control Initiative. 
McInnes, E., M. Mira, et al. (1999). "Can GP input into discharge planning result in 
better outcomes for the frail aged: results from a randomized controlled trial." Family 
Practice 16(3): 289-93. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

87 
________________________________________________________________________________ 
  

Mickan, S. M. (2005). "Evaluating the effectiveness of health care teams." Australian 
health review 29(2): 211-7. 
Moroz, A., V. Schoeb, et al. (2004). "Convalescence care for seniors of lower 
Manhattan: an interdisciplinary outreach, rehabilitation, and education model." 
International Journal of Rehabilitation Research 27(1): 75-8. 
Netting, F. E. and F. G. Williams (2000). "Expanding the boundaries of primary care for 
elderly people." Health & Social Work 25(4): 233-42. 
Rich, M. W., V. Beckham, et al. (1995). "A multidisciplinary intervention to prevent the 
readmission of elderly patients with congestive heart failure.[see comment]." New 
England Journal of Medicine 333(18): 1190-5. 
Schulman, E., G. Gairola, et al. (2002). "Depression and associated characteristics 
among community-based elderly people." Journal of Allied Health 31(3): 140-6. 
Silverman, M., D. Musa, et al. (1995). "Evaluation of outpatient geriatric assessment: a 
randomized multi-site trial.[see comment]." Journal of the American Geriatrics Society 
43(7): 733-40. 
Sommers, L. S., K. I. Marton, et al. (2000). "Physician, nurse, and social worker 
collaboration in primary care for chronically ill seniors." Archives of Internal Medicine 
160(12): 1825-33. 
Sorensen, L., J. A. Stokes, et al. (2004). "Medication reviews in the community: results 
of a randomized, controlled effectiveness trial.[erratum appears in Br J Clin Pharmacol. 
2005 Mar;59(3):376]." British Journal of Clinical Pharmacology 58(6): 648-64. 
Stuck, A. E., M. Egger, et al. (2002). "Home visits to prevent nursing home admission 
and functional decline in elderly people: systematic review and meta-regression 
analysis.[see comment]." JAMA 287(8): 1022-8. 
Street, A. F., A. Love, et al. (2005). "Managing family centered palliative care in aged 
and acute settings." Nursing & Health Sciences 7(1): 45-55. 
Stuck, A. E., A. L. Siu, et al. (1993). "Comprehensive geriatric assessment: a meta-
analysis of controlled trials." Lancet 342(8878): 1032-6. 
Stock, R. D., D. Reece, et al. (2004). "Developing a comprehensive interdisciplinary 
senior healthcare practice." Journal of the American Geriatrics Society 52(12): 2128-
33. 
Sturmberg, J. P. and D. Overend (1999). "General practice based diabetes clinics. An 
integration model.[see comment]." Australian Family Physician 28(3): 240-5. 
Toseland, R. W., J. C. O'Donnell, et al. (1996). "Outpatient geriatric evaluation and 
management. Results of a randomized trial." Medical Care 34(6): 624-40. 
Toseland, R. W., J. C. O'Donnell, et al. (1997). "Outpatient geriatric evaluation and 
management: is there an investment effect?" Gerontologist 37(3): 324-32. 
Unutzer, J., W. Katon, et al. (2002). "Collaborative care management of late-life 
depression in the primary care setting: a randomized controlled trial." JAMA : the 
journal of the American Medical Association 288(22): 2836-45. 
Wainwright, T. (2003). Home Care Thoughts from Abroad: A review of the literature on 
the cost-effectiveness of home-based services and on ways of funding and organising 
home-based care. New Zealand Health Technology Assessment. Christchurch, New 
Zealand, Department of Public Health and General Practice, Christchurch School of 
Medicine and Health Sciences: 179 p. 
Wells, Y., H. Swerissen, et al. (1999). "Client outcomes in case managed care: who 
benefits most?" Australasian Journal on Ageing 18(2): 79-85. 
Wholey, D. R., L. R. Burns, et al. (1998). "Managed care and the delivery of primary 
care to the elderly and the chronically ill." Health Services Research 33(2 Pt Ii): 322-
53. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

88 
________________________________________________________________________________ 
  

Williams, M. E., T. F. Williams, et al. (1987). "How does the team approach to 
outpatient geriatric evaluation compare with traditional care: a report of a randomized 
controlled trial." Journal of the American Geriatrics Society 35(12): 1071-8. 
 
Excluded ~ not primary care 
Bryant, L. L., K. K. Corbett, et al. (2001). "In their own words: a model of healthy 
aging." Social Science & Medicine 53(7): 927-41. 
Byles, J. E., M. Tavener, et al. (2004). "Randomised controlled trial of health 
assessments for older Australian veterans and war widows.[see comment]." Medical 
Journal of Australia 181(4): 186-90. 
Cott, C. (1998). "Structure and meaning in multidisciplinary teamwork." Sociology of 
health & illness 20(6): 848-73. 
Flaherty, E. (2004). An investigation of nurse, physician and social worker disciplinary 
centeredness and its relationship to team skills and attitudes toward geriatric 
interdisciplinary team care, (New York University). 
 
Excluded ~ not multidisciplinary care 
Aigner, M. J., S. Drew, et al. (2004). "A comparative study of nursing home resident 
outcomes between care provided by nurse practitioners/physicians versus physicians 
only." Journal of the American Medical Directors Association 5(1): 16-23. 
Bartholomew, C. M., S. Burton, et al. (2003). "Introduction of a community nutrition 
risk assessment tool." British Journal of Nursing 12(6): 351-8. 
Gillespie, L. D., W. J. Gillespie, et al. (2003). "Interventions for preventing falls in 
elderly people.[see comment][update of Cochrane Database Syst Rev. 
2001;(3):CD000340; PMID: 11686957]." Cochrane Database of Systematic Reviews(4): 
CD000340. 
Harris, L. E., F. C. Luft, et al. (1995). "Correlates of health care satisfaction in inner-city 
patients with hypertension and chronic renal insufficiency." Social Science & Medicine 
41(12): 1639-45. 
Leveille, S. G., E. H. Wagner, et al. (1998). "Preventing disability and managing chronic 
illness in frail older adults: a randomized trial of a community-based partnership with 
primary care.[see comment]." Journal of the American Geriatrics Society 46(10): 1191-
8. 
Netting, F. E. and F. G. Williams (1995). "Integrating geriatric case management into 
primary care physician practices." Health & Social Work 20(2): 152-5. 
Newcomer, R., V. Maravilla, et al. (2004). "Outcomes of preventive case management 
among high-risk elderly in three medical groups: a randomized clinical trial." Evaluation 
& the Health Professions 27(4): 323-48. 
Nunez, D. E., C. Armbruster, et al. (2003). "Community-based senior health promotion 
program using a collaborative practice model: the Escalante Health Partnerships." 
Public Health Nursing 20(1): 25-32. 
Tourigny, A., P. Durand, et al. (2004). "Quasi-experimental Study of the Effectiveness 
of an Integrated Service Delivery Network for the Frail Elderly." Canadian Journal on 
Aging 23(3): 231-46. 
Vass, M., K. Avlund, et al. (2002). "Preventive home visits to older people in Denmark: 
methodology of a randomized controlled study." Aging-Clinical & Experimental 
Research 14(6): 509-15. 
Wanless Review Team (2005). Social care needs and outcomes: a background paper 
for the Wanless Social Care Review. London, Kings Fund: 24 p. 
 

 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

89 
________________________________________________________________________________ 
  

COPD/Care planning 

Included studies 
Barnett M. Supported discharge for patients with COPD. Nurs Stand. 2004 Jul 21-
27.;18(45):33-7. 
Elkington H, White P, Addington-Hall J, Higgs R, Edmonds P. The healthcare needs of 
chronic obstructive pulmonary disease patients in the last year of life. Palliat Med. 2005 
Sep;19(6):485-91. 
Godrey K. Needs-led management in the community. Nursing Times. 2005 
2005/11/29/2005 Nov 29-Dec 5;101(48):42-3. 
Harris M. A smoking related triad: PAD, COPD and CCF. Aust Fam Physician. 2004 
Apr;33(4):207-10. 
Harrison G. COPD taskforce. Nurs Manag (Harrow). 2000 Jul-Aug;7(4):30-2. 
Hermiz O, Comino E, Marks G, Daffurn K, Wilson S, Harris M. Randomised controlled 
trial of home based care of patients with chronic obstructive pulmonary disease. British 
medical journal. 2002;325(7370):938. 
Hughes S, Weaver F, Giobbie-Hurder A, Manheim L, Henderson W, Kubal J, et al. 
Effectiveness of team-managed home-based primary care: a randomized multicenter 
trial. JAMA: Journal of the American Medical Association. 2000 ;284(22):2877-85. 
Lamont C, Rae H, McAuley S, Roseman P, Didsbury P. Integrated case management 
between primary and secondary care for COPD patients: perspectives from the 
respiratory nurse specialist. Respirology (Carlton, Vic). 2002;7(Suppl):A1. 
Martin IR, McNamara D, Sutherland FR, Tilyard MW, Taylor DR. Care plans for acutely 
deteriorating COPD: a randomized controlled trial. Chron Respir Dis. 2004;1(4):191-5. 
McKenzie DK, Frith PA, Burdon JG, Town GI. The COPDX Plan: Australian and New 
Zealand Guidelines for the management of Chronic Obstructive Pulmonary Disease 
2003. Med J Aust. 2003 Mar 17;178 Suppl:S7-39. 
McLeod A, Shearer M, Taylor M. How to use a case manager--a partnership approach. 
Aust Fam Physician. 2005 Jan-Feb;34(1-2):69-71. 
National Institute for Clinical Excellence. Chronic obstructive pulmonary disease: 
management of chronic obstructive pulmonary disease in adults in primary and 
secondary care: National Institute for Clinical Excellence (NICE); 2004. 
Rabow M, Dibble S, Pantilat S, McPhee S. The comprehensive care team: a controlled 
trial of outpatient palliative medicine consultation. Archives of Internal Medicine. 2004 
2004/01/12/;164(1):83-91. 
Rabow MW, Petersen J, Schanche K, Dibble SL, McPhee SJ. The comprehensive care 
team: a description of a controlled trial of care at the beginning of the end of life. J 
Palliat Med. 2003;6(3):489-99. 
Rea H, McAuley S, Stewart A, Lamont C, Roseman P, Didsbury P. A chronic disease 
management programme can reduce days in hospital for patients with chronic 
obstructive pulmonary disease. Intern Med J. 2004;34(11):608-14. 
Rothschild S, Lapidos S, Minnick A, Fogg L, Catrambone C. Using virtual teams to 
improve the care of chronically ill patients. Journal of Clinical Outcomes Management. 
2004 2004/06//;11(6):346-50. 
Sandiford R. Breathing new life into COPD care. Nurs Times. 2005 Jan 4-10;101(1):26-
7. 
Schraeder C, Dworak D, Stoll JF, Kucera C, Waldschmidt V, Dworak MP. Managing 
elders with comorbidities. Journal of Ambulatory Care Management. 2005;28(3):201-9. 
Smith BJ, Appleton SL, Bennett PW, Roberts GC, Del Fante P, Adams R, et al. The 
effect of a respiratory home nurse intervention in patients with chronic obstructive 
pulmonary disease (COPD). Australian and New Zealand Journal of Medicine. 
1999;29(5):718-25. 
Smy J. Exchanging expertise in COPD care. Nurs Times. 2004 Sep 14-20;100(37):26-7. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

90 
________________________________________________________________________________ 
  

Strijbos JH, Postma DS, Van Altena R, Gimeno F, Koeter GH. Feasibility and effects of a 
home-care rehabilitation program in patients with chronic obstructive pulmonary 
disease. Journal of Cardiopulmonary Rehabilitation. 1996;16(6):386-93. 
Wellingham J, Tracey J, Rea H, Gribben B. The development and implementation of 
the Chronic Care Management Programme in Counties Manukau. N Z Med J. 2003 Feb 
21;116(1169):U327. 
Wijkstra PJ, Van Altena R, Kraan J, Otten V, Postma DS, Koeter GH. Quality of life in 
patients with chronic obstructive pulmonary disease improves after rehabilitation at 
home. European Respiratory Journal. 1994;7(2):269-73. 
 
Excluded Studies 
Anon. Complex chronic care patients managed using hospice model. Healthc Demand 
Dis Manag. 1998 Mar;4(3):39-42. 
Beilby JJ, Glasgow NJ, Fardy HJ. The way forward: the International Primary Care 
Respiratory Group 2nd World Conference, Melbourne, 19-22 February 2004. Med J 
Aust. 2004 Jul 19;181(2):67-8. 
Branger P, van't Hooft A, van der Wouden HC. Coordinating shared care using 
electronic data interchange. Medinfo. 1995;8 Pt 2:1669. 
Bryant E. Chronic disease management for patients with respiratory disease. Nurs 
Times. 2005 Jun 21-27;101(25):46-8. 
Choi PP, Day A, Etchells E. Gaps in the care of patients admitted to hospital with an 
exacerbation of chronic obstructive pulmonary disease. Cmaj. 2004 Apr 
27;170(9):1409-13. 
Cowper A. Patient-centred care. Direct action. Health Serv J. 2005 Nov 
10;115(5981):25-6. 
Curtis JR, Engelberg RA, Wenrich MD, Au DH. Communication about palliative care for 
patients with chronic obstructive pulmonary disease. J Palliat Care. 2005 
Autumn;21(3):157-64. 
French J. Developing effective services for people with COPD. Nurs Times. 2003 May 
20-26;99(20):48. 
Fried TR, Bradley EH. What matters to seriously ill older persons making end-of-life 
treatment decisions?: A qualitative study. J Palliat Med. 2003 Apr;6(2):237-44. 
Goyder EC, Blank L, Ellis E, Furber A, Peters J, Sartain K, et al. Reducing inequalities in 
access to health care: developing a toolkit through action research. Qual Saf Health 
Care. 2005 Oct;14(5):336-9. 
Greenwood L. Bringing it all back home. Nurs Times. 2002 Sep 17-23;98(38):26-7. 
Harrison G. COPD taskforce. Nurs Manag (Harrow). 2000 Jul-Aug;7(4):30-2. 
Jacobs JE, van de Lisdonk EH, Smeele I, van Weel C, Grol RP. Management of patients 
with asthma and COPD: monitoring quality of life and the relationship to subsequent 
GP interventions. Fam Pract. 2001 Dec;18(6):574-80. 
McLeod A, Shearer M, Taylor M. How to use a case manager--a partnership approach. 
Aust Fam Physician. 2005 Jan-Feb;34(1-2):69-71. 
Mooney D. Managing chronic obstructive pulmonary disease in primary care. Br J 
Community Nurs. 2000 Nov;5(11):554-9. 
Ruse CE, Molyneux AW. A study of the management of COPD according to established 
guidelines and the implications for older patients. Age Ageing. 2005 May;34(3):299-
301. 
Shirley K, Kelly R. COPD management within primary care. Nurs Times. 
2002;98(26):52-3. 
Stothard A, Brewer K. Dramatic improvement in COPD patient care in nurse-led clinic. 
Nurs Times. 2001 Jun 14-20;97(24):36-7. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

91 
________________________________________________________________________________ 
  

Wright L. Learning to cope with chronic obstructive pulmonary disease (COPD). 
Lippincotts Prim Care Pract. 1998 Nov-Dec;2(6):647-9. 
 

Stroke/Care planning 

Included references 
Geddes JM, Chamberlain MA. Home-based rehabilitation for people with stroke: a 
comparative study of six community services providing co-ordinated, multidisciplinary 
treatment. Clin Rehabil. 2001 Dec;15:589-99 
Watson LD, Quinn DA. Stages of stroke: a model for stroke rehabilitation. Br J Nurs 
7(12):suppl 8p. 1998;7:suppl 8p. 
Thorne D, Jeffery S. Intermediate care. Homeward bound. 111(5785):28-9. 
2001;111:28-9. 
Allen D, Lyne P, Griffiths L. Studying complex caring interfaces: key issues arising from 
a study of multi-agency rehabilitative care for people who have suffered a stroke. J Clin 
Nurs. 2002 May;11:297-305. 
Allen D, Griffiths L, Lyne P. Understanding complex trajectories in health and social 
care provision. Sociol Health Illn. 2004 Nov;26:1008-30. 
Sackley C, Pound K. Setting priorities for a discharge plan for stroke patients entering 
nursing home care. Clin Rehabil. 2002 Dec;16:859-66. 
Macdonell RA, Dewey HM. Neurological disability and neurological rehabilitation. Med J 
Aust. 2001 Jun 18;174:653-8. 
Reddy MP, Reddy V. After a stroke: strategies to restore function and prevent 
complications. Geriatrics. 1997 Sep;52:59-62, 71, 5. 
Pollack MR, Disler PB. 2: Rehabilitation of patients after stroke. Med J Aust. 2002 Oct 
21;177:452-6. 
Brotheridge S, Young J, Dowswell G, Lawler J, Forster A. A preliminary investigation of 
patient and carer expectations of their general practitioner in longer-term stroke care. J 
Eval Clin Pract. 1998 Aug;4:237-41. 
McBride KL, White CL, Sourial R, Mayo N. Postdischarge nursing interventions for 
stroke survivors and their families. J Adv Nurs. 2004 Jul;47:192-200. 
Henderson LR, Scott A. The costs of caring for stroke patients in a GP-led community 
hospital: an application of programme budgeting and marginal analysis. Health Soc 
Care Community. 2001 Jul;9:244-54. 
Davis DA, Thomson MA, Oxman AD, Haynes RB. Changing physician performance. A 
systematic review of the effect of continuing medical education strategies. JAMA. 
1995;274:700-5. 
Askim T, Rohweder G, Lydersen S, Indredavik B. Evaluation of an extended stroke unit 
service with early supported discharge for patients living in a rural community. A 
randomized controlled trial. Clin Rehabil. 2004 May;18:238-48. 
Fagerberg B, Claesson L, Gosman-Hedstrom G, Blomstrand C. Effect of acute stroke 
unit care integrated with care continuum versus conventional treatment: A randomized 
1-year study of elderly patients: the Goteborg 70+ Stroke Study. Stroke 31(11):2578-
84. 2000;31:2578-84. 
Indredavik B, Fjaertoft H, Ekeberg G, Loge AD, Morch B. Benefit of an extended stroke 
unit service with early supported discharge: A randomized, controlled trial. Stroke 
31(11):2578-84. 2000 Dec;31:2989-94. 
Fjaertoft H, Indredavik B, Lydersen S. Stroke unit care combined with early supported 
discharge: long-term follow-up of a randomized controlled trial. Stroke 31(11):2578-84. 
2003 Nov;34:2687-91. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

92 
________________________________________________________________________________ 
  

Fjaertoft H, Indredavik B, Johnsen R, Lydersen S. Acute stroke unit care combined with 
early supported discharge. Long-term effects on quality of life. A randomized controlled 
trial. Clin Rehabil. 2004 Aug;18:580-6. 
Excluded References 
Addington-Hall J, Lay M, Altmann D, McCarthy M. Symptom control, communication 
with health professionals, and hospital care of stroke patients in the last year of life as 
reported by surviving family, friends, and officials. Stroke. 1995;26(12):2242-8. 
Albert SM, Im A, Brenner L, Smith M, Waxman R. Effect of a social work liaison 
program on family caregivers to people with brain injury. J Head Trauma Rehabil. 
2002;17(2):175-89. 
Alberts MJ, Easton JD. Stroke Best Practices: a team approach to evidence-based care. 
J Natl Med Assoc. 2004;96(4 Suppl):5S-20S. 
Allen D, Griffiths L, Lyne P. Understanding complex trajectories in health and social 
care provision. Sociol Health Illn. 2004 Nov;26(7):1008-30. 
Anonymous. Post-stroke rehabilitation: assessment, referral, and patient management. 
U.S. Department of Health and Human Services Public Health Service. Agency for 
Health Care Policy and Research. Clin Pract Guidel Quick Ref Guide Clin. 1995;16:i-iii, 
1-32. 
Anonymous. Seamless care: the odyssey of Mrs. H. Hosp Health Netw. 1995;69(4):11. 
Anonymous. CVA (cerebrovascular accident) pathway cuts across seven hospital units. 
Hosp Case Manag. 1998;6(2):33-4. 
Anonymous. DM approach to post-stroke care shows early promise. 11(3):25-8. 
2003;9(2):17-21. 
Anonymous. A DM-style approach to stroke recovery. 11(3):25-8. 2005;11(3):25-8. 
Australian Institute of Health and Welfare. Older Australia at a glance. 3rd Edition. 
AIHW Cat AGE 25. Canberra: AIHW and DOHA; 2002. 
Banet GA, Felchlia MA. The potential utility of a shared medical record in a "first-time" 
stroke population. J Vasc Nurs. 1997;15(1):29-33; discussion 4-5. 
Beech R, Rudd AG, Tilling K, Wolfe CD. Economic consequences of early inpatient 
discharge to community-based rehabilitation for stroke in an inner-London teaching 
hospital. Stroke. 1999;30(4):729-35. 
Bisaillon S, Kelloway L, LeBlanc K, Pageau N, Woloshyn N. Best practices in stroke 
care. Can Nurse. 2005;101(8):25-9. 
Bisset AF, Macduff C, Chesson R, Maitland J. Stroke services in general practice--are 
they satisfactory? 51(471):787-8. 1997;47(425):787-93. 
Bryan J. Milestones in stroke management. Nurs Manage (London). 2002;9(7):15-8. 
Burton CR. An exploration of the stroke co-ordinator role. J Clin Nurs. 1999;8(5):535-
41. 
Clappison L. Designing for healthier communities: the hospital of the future is in your 
home. J Healthc Des. 1996;8:59-67. 
Close H, Procter S. Coping strategies used by hospitalized stroke patients: implications 
for continuity and management of care. J Adv Nurs. 1999;29(1):138-44. 
Craig N, McGregor S, Drummond N, Fischbacher M, Iliffe S. Factors affecting the shift 
towards a 'primary care-led' NHS: a qualitative study. National Health Service.[see 
comment]. 51(471):787-8. 2002;52(484):895-900. 
Dancer S. Redesigning care for the nonhemorrhagic stroke patient. J Neurosci Nurs. 
1996;28(3):183-9. 
Davis DA, Thomson MA, Oxman AD, Haynes RB. Changing physician performance. A 
systematic review of the effect of continuing medical education strategies. JAMA. 
1995;274(9):700-5. 
de Haan R, Limburg M, van der Meulen J, van den Bos GA. Use of health care services 
after stroke. Qual Health Care. 1993 Dec;2(4):222-7. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

93 
________________________________________________________________________________ 
  

Demiris G, Shigaki CL, Schopp LH. An evaluation framework for a rural home-based 
telerehabilitation network. J Med Syst. 2005;29(6):595-603. 
Dix A. Clinical management. Stroke of genius. 111(5785):28-9. 2005;115(5958):26-8. 
Flick CL. Stroke rehabilitation. 4. Stroke outcome and psychosocial consequences. Arch 
Phys Med Rehabil. 1999;80(5 Suppl 1):S21-6. 
Furaker C, Hellstrom-Muhli U, Walldal E. Quality of care in relation to a critical pathway 
from the staff's perspective. J Nurs Manag. 2004;12(5):309-16. 
Furler J, Harris M. Health inequalities in general practice. Aust Fam Physician. 
2003;32(1-2):47-50. 
Gommans J, Barber A, McNaughton H, Hanger C, Bennett P, Spriggs D, et al. Stroke 
rehabilitation services in New Zealand.[see comment]. N Z Med J. 
2003;116(1174):U435. 
Hachinski V. Stroke: continuity and change. Stroke. 2000;31(7):1481. 
Higgins JPG, Green S. Cochrane handbook for Systematic Reviews of 
Interventions[Updated May 2005]. chichester, UK: Hohn Wiley and Sons, Ltd.; 2005. 
Hurtubise A. Organized stroke care is emerging in Ontario.[comment]. Can Fam 
Physician. 2002;48:31-2. 
Kramer AM, Coleman EA. Stroke rehabilitation in nursing homes: how do we measure 
quality? Clin Geriatr Med. 1999;15(4):869-84. 
Langhorne P. Developing comprehensive stroke services: an evidence-based approach. 
Postgrad Med J. 1995;71(842):733-7. 
Le Roux PD, Winn HR. Management of cerebral aneurysms. How can current 
management be improved? Neurosurg Clin N Am. 1998;9(3):421-33. 
Lemieux-Charles L, McGuire W, Blidner I. Building interorganizational knowledge for 
evidence-based health system change.[see comment]. Health Care Manage Rev. 
2002;27(3):48-59. 
Lindsay MP, Kelloway L, McConnell H. Research to practice: nursing stroke assessment 
guidelines link to clinical performance indicators.[comment]. Axon998 Sep;20(1):16-8. 
2005;26(4):22-7, 2005 Jun. 
Maheswaran R, Davis S. Experience of an open referral system for stroke rehabilitation 
in the community. Clin Rehabil. 1998;12(3):265-71. 
McBride KL, White CL, Sourial R, Mayo N. Postdischarge nursing interventions for 
stroke survivors and their families. J Adv Nurs. 2004 Jul;47(2):192-200. 
McDonald PS, Mayer P, Dunn L. National Service Framework for Older People: stroke 
coordinators. Br J Nurs. 2002;11(19):1259-61, 63-5. 
McGhee TR, McGhee WR, Callahan AS, 3rd. Muhlenberg vascular project: a rural 
vascular intervention project. J Ky Med Assoc. 2004;102(7):305-6. 
Middleton S, Donnelly N, Harris J, Ward J. Nursing intervention after carotid 
endarterectomy: a randomized trial of Co-ordinated Care Post-Discharge (CCPD). J Adv 
Nurs. 2005 Nov;52(3):250-61. 
Middleton S, Harris J, Lusby R, Ward J. GPs' views of quality initiatives to improve 
stroke outcomes following carotid endarterectomy. Aust Fam Physician. 2003 
Oct;32(10):858-61. 
Middleton S, Sharpe D, Harris J, Corbett A, Lusby R, Ward J. Case scenarios to assess 
Australian general practitioners' understanding of stroke diagnosis, management, and 
prevention. Stroke. 2003;34(11):2681-6. 
Moody L, Rowland K, Fairlough F, Al-Khoffash M. Stroke care. Different strokes. 
111(5785):28-9. 1996;106(5502):26-7. 
Murray J, Ashworth R, Forster A, Young J. Developing a primary care-based stroke 
service: A review of the qualitative literature. British Journal of General Practice. 
2003;53(487):137-42. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

94 
________________________________________________________________________________ 
  

Murray J, Young J, Forster A, Ashworth R. Developing a primary care-based stroke 
model: the prevalence of longer-term problems experienced by patients and carers. 
51(471):787-8. 2003;53(495):803-7. 
Murray J, Young J, Forster A, Ashworth R. A survey to investigate the role of the 
district nurse in stroke care. Br J Community Nurs. 2004;9(8):318-24. 
Nazarko L. Caring for older people through the National Service Framework. Prof 
Nurse. 2002;18(1):43-6. 
O'Connell B, Baker L, Prosser A. The educational needs of caregivers of stroke 
survivors in acute and community settings. J Neurosci Nurs. 2003;35(1):21-8. 
O'Farrell B, Evans D. The continuum of care: the process and development of a nursing 
model for stroke education. Axon998 Sep;20(1):16-8. 1998;20(1):16-8,. 
Oliver MD. General practitioners have to decide best ways of allocating their 
time.[comment]. Bmj. 2000;321(7269):1156-7. 
Ornstein SM, Jenkins RG. Quality of care for chronic illness in primary care: opportunity 
for improvement in process and outcome measures. Am J Manag Care. 1999;5(5):621-
7. 
Oswald N, Bateman H. Treating individuals according to evidence: why do primary care 
practitioners do what they do? J Eval Clin Pract. 2000;6(2):139-48. 
Pollack MR, Disler PB. 2: Rehabilitation of patients after stroke. Med J Aust. 2002 Oct 
21;177(8):452-6. 
Powell-Vinden B. Coordinated stroke care ... the next generation of stroke care. 
Axon998 Sep;20(1):16-8. 2000;21(4):76-7. 
Pritchard C, Foulkes L, Lang DA, Neil-Dwyer G. Psychosocial outcomes for patients and 
carers after aneurysmal subarachnoid haemorrhage. Br J Neurosurg. 2001;15(6):456-
3. 
Pritchard C, Foulkes L, Lang DA, Neil-Dwyer G. Two-year prospective study of 
sychosocial outcomes and a cost-analysis of 'treatment-as-usual' versus an 'enhanced' 
(specialist liaison nurse) service for aneurysmal sub arachnoid haemorrhage (ASAH) 
patients and families. Br J Neurosurg. 2004;18(4):347-56. 
Quaglini S, Caffi E, Boiocchi L, Panzarasa S, Cavallini A, Micieli G. Web-based data and 
knowledge sharing between stroke units and general practitioners. AMIA Annu Symp 
Proc. 2003:534-8. 
Reddy MP, Reddy V. Stroke rehabilitation. 55(5):1742-8, 1754-6. 1997;55(5):1742-8, 
54-6. 
Redfern J, McKevitt C, Rudd AG, Wolfe CD. Health care follow-up after stroke: 
opportunities for secondary prevention. Fam Pract. 2002 Aug;19(4):378-82. 
Schmelling S. One on one. 18(10):12, 14-6, 42. 2005;18(10):12, 4-6, 42,. 
Shi L, Macinko J, Starfield B, Xu J, Politzer R. Primary care, income inequality, and 
stroke mortality in the United States: a longitudinal analysis, 1985-1995. Stroke. 
2003;34(8):1958-64. 
Shi L, Starfield B, Kennedy B, Kawachi I. Income inequality, primary care, and health 
indicators. 48(4):275-84. 1999;48(4):275-84. 
Short D, Frischer M, Bashford J. The development and evaluation of a computerised 
decision support system for primary care based upon 'patient profile decision analysis'. 
11(4):195-202. 2003;11(4):195-202. 
Simon C, Little P, Birtwistle J, Kendrick T. A questionnaire to measure satisfaction with 
community services for informal carers of stroke patients: construction and initial 
piloting. Health Soc Care Community. 2003;11(2):129-37. 
Sulch D, Evans A, Melbourn A, Kalra L. Does an integrated care pathway improve 
processes of care in stroke rehabilitation? A randomized controlled trial.[see comment]. 
31(3):175-9. 2002;31(3):175-9. 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

95 
________________________________________________________________________________ 
  

Touchard BM, Berthelot K. Collaborative home practice: nursing and occupational 
therapy ensure appropriate medication administration. 17(1):45-51. 1999;17(1):45-51. 
Tyson S, Turner G. Discharge and follow-up for people with stroke: what happens and 
why. Clin Rehabil. 2000;14(4):381-92. 
Valade D. Keystone for quality in stroke care. 39(2):38. 2003;38(2):38. 
Venketasubramanian N, Chan BP, Lim E, Hafizah N, Goh KT, Lew YJ, et al. Stroke 
disease management--a framework for comprehensive stroke care. 31(4):452-60. 
2002;31(4):452-60. 
von Koch L, de Pedro-Cuesta J, Kostulas V, Almazan J, Widen Holmqvist L. Randomized 
controlled trial of rehabilitation at home after stroke: one-year follow-up of patient 
outcome, resource use and cost. Cerebrovasc Dis. 2001;12(2):131-8. 
Webster J. Developing a community stroke rehabilitation service. Nurs Older People. 
2001;13(4):14-7. 
Webster J. Life after stroke: Sam's story. Nurs Times. 2001;97(14):38-9. 
Wojner AW. Outcomes management: an interdisciplinary search for best practice. 
AACN Clin Issues. 1996;7(1):133-45. 
Wood VA, Hewer RL. The prevention and management of stroke. J Public Health Med. 
1996;18(4):423-31. 
Young JB. The primary care stroke gap. 51(471):787-8. 2001;51(471):787-8. 
Zorowitz RD, Gross E, Polinski DM. The stroke survivor. 24(13):666-79. 
2002;24(13):666-79. 
 



AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 

96 
________________________________________________________________________________ 
  

                                                

GLOSSARY 

 
ACUTE CARE 
Episodic; cure expected; outcomes highly dependent on short term services with health 
professionals making the majority of the decisions. Often involves hospitalisation. 
 
AGED   
Medline definitions: 65 and over; frail aged 80 plus 
EPC programme:  75+ 
SDAC  “a person aged 60 years or over”  8

   
AGED CARE “means care of one or more of the following types: a) residential care; 
b) community care; c) flexible care.” 9   
 
CASE CONFERENCE 
An EPC case conference is a meeting of health and care providers to plan for the 
health and care needs of an individual patient with at least one chronic medical 
condition and complex multidisciplinary care needs requiring care from a GP and at 
least two other health or care providers. Case conferences may be undertaken for 
patients in the community (community case conferences), patients being discharged 
into the community from hospital or day hospital facilities (discharge case 
conferences), or people living in Residential Aged Care Facilities (Residential Aged Care 
Facility case conferences). 10

 
CASE MANAGEMENT 
The case manager is responsible for doing a thorough evaluation of the client's needs, 
planning the required services, arranging to admit the client to these services, 
organising and co-ordinating support, directing the multidisciplinary team of 
practitioners involved in the case, and monitoring and re-evaluating the client. 
 
CHRONIC DISEASE 
A chronic condition, for the purposes of the Medicare EPC discharge items, is defined 
as a medical condition that has been, or is likely to be, present for at least six months. 
11

 
COORDINATION 
Coordination addresses the issue of aligning services and resources to provide 
comprehensive care for the patient. 
 
“Thorough and comprehensive planning of patient care will alleviate duplication, gaps 
and deficiencies in treatment. It offers both the practitioner and patient with the 
opportunity to consider a range of options that compliment each other and in the long 
term reduces the number of preventable hospital admissions thus reducing cost to the 
individual and the health system. All care requires coordination, whether that be by the 

 
 

8 Australian Bureau of Statistics Survey of Disability, Ageing and Carers (2003).  
9 Aged Care Act 1997 – Schedule 1 
10 Australian Dept. of Health & Ageing (2005) Multidisciplinary case conferencing 
http://www.health.gov.au/internet/wcms/publishing.nsf/Content/health-epc-caseconf.htm  
11 Australian Dept. of Health & Ageing. (2005) Chronic disease management (CDM) Medicare Items 
http://www.health.gov.au/internet/wcms/publishing.nsf/Content/pcd-programs-epc-chronicdisease  

http://www.health.gov.au/internet/wcms/publishing.nsf/Content/health-epc-caseconf.htm
http://www.health.gov.au/internet/wcms/publishing.nsf/Content/pcd-programs-epc-chronicdisease
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health consumer themselves or via a third party such as a carer or nominated health 
professional.”12

 
COPD (Chronic Obstructive Pulmonary Disease} 
COPD is characterised by airflow obstruction that is not fully reversible. The airflow 
limitation is in most cases both progressive and associated with an abnormal 
inflammatory response of the lungs to noxious particles or gases, most commonly 
cigarette smoke. COPD is usually some combination of emphysema, where the lung 
parenchyma is structurally damaged, with destruction of alveolar septa and formation 
of abnormally enlarged airspaces airway damage with airway wall thickening and 
narrowing of the airway. Airway obstruction can be due to loss of supporting elastic 
recoil from the lung tissue and/or airway narrowing. Although patients with COPD may 
have a degree of bronchial hyperresponsiveness, patients with features predominantly 
of asthma are excluded from COPD categories. In contrast, even in the absence of a 
classic asthma history or pathology, some bronchodilator responsiveness may be 
present in COPD, but how this should influence therapy is poorly understood. 
Categorisation of COPD is somewhat arbitrary and there is overlap with a number of 
related conditions. Chronic bronchitis is defined clinically as a cough productive of 
sputum, occurring on a daily basis for 3 months in each of 2 consecutive years; it may 
be associated with chronic airway obstruction. 
Typically, COPD affects middle-aged and older people, and cigarette smoking is the 
major causative factor. Inherited conditions such as alpha1-antitrypsin deficiency 
render patients more susceptible to the damaging effects of cigarette smoke, leading 
to early development of emphysema and COPD.   
The dyspnoea of COPD is frequently associated with cough, sputum production, 
recurrent respiratory infection and wheezing, which may only be evident during 
infective exacerbations. Typically, the dyspnoea has developed insidiously over several 
years and it may be the patient’s only symptom. 13

 
DIABETES 
Type 2 diabetes:  
While susceptibility to type 2 diabetes is likely to be genetically determined, lifestyle 
factors (diet, physical activity) and medications (including complementary medicines) 
that increase blood glucose are critical in unmasking this susceptibility. Impaired 
glucose tolerance is a well-described component of a metabolic syndrome that also 
includes hypertension, hyperlipidaemia and truncal adiposity. …  
Three major defects underlie the impaired glucose tolerance in type 2 diabetes: 
abnormality of pancreatic insulin secretion, failure to suppress hepatic glucose 
production, and resistance to the action of insulin in target tissues, eg muscle. The 
defect in type 2 diabetes may range from predominantly insulin resistance with relative 
insulin deficiency to a predominantly secretory defect with or without insulin 
resistance.  
Diabetes is a major risk factor for morbidity and mortality due to coronary heart 
disease, cerebrovascular disease and peripheral vascular disease. Multiple risk factors 
for macrovascular disease, in addition to diabetes itself, are frequently found in 
individuals with diabetes. Thus, the risk factors of smoking, hyperlipidaemia and 
hypertension should be aggressively addressed and reduced as much as possible. 14

 
 

12 Health Reform Implementation Taskforce http://www.health.wa.gov.au/HRIT/pcps/index.cfm  
13 Therapeutic Guidelines: Respiratory (2005)  Melbourne, Therapeutic Guidelines Ltd. Accessed online via eTG complete. 
14 Therapeutic Guidelines: Endocrinology (2004)  Melbourne, Therapeutic Guidelines Ltd. Accessed online via eTG complete. 

http://www.health.wa.gov.au/HRIT/pcps/index.cfm
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Type 2 DM is a heterogeneous group of disorders characterized by variable degrees of 
insulin resistance, impaired insulin secretion, and increased glucose production. Distinct 
genetic and metabolic defects in insulin action and/or secretion give rise to the 
common phenotype of hyperglycemia in type 2 DM (see below). Distinct pathogenic 
processes in type 2 DM have important potential therapeutic implications, as 
pharmacologic agents that target specific metabolic derangements have become 
available. Type 2 DM is preceded by a period of abnormal glucose homeostasis 
classified as impaired fasting glucose (IFG) or impaired glucose tolerance (IGT). 

 
Two features of the current classification of DM diverge from previous classifications. 
First, the terms insulin-dependent diabetes mellitus (IDDM) and noninsulin-dependent 
diabetes mellitus (NIDDM) are obsolete. Since many individuals with type 2 DM 
eventually require insulin treatment for control of glycaemia, the use of the term 
NIDDM generated considerable confusion. A second difference is that age is not a 
criterion in the classification system. 15

 
FRAIL AGED 
The Canadian Study of Health and Aging Clinical Frailty Scale [173] categorises the 
elderly  

- Very fit – robust, active, energetic, well motivated and fit; these people 
commonly exercise regularly and are in the most fir group for their age 

- Well – without active disease, but less fit than people in category 1 
- Well, with related comorbid disease – disease symptoms are well controlled 

compared with those in category 4 
- Apparently vulnerable – although not frankly dependent, these people 

commonly complain of being ‘slowed up’ or have disease symptoms 
- Mildly frail – with limited dependence on others for instrumental activities of 

daily living 
- Moderately frail – help is needed with both instrumental and non-instrumental 

activities of daily living 
- Severely frail – completely dependent on others for the activities of daily living, 

or terminally ill 
 

“The reconceptualization of multiple system interrelationships as an appropriate 
explanatory scheme for life process unifies structure and function and thereby provides 
a sturdy framework for the definition of frailty. As symmorphosis defines the anabolic 
process of building structural capacity to meet demand, it follows that lessened load, 
as with physical inactivity, leads to linked and parallel losses in form and function. 
Decreased physical activity leads to muscle weakness and bone fragility; decreased 
oxygen throughput, decreased arterial size, increased clottability, and altered blood 
lipid levels; metabolic inefficiency, decreased glut transporters, obesity, Type II 
diabetes; and immunologic decay.  
…  the lessened physical activity seen with most older persons initiates body-wide sets 
of negative outcomes that further conspire to accelerate the deteriorative processes. 
Frailty is herein defined as a state of muscular weakness and other secondary widely 
distributed losses in function and structure that are usually initiated by decreased 
levels of physical activity. Such depiction describes many of the feedback features that 
are inherent in frailty, yet muscle weakness remains the central obligate feature of the 
term. “ [174] 

 
 

15 Harrisons Principles of Internal Medicine 16th ed. (2006)  New York, McGraw-Hill. [e-text] 
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ILLNESS TRAJECTORY 
Lunney & Lynn’s illness trajectory formed the basis of the decision to identify sentinel 
conditions in the chronic disease reviews. [175] 

 

 
 
 

INTEGRATION 
“Integration … connects the health care system (acute, primary medical, and skilled) 
with other human service systems … in order to improve outcomes (clinical, 
satisfaction, and efficiency). Populations that may benefit from integration have 
physical, developmental, or cognitive disabilities – often with related chronic illnesses 
or conditions. Integration can occur at the policy, finance, management, and clinical 
levels. The means of integration include joint planning, training, decision making, 
instrumentation, information systems, purchasing, screening and referral, care 
planning, benefit coverage, service delivery, monitoring, and feedback. [15] 
 
LINKAGE 
Organisations may develop protocols to facilitate referral or collaboration to deal with 
patients' needs. However, the organisations continue to function within their respective 
jurisdictions, responsibility and operational rules [176] 
 
Linkages projects … provide individually tailored packages of care to people with 
complex needs so that they can continue to live independently in the community. 
Some of the principal activities performed by Linkages services are the provision of 
care management and brokerage services to eligible clients. 16

 
 
 
 

                                                 
 

16 Aged Care in Victoria http://www.health.vic.gov.au/agedcare/terminology.htm  
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MULTIDISCIPLINARY 
This term can be applied to care or a team. 
 
A team is a small, relatively permanent group of people who meet regularly face to 
face. They are distinguished from other groups in that they are interdependent - their 
members need to communicate and work with one another to achieve a common 
purpose. A multidisciplinary team comprises members from a range of disciplines 
working in parallel, coordinating, cooperating and conferring.17

 
‘MULTIDISCIPLINARY CARE is a team approach to the provision of healthcare by 
all relevant medical and allied health disciplines. 
In Australia, the diversity of healthcare delivery settings and types of care means that 
a single model of multidisciplinary care may not be appropriate. The “Principles of 
multidisciplinary care” were developed to provide a flexible framework for the provision 
of multidisciplinary care in Australia. The Principles emphasise five key elements: the 
team, communication, access to the full range of therapies, standards of care and 
involvement of the woman (patient)’. 18
 
PALLIATIVE CARE / PALLIATIVE POPULATION 
Palliative care aims to comfort, not to cure; to relieve pain and distress for people who 
are dying, and to support parents, families and friends in approaching death and 
healing grief. 19

 
PRIMARY HEALTH vs PRIMARY HEALTH CARE vs PRIMARY CARE 
 
Australian Primary Health Care Research Institute  20   
 
Encompassing the WHO's Declaration of Alma Ata (WHO 1978) and recent Primary 
Health Care: A Framework for Future Strategic Directions (WHO 2003), … define 
primary health care as:  
 
“Socially appropriate, universally accessible, scientifically sound first level care provided 
by a suitably trained workforce supported by integrated referral systems and in a way 
that gives priority to those most need, maximises community and individual self-
reliance and participation and involves collaboration with other sectors. It includes the 
following:  

- health promotion  
- illness prevention  
- care of the sick  
- advocacy  
- community development.” 

 
Centre for Health Equity Training, Research and Evaluation, University of NSW 
Medicine  21   

 
 

17 Reform Agenda Fact Sheet 7 
http://www.dhhs.tas.gov.au/agency/pro/mentalhealth/documents/RCT_F7_The_multidisciplinary_team.pdf#search=per 
cent22whatper cent20isper cent20multidisciplinaryper cent20teamper cent22  
18 Helen Zorbas, Bruce Barraclough, Kathy Rainbird, Karen Luxford and Sally Redman 
MJA 2003; 179: 528–531 
19 Palliative Care Council of South Australia, Inc. http://www.pallcare.asn.au  
20  Australian Primary Health Care Research Institute website http://www.anu.edu.au/aphcri/ [accessed 10th May 2006]  

http://www.dhhs.tas.gov.au/agency/pro/mentalhealth/documents/RCT_F7_The_multidisciplinary_team.pdf#search=%22what%20is%20multidisciplinary%20team%22
http://www.dhhs.tas.gov.au/agency/pro/mentalhealth/documents/RCT_F7_The_multidisciplinary_team.pdf#search=%22what%20is%20multidisciplinary%20team%22
http://www.pallcare.asn.au/
http://www.anu.edu.au/aphcri/
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“Primary care is often used interchangeably with primary medical care as its focus is on 
clinical services provided predominantly by GPs, as well as by practice nurses, primary 
/ community health care nurses, early childhood nurses and community pharmacists.  
 
Primary health care incorporates primary care, but has a broader focus through 
providing a comprehensive range of generalist services by multidisciplinary teams that 
include not only GPs and nurses but also allied health professionals and other health 
workers such as multicultural health workers and indigenous health workers, health 
education/promotion and community development workers. In addition to operating at 
the level of individuals and families, PHC services also operated at the level of 
communities. “ 

 
STROKE 
“Cerebrovascular diseases include some of the most common and devastating 
disorders: ischemic stroke, hemorrhagic stroke, and cerebrovascular anomalies such as 
intracranial aneurysms and arteriovenous malformations (AVMs). They cause ~200,000 
deaths each year in the United States and are a major cause of disability. The 
incidence of cerebrovascular diseases increases with age, and the number of strokes is 
projected to increase as the elderly population grows, with a doubling in stroke deaths 
in the United States by 2030. Most cerebrovascular diseases are manifest by the abrupt 
onset of a focal neurologic deficit, as if the patient was “struck by the hand of God”. A 
stroke, or cerebrovascular accident, is defined by this abrupt onset of a neurologic 
deficit that is attributable to a focal vascular cause. Thus, the definition of stroke is 
clinical, and laboratory studies including brain imaging are used to support the 
diagnosis. The clinical manifestations of stroke are highly variable because of the 
complex anatomy of the brain and its vasculature. Cerebral ischemia is caused by a 
reduction in blood flow that lasts longer than several seconds. Neurologic symptoms 
are manifest within seconds because neurons lack glycogen, so energy failure is rapid. 
When blood flow is quickly restored, brain tissue can recover fully and the patient's 
symptoms are only transient: this is called a transient ischemic attack (TIA). Typically 
the neurologic signs and symptoms of a TIA last for 5 to 15 min but, by definition, 
must last <24 h. If the cessation of flow lasts for more than a few minutes, infarction 
or death of brain tissue results. Stroke has occurred if the neurologic signs and 
symptoms last for >24 h.” 22

  
 

 

 
 

21 Centre for Health Equity Training, Research and Evaluation, University of NSW Medicine. 
http://chetre.med.unsw.edu.au/phc/defining_primary_health_care.htm  [accessed 10th May 2006] 

 
22 Harrisons Principles of Internal Medicine 16th ed. (2006) New York, McGraw-Hill. [e-text] 

http://chetre.med.unsw.edu.au/phc/defining_primary_health_care.htm

	 

