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Background and introduction

International context of primary health care reform

Many countries are embarked on reforms aimed at improving the quality, equity, efficiency,
effectiveness and responsiveness of their health systems. There is now good evidence that systems
with strong primary health care (PHC) are associated with “improved population health outcomes for
all-cause mortality, all-cause premature mortality, and cause-specific premature mortality from major
respiratory and cardiovascular diseases.”* This, and other evidence summarised in the recent WHO
Health Evidence Network publication, underpins the emphasis governments are placing on the primary
health care components of health systems in their reform processes.

“Meso level” structures in health systems

Over the last 15 years, a manifestation of this increasing emphasis has been the development of
middle or “meso” level organisations with strong primary health care orientations that sit between the
micro levels of the system where clinical care for individual patients is delivered, and the macro levels
of the system where national policy, funding and public
health infrastructure activity occurs. They are
variously known as “primary health organisations”,
“primary care organisations”, “primary care trusts”,

Table 1 Functions and activities of meso level
primary health care organisations

and “independent practitioner associations” and, in = Allocation of regional budgets
some forms, “health maintenance organizations”. The = After hours care
populations they serve are often defined by geographic =  Brokering access to services
regions, but may also be defined by criteria that are ®  Clinical and practice support
not regionally constrained. The forms and functions ®  Commissioning services
these organisations take vary within and between =  Community engagement
countries, 2 2 but most will include a number of the = Contracting with providers
functions listed in Table 1. " Data management

"  Funds pooling
"  Local/regional decision making

National context * Disease management

"  Education and training including continuing
The Australian Government is undertaking reform of

the primary health care system. It has identified the

professional development for health
professionals

; ; ; ; .4
following strategic goals to improve primary care: "  General practitioner, practice nurse and allied
®" making care more accessible health professional recruitment and support

= focusing on prevention and early intervention =  Linkage between micro and macro levels of the

. I system; linkage between “horizontal”
® encouraging better management of chronic disease Y 9

components of the system, including in some

®  supporting integration and multidisciplinary care cases, other arms of government (eg housing);

" building the evidence base for effective, quality linkage between acute and community sectors
primary care of the system
®  using technology to support best practice "  Monitoring quality

. .
®  recognising and respecting the variety of practice Patient enrolment

. . .
styles. Population health activities

=  Triage
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Australian Divisions of General Practice Network

Members of the Australian Divisions of General Practice Network are major meso level primary health
care organisations in the Australian setting. In its “Primary Health Care Position Statement” the
Network has outlined a vision for reform. Through this reform the Network is seeking to realise its
potential to expand its roles and functions so contributing to “better population health outcomes, and
improved equity, access and continuity and lower costs”. The position statement focuses on nine
domains:

Access

Workforce

Integration

Chronic disease management and prevention
Multidisciplinary teams/networks of health service providers
Population health and health promotion
Community/consumer participation

Quality and safety

© 0N O AGDNEPE

Indigenous health.

Australian Primary Health Care Research Institute

The Network commissioned the Australian Primary Health Care Research Institute (APHCRI) to
undertake a rapid “review of reviews” to identify existing evidence which can inform each of these
nine domains. APHCRI has a key focus on identifying, generating and synthesising evidence to inform
policy and practice. The results of this work are presented in this monograph. The monograph does
not purport to be a comprehensive review of all primary and secondary research evidence relevant to
the nine domains. Rather it provides a solid foundation for discussion and debate and focus around
which the evidence base will develop over time.

Method

The review was undertaken in the context of short timeframes and limited resource. Therefore, the
method focused on identifying existing systematic reviews that addressed the nine domains, and
supplementing these with key papers identified within the Australian literature, or from four other
countries (Canada, United Kingdom (UK), New Zealand (NZ) and the United States of America (USA))
if data were not found in Australian sources. Material published as a “systematic review” was
accepted as meeting appropriate quality standards for systematic reviews — no separate process of
assessing quality was undertaken. The authors identified the key questions that would be addressed
within each domain, the data sources that would be used and the search terms employed. One author
(AG) sourced and read all material and prepared a first draft for each domain. This was then
discussed, edited and refined by each of the authors.

The monograph is intended to be a narrative review® of the identified material, which outlines the
knowledge base relating to the domains in the position statement.

In total, around four hundred papers were reviewed. They included systematic reviews, reviews and
single studies. Of these, around two hundred and twenty were considered relevant to the questions
posed and have been included. Databases searched include PubMed, Medline, The Cochrane Database
of Systematic Reviews, WHO Health Evidence Network, Health Services/Technology Assessment Text
(HSTAT), National Centre for Reviews and Dissemination, Google Scholar, and HealthInfoNet.
Government websites from Australia, New Zealand, Canada, the USA and the UK were examined, and
we performed hand searches of individual journals such as the Journal of Interprofessional Care where
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necessary. Search terms were based on the nine major domains (access, integration,
multidisciplinary, chronic disease management/prevention, population health/health promotion,
consumer/community participation, workforce, quality and safety, Indigenous health), as well the
terms “managed care”, “organised care”, “health system”, “health maintenance organization”, and
“National Health Service”. Additional terms included “divisions of general practice”, “health

” LT

promotion”, “recruitment”, “performance indicator systems”, “aged services” and the like.
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1 Access

Introduction

Being able to access health services is an essential prerequisite to receiving care. In Australia some
divisions have already begun to address access issues.! In common with the other domains in this
monograph, research into access is complex and the explanations for inequalities in access difficult to
determine.? In this section we consider four separate research questions that address the issue of
access to primary health care services.

Q1: Does the employment/deployment of practice nurses, allied health staff,
specialists, and others within organised primary health care improve
access?

Seven systematic reviews, three reviews and a small number of articles were included. Based
on “very little robust evidence”, access in underserved populations and people groups may be
increased in National Health Service settings by increasing personal medical services targeting
locally defined needs, introducing salaried general practitioners, and through the provision of
more services (eg nurse substitution, nurse telephone triage). However, there are likely to be
trade-offs between different kinds of access eg patients preferring to see a general
practitioner.® Walk-in centres* and NHS direct (a 24 hour phone service in the UK) increased
discrepancies in access, as these seemed to cater mainly to middle class white populations.?
Some evidence supports substituting face-to-face consultations between doctors or nurses and
patients with telephone consultations, *° and substituting doctors with nursing practitioners or
pharmacists when the problems presented are common conditions.>*! Specialist outreach
clinics improve specialist service access®™® but cost more.'® Practice nurses'?'® — a relatively
new innovation in Australia, though well established overseas — and non-physician clinicians*
are just as effective as doctors for the outcomes measured, can improve public access, are
cost effective and are associated with a high degree of patient satisfaction®®.

Q2: Can organised primary health care improve access to after hours care
through regional approaches?

From the literature reviewed, interventions to increase after hours access can be at a
professional or organisational level.’® This section refers only to organisational interventions
and the material considered included three systematic reviews. There are ethical and
methodological issues with researching after hours services,*®*” but regional organisational
interventions that improved access included the following:

Providing financial Home/outreach visits®® 2
incentives/equitable

remuneration for GPs®

Attitudes of community and health care
workers'® 2022

Bulk-billing/providing less
expensive service delivery*®

Childcare and support
services™®

Intersectoral collaboration (eg: between
divisions and stakeholders, doctors and
hospitals, etc) 61822

Promotion and education of the
community regarding health
services®™®

Increasing services available™® Providing free transport to services™®

18,19

Educating/up-skilling health
care workers™®

Facilitating voluntary/self-help
groups™®

Increasing diversity of health
care workers™®

Centralising services®?°

The use of telephone consultations*®*®

20-22,

Monitoring existing services®®

Introducing screening/triage
protocols®*®

Dealing with issues relating to
workforce sustainability*®?

General practitioner gate-keeping in
emergency rooms?
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Other enablers in this area included a general practitioner ‘champion’ for after hours service
improvement and change management.??

Q3: Can organised primary health care improve access for particular
populations?
Youth/children

The studies included two systematic reviews. Young people need the opportunity and choice to
participate in decisions about their care, the support of trusted advocates,?®2%3? specific
resources, together with a supportive legislative and policy environment.?*2® Health care
workers and organisations need to seek and heed feedback from children®*?® and improve
integration between different providers (eg: between community health workers and
hospitals).?®?” Family education is also important.?®

Barriers to youth/childhood access to services include lack of transport, age, 25?8 lack of health
insurance coverage (in the USA) or other financial means, 2’3 cultural®® and parental barriers
(eg privacy from parents, *! the need for parental involvement, 26232 and parental issues
relating to access.?® 2729)

Other cultural

Cultural disparities in health care occur at multiple levels of health care systems.®® For this
section we identified three systematic reviews. Indigenous access to primary health services
has been included under the domain “Indigenous health”.

A number of single interventions undertaken in organisational settings are reported in the
literature.®* 3> For example, organisations try to employ culturally diverse staff, as patients
express preferences for people who speak their same language and who are of the same
racial/ethnic group as themselves.*® 3+3® Other positive interventions include the use of
interpreters and the development of resources in other languages.® ** Education and training
in cultural competence for health care workers was effective, 343537 as were lay health care
workers (discussed under Indigenous health).®* Other areas identified were family and
community involvement, use of traditional healers®* and tracking/reminder systems.*®
Multifaceted approaches, not generally employed by organisational structures, had beneficial
results.®® One review made the comment that other cultures should not be viewed as
obstacles in access to health care, but embraced as a method to increase it.*®

Aged

No systematic reviews were identified; we included two reviews and one article. These found
that workforce issues relating to aged health care need to be sorted out: ****° fundamentally
different working arrangements to supplement overworked and declining staff numbers have
been successful in Canada, as have improving and increasing communications between health
professionals. Also crucial is the availability and support of home support workers, ** %! as are
a diversity of services to allow aged people to remain at home for longer.”°** There is a lack
of computerised services in aged care in general. Aged care access is improved most if it
deals concurrently with chronic disease management and prevention issues and integration of
services, *° both of which are discussed elsewhere in this monograph.

Rural

One systematic review was included. Some of the barriers to access to primary health care
were identified as physical isolation, *® transport,® *> general practitioner workforce shortage
and competency, *%? financial and social factors, and lack of relevant information regarding
services.'® Factors that increased access to services included education and up-skilling of
health care workers, 64 community participation, bulk-billing/alternate payment options,
telemedicine, **“2 and promotion of services.'® Interdisciplinary teams and personnel
substitution®? appear to be quite successful, and there have been numerous services set up to
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facilitate intersectoral collaboration and communication.*® Other beneficial interventions are
outreach/home visits, transport services, and structural interventions including: workforce
sustainability ventures, incentives/remuneration (pre- and post-licensure) to rural health care
workers, and the introduction of standards and protocols.16

Q4: What is the evidence that fundholding or pooling by primary health care
organisations can improve access to services/outcomes for patients?

Fundholding or pooling of resources in primary health care settings is a controversial issue.
The terms are differently understood, and this contributes to controversy. Comparisons of the
costs associated with different health service delivery models can become contentious, for
example, when Feacham et al compared the NHS with Kaiser Permanente.** %° The
relationships between access, physician behaviour and various models used to fund primary
health care are complex. This section seeks to identify and review relevant evidence.

Three systematic reviews were identified relating to physician behaviour under different
payment systems. Two reviews found that physicians under a fee-for-service system may
provide higher quality of care than those working under capitated or mixed payment systems,
although not enough research has been completed in the area.*® %’ Targeted payments
appeared to increase certain services (eg: immunisation), *” although again not enough
research has been completed to provide conclusive results.*®

These findings are reflected in other literature on organisational models of delivery. For
example, in the setting of USA health maintenance organizations (HMO), while HMO enrolees
paid less and had more preventative primary care, in comparison to non-HMO enrolees they
also faced increased organisational and physician access issues, along with comparably less
access to specialist health services, and reduced patient satisfaction levels.* %° Decreased
access to equipment and specialist services was also seen in New Zealand, but here access to
overall services increased, especially for minority and low socio-economic populations.®*%2 This
may be because as Beilby and Pekarsky®® opine ‘the relationship between fundholding and
patient health and well-being is largely dependent on the objectives and effectiveness of the
overall initiative’. Certainly the USA findings have been contradicted in Australian, British and
New Zealand studies: pooling of funds has increased levels of access,?® 52:535% with this being
related to the role of fundholders and information technology, and acceptance of the new
system by institutions.%35

Conclusion

There are many organisational interventions that can take place to increase access to primary health
care. Deployment of doctors, practice nurses and specialist outreach teams in new ways can improve
services to populations that are historically hard to reach, as can identifying and dealing with specific
factors relating to specific populations. Various forms of fundholding serve as tools to increase access,
but more research needs to be completed to establish this.
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2 Workforce

Introduction

In Australia and New Zealand there is general consensus that there are general practitioner and other
health care worker shortages, especially in rural and remote areas.’ 2* Workload and work stress are
higher in areas of lower deployment.?2 The general practitioner and nursing workforce are also ageing,
raising the spectre of further reductions in workforce in the near future. 3 This section looks at meso
level interventions targeting general practitioner recruitment, retention, deployment and support.

Q1l: What do we know about the role of organised PHC in GP
recruitment/retention/deployment/support?

There have been many initiatives commenced across the countries in our search domain, for
example, the Improving working lives for Doctors in the UK® and the Joint
Australian/State/Northern Territory 5 Year Overseas Trained Doctor Recruitment Scheme in
Australia.® The papers considered included five systematic reviews and three reviews.

Areas for increasing the numbers of general practitioners available included increasing medical
school intake’ (this included increasing uptake from specific populations®), retaining workers in
their fields for longer,”® and increasing the numbers of overseas trained doctors (OTD).%*°
Another area for consideration is the demographics of the general practitioner population: a
review in the US state of Mississippi found that there are variations in recruitment, retention
and retirement intentions across age groups and length of practice.®

Medical students from rural backgrounds are twice as likely to practice in rural areas than
students from other backgrounds.® Rural physician rotations, the introduction of rural clinical
training guidelines, and preparation packages to introduce potential practitioners to ‘rural
living’ (eg: how to collaborate with local community services'?) are all recommended. The
available research evidence does not distinguish well between retention of staff in rural areas
and recruitment of staff to rural areas, > and these factors were rarely studied separately.® 12
Having said this, one review found factors influencing rural retention include professional
issues (lack of support, lack of professional development opportunities, high workloads, on-call
time, and insurance costs), personal/family issues, community factors such as availability of
facilities and relationships formed, and external factors like political and economic changes.?
Financial incentives to increase rural practitioner numbers were effective in the short term but
not in the longer term.*3

Most of the countries considered in the reviews have developed guidelines and are currently
running programmes for OTDs.'® An Australian survey of OTDs working in rural and remote
locations under Australia’s Five Year Overseas Trained Doctor Recruitment Scheme found that
60% of OTDs intended to remain in rural and remote locations.® Another Australian study on
rural OTDs found that clinical and community support influences rural OTD retention.**

The Australian Divisions of General Practice has set up a number of initiatives relating to work
force issues. These include education, training and professional development support, GP
wellbeing programs, and, informed by increasing evidence of nursing roles within general
practice, the integration of practice nurses into general practice teams in undersupplied

areas.® 16
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Conclusion

There are many initiatives being undertaken to address workforce shortages, but the evidence base
underpinning these remains small. The initiatives should be carefully prospectively examined to
ascertain their effectiveness and to develop the relevant evidence base.
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Integration

Introduction

“To date, little progress has been made in explaining and measuring integration. If further integration
in primary health care is warranted, more research is required to understand its nature, form and
rationale.” Simoens, S., Scott, A.2

Integration is difficult to define. The word is used in health care literature to denote different ideas
including: co-operation and collaboration across vertical and horizontal axes of the health system;
defragmentation of health systems; and the creation of health care service delivery models aimed at
diminishing redundancies, filling gaps, and enhancing quality patient outcomes. This is not an
exhaustive list of the way the word is used.

Briggs et al used the following definition in their Cochrane review: “Integration of primary health care
is a variety of managerial or operational changes to health systems to bring together inputs,
organisation, management and delivery of particular service functions. Integration aims to improve
the service in relation to efficacy and quality.” ?

Fundamental to integration in health service settings is the perspective of the patient journeying
through the health system. Integration aims at ensuring this journey is responsive to patient
preferences, co-ordinated, supported by timely and relevant information, and results in safe, effective,
quality care. Information management and information technology (including electronic health
records) are also fundamental to any discussion of integration.: °

Q1l: What do we know about the benefits of integration within primary health
care and between primary health care and other parts of health care
systems?

We identified three systematic reviews. 2* These point to the limited existing rigorous research
base: most studies included in the reviews had problems with design and/or methodology
and/or data analysis. There was often a lack of explicit statements concerning the definitions
of what constituted “integration” and what outcomes were measured. Outcomes of integration
varied in different contexts, and the factors that might explain this variation were usually
unexplored. The reviews do not provide a definitive answer to the first question. They do
point to the imperative for careful evaluation of integration-orientated interventions to
strengthen the evidence base.

One systematic review found that using an integrated (collaborative) rather than vertical
service delivery model decreased overall cost in low and middle-income countries without
decreasing service provision. The same authors concluded there was “no consistent pattern of
benefit across the studies” identified. 2 Another review found that the vertical integration
taking place in projects across Canada occurred “often successfully.”?® A comprehensive
review of integrated primary care organisations found the cost of maintaining integration
efforts had to be balanced against the benefits to patients as these benefits had not been
documented sufficiently.®

There have been numerous single studies completed on integration in Australia. The
2002-2003 Annual Survey of Divisions of General Practice revealed that divisions are very
active in this area.?’ Studies we found focus on divisions of general practice, integration
between service providers in the health care system with general practitioners and other
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health care practitioners, and evaluating the coordination of health care. °>*** For example, an
Australia-wide evaluation of seven pre-existing GP-hospital programs by Lloyd, Powell Davies
and Harris (2000) ® found improved collaboration and communication (among other findings)
at all systems’ levels. However, we did not identify a systematic review of integration in
Australian literature.

Q2: What is known about the impact of the use of shared patient records/
information (electronic) within PHC?

The studies included eight systematic reviews, one systematic review of reviews and a number
of articles. Overall these papers suggest that while there is common consensus on the
usefulness of information management/information technology (IMIT) in health care settings,
as yet there appears to be little published evidence that IMIT improves patient outcomes.?"1&
20 This is again at least partly due to the dearth of methodologically sound research in the
subject.?* Some of the benefits found included increased health prevention activities
(screening and immunisation rates) and an increase in quality of disease management,
well as positive effects on prescription quality and patient adherence to medication
regimes.*®!® Two reviews found that consultation time increased, but to the detriment of
doctor-patient communication. *1* There was also concern about electronic patient
communications where patient privacy was at risk.? 131

13,19 as

Of the reviews found on telecommunication, all found that telecommunication was feasible as
a method of delivering health care services, ***° but that not enough methodologically sound
research had been completed in the area. Three commented on the need for health care
worker training in telecommunications.-18

Conclusion

The evidence base underpinning integration within the health care systems is small and inconclusive.
Various governments are focusing on enhanced integration as a means of improving the effectiveness
and efficiency of health systems. These initiatives should be accompanied by careful prospective
evaluations to both inform the evolution of the initiatives and increase the current evidence base.
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Chronic disease management and
prevention

Introduction

The World Health Organization estimates that 338 million people worldwide will die of chronic diseases
by 2015. The global response to this has been widely neglected when compared to other, more acute,
illnesses.>22 It is logical that management and prevention of chronic illness is very different to
management and prevention of acute illness. Acute care stresses triage and patient flow-through,
with an emphasis on symptomology, laboratory results and prescriptions; patient education is brief
and follow-up (if required) is often initiated by the patient. Chronic care is more relational, patient
education more central, with ongoing follow-up essential. The main focus is on maintenance of
function and prevention of complications.* There has been much literature published in this area, with
the common consensus being that chronic diseases are better managed when health systems are
structured to take account of these differences.

Q1l: Whatis known about systematic approaches to chronic disease
management and prevention (CDMP) within organised PHC?

Thirteen systematic reviews, nine reviews, and a small number of articles were included. It is
clear that there are many vested interests in any consideration of CDMP. Publications by
different health care organisations tend to emphasise their own managed care programs over
that of others, and to cite literature which supports their claims.® Nonetheless, the main
ingredients for success in organisational delivery of chronic care appear to include:

» central registry of patients of particular disease types®® %!

®  clinical guidelines and physician education (varied results from the different papers)
7,8,10,11,14,16

= collaboration,®'113-1% petter communication 8¢ and delegation of tasks to other team

members (particularly to nurses and pharmacists, although there are varied results
between diseases) 7+10-11.14.17-19

= decision support for primary care workers % ¢

" patient self-management education and support®™*!

= patient-centred organisation 1°-12

=  regular assessments/follow-up 7 11:2°

9. 1112 5nd stakeholder involvement in this.*®

®  system delivery design
In general, the greater the experience a health system has with particular diseases the better
the patient outcomes. Multifaceted approaches are more successful.”** Some of the different
CDMP delivery models include case management, disease management and specialised clinics
or mini-clinics. There are varying results relating to case management: *°?2?* jt was found to
be particularly effective in psychiatry in one review, ® but a ‘poor alternative to standard care’
in another. ?? Disease management programs in general were found to increase clinician
adherence to guidelines, but had no effect on quality of care, morbidity and mortality, or cost-
effectiveness, 1° 2% although one review found that multidisciplinary chronic heart failure
disease management programs were promising.?® Specialised clinics or mini-clinics (where a
group delegates a GP to deal with only chronic diseases for that day) were also found to be
beneficial, 1° but specialised clinics were hard to incorporate into some health care systems.
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There is conflicting evidence available regarding the cost effectiveness of managed care
811,13.22.25-27 ranging from managed care being similar to standard care to being less cost
effective than standard care.???>2” QOne review stated that examining the process of
developing managed care strategies was a better outcome measure than patient outcomes.”’

Conclusion

A substantial literature informs chronic disease management and prevention. Multifaceted strategies
that draw on the main ingredients listed above and that are supported by well designed systems are
more likely to lead to enhanced outcomes.
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Multidisciplinary teams/networks of health
care providers

Introduction

Health professionals are increasingly expected to function in a multidisciplinary environment.* The
term ‘multidisciplinary’ can be used interchangeably with many other words,? and there is a
substantial overlap between this domain and that of Integration. The overall concept embedded in
multidisciplinary teams appears to be that of an interprofessional, collaborative approach to health
service provision.*® This section refers specifically to two kinds of multidisciplinary activities:
education and training, and delivering more effective health care.

Q1l: Whatis known about the effectiveness of multidisciplinary training of
health force?

We found five systematic reviews and one review considering the effects of interprofessional
education (IPE) in the health care workforce. The earliest (published in 1999) simply states
that there had — at that time — been no methodologically sound empirical research into the
area.® Later reviews found that the most effective education takes place in the work
environment, post-licensure, and that almost all educational interventions (particularly
multifaceted approaches) produced positive results.?*® No effect had been found in a pre-
licensure environment, nor whether IPE (pre- or post-licensure) effects patient outcomes,>®
although these reviews concluded this was due to lack of methodologically sound data. One
review looked at meso-level factors involved in multidisciplinary training, emphasising the
need for planning processes and clear goals in the implementation of IPE, and the effect of
leadership and group ownership of IPE on continuity of practice.”

Q2: What is known about the effectiveness of health alliances/partnerships?

There have been many text-books published on the effectiveness of alliances and partnerships
in health care, and multiple articles written in the 1980s and early 1990s. However, these are
beyond the scope of our current search. We identified five systematic reviews and three
reviews published after 1995.

There were many comments on the difficulty of analysing alliances and partnerships using
empirical studies®° (two reviews suggested other methods of analysis® °), and given the
close linkage of this subject with integration, there was an issue with terminology.® It is
important to identify clearly the aims of the studies and the outcomes measured. Most
reviews state studies examined the process of creating alliances and partnerships, rather than
examining the impact of alliances and partnerships on patient outcomes.®** In terms of
process, one review found that a quarter of the studies they reviewed managed to get health
and community sectors to collaborate further, and that the more interventions implemented
the greater the improvement in collaboration.® “Best practice” included the notion of valuing
all team members (whether at organisational or health care worker level), 82 community
involvement (this was an area in which Australia was found to be lacking),® communication
and cooperation,****® incentives and practical support (structural and administrative) from
organisations at all levels,'®*? and collaboration between private and public sectors.® Other
procedural benefits included the use of lateral thinking in program initiatives, greater
understanding of one’s own role and that of other disciplines,® and an improved mindset
towards multidisciplinary alliances and partnerships.?® The notion of “professionalism” is
important. One sense in which the word is used relates to the activities of a particular health
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professional group — for example a general practitioner or a practice nurse. When used in this
way it can form the basis for demarcation disputes between these professional groupings. On
the other hand, there is a sense of the word that describes behaviours common across these
professional groupings, and this could be the basis for discussions which bring the groups
together. 1912 Other problems included levels of personal commitment to collaboration®, and
cultural differences®. Positive behavioural change was reported in 3-20% of studies®.

Conclusion

IPE is an important although under-researched tool for the implementation of alliances and
partnerships. Best IPE appeared to take place in the work sector, post training. Overall, alliances and
partnerships were found to work best if the need was well assessed, and many sectors were involved
in the planning, implementation and evaluation of interventions.®
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6 Population health and health promotion

Introduction

Health promotion and prevention can have beneficial impacts on population health. This section looks
at the effectiveness of organised primary health care’s contributions to prevention (under the
subheadings: Methods of intervention, Smoking, Physical activity, Alcohol, Nutrition), screening and
early childhood. Immunisation is not addressed in this domain as its place in organised approaches to
primary health care is well established.

Q1l: What do we know about organised PHC’s role in health promotion and
prevention?

Methods of intervention

Methods of intervention used by different health organisations (be they government bodies,
community services or managed care delivery systems) can be listed as the following:

® provision of educational materials to patients * 5151719

®  education for health professionals ** 6132122

=  group/targeted education/support programs?: 4-8:10:12-14.17

= outreach and home visits !

" reminder systems for patients - 812:15.16.19

" reminder systems for health professionals *

® population-based interventions " 8

= collaboration with the community and other providers & 13 14.16-18.20,23,36

=  specific organisational interventions ' 3

" brief interventions by health professionals & 01219

®" mass/targeted media programs 13 6.811.15.17. 18

=  clinical guidelines for doctors & 1322

® financial incentives (for both doctors and patients). »'%7:13:22

However, these interventions are not equally effective across all areas, and this is discussed
below with respect to smoking, physical activity, alcohol consumption and nutrition.

Smoking

Five systematic reviews and one article were included. Community-based smoking cessation
programs have had a zero® to 1%’ effect on population outcomes. On the other hand,
smoking cessation advice from health professionals is recommended and successful, &°
especially when combined with a group/targeted program (eg, QUIT in Australia). &° Brief
interventions from health professionals have modest effects.® Follow-up interventions such as
patient reminders and group/targeted programs are effective in preventing relapse, ° as is
telephone counselling ° and pharmacological aids such as nicotine replacement therapies.®
The last of these also increases patient satisfaction.*® Two reviews looked at financial
incentives and population-based programs (eg: mass media programs® '), and found that
these are equally effective in terms of reach and impact.”® The importance of establishing
relationships with local communities, and even employing staff from the area, cannot be
overlooked when developing a smoking cessation program.®°® Program flexibility — regarding
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adaptability to different populations — is also important,® as are partnerships across health
care providers.3®

Physical activity

Three systematic reviews and four reviews were included. Positive interventions directed
towards professionals regarding the promotion of physical activity were found to be
professional direction and support*** and the development of clinical guidelines.'® For
patients, support/targeted groups and health professional collaboration and integration,
1416 and cooperation with community*® 1718 and private sector facilities and services (eg
leisure centres) were beneficial.'* 17 Mass media interventions were found to have high recall
but little effect on activity.'> 7*® Another approach of limited success in the short term was
the use of written advice or educational materials *>*7 or patient reminders.*>*® Multifaceted
interventions were found to work best,*>'” however, more research needs to be completed in
this area.™®

13, 17

Alcohol

Two systematic reviews and other literature were included. Brief interventions from health
care professionals produced beneficial results in reducing alcohol consumption, especially
when used in conjunction with reminder systems and educational material.*® Family and
community interventions (for example, the Strengthening Families Program in the USA) had
positive effects in young people.?° Interventions likely to increase physician preventative
behaviour included physician reminders and education/support.?*

Nutrition

Within the time constraints, we were able to find only one article specifically related to
organisational input to population nutritional promotion. One systematic review on
management of obesity was included, and one article on nutrition. Diet-related organisational
strategies included referral to group/targeted educational programs, improved clinical
guidelines, educational support for health professionals,*®?2 and collaboration and integration
with related health professionals, community and private sectors (eg: leisure centres,
commercial weight loss support groups).**%3

Q2: What do we know about organised PHC’s role in screening?

Seven systematic reviews and one review were identified. Yet again, not enough research has
been completed in this area.?® Organisational interventions such as invitation
letters/reminders and educational material are beneficial for both patients and providers.?*
2534 personalised risk communication increases patient screening rates significantly, but it is
unknown whether these rates are based on informed decisions by patients.*® Positive health
professional related approaches include the introduction of clinical guidelines, 3°-31:24
collaboration between health providers,3® and the use of performance incentives.>® The
gender and ethnicity of health providers can decrease minority population screening rates.
This has led to the effective use of health promotion nurses® and lay health care workers.3? At
a system organisational level, the number and availability of services and resources®* can
have large effects, as can the organisation of these facilities.>* This is especially related to
patient privacy®*2° and acceptability of these services by the health care workers and
staff.?5-2731 Other system level issues®® include administration®* (including patient record
systems?*%%), time restraints,**! and competing priorities*® within the system. However,
when these factors are addressed at the organisational level, interventions aimed at a specific
population can have regional effects.?®

25,29
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Q3: What do we know about organised PHC’s role in early childhood?

One systematic review, relating to screening and surveillance, was included. The authors
noted the lack of empirical research in this area® and issues to do with definitions of the
words ‘screening’ and ‘surveillance’ in this context.®® There is strong evidence that early
childhood screening programs ‘prevent delay in cognitive development’,*® but little evidence of
their effectiveness with respect to other patient outcomes.**3® The Australian review found
issues with program quality, clinical guideline adherence by health professionals, and the
availability of services in the community.3® However, both state that this does not mean that
early childhood surveillance is not important,®*® only that it needs more careful assessment
and planning.3®

Conclusion

There is some, albeit limited evidence that organised primary health care can be effective in health
promotion and prevention. Effectiveness is variable across populations and health issues — for
example, just because a strategy works for alcohol risk reduction it does not mean it will necessarily
work for smoking. This highlights the need for careful program planning and delivery.
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7 Community/consumer participation

Introduction

Given that health systems are designed to improve the health of the citizens they serve, consumer
and community participation in health system organisations is important. Their contributions can
greatly influence the way in which research and resources are distributed, provided they are given the
opportunity to be involved. This section reviews the contribution of consumers into primary health
care organisational structure, and that of patients to organisational service delivery.

Q1l: Whatis known about the impact of consumer input into organised PHC (ie
consumer representation)?

One systematic review and two reviews were identified. This and other literature contribute to
the following discussion.

Leadership and organisational commitment to the inclusion of public input was found to be
important.' Public involvement was found to influence policies, and on occasions where this
was conveyed, the public felt more involved, better understood and more confident to
participate.! Lack of feedback by organisations was found to be discouraging,* as was limiting
consumer participation to certain issues;? these contributed to consumer cynicism towards the
motives of the organisation and the worth of their own input.® It was also found that there has
been little research into women’s preferences in health care.®

Training and education are needed for staff involved in this area, especially related to change
of practice.! It is important to remember that the size of the division or primary health
organisation (PHO) is important: the larger the PHO, the less patients are convinced of their
input into decision-making.? Administrative support is also needed, ? as is the need to plan
specific initiatives and take into account the wider picture of research and change.® 3

It was found that collaboration and partnership with local community sectors was beneficial in
building relationships within the community, ? as this enabled the sharing of resources and
expertise.? All communities (especially those distanced from current health care systems)
needed to have input into discussion, * 2 and good communication lines between the public and
health system were essential.> * The public needed to be made aware of opportunities for
involvement in health policy making, * and also educated on how they could contribute.?
However, it is important to remember that community involvement also has potential for
negative impact.® It cannot be assumed that altruism will win over self-interest, and the
community needs to be educated about health needs outside their own experience.*

Q2: What is known about the involvement of client/carers in organised PHC?

Five systematic reviews, three reviews and other literature have been included in this
discussion, but no clear relationship has been found between patient-centred consultations
and patient health outcomes.® Patient involvement was associated with better patient
satisfaction, confidence and understanding of their needs. It improved relationships and faith
in health care providers and decreased patient anxiety.! The concept of a partnership in health
is portrayed, with patients heeded and informed properly. Patients want information, but the
‘right’ information is often hard to determine; it is important to remember that patients rely on
many sources for health information, and that the patient does not necessarily want
information when in a consultation.*
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Patient participation is dependant upon health care worker communication skills,  with types
of communication being important: patients preferred caring, attentive, expressive
professionals.® Also important was the concept of ‘health literacy’ — the patient’s
understanding of what is said to them — and levels of health literacy are related to education
and age.® This influences the amount of information the patient wants and can understand.’
Health care workers are generally positive about increased patient involvement. Clinic and
consultation organisational structure are central, with time available, time management and
privacy during consultations instrumental in enabling or hindering patient participation.*

Patients want to be consulted about treatment options and outcomes; from this comes the
concept of shared decision-making. Further research is needed into physician opinions and
patient outcomes related to this.” ® Self-management and education for self-management was
found to improve patient outcomes, 1° 1! 12 an exception being in the case of Chronic
Obstructive Pulmonary Disease thought possibly due to the variability of presentation in this
disease.™®

In the UK “expert patients” are talked about: the patient is educated in self-care which
increases confidence in and ability to care for themselves, with success found to depend on
commitment of division-level boards (and individual health care workers). ** The involvement
of lay people as educators has been put forward, but there have been no definitive results in
this as yet.®

Conclusion

There are clear benefits that result from including consumer input into health policy formulation at
governmental and regional levels, and that flow from ensuring patients participate in their own health
care decisions. More research regarding patient outcomes is needed in these areas.
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Quality and safety

Introduction

The study of quality and safety in primary health care is relatively new. A number of countries have
established government bodies related to quality and safety. For example, Australian organisations
began in 1989, in the form of the Australian Patient Safety Foundation, and later the Australian
Council for Safety and Quality in Health Care in 2000.*® The UK founded its first agency, the National
Patient Safety Agency, in the year 2001, as a result of (among other cases) thirteen documented
intrathecal vincristine deaths and the Bristol case in 1996." Other national agencies include the
Agency for Healthcare Research and Quality in the USA, the Canadian Institute for Health Information,
and New Zealand’s Quality Improvement in the Health and Disabilities Sector. Each country — and
each agency — uses different methods, but their main goal is to achieve better patient outcomes
and/or more efficient quality and safety health system processes.™

The quality and safety literature in health care covers a broad range of subjects. From Swiss cheese
and toxic torrents to the effects of education; from key performance indicators to the Linnaeus project
to identify and classify medical errors. Much of the research appears to have been completed in
secondary or tertiary health care settings. There is a relative paucity of data relating directly to
primary health care quality and safety.

This section contains seven systematic reviews, one review and six articles referring specifically to
primary health care as part of their study domain. As a result of this, general themes from other
literature have been extrapolated from where primary care literature indicated the area was an issue
and lacked research.

Q1: What is known about the role of organised PHC in improving/maintaining
guality and safety?

Two systematic reviews of reviews, sixteen systematic reviews, five reviews, and eight articles
were included to address this question, as were eight systematic reviews included under
integration. Articles were included if they related specifically to the Linnaeus Project (4), or
related specifically to Australia (2), or were published by a national governmental body to give
national-level insight into quality and safety in health care systems (2). The following
discussion draws on all these sources.

Of the data found relevant to medical error, common error types identified included diagnosis,
treatment, prescription, systems’ level problems, communication between patient, doctor and
health care workers, and referral to other health care workers.*** 20-24 Other areas of error
identified were physician and patient factors.*® Multiple errors were found to be common, and
errors were found to be preventable in 60-83% of cases.? These areas were similar to those
found by the Linnaeus Collaboration’s Primary Care International Study of Medical Errors;25-2°
this also discussed the contribution of individual blame culture to errors 2% 22 and similarities of
primary care errors across similar health systems. One common theme of the reviews was
that studies used a wide range of data collection and analysis methodologies, with very few
randomised controlled trials.*® Another issue raised was the possible bias involved in most
methods of identifying errors. For example, physicians consistently under-reported incidents in
practice, and medico-legal identification of errors was more likely to include major patient
harm — or be unrelated to medical error — and miss incidents where potential harm was
averted.* Electronic communication was seen as a possible solution to many of the errors
identified, ®® but the evidence base for this is limited at present.*?*® All reviews commented
on the difficulty of finding a common typology for medical errors.
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One review of reviews, five reviews and other literature were included that related specifically
to medication errors. Main areas for error included lack of physician knowledge and lack of
patient knowledge, **3° workload®® and stress®® of health care staff, and dispensing and
administration errors.3® One review found that almost any educational intervention was able to
reduce error rates, “° but a more recent review found that interventions involving systematic
interventions such as implementation of clinical guidelines and multifaceted educational
approaches were more effective; ! often these interventions appeared to be related to health
information systems’ interventions (eg: computerised reminders).19:4041

Seven systematic reviews and two systematic reviews of reviews were isolated that referred to
quality improvement (QI) of health professional practice, along with other literature. The
broad categories of QI strategies reviewed included audit and feedback, dissemination of
information to providers within the organisation, professional education, and various practical
and theoretical types of performance indicators.*® 2534 Barriers to change were identified at
patient, professional, team, organisational and wider environmental levels, *° and
combinations of the above strategies had varying positive effects: 1°-32

® Results of audit and feedback on QI varied, 2>2%32 the consensus being that combining this

with continuing education produces the most effect.'® Having said this, there is also some
disagreement regarding the effect of multifaceted education. 32! Single interventions had
mixed effects: outreach clinics and role substitution!® 32 were generally effective, printed
material and prompts were generally ineffective, and local opinion leaders, 1927-2%32 gnd
small group active participation groups and conferences showed mixed effects.®

®  Knowledge dissemination factors often overlapped with audit and education; effective
information dissemination factors included the establishment of health information
systems*° and prompts and reminders (computer generated and hardcopy). *° A more
recent review found that many information dissemination studies within health care
organisations had not analysed cost/benefit ratios, and suggests further research be
completed.®?

® One review was found on the theory and use of performance indicators, which discussed
the two main types of Pls, namely formative (for internal systems’ regulation of quality)
and summative (for external verification and accountability of organisations to
governmental bodies). This review simply states that particularly the former has great
potential, but that both are still being developed.®*

One strategy developed in Australia is the Australian Incident Monitoring System (AIMS). In a
recent study, both the generic and speciality versions of AIMS were found to have positive
effects on New South Wales medical error identification and management, although there
were still many areas regarding incident reporting and technical management in need of
revision.®*

Conclusion

It can be seen that the main areas for patient error include diagnosis, treatment,
communication/coordination between patient, doctor and other health professionals, and medication
errors. Intervention results are varied, but it seems multifaceted and systematic approaches are the
most effective, involving quality improvement mechanisms such as audit and feedback, improving
education and knowledge dissemination, and implementation of clinical guidelines and incident-
monitoring systems. However, as stated previously, there appears to have been comparatively little
research completed regarding quality and safety in primary health care settings.
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9 Indigenous health

Introduction

It is well recognised that there are discrepancies between Aboriginal and Torres Strait Islander health,
and that of the rest of the population.® Access is a major issue: lack of services, discrimination,
cultural and gender issues, mistrust of services and providers, and poverty are just some of the
barriers encountered by Indigenous patients seeking health care.?>® In the Australian setting the
primary response to Indigenous health disadvantage has been investment in the community-
controlled sector. This section reviews the limited evidence available on the role of ‘mainstream’
organised primary health care in Aboriginal health.

Q1l: What do we know about organised PHC working with and in indigenous
communities?

There is little published evidence relating specifically to involvement of divisions of general
practice in Indigenous health. There are however a small number of papers from Australian
sources, and a number of relevant international reviews and articles. Positive outcomes have
been achieved through the mandatory inclusion of indigenous people on health organisation
governance boards* ® and the provision of liaison officers in tribal organisations® 8 and
primary care teams.'® The USA has also had success with the involvement of local tribal
leaders in designing and implementing health service delivery.® Similarly, in Australia,
divisions felt that the involvement of Indigenous communities and community controlled
health services were important to the success of a program.” Provision and delegation of
funding has been identified as an issue which affects provision of services.® 19161 Open
communication in all these processes was important.®*8

Q2: What do we know about organised PHC and indigenous clients/patients?

Five systematic reviews and other literature were included. The main comments of two of the
systematic reviews were on the paucity of empirical data® and its lack of relevance to
Indigenous health needs (Canadian material).® Programs worked best if they addressed
documented needs within the defined population.’® Supervision and leadership in community
projects was needed,®'° as were knowledge dissemination and communication strategies (eg:
IT),5171% and the provision of resources/personnel. %117 This included up-skilling and
cultural education for health professionals, %1% and amongst other methods, provision of
specialist'® and other outreach visits'® 17 and employing indigenous personnel.® ¢ It was also
important to spend more time with indigenous clients®° and use cultural knowledge.®**13
Training and provision of community or Indigenous health workers is well established as
effective in increasing access to indigenous peoples, 11131618 byt the training content for
Aboriginal health workers is often varied in Australia.'* It is also difficult to retain workers,
and there needs to be more professional recognition of their role.!* Maternal and child welfare
is an area in which community organisations have worked effectively with mainstream
providers to increase services to individuals,***® although Australian provision of these
programs is not as developed as in other countries.'*

Conclusion

Given the level of health disadvantage among Aboriginal and Torres Strait Islander people, effective
engagement with communities and with patients have the potential to make a significant contribution
to access and health outcomes.
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