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EFFECTIVE MANAGEMENT OF CHRONIC DISEASE IN PRIMARY HEALTH CARE

By Professor Mark Harris and Professor Nicholas Zwar

Health reform and chronic disease care

As part of the National Primary Health Care Strategy, the Commonwealth Government announced a new program to support
coordinated care for people with diabetes. This involves patients enrolling with a practice which is then block funded to provide
multidisciplinary care - the model which is likely to be extended to other chronic conditions in the future [8]. The recent budget
also announced block funding for practices to employ nurses and the introduction of some Medicare items to support practice
nurse involvement in chronic disease management [9).

The health reform agenda has been in part based on the rising prevalence of chronic diseases such as diabetes in Australia and
the burden that this places on the community and the health system [1-3]. Primary health care has an important role in the
early and effective management of these conditions to prevent complications and the need for hospitalisation [4, 5]. However,
available evidence suggests a gap between current practice and that which is required to achieve these outcomes|6, 7].

What is needed for effective chronic disease management in primary health care?

Effective chronic disease management requires a shift away from episodic to more structured approaches to care. The Chronic
Care Model provides a framework for the organisation of care for patients with chronic disease [10]. A systematic review
conducted in 2006 identified the importance of some key elements of the model in improving quality of care and health
outcomes, especially the combination of support for patient self management and multidisciplinary team care[11].

Multidisciplinary care planning has been supported by the Enhanced Primary Care (EPC) program introduced in 1999 and
subsequently modified in 2005 to provide patients with chronic complex conditions with access to Medicare funding for a
limited number of allied providers visits as part of a multidisciplinary care plan [12]. There have also been incentive payments
through the Practice Incentive Program (PIP) for completion of an annual cycle of care (including assessment of physiological
and behavioural risk factors and complication screening) [13]. Both these have had positive impacts. Structured care planning is
associated with improved intermediate outcomes (such as HbA1c) especially for patients with initially poor control [14]. Shared
care systems and the introduction of the diabetes incentives were associated with improved quality of care and intermediate
outcomes [15, 16].

A major cause of the remaining gap between evidence and current practice in the management of chronic disease in general
practice is the limited organisation capacity for regular monitoring, patient recall, education to support self management and
referral to other providers [17, 18]. Cross sectional studies have found associations between multidisciplinary teamwork within
practices and access to and quality of care as perceived by patients [19]. Patients with chronic disease recognise the constraints
and are receptive to more structured approaches and the involvement of other providers, including practice nurses and other
non GP staff as long as this does not erode their continuity of care with their GP [20].

Future directions

Creating the right conditions for structured multidisciplinary care in general practice is challenging. The National Primary
Care Collaboratives have demonstrated that improvements are possible with the right incentives and supports. General
practice networks have a key role to play in the facilitating these improvements. Facilitation of team roles for practice nurses
and administrative staff has been found to be associated with improved patient assessed quality of care for diabetes and
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cardiovascular disease [21]. However, creating teams across organisational or cultural boundaries (especially between private
and public services) is more difficult [22]. Super clinics and other models of integrated primary health care are also envisaged to
provide a model for co-located multidisciplinary teams to provide better care for patients with chronic disease [8]. The impact of
these models on quality care for chronic disease should be evaluated and, if successful, they could be extended to other general
practices.

In summary, there is evidence to support a systematic and planned approach to multidisciplinary care for patients with chronic
disease in primary care. Despite some positive programs in recent years, significant barriers have remained. The initiatives
announced as part of the current reforms go some way towards addressing these barriers, especially in providing more flexible
arrangements to fund team care and encouraging continuity of chronic disease care. However, some questions remain about
their suitability for patients with multiple co-morbid conditions rather than single diseases and whether the funding provided
is sufficient for the complex needs of some patients. There are also concerns about the impact of pay for performance on the
doctor-patient relationship. These need to be monitored and explored in further research.

The Australian Primary Health Care Research Institute commissioned a systematic review of chronic disease
management, which was conducted by: Professor Nicholas Zwar, Professor Mark Harris, Professor Rhonda Griffiths,
Professor Martin Roland, Dr Sarah Dennis, Mr Gawaine Powell Davies and Mr Igbal Hasan.
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