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Background and introduction 
 

International context of primary health care reform 

Since the Declaration of Alma Ata thirty years ago, many countries have embarked 
on reforms aimed at improving the quality, equity, efficiency, effectiveness and 
responsiveness of their health systems. Although considerable international progress 
has occurred it has been uneven and the demands on the health care system have 
changed rapidly. The 2008 World Health Report – Primary Health Care – Now More 

Than Ever reinforces the need for continued focus and reforms if the Alma Ata vision 
of ‘Health for all’ is to be achieved.1 

There is good evidence that a strong primary health care system improves health 
outcomes, reduces costs and health inequities, and increases patient satisfaction.2 
This, and other evidence summarised in the WHO Health Evidence Network 
publication, underpins the emphasis governments are placing on the primary health 
care components of health systems in their reform processes.3 

National context 

The election of an Australian Labor government in November 2007 has seen renewed 
statements of political commitment to an Australian health care reform agenda. The 
Rudd Government has initiated several key health reform processes including: 

• National Primary Health Care Strategy4 
• Council of Australian Governments (COAG) Health and Ageing Working Group 
• National Health and Hospitals Reform Commission (NHHRC)5 
• Preventative Health Taskforce (PHT)6  
• Review of Maternity Services.7 

Recent Australian governments (both Labor and Coalition) have identified the 
following as important elements in their plans to improve primary care4, 8 

• improving accessibility of care 
• greater focus on preventative care 
• improved management of chronic disease including support of self 

management 
• supporting integration, co-ordination and multi-disciplinary care 
• utilising effective technology and information management to support best 

practice 
• respecting the need for local/regional flexibility as well as a variety of practice 

styles and skills 
• building and promoting the evidence base for effective, quality primary care. 

“Meso level” structures in health systems 

Over the last 15 years, a manifestation of the increasing emphasis on primary health 
care 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. These meso level structures are variously known as “primary health 
organisations”, “primary care organisations”, “primary care trusts”, and “independent 
practitioner associations” and, in some forms, “health maintenance organisations”. 
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The populations they serve are often 
defined by geographic regions, but may 
also be defined by criteria that are not 
regionally constrained. The forms and 
functions these organisations take vary 
within and between countries,9, 10 but 
most will include a number of the 
functions listed in Table 1. 

Australian General Practice 

Network 

The Australian General Practice Network 
(AGPN) is the peak national body 
representing 111 divisions of general 
practice and their state-based 
organisations across Australia1. More 
than 90 per cent of Australia's GPs are 
members of their local division. 

Amongst other objectives, the Network 
aims to strengthen the effectiveness of 
the general practice sector, to contribute 
to the development of national health 
policy, and to provide national leadership 
in health system development. 

Members of the Network are major meso 
level primary health care organisations in 
the Australian setting. 

Australian Primary Health Care Research Institute 

The Australian Primary Health Care Research Institute (APHCRI) was established in 
2003 to provide national leadership in improving the quality and effectiveness of 
primary health care through the conduct of high quality priority-driven research and 
the support and promotion of best practice. The Institute’s research focuses on 
important 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 Institute has a key focus on identifying, 
generating and synthesising evidence to inform policy and practice. 

Scoping the evidence  

In 2005, AGPN (then known as the Australian Divisions of General Practice [ADGP]) 
launched its first Primary Health Care Position Statement.12 The Statement outlined a 
vision for reform, including ways in which the Network could expand its roles and 
functions to contribute to “better population health outcomes, and improved equity, 
access and continuity and lower costs”.12 The Position Statement focused on nine 
domains listed in the table below: 

                                                 
1
 The current number of divisions is lower than the original 119 due to several amalgamations 

Table 1 Functions and activities of 
meso level primary health care 
organisations 
• Allocation of regional budgets 
• After hours care 
• Brokering access to services 
• Clinical and practice support 
• Commissioning services 
• Community engagement 
• Contracting with providers 
• Data management 
• Funds pooling 
• Local/regional decision making 
• Disease management 
• Education and training including 

continuing professional development 
for health professionals 

• General practitioner, practice nurse 
and allied health professional 
recruitment and support 

• Linkage between micro and macro 
levels of the system; linkage between 
“horizontal components of the 
system, including in some cases, 
other arms of government (eg, 
housing); linkage between acute and 
community sectors of the system 

• Monitoring quality 
• Patient enrolment 
• Population health activities 
• Triage 
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1. Access 

2. Integration 

3. Chronic disease management 

4. General practice teams / networks of health service providers 

5. Population health and health promotion 

6. Community / consumer participation 

7. Workforce 

8. Quality and safety 

9. Indigenous Health 

At that time, the Network commissioned the Australian Primary Health Care 
Research Institute (APHCRI) to undertake a rapid “review of reviews”13 to identify 
existing evidence which could inform each of these nine domains. The results of the 
work were published as a monograph entitled The Primary Health Care Position 

Statement: A Scoping of the Evidence11.  

In mid 2008 AGPN undertook a review of its original Primary Health Care Position 

Statement and approached the Institute to update the nine domains in the original 
Scoping document in light of new evidence and a new policy environment. 

Neither version of the monograph purports 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 around which the evidence 
base will develop over time. 

Method 

The method in 2008 and 2005 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. These questions remain 
unaltered in this updated version. In each domain material was sourced, read and 
summarised and then an initial draft prepared. Draft documents were discussed, 
edited and refined by authors.  

The monograph is intended to be a narrative review13 of the identified material, 
which outlines the knowledge base relating to the nine domains in the original 
position statement. 

In total, more than six hundred papers were reviewed. They included systematic 
reviews, reviews and single studies. Of these, over 400 were considered relevant to 
the questions posed and were included. In several topic areas, a number of reports, 
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working papers and single case studies were also identified in the grey literature2. 
These have been included for policy context and where other published evidence was 
not available. In most cases however, the monograph has been limited to stronger 
evidence relating to reviews and single studies. 

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 hand searches of individual journals such as the 
Journal of Interprofessional Care were performed where 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 as the terms “managed care”, “organised care”, “health system”, 
“health maintenance organisation”, and “National Health Service”. Additional terms 
included “divisions of general practice”, “health promotion”, “recruitment”, 
“performance indicator systems”, “aged services” and the like. 

There has been a dramatic expansion in the evidence base available even in the 
three years since the last monograph was produced. In 2008 Australian research 
evidence and some systematic reviews were available covering areas where 
previously only overseas studies were cited. Clearly Australian primary health care 
research is expanding and strengthening and this bodes well for current and future 
evidence based development of primary health care strategies in this country. 
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1. Access 
 

Introduction 

Being able to access health services is an essential prerequisite to receiving care. 
Research into access is multifaceted, especially in relation to access inequalities1. 
While Australia compares favourably in country comparisons of the relative access to 
primary health care services by different socioeconomic groups,2,3 the level of out of 
pocket expenses paid remains an issue of concern2. It has also been argued that 
current widespread health sector reforms threaten equity of access in countries with 
universal health care systems and that ongoing monitoring of the impacts of policy 
changes on capacity to achieve equity goals is important.3 

In Australia, Divisions have begun to address access issues4. One of the current 
drivers of health care reform is the perceived reduction in access to general 
practitioners and other health services4,5 . In this section we consider four separate 
research questions that examine evidence relating to various strategies for achieving 
improvements in 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? 

Nine systematic reviews, six reviews and a small number of articles were included. 
Although based on “very little robust evidence”, access in underserved populations 
and other groups may be increased in National Health Service (NHS) (UK) settings 
by increasing personal medical services targeting locally defined needs, introducing 
salaried general practitioners, and through the provision of a wider range of services 
(eg, nurse substitution, nurse telephone triage). However, there are likely to be 
trade-offs between different kinds of access eg, with patients preferring to see a 
general practitioner6 or where patients with complex needs require comprehensive 
and continuous care7. However walk-in centres8 and NHS direct (a 24 hour phone 
service in the UK) may increase discrepancies in access by catering mainly to middle 
class, white populations.6 

Some evidence supports substituting face-to-face consultations between doctors or 
nurses and patients with telephone consultations6,9, and substituting nursing 
practitioners or pharmacists for doctors when the problems presented are common 
conditions6,10. Specialist outreach clinics improve specialist service access11-14 but 
may cost more15. Practice nurses16,17, still a relatively new role in Australia, though 
well established overseas – and non-physician clinicians18 can be as effective as 
doctors in relation to certain outcomes, can improve public access, are cost effective 
and are associated with a high degree of patient satisfaction19. While practice nursing 
is seen as a way to address primary-care workforce shortages20 there is a lack of 
evidence about their role and impact in Australia21. A recent Australian study found 
that practice nurses have six key operating roles108. These include that of patient 
carer, organiser, educator, quality controller, problem solver and agent of 
connectivity. This latter role is important in establishing and maintaining 
collaborative practice within the general practice team and between the practice and 
outside agencies. However, there is limited acceptance of practice nursing as a 
speciality in its own right or of a system of education that delivers standardised 
education to general practice nurses in Australia at the current time22,23. Despite 
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these limitations nearly 60 per cent of Australia’s general practices employ practice 
nurses24. Increasing numbers of items in the Medicare Benefits Schedule now relate 
to nursing providing a focus for initiatives to improve access to primary care.20, 24,25 

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

Demand for after hours care is increasing with changing patient needs and 
expectations26. Policy addressing provision of primary care after hours access is 
currently in flux because of concerns about equity of access and cost27. Interventions 
to increase after hours access can address change at either a professional or 
organisational level28. This section refers only to organisational interventions. The 
material considered included four systematic reviews, a policy paper and a small 
number of articles including grey literature. There are ethical and methodological 
issues with researching after hours services,28,29 but regional organisational 
interventions that improved access included the following: 

 

• Providing financial incentives/equitable remuneration for GPs28 
• Home/outreach visits28,30 
• Attitudes of community and health care workers26,28,32,34 
• Bulk-billing/providing less expensive service delivery26,28 
• Childcare and support services28 
• Intersectoral collaboration (eg: between divisions and stakeholders, doctors and 

hospitals, etc) 28,30,34 
• Increasing services available28,30,31 
• Promotion and education of the community regarding health services28 
• Providing free transport to services30 
• Educating/up-skilling health care workers28 
• Centralising services26,28,32  
• The use of telephone consultations28-30,32-34,36,7 
• Facilitating voluntary/self-help groups28 
• Monitoring existing services28  
• Introducing screening/triage protocols28,30 
• Increasing diversity of health care workers28 
• Dealing with issues relating to workforce sustainability28,34 
• General practitioner gate-keeping in emergency rooms35 
• Reducing the medical workload 7,37 

 

A UK systematic review showed that telephone interventions and GPs working in 
Emergency Departments reduced medical workload in general practice after hours, 
but little advantage of one service model compared with another in relation to clinical 
outcomes. The study suggested that co-ordination between after hours services, 
other health care services and the government would increase the adoption of good 
practice38. Several barriers were identified in the provision of effective and consistent 
after hours care: financial and access barriers suggest that there are inequalities in 
access to after hours care in Australia27; concerns about the ability and acceptability 
of after hours provision among rural health care workers39.Trials of telephone triage 
and advice as part of improving after hours care have concluded, in common with 
other countries, that the use of telephone triage and advice reduces immediate 
medical workload by substituting phone for face to face consultations.  
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While stand alone services3 are well used, access to after hours GP services did not 
improve40. Patient satisfaction studies show some patients dislike telephone 
consultations37. 

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

Youth and children 

The studies included three systematic reviews and four journal articles. Barriers to 
youth/childhood access to services include lack of transport, age41,42, lack of health 
insurance coverage (in the USA) or other financial means42-45, cultural45 and parental 
barriers (eg, privacy from parents46, the need for parental involvement41-43,47, and 
parental issues relating to access41-43. Prevention of overweight and obesity in young 
children has recently become a focus of intervention in Australia although system 
and attitudinal barriers inhibit effective engagement between parents and primary 
health care providers48. Barriers include: lack of time, resources and patient 
reimbursement as well as negative attitudes towards obesity by health care 
professionals48. 

Australia was one of the first countries to establish government-funded adolescent-
specific health services but policy on youth access remains low profile41,49. Most 
health care for young people occurs in general practice and young people are known 
to under-use health services50. Young people report fears about lack of 
confidentiality, being judged by health professionals, cost and inconvenience of 
services, and inexperience in recognising needs51. They need the opportunity and 
choice to participate in decisions about their care and the support of trusted 
advocates41,47,52. In working with young people, time is also a barrier for primary 
care practitioners as is a lack of confidence in working with this population. Health 
care workers and organisations need to seek and heed feedback from youth,41,53,54 
target youth in their service planning49 and improve integration between different 
providers (eg, between community health workers and hospitals).41,43,50 

Different cultural groups  

Cultural disparities in health care occur at multiple levels of health care systems.55 In 
this section we identified three systematic reviews and two journal articles. 
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 literature56, 57, 58. For example, organisations try to 
employ culturally diverse staff, as patients express preferences for people who speak 
their language and who are of the same racial/ethnic group as themselves28, 56 ,59 ,60. 
Other positive interventions include the use of lay health care workers (discussed 
under Indigenous health),56 interpreters and the development of resources in other 
languages.28,56,60 Education and training in cultural competence for health care 
workers is effective,56,57,61 suggesting that improved cultural competence may help to 
increase access to quality care for all patient populations57. Other areas identified 
were family and community involvement, use of traditional healers56, 
tracking/reminder systems36 and special ‘subsidised medicine’ arrangements in 
remote Indigenous communities58. Multifaceted approaches, not generally employed 
by organisations, had beneficial results59.  

                                                 
3
 Stand alone services are those that are not embedded in other after-hours services. In this case, they are 

the State-wide call centre in metropolitan and non-metropolitan areas 
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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.62 

Aged  

One systematic review, two reviews and one article were included. These found that 
workforce issues relating to aged health care need to be addressed.63,64 Improving 
and increasing communications between health professionals as well as 
arrangements to supplement overworked and declining staff numbers have been 
successful in Canada. Also crucial to success is the availability and support of home 
support workers63, 65, with a diversity of services to allow aged people to remain at 
home for longer64,65. Encouraging older people to participate more in their treatment 
decisions may improve health outcomes, but findings from this systematic review 
were inconclusive.66 Aged care access is improved most if it deals with chronic 
disease management and prevention issues and with integration of services,63,67 both 
of which are discussed elsewhere in this monograph. 

Rural  

Two systematic reviews were included. Some of the barriers to access to primary 
health care in rural areas were physical isolation28, transport28,68 GP workforce 
shortage and competency28,68, financial and social factors, and lack of relevant 
information regarding services28. Insufficient attention has been paid to the 
systematic development of sustainable comprehensive primary health care services 
appropriate to rural areas69. Factors that increased access to services included 
education and up-skilling of health care workers28, 68, 70, community participation, 
bulk-billing/alternate payment options, telemedicine28, 67, and promotion of 
services28, 71. Interdisciplinary teams and personnel substitution47 appear to be quite 
successful, and there have been numerous services set up to facilitate inter-sectoral 
collaboration and communication69, 70. 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 protocols28. 
Continuous and sustainable funding was imperative to the effective use, monitoring 
and evaluation of these interventions69, 71. 

Q4: What is the evidence that fundholding or pooling by 
primary health care organisations can improve access to 

services/outcomes for patients? 

Fundholding and pooling of resources in primary health care settings is a 
controversial issue. Different countries employ variations of fundholding 
arrangements in combination with other funding mechanisms to achieve objectives 
related to access and this leads to confusion about the terms and contributes to the 
controversy. In addition, there are many different mechanisms for paying 
practitioners. Each rewards different aspects of provision and is associated with 
different problems relating to access72. Comparing costs associated with models in 
different systems is difficult and can become contentious, as for example in the 
Feacham et al comparison of the NHS with Kaiser Permanente.73,74 The relationships 
between access, physician behaviour and funding models are complex. This section 
describes the different funding arrangements in Australia and comparator countries, 
England and New Zealand, and reviews the relevant evidence. 
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Financing and fundholding arrangements in Australia, New Zealand and the 

UK 

In Australia, financial incentives that operate at the individual patient level are the 
principal mechanism for improving access in primary health care. Since the 1990s 
primary care funding mechanisms have taken two main forms in Australia: incentive 
payments to GPs and practices for particular activities and more recently for specific 
allied health provider activities, and secondly, subsidies for Divisions to facilitate 
access to allied health providers and to support practice nurses.75 There has been 
ongoing discussion in Australia of the potential benefits of mixed payment 
arrangements that might include the use of pooled funds employed, for example, at 
a regional level through purchasing bodies and in tandem with blended payment 
forms (capitation, fee-for-service, salaried) and financial incentives such as pay-for-
performance76. However evidence of the benefits of fundholding in relation to access 
is limited75,77. The closest model to capitation supported by multidisciplinary and 
inter-sectoral approaches is found in Aboriginal Community Controlled Health 
Services but evidence on access is limited75. By way of contrast, England and New 
Zealand use financial incentives as part of a broader range of funding reforms in 
which core primary health care services are funded on a capitation basis. Primary 
health care organisations (Primary Health Care Trusts in England and Primary Health 
Organisations in NZ) act as purchasers and pay-for-performance rewards 
achievements of specified targets.75 These arrangements are increasingly known as 
“organised primary health care”’78. 

Throughout the 1990s, a number of countries experimented with forms of 
fundholding and fundpooling. In Australia, the largest trial of fundpooling was the 
Coordinated Care Trials (CCTs) which were established to test whether pooling of 
commonwealth and state funds, together with purchasing and care co-ordination, 
could improve client outcomes for patients with chronic and complex care needs. The 
nine trials showed mixed results whereby most did not result in improved client 
health and well-being outcomes, reduce hospital admissions or operate within 
existing resources79. Some authors concluded that the limited impact was because of 
problems with the trial design, including the short time frame, difficulties with 
recruitment, the appropriateness of the outcome measures utilised79, as well as their 
small scale, limited resources and restricted role for private sector providers77.  

Nonetheless, benefits included the upgrading of information technology systems, the 
opportunity to deliver programs not previously delivered (such as smoking 
prevention programs) and for the first time, use of a range of data sources from the 
MBS (Medicare Benefits Schedule) and PBS (Pharmaceutical Benefits Schedule) to 
measure client outcomes. The UK and New Zealand fundholding reforms were more 
far reaching and market oriented, involving the use of competition between 
purchasing agencies with purchasing of a specified range of core services for 
populations. The main conclusions from the review of these reforms in the UK appear 
to have been that while a few GP fundholders obtained quicker hospital admissions, 
provided more outreach services and curbed prescription costs relative to health 
authority purchasers, the impacts in relation to patient outcomes were minimal and 
less than had been anticipated80,81,82,83. Little had changed in relation to quality, 
efficiency, choice, responsiveness or equity. In NZ, attempts to implement 
fundholding were equally unsuccessful and integration of funding did not lead to 
integration of services.84, 85 Increased effectiveness, efficiency, improved access to 
care, greater flexibility in the use of services, reduced waiting time and more 
integrated primary and secondary care did not result86. 
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Evidence relating to access 

Three systematic reviews were identified relating to physician behaviour under 
different payment systems, one systematic review assessing the impact of different 
funding initiatives on access to multidisciplinary health care and several journal 
articles. In the Health Maintenance Organisation (HMO) setting, HMO enrolees paid 
less and received more preventive care, but faced increased organisational and 
physician access issues, along with comparably less access to specialist health 
services, and reported reduced satisfaction levels87,88. 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 
populations89-92. This may be because, as Beilby and Petarsky93 opine “the 
relationship between fundholding and patient health and well-being is largely 
dependent on the objectives and effectiveness of the overall initiative”94. The US 
findings have been contradicted in Australian, British and New Zealand studies where 
pooling of funds has increased levels of access88,93,95,91,92. However, even when 
models of fundholding and fundpooling are shown to improve care cost-effectively, 
they are not always sustainable over time, partly due to barriers created by 
organisational and financing arrangements96. 

These findings are reflected in other literature on financial incentives. 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.97,98 Targeted 
payments appear to increase certain services (eg, immunisation)98, to reduce 
hospital admissions99 and to improve quality of care.100 In a review of 17 primary 
studies101, pay for performance to physicians and to provider organisations led to 
improved quality of care and improved access. Where incentives were made at the 
payment system level, such as through performance based contracting, one of two 
studies demonstrated improved access, while the other showed negative effects for 
sicker patients.101 There is evidence that payment incentives in Australia have 
increased access to psychological services, improved health outcomes and consumer 
satisfaction102-103 and access to multidisciplinary care for patients with chronic and 
complex conditions.105,106 

Improving access to primary care was one of the driving forces for establishing 
Divisions, and their organised primary care counterparts in other countries107. Smith 
and Sibthorpe77 describe Australia as a relatively late adopter of primary care 
organisations, but point to the effectiveness of the Divisions as a body of engaged 
GPs, and their potential, among other things, for holding funds and improving the 
quality and accessibility of a range of primary care services in local communities. 

Conclusion 

There are many organisational interventions that can be used 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 care 
needs to be taken when comparing between systems and more research needs to be 
completed to establish which patterns of funding work most effectively to assist 
access. 
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2. Workforce 
 

Introduction 

It is well documented that Australia has significant shortages in primary health care 
workforce, as well as difficulties with recruitment and retention in areas of workforce 
need.1 Workforce shortages are more acute in remote, rural and outer metropolitan 
settings, but exist even in urban settings including the nation’s capital.2 Despite the 
recent significant increases in both medical and GP training places, the number of 
people entering the GP workforce will still fall well short of the Australian Medical 
Workforce Advisory Committee (AMWAC) estimated requirements over the next five 
years.3 Workload and work stress are higher in areas of lower deployment.4 The 
general practitioner and nursing workforce are also ageing, and GPs are working 
fewer hours raising the spectre of further reductions in workforce in the near 
future.5-7 

Australia is not alone in facing challenges with health worker numbers4-6. In 2006 the 
World Health Organization (WHO) estimated a shortage of four million health 
workers and 2.4 million doctors, nurses and midwives worldwide.8 Overseas trained 
health professionals play an important role in Australia’s health care workforce, 
particularly in rural and remote areas, but given the international shortage they 
cannot be viewed as a long-term or comprehensive solution. 

This section looks at meso level interventions targeting general practitioner 
recruitment, retention, deployment and support. Further, in the light of recent 
debate, skill mix and role substitution of primary care services are considered, as is 
the role of generalists in increasing primary care provision. 

In the 2005 Monograph, only three systematic reviews were included in the evidence 
on workforce. The evidence on primary care workforce has grown dramatically in the 
last three years, with twice as many papers being reviewed in this updated version. 
In particular the Australian evidence has been boosted considerably by the Australian 
Primary Health Care Research Institute funding nine systematic reviews focused in 
the broad domain of Primary Health Workforce in 2006. Those directly relevant to 
General Practitioner workforce are included in the following discussion. 

Q1: What do we know about the role of organised PHC in GP 
recruitment/retention/deployment/support? 

Methods available to increase general practitioner workforce include; increasing 
medical school intake9 (this included increasing uptake from specific populations) ,10 
maximising the uptake of general practice on leaving medical school, retaining 
workers in general practice for longer,9, 11 and increasing the numbers of overseas 
trained doctors (OTD) working in general practice.12, 13 

Recruitment and Retention 

Two recent systematic reviews from Australia and the US discussed factors relating 
to attracting health care professionals into general practice. 14,15 Factors that need to 
be considered in recruiting to general practice include individual level factors, 
nurturing at medical school, prevocational and vocational. Some of the factors that 
have a positive influence on recruitment include: 

• a stated interest in primary care  

• being female  

• lower income expectation of health professionals,  
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• student rotations in general practice,  

• excellent role models  

• a medical school culture that encourages general practice  

• exposure to general practice in the prevocational years 

• flexible training.14, 15 

Final career choice is generally made in the early post graduate years16 and this has 
led to interest in increasing interns’ and junior medical officers’ (JMOs) exposure to 
general practice. Workforce and financial constraints are the major barriers to 
developing rural and remote general practice placements for JMOs. However, where 
these placements have been meticulously planned and supported, there is good 
evidence that they come to be viewed positively by both administration and 
clinicians, including the JMOs themselves.17 

Much of the existing evidence on recruitment and retention has focused on rural 
areas where the shortages have been greatest over a longer time. Rural recruitment 
strategies are outlined in Table 1. The best recruitment and retention programs are 
multi-factorial and longitudinal, specifically targeted at individuals in pre-medical 
training all the way through to continued education and training for qualified primary 
care physicians.14, 18-20 Medical students from rural backgrounds are twice as likely to 
practice in rural areas as students from other backgrounds. However, what 
constitutes a “rural background” remains poorly defined but can include rural 
schooling or tertiary training, and having a rural partner.10 Rural physician rotations, 
the introduction of rural clinical training guidelines, and preparation packages to 
introduce potential practitioners to ”rural living”21 are all recommended to maximise 
the recruitment and retention of practitioners in rural areas. 

Much of the available research evidence does not distinguish well between retention 
of staff in rural areas and recruitment of staff to rural areas,20 and these factors are 
rarely studied separately.12,20 A combination of personal (support and family), 
professional (workload, professional education and development opportunities, on 
call) and environmental factors (facilities, schooling), contribute to recruitment and 
retention as well as external factors such as political and economic changes.20, 22 
Financial incentives to increase rural practitioner numbers are effective in the short 
term but not in the longer term.18 
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Table 1: Organisational Factors involved in Influencing Primary Care Workforce Recruitment in Rural and Remote Areas 

 Undergraduate Training 
 

Post-graduate 
training 

Community/ 
Location factors 

Continued Education/ 
Training  

Government Initiatives 

Attitudes Student selection Organisation factors  Funding initiatives 

Attitude to ‘rurality’19 
Belief that past rural 

experience has 
contributed positively 
to training/ knowledge/ 
career19 

Expressed desire to 
practice rurally19, 24 

Expressed desire to 
become a GP23 

Interested in increased 
scope and variety of 
work19 

Autonomy and 
independence19 

Rural tertiary training 
(undefined)10 

Publicly funded medical 
schools15, 23 

Specific goals to produce 
rural GPs15, 23 

Location of medical school19, 
23 

Selective student intake14, 19, 
24 

Generalists on admission 
committees24 

Identification of system 
problems by outside 
consultants19 

Local leadership19 
Community collaboration, 
commitment and 
investment19 24 

Comprehensive services19 
Hospital access19 
Teamwork amongst local 
health care workers19 

Medical education 
initiatives 
(undefined)5, 18, 19, 24 

Professional support/ 
socialization18, 24 

Professional satisfaction 
24 

 
 

Financial incentives eg: 
remuneration, fee-for-
services, (etc)18, 19 24 

Decreasing rural fees18 
Funding for career counselling 

for students14 
Funding for general practice in 
medical schools14 

Financial incentives for medical 
schools emphasising general 
practice 14 

Individual factors Training/Education Physician Factors Program properties Organisational interventions 

Scholarships/ bonded 
places14, 18, 19, 24 

Longitudinal PC exposure14, 
24, 27Mentorship24, 25 

Curricular emphasis on 
PC/rural health14, 23, 25 

Community-based 
teaching25 

Specialist GP training 
streams15, 23, 24 

Selective rural PC training 
streams24, 27 
Rural placements19 
Latter year PC clinical 
rotations24, 26, 27 

Decentralised /rural 
teaching centres19, 24, 25 
Quality of rural teaching 

program24 

Faculty culture 

Rural background  
Undefined23 
Personal10, 24, 25  
Primary schooling19 
Secondary 
schooling19, 24 
Family19  

Partner10, 25  
Rural background19 
Satisfaction with 
location19 

Promotion of medicine to 
rural high school 
students25 

Male (rural)15, 19, 23 
Married15, 19, 26 
Older student15, 23, 26 

Australian origin19 

Employment of faculty GPs14 
Promotion of GP14 
Attitudes of teaching staff 
towards rural/ indigenous 
health24 

Student rural clubs24 

Rural tertiary 
training 
(undefined)10, 19 

Specific rural GP/ 
generalist 
streams23, 24 

Longer rural 
rotations23, 24 

JMO advanced 
training 
programs in 
specialist skills24 

Mentorship during 
JMO years24, 25 

Rural clinical 
rotations for 
physicians5 

Community support and 
acceptance12 19 18 

Satisfaction with location12 
Satisfaction with work 
conditions12 
Access to secondary 
schooling for children20 

Accessible12, 20, 24 
Flexible14 
High quality12 
Applicable20 
Provision of financial 
support12, 24 

Time off work12, 24 
Locum relief19, 24 
Face-to-face/ 
personalised20, 24 

Technology-assisted24 

Flexible service delivery 
programs14 

Career structuring 
Medicare/ government funded 
practice nurses14 

Research into general practice 
teams to attract other health 
care workers14 
Case-management/ recruitment 

officers19 
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Overseas Trained Doctors 

Presently Overseas Trained Doctors (OTDs) make up 25% of the Australian medical 
workforce28, and are frequently successfully recruited to rural and remote areas.19, 29 
OTDs in Australia are most commonly from the UK, India, Malaysia, and Singapore.28 
However, until the establishment of DoctorConnect, there was no single point of 
information available for Australian OTDs.13 There is significant variation in medical 
knowledge and skills between OTDs, but limited orientation to the Australian health 
care system, and limited supervision and feedback processes creates further 
difficulty in standardising care standards. OTDs are still often employed in areas 
incongruent with their own previous experience.13  

Common problems experienced by OTDs include language barriers, communication 
across cultural boundaries, status change, teaching and education.13, 28 Other issues 
include relocation and associated costs, discrimination, problems with immigration 
and registration, isolation/remoteness, and colleague relationships. There is a lack of 
information in the published literature regarding OTDs’ integration into rural 
communities, in part due to the difficulty in studying these issues.29 However, a 
number of Divisions do provide orientation support to OTDs, but there is no 
systematic OTD orientation process across Australia. 

Most of the countries considered in this review have developed guidelines and are 
currently running programs for OTDs.13 In the UK, there are numerous streamlined 
OTD services and training programs available through various medical colleges and 
other organisations, to simplify and expedite the OTD registration process. Colleges 
are also taking greater account of prior education and training. These and other 
initiatives have resulted in high recruitment and retention of OTDs.30 

Skills Mix Options 

Workforce and skill shortages stimulate discussion about how else primary health 
care services can be provided. This requires broad thinking regarding job 
demarcations, team structures, and demarcations between community, hospital and 
social care. The idea of “skills mix” has a broad range of definitions5, 31-34, but 
generally works at both an individual and organisational level. It encompasses:  

� the mix of posts/grades/occupations required to provide a service for an 
organisation 

� the combination of skills/competencies required for a particular job within an 
organisation.31 

Possible barriers at both levels include legislation, lack of career frameworks and 
education/training opportunities, remuneration for new skill sets, regulation of 
professional standards, lack of governmental funding for changed services, and 
insurance issues.31, 33 

There is relatively little evidence available regarding substitution of personnel within 
a primary care organisation. The most researched role substitution is that of nurse 
practitioners and physician assistants, used to replace doctors over a wide range of 
specialties in the USA, UK, and Canada, including primary care. 5 32, 35 Certainly they 
are more likely to practice in rural areas and in vulnerable populations, with 
education times being around half that required of a doctor, while their productivity 
is approximately 90 per cent of that of a primary care physician in primary care 
settings.35 Doctor-nurse substitution in general practice results in similar quality of 
care, with higher levels of patient satisfaction and provision of more health advice.34, 
36, 37 However, it is unknown whether this reduces the doctor’s workloads, and it is 
known that nurses order more tests and other services than the doctors, which was 
found to negate the cost efficacy of the substitution in most cases.32-34, 36, 37 A similar 
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problem of cost efficacy has been found with substitution of less qualified nursing 
staff for more qualified nurses.34 Lay health care workers as substitutes for certified 
health care professionals may improve immunisation rates, breastfeeding education, 
community breast cancer screening uptake, and home aide services for the elderly, 
although the training required and best methods for them to provide these services 
is not yet known.38 Telemedicine/telehealth is performed effectively by most health 
professionals, regardless of their original roles.5 More research is required to 
understand the cost-benefit ratio of role substitution in primary care.31, 34 

Other effective methods of organisational skills mix include service transfer to a 
different location, specialist movement to a different location, and intra-professional 
liaison and training from specialty to specialty. For example, diabetes clinics, 
cardiovascular disease management, hospital-at-home services, and emergency 
medicine physicians and/or services have all been moved from hospital to a 
community location with equitable health outcomes, although again this has not 
been well assessed for cost efficacy.31, 32 Outreach clinics (specialist movement to a 
different location) are not so effective: they may increase patient satisfaction, but 
with the exception of ED physicians, they tend to be less cost effective than hospital 
outpatient clinics and do not improve clinical outcomes. There needs to be adequate 
consultation, organisational structure, role definition, and quality and safety 
measures (discussed under the relevant section) to enable this transition32. Again, 
more research is required to better understand these innovations. 

Regional shortages in particular skills may be resolved in part by broadening the 
roles of existing health professionals, and even creating entirely new roles. Sibbald 
(et al)32 and Zwar (et al)31 describe this process as involving: 

� substitution of tasks from one individual to another, which by necessity 
enhances the skills and or tasks required within different roles.   

 
This can take place in the form of: 

� delegation of tasks up or down health professional hierarchies, and across 
health professions, or 

� creation of new roles within the team.31, 32 

This process has a prerequisite of set role definitions of various primary care team 
members, which may be difficult given the nature of primary care teams: there is a 
high variability of delineations for particular skills or tasks, and different professions 
and professional levels are understandably reluctant to relinquish present skills 
bases. Interprofessional education is seen as a possible solution to this.31-33 Potential 
roles for expansion include hospitalists4, special interest practitioners5 5, physician 
assistants5, various nursing roles5, 31, 33, pharmacists5, 31, paramedics, community 
health representatives, and traditional healers/elders.5 Effective role expansion for 
pharmacists and practice nurses have the largest evidence base, with disease 
management and health promotion tasks performed effectively by both, although 
more so with pharmacists.31 

The Generalist 

Another option for consideration is the role of generalism in primary care. It is 
thought that the devaluation of this specialty is contributing greatly to the loss of 
services in rural and other areas.39, 40 Unfortunately generalism by nature has a wide 
range of definitions;39-41 Gunn (et al) define it in terms of: 

� “ways of being” – virtuous character, reflexive, interpretive 

                                                 
4
 A newly created role for medical practitioners in the NSW hospital system. Hospitalists coordinate patient 

care in the hospital or community setting to promote a smooth, safe and effective patient journey. 
5
 New roles for practitioners in the UK being developed and supported through training and accreditation 
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� “ways of knowing” – biotechnical and biographical 
� “ways of doing” – accessible, approachable, longitudinal care, context-based 

in a wide range of subspecialties40. 

For example the role of a generalist physician in mental health involves recognition 
and case finding, care assessment and planning, patient education, pharmacotherapy 
and psychotherapy, other therapies, ongoing management, physical care and 
referral. Other health professions (eg, practice nurses, allied health staff) provide 
similar care but in a narrower range, depending on program design and funding. 41 
The more rural a generalist, the broader the range of knowledge and skills 
required.39 This wide range of contexts and applications means that the amount and 
depth of knowledge required by generalists is expanding rapidly. Career pathway 
development, adequate remuneration and funding models, education and support 
networks, and more evidence-based medicine research into the role of generalists in 
different primary care settings is required.39-41 

Conclusion 

There are a number of innovative initiatives being undertaken to address general 
practitioner workforce shortages. While the evidence base underpinning these 
initiatives is rapidly expanding, it often does not provide robust evaluation of 
necessary parameters such as cost efficacy and patient health outcomes. The 
initiatives should be carefully and prospectively examined to ascertain their 
effectiveness and cost efficacy. 
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3. 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.1 

The word integration 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 
concept is used and rarely is ‘integration’ adequately defined. Furthermore, 
definitions of the specific mechanisms employed by integration strategies are often 
vague. Integration of service delivery is a complex intervention which includes 
several components and therefore evaluation of integration is also difficult.2 Few 
documents have even attempted to compare and explain the different types of 
integration, and definitions of models tend to be left open for interpretation.3 

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.” 4 

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, coordinated, supported by timely and relevant 
information, and results in safe, effective, quality care. Integrated services also aim 
to provide single point access to health care, sufficient numbers of health 
professionals to provide mutual professional support, and service delivery in 
accordance with the principles of primary health care (aims which have not yet been 
fulfilled).5 By avoiding inefficient, duplicated and fragmented services, integration 
should improve efficiency and quality, thereby maximising use of resources and 
opportunities. The envisaged flow-on effects are better overall health, increased 
public access to services and more equal access for people from different 
communities and socio-economic backgrounds.2 It is hoped that integration of 
effective clinical and community services eventually will lead to greater gains than 
either type of service used on its own.6 

Also important is the need to develop governance arrangements that can support 
integrated health care arrangements, particularly when they relate to integration 
across sectors. A recent systematic review investigated the evidence on how 
principles of integrated governance may be applied at the regional level in the 
Australian health care context.7 It found, for example, that there is a clear need for 
separation between governance and operational management, local community 
vision, leadership and commitment to integration. 
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Information management and information technology (including electronic health 
records) are also fundamental to any discussion of integration. 8,9 Information and 
communication technologies (ICTs) are a critical component of health care team 
communication, innovation and collaboration,10 and have formed an important part 
of government health strategies in the UK and Canada.11  

Q1: 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 twelve systematic reviews, eight reviews and a range other material. 
1,4,12 These papers 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. Research also lacks a core set of outcomes of co-
ordination that are measurable and sensitive to change; studies on the complex 
and/or co-morbid populations that may benefit most from improved co-ordination; 
and studies aimed at determining which co-ordination activities might be most 
useful.13 

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. Policy is ahead of research in this area and the 
assumption that structural integration should yield positive outcomes for service 
users remains largely untested in systematic studies, with research focusing on the 
factors supporting or constraining joint working instead.14 

Notwithstanding these limitations, integrated care is generally argued to have a 
number of benefits, including responding more effectively to the needs of people with 
long-term conditions, improving the effectiveness and safety of care, and 
encouraging more “seamless” care for patients. US and Canadian models of 
integrated care have found decreased inpatient service utilisation (eg emergency 
departments) coupled with increased access to and utilisation of outpatient services 
(eg home based and community services), a positive impact on Medicare costs, 
improved health outcomes, and a positive impact on carer burden. European models 
of integration have found increased quality of life, reduction in institutionalisation, 
more efficient health care and improved health outcomes. However, there has been 
inconsistent impact on physical outcomes and patient satisfaction.15 

Integration within primary care 

A recent Australian systematic review examined 65 primary studies and previously 
conducted systematic reviews,16, 17 of integration strategies both within primary 
health care and between primary health care and other services in Australia, USA, 
UK, Canada, NZ and the Netherlands. For studies within primary health care, it was 
found that the highest percentages of significant health outcomes were associated 
with strategies supporting relationships between clinicians, arrangements for 
coordinating clinical activities, and the use of systems to support co-ordination.  

Although there were variations between settings, the most successful strategies were 
those providing systems and structures to support co-ordination. In relation to 
impact on patient satisfaction, the review found that the most successful strategies 
included those supporting relationships between service providers, support for 
clinicians, communication between service providers and patient support.  
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Of these, strategies involving patient support were the least successful and those 
involving communication and individual support were most successful.16 In contrast, 
a separate analysis of systematic reviews evaluating the effectiveness, definitions, 
and components of integrated care for chronically ill patients found that the most 
common components were self-management support and patient education, often 
combined with structured clinical follow up and case management. Such integrated 
care programs appeared to have positive effects on the quality of care.19 

In terms of economic outcomes, the Australian review showed that less than 20% of 
studies found a significant positive result, and a number of studies reported negative 
economic outcomes.16 Studies focusing on mental health had the highest percentage 
of significant positive health outcomes and improved patient satisfaction. The lowest 
percentages were found in studies concerned with aged and palliative care, which 
also had the lowest percentage of significant patient outcomes. However, 
significantly positive economic outcomes were more common in studies concerned 
with aged care.16 

Communication within primary health care or between primary health care and other 
providers resulted in a significant increase in primary health care physicians being 
called at admission or discharge. Co-location between primary health care and other 
service providers was linked to improvement in physical well being and a decrease in 
costs. A combination of case management, co-location and communication was 
associated with an improvement in SF-36 scores (ie general health status). In terms 
of aged care, a range of co-ordination strategies (eg communication between 
primary health care and other providers and coordinated primary health care 
consultations) resulted in reduced readmission and a trend towards lower all-cause 
mortality. In terms of chronic disease, communication between primary health care 
and other providers was linked to improved quality of life; decreased heart failure 
deaths, reduced patient length of stay and readmissions; and fewer overall 
unplanned readmissions, hospital days and emergency room visits. Case 
management resulted in decreased readmission, and increased treatment compliance 
and patient satisfaction. An integrated heart failure management program among 
heart failure clinics was also linked to significantly greater patient satisfaction.16 

Integration between primary health care and other providers 

In terms of integration between primary health care and other parts of the health 
care system, 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.4 The same authors concluded 
there was “no consistent pattern of benefit across the studies” identified.4 A 2006 
update of this review also found no clear evidence that integrating primary health 
care services improves the delivery of health services or people’s health status in low 
or middle income countries, however an integrated child care program did result in 
some health improvements.2 Another review found that the vertical integration 
taking place in projects across Canada occurred “often successfully”9 and another 
systematic review found a positive effect of collaborative care on antidepressant use 
and depressive outcomes.20 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.1 

Studies involving co-ordination between primary health care and hospitals show a 
high rate of significant positive outcomes. Integration between primary health care 
and specialists is also associated with positive outcomes, with the highest percentage 
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of positive outcomes shown to be associated with strategies providing support for 
clinicians, the use of tools, and those building relationships between service 
providers. The combined use of two to four types of strategies had the highest 
percentage of significantly positive health outcomes.16 

Shared care arrangements between primary care providers and specialist services in 
mental health emphasise supporting primary care clinicians to deliver care to 
patients with milder or uncomplicated mental health problems, whilst specialist 
services provide care to patients with severe and complex disorders.5 This 
arrangement enhanced local availability by extending mental health interventions to 
a larger population of rural residents, and provided a smoother patient pathway 
through the health care system. Furthermore, it increased the ability of primary 
health care professionals to tackle the problem at the “front end” allowing increased 
preventive interventions to result in improved health outcomes, and also to free up 
additional specialist support for high-need patients. For the provider this model 
resulted in improved working relationships, fewer call-outs for extended hours 
workers, reduced consultation rates in primary care, fewer in-patient admissions and 
earlier discharge, and increased family and home-based care. Some evidence exists 
to show that the model is relatively cost effective and that increased flexibility in 
funding arrangements allowed providers to work outside conventional boundaries.5 
Furthermore, greater flexibility in traditional professional roles and responsibilities 
could help to alleviate staff shortages particularly in rural and remote areas.18 

In another systematic review19, the clearest effect of shared care was demonstrated 
in outcomes relating to prescribing and medication adherence, where meta-analyses 
indicated a significant benefit for shared care. Furthermore, the majority of studies 
demonstrated improvements in the following areas as a result of shared care: 
recovery from mental illness (except for chronic mental illness), psychosocial 
outcomes (eg quality of life and wellbeing), risk factors, and measures relating to 
participation in or defaulting from services. There were mixed results for functional 
impairment and disability, hospital admissions, patient satisfaction, and cost data. 
For service and physical outcomes, only a minority of studies indicated a benefit of 
shared care. Overall, consistent evidence for the effectiveness of shared care is 
lacking and there is a need to improve the design and quality of studies examining 
such interventions in order to determine which components are effective, to assess 
issues such as sustainability and to determine settings and patient groups in which 
shared care may be most effective.19 In fact, the delineation of which components 
are effective is something that is needed across care co-ordination in general.13 

In terms of Integrated Care Pathways, there is evidence to show that they can 
improve the delivery of healthcare interventions by providing evidence-based 
structures for clinical and managerial decisions, clinical audit, risk management and 
benchmarking across organisations.21 One systematic review found that the referral 
process between primary and specialist care could be improved by disseminating 
referral guidelines with structured referral sheets, and involving consultants in 
educational activities. However, passive dissemination of local referral guidelines, 
discussion with an independent medical advisor and feedback on referral rates were 
not effective.22 The positive outcomes for clinical practice and patient outcomes tend 
to focus on increased continuity of care.21 Accordingly, integration interventions have 
led to more consistent positive results in health care outcomes, such as service 
utilisation, in comparison to studies that examine patient health outcomes, which 
tend to report mixed results. Although the improvement of health services aims to 
improve health, the immediate target of integration interventions is not a disease or 
patient but rather the health care system. Therefore, improvements in health 
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resulting from changes in the health care system are mediated through 
improvements in health care delivery. Thus evaluation that focuses only on patient 
health outcomes may not detect benefits to the health care system that are 
necessary but not sufficient to improve patient health outcomes.13 

These issues are part of a wider need to establish links between organisational 
characteristics and service user-defined care outcomes. This is important because 
integrated care pathway (ICP) development is increasingly turning to more complex 
medical conditions and patients treated in the community, where patients are more 
likely to be receiving care from more than one provider.21 The WHO has stressed the 
importance of building integrated healthcare systems that can address chronic 
disease management,23 due to the increased prevalence of chronic illnesses and co-
morbidity.13 

Single studies 

There have been numerous single studies completed on integration in Australia. The 
2006-2007 Annual Survey of Divisions of General Practice revealed that Divisions 
were very active in this area24. Studies we found focused on divisions of general 
practice, integration between service providers in the health care system with 
general practitioners and other health care practitioners, and evaluating the co-
ordination of health care.25-31 For example, an Australia-wide evaluation of seven 
pre-existing GP-hospital programs by Lloyd, Powell Davies and Harris25 found 
improved collaboration and communication (among other findings) at all systems’ 
levels. 

In the UK, a study on aged care examined whether joint working between social 
services and primary health care had detectable effects on outcomes for people aged 
75 and over. The effects on care management included increased amounts of home 
care, arranged day care and less delay in arranging long term residential care.14 A 
three year retrospective analysis of integrated chronic care programs was conducted 
to estimate the impact of these programs on diabetes quality of care. The combined 
impact of the care improvement strategies was a steady improvement of quality 
measures from 2004 to 2006. Composite screening rates, composite intermediate 
outcomes and individual screening metrics (eg, HbA1c (a clinical measure of long 
term blood sugar control), LDL (a subgroup cholesterol/blood fat) and BP (blood 
pressure) all improved without increased average visit rates.32 

What model of integration works best? 

It is thought that the most important criterion for choosing which model of 
integration to develop are the clients’ needs for service co-ordination.3 For example, 
mutual adjustment appears best for structuring services from prevention to acute 
care, while integrated service networks are considered one of the main solutions to 
improve services for clients with complex or chronic health problems. For the success 
of integrated services, two main issues have been raised: the way services are 
organised and the implementation process. These issues will be difficult to address 
without further clarification of the concept of integration. The lack of a consistent 
definition has been the source of much criticism towards the assumed relevance of 
integrated systems to improving healthcare efficiency. The lack of systematic, 
empirical research has also raised questions. Models and levels of integration are 
thus of great importance to the success of this reform.3 

Two publications that addressed this gap were found. They looked at care pathways, 
likening an ideal pathway to a modern car production line, where it is thought that 
supply chain concepts can inform process redesign in health care systems.33,34  
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It proposed that the health system has poorly functioning “production lines” with 
high error rates, because they have never been consciously designed from a holistic 
perspective, but instead have been constructed bit by bit as time goes on.34 This 
leads to the appearance of a fragmented, uncoordinated system. There is empirical 
evidence that pipelines currently exist, which help with some co-ordination issues 
(ie, patients generally get to see the right clinicians). However, the problem is that 
they are insensitive to individual needs and patients travel down the pipe come what 
may. The authors propose that the ideal system would be like modern car 
production: the parts would be available when required with the result of a reliable 
car, but it would also be flexible, so that the basic model can be modified to suit 
individual needs. Thus the solution favoured by policy makers at the moment is to 
complement pipelines with a more network-like pattern of service delivery.33 Such a 
model seeks to eliminate unnecessary delays, wasteful, confused activity and 
implement a scenario with a minimum number of smooth and effective handovers.34 

Finally, it is thought that GPs and their practices are best positioned to oversee co-
ordination of care. There is international agreement that primary care is the most 
cost-effective way to organise health care,35 and GPs have the advantage of medical 
knowledge and training in caring for the “whole” patient and family, rather than 
focusing on one organ system or disease process. Most patients who require care co-
ordination have several problems, requiring integration of input from multiple 
sources into a clear message for the patient and family. The GP is often the physician 
who is most accessible to the patient and who has knowledge of the patient’s 
community.13 

Q2: What is known about the impact of the use of shared 

patient records/ information (electronic) within PHC? 

Better information transfer and the wider use of IT is seen by the Organisation for 
Economic Co-operation and Development (OECD) as one of the ways to facilitate 
care co-ordination within health care systems.15 With electronic connectivity, better 
integration of knowledge and skills among members of a collaborative care team can 
be achieved. Shared electronic access to health records can facilitate collaboration 
with external providers/ organisations and enable easier monitoring of a client’s 
progress.10 The studies presented here include nine systematic reviews, one 
systematic review of reviews, four 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.9,36-42 This is again at least partly due to the dearth of 
methodologically sound research in the subject.36-38 Some of the benefits found 
included increased health prevention activities (screening and immunisation rates) 
and an increase in quality of disease management37,43 as well as positive effects on 
prescription quality and patient adherence to medication regimes.40,43 Two reviews 
found that consultation time increased, but to the detriment of doctor-patient 
communication.37,38 

A number of initiatives reported that the implementation of effective information and 
communications technology (ICT) systems was essential to supporting and fostering 
collaborative care.10 Information sharing, and therefore ICT infrastructure was seen 
as a necessary tool to support integration, co-ordination, and multidisciplinary care.10 
Electronic patient records and communication have been instrumental in improving 
care continuity and information sharing within primary care teams.  
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Electronic Medical Records (EMRs) are central to improving information transfer 
between sites, and have been proposed as a part of Canada’s solution to their poorly 
integrated health data management systems.11 EMRs allow patient data to be 
accessed instantly and simultaneously by multiple users, and can integrate 
information from pharmacy, medication administration, care documentation, and 
supplementary systems. Other anticipated improvements are in meeting patient 
safety goals such as improved communication between care providers, medication 
safety and reconciliation of treatments across the continuum of care.44 There is 
considerable evidence that supports a role for information technology in enhancing 
certain aspects of primary care delivery, such as electronic hospital discharge 
summaries, if they contain the right information and are received by the physician in 
a timely fashion.11 

Information systems could help GPs with communication and access to increasing 
amounts of knowledge. Electronic health record systems have a lot of potential to 
improve information flow between clinicians and between clinicians and patients. 
Paper medical records could be replaced and decision support, order entry and 
reminders could be provided. Access by emergency physicians to outpatient 
electronic records can lead to less intensive testing and lower costs, and a sign-out 
system for residents that was based on electronic records dramatically reduced the 
risk for adverse events during cross-coverage.13 

The use of information technology to create virtual networks such as the Family 
Practice Networks in Canada can aid patient access through sharing patient 
information using electronic patient records. Patients can join a network by signing 
an agreement that their family physician and their physician’s network will look after 
their primary care needs. Information sharing among physicians within the network 
is facilitated by software, allowing them to access medical histories without the 
patients’ primary care physician having to be present.11 In the UK, information 
technology and management systems have formed important elements of 
government health strategy. National health records have been fundamental to 
information sharing supporting integrated patient care policies, and providing an 
interface between primary and secondary care.11  

While information systems are proposed as a key attribute that leads to the 
improvement of patient-centered primary care, the transition to EMRs is thought to 
be one of the most expensive innovations in medical practice. Precise cost estimates 
are not available, but each is likely to cost primary care physicians tens of thousands 
of dollars with current technology, although future developments may lower these 
costs. Also, EMRs are yet to be widely adopted.45 There is also concern from 
providers and patients about electronic patient communications where patient 
privacy and confidentiality is at risk.10,36,37,43 There is a need for greater 
improvements in technology for standardisation and security with the increased 
introduction and adoption of ICT systems in PHC.46  

Conclusion 

The evidence base underpinning integration within the health care systems, although 
growing, is still inconclusive due to inconsistent adoption of models and definitions. 
Various governments are focusing on enhanced integration as a means of improving 
the effectiveness and efficiency of health systems. There is some evidence that 
strategies supporting integration of services within primary health care settings, such 
as through providing systems to support co-ordination, can be effective in delivering 
improved health outcomes but the associated costs may not always offset the 
outcomes achieved. Integration between primary health care and hospitals and 



Primary Health Care Position Statement: A Scoping of the Evidence 2008 38 

between primary health care and specialists has also shown some positive outcomes. 
Collaborative care may improve antidepressant use and in rural and remote areas, 
shared care between primary health care and specialist providers may improve 
outcomes for patients with some mental health conditions. Evidence of the 
effectiveness of shared care is inconsistent with clearest positive effects found for 
prescribing and medication adherence. While information management/information 
technology strategies are increasingly used to support integration activities, few 
published studies demonstrate improvements in patient outcomes. Future integration 
related 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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4. Chronic disease management and 

prevention 
 

Introduction 

Recognition of the role of primary care in the management and prevention of chronic 
disease has increased over the past few years, with primary care now often seen as 
the focus for the ongoing relationship with, and co-ordinating service for, people with 
chronic illness. 

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 
compared to other more acute illnesses.1,2,3 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, an emphasis on 
symptomatology, 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.4 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 the differences in managing chronic versus acute illness. 

Q1: What is known about systematic approaches to chronic 

disease management and prevention (CDMP) within organised 
PHC? 

In November 2005 the Australian Health Ministers’ Conference (AHMC) endorsed a 
national strategic policy approach to manage and improve chronic disease prevention 
and care in Australia30. The Australian approach emphasises collaborative care, and 
funds incentives for GPs to develop structured management plans and team care 
arrangements (including up to five Medicare funded allied health visits) for patients 
with chronic diseases.28-30 However Australia still lags behind the UK and New 
Zealand in having a comprehensive approach to improving chronic disease 
management and prevention (CDMP) in general practice31. 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.5 

The main ingredients for success in organisational delivery of chronic care appear to 
include: 

� central registry of patients of particular disease types10, 16,21 

� clinical guidelines and physician education (varied results from the different 
papers)7,8,10,11,14,16,32-34 

� collaboration,8,11,13-15 34-36 better communication 8,11,16 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 8, 11,16 ,32-34 
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� patient self-management education and support6-11, 34, 37 

� patient-centred organisation 10-12 

� regular assessments/follow-up 7, 11, 20, 35, 38 

� system delivery design 9, 11,12 and stakeholder involvement in this.13 

� in general, multifaceted approaches are more successful.7, 14 

A recent systematic review of chronic disease management across 11 developed 
countries mapped to the Chronic Care Model developed by Wagner, found that self- 
management support, the use of multidisciplinary teams, and a combination of 
guidelines and education improved outcomes.34 The best and strongest evidence is 
available for managing diabetes, hypertension and lipid disorders.34 

Within self-management support the most effective interventions were educational 
sessions for patients and patient motivational counselling. Research suggests that 
self-management can increase patient knowledge and confidence, improve process 
of care and reduce hospital admissions although there is little evidence for 
improvement in clinical outcomes or improved quality of life.32, 37, 39, 42 

Some of the other CDMP delivery models include: distribution of educational 
materials, case management, decision support for health professionals, clinical 
information systems, specialised clinics or mini-clinics and provider incentives. 
Distribution of educational materials to patients in association with patient education 
and motivation has been found to produce positive outcomes for patient service use 
and patient risk behaviour34. There are varying results relating to case 
management:19, 22-24 it was found to be particularly effective in psychiatry in one 
review, 25 but a ”poor alternative to standard car”’ in another22. Decision support for 
health professionals was found to be effective in improving practitioner skills when 
they included implementation of evidence-based guidelines and educational meetings 
with health professionals however evidence for the benefits of education of health 
professionals, on its own, is equivocal32-34. Clinical information systems most 
commonly include audit feedback to health professionals which can be effective in 
assisting health care professionals adhere to guidelines especially when they are 
computerised.38 However, GPs have identified patient failure to attend follow-up as a 
major barrier to using these systems.46 

Disease management programs often also include a “shared care” arrangement 
between GPs and specialists which can increase clinician adherence to guidelines and 
positive outcomes for patients’ service use, but have no demonstrated effect on 
quality of care, morbidity and mortality, or cost-effectiveness.19, 26, 34-36 One review of 
shared care found evidence of benefit from improving prescribing, but no evidence of 
benefit in other outcomes.42 

The role of practice nurses in collaborative care is well developed elsewhere32, and 
one review found that multidisciplinary chronic heart failure disease management 
programs including practice nurses were promising.23 However other reports suggest 
that the collaboration envisaged by policy rarely occurs in Australian practice as GPs 
do not always believe that collaboration will improve the care of the patient43. More 
research is needed to understand the purpose and role of integration in primary 
care44 where, for example, evidence suggests that organisational development can 
improve chronic disease management collaborative efforts45. 

Specialised clinics or mini-clinics (where a group delegates a GP to deal with only 
chronic diseases for that day) were found to be beneficial sometimes. 19 Nurse led 
clinics were similarly found to be beneficial sometimes in terms of improved patient 
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outcomes47 and specialised clinics were hard to incorporate into some health care 
systems. 

The chronic disease management MBS item numbers available to Australian GPs 
provide some incentive for organised care for people with chronic conditions but 
several barriers have prevented a wide up-take including: diagnosis difficulty; 
underdeveloped practice systems; lack of education at the division of general 
practice and health service level; difficulty of use; and increased paperwork.28,48, 49 

There is conflicting evidence available regarding the cost effectiveness of managed 
care 8, 11, 13, 22, 25-27 ranging from managed care being similar to standard care to 
being less cost effective than standard care.22, 25-27 One review stated that examining 
the process of developing managed care strategies was a better outcome measure 
than patient outcomes.7 

Conclusion 

A substantial and rapidly growing literature informs chronic disease management and 
prevention. It is likely that the role of primary health care in CDMP will continue to 
increase in the future. 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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5. Multidisciplinary teams/networks 

of health care providers 
 

Introduction 

Health professionals are increasingly expected to function as part of one or more 
teams in a multidisciplinary environment1. The term “multidisciplinary” is used 
interchangeably with other terms,2 and there is a substantial overlap between this 
domain and that of Integration. The overall concept embedded in the term 
“multidisciplinary team” appears to be that of an interprofessional, collaborative 
approach to health service provision.3 In addition to general practice, comprehensive 
primary health care includes other disciplines such as nursing, allied health, 
midwifery and social work. Because it is now recognised that no single profession can 
meet all of the aims of primary health care, there has been an increasing emphasis 
on reforming primary care through expanding the skill-mix via the use of multi-
disciplinary teams. The issue of skill-mix is addressed in more detail in the Workforce 
section, but the point is that the delivery of primary care by general practitioners 
requires interaction, collaboration, or teamwork with these other members of the 
primary health care sector. As such there is a notable growth in models of multi-
disciplinary team-based primary care, substitution practices and declining solo 
practice.21 This section refers specifically to two kinds of multidisciplinary activities: 
education and training, and delivering more effective health care. 

Q1: What is known about the effectiveness of multidisciplinary 

training of health professionals? 

Interprofessional Education (IPE) involves members (or students) of two or more 
professions associated with health or social care engaged in learning with, from and 
about each other4,5. It is based on the notion that shared learning leads to more 
comprehensive care and treatment for clients with improved patient outcomes and 
satisfaction.4-7 We found six systematic reviews, eight reviews and other material 
considering the effects of interprofessional education (IPE) in the health care 
workforce. 

Studies, reviews and commentaries have suggested that IPE can lead to 
collaborative interprofessional practice (IPP) amongst clinicians and clinical groups. 
This, in turn, is believed to contribute to safer and higher quality services to patients, 
and improved morale for staff and students.8 Accordingly, accrediting bodies from 
the fields of medicine, nursing, and social work have called for curricular change to 
train professionals in how to function as interprofessional teams7 and the WHO has 
included teamwork and collaboration with professionals and patients as one of its 
basic competencies in caring for patients with chronic diseases6. Health services-
related policy documents in Canada focus on the need for an interprofessional 
approach, where a recent study suggested that providing decision support in a 
collaborative and coordinated manner to patients was not natural for family 
physicians and nurses. Hence there is a need to create learning opportunities for 
practitioners at all stages of their careers to develop their ability to work in multi-
professional teams and enhance collaboration.6 
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Impact of interprofessional learning 

The earliest review (published in 1999) simply states that there had – at that time – 
been no methodologically sound empirical research into the area.3 An update of this 
review published in 20089 systematically reviewed six studies that evaluated the 
effects of IPE. Four of these studies found that IPE improved how professionals 
worked together and the care they provided, with improved patient satisfaction, 
decreased errors in the emergency department, increased collaborative team 
behaviour, improved management of care delivered to domestic violence victims, 
and improved knowledge and skills when providing care to mental health patients. 
Three of the studies also reported that these improvements were sustained over time 
(eight-21 months). However, two studies reported that the IPE interventions did not 
have an impact on both health care processes and patient outcomes, and two other 
studies reported a mixed set of outcomes.9 Within the Canadian health system, 
following the implementation of both pre- and post-licence IPE strategies, patients 
reported increased access to health services and providers; greater willingness to 
visit and accept services from different providers; increased satisfaction with services 
received; and better co-ordination in health services delivered.4 

In terms of benefits to learners, results of another review indicated that 
interprofessional education is likely to improve learners’ short-term knowledge and 
attitudes, but there is little direct evidence for persistent improvement or behavioural 
change among learners.10 However, although few studies of methodologically high 
quality were found, positive results were seen across almost all of the studies, 
especially with respect to knowledge and attitudes. No learner outcome measures 
were negatively affected by the interventions studied. The consistency of the results 
provides some basis for continued implementation of education directed at 
developing skills and behaviours for interprofessional care.10 

Impact of location of learning 

Other reviews found that the most effective education takes place in the work 
environment, post-licensure, and that almost all educational interventions (but 
particularly multifaceted approaches) produced positive results.2,11,12 In a systematic 
evaluation of the effect of a professional development intervention (the Building a 
Better Tomorrow Initiative) positive impacts were found at all evaluation levels.5 
There was high participant satisfaction, increased confidence in competencies related 
to collaboration, and significant changes in participants’ competencies upon return to 
their primary health care practice sites. The modification of attitudes, knowledge and 
skills were perceived as making a significant contribution to the enhancement of 
collaboration among primary health care providers, influencing patient care.5 In a 
graduate survey, students reported that interprofessional study specifically 
encouraged them to stay in a sector that they would otherwise leave, noted 
improvements in their own professional practice and increased collaborative practice 
in their workplace.13 

Impact of timing of learning 

Previously, due to a lack of methodologically sound data, no effect of IPE had been 
found in a pre-licensure environment.2,14,15 This is despite the fact that one of the 
earliest studies on multidisciplinary teamwork found that for medical practitioners in 
particular, the earlier the intervention in their professional formation, the more 
effective the interprofessional learning program appears to be. The rationale for early 
introduction of interprofessional learning is that it may prevent or delay the 
development of stereotypes about other professional groups, which hinder 
collaborative practice.16 
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Some more recent studies have found that pre-licensure team learners gave high 
ratings to the interprofessional training sessions, became more aware of the limits of 
their own professions, and the perception of value of care delivered by 
interprofessional teams improved significantly. They rated themselves as significantly 
improved in the recognition and application of interprofessional team skills, the 
ability to resolve conflict, follow through on agreements, and engage in effective 
interaction with team members.7,17 Furthermore, the changes demonstrated in one 
study persisted 12 months later.17 In a third study, multidisciplinary student teams 
were able to significantly to decrease the incidence of complications in patients from 
immobility.16 However, few other studies provide concrete evidence as to the 
effectiveness of interprofessional education.16 In one UK study, for example, medical 
students were taught in the last years of their courses either with nursing students 
or with social work students. While the medical students’ ratings of social workers 
improved, their rating of nurses remained the same. An interdisciplinary course on 
health care ethics also found that only half of the medical students felt it had helped 
them understand ethics. Another study of an interprofessional postgraduate course 
for health professionals in the UK found that participants’ attitudes changed little 
throughout the course.16 

Finally, 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.18 

The benefits of IPE have been well documented: enhanced communication and trust 
amongst clinical groups, collaborative skills, reductions in between-professional 
rivalries, and better professional relationships leading to more creative, integrated 
services and better patient outcomes.8,4,5,19 Establishing common educational 
curricula across health professional groups will logically help to create common 
philosophies, languages, perspectives and values and enable skills transfers across 
the professional silos that currently prevail.8,19 

Barriers to uptake 

Despite the widespread international agreement about the imperative for systems-
wide IPL and IPP,8,19 there have been criticisms to balance these optimistic 
assessments. Progress to date has been slow and uneven. Some tertiary education 
providers have expressed concerns in regards to IPE, and existing professionally-
based educational structures and practices facilitate specialisation at the expense of 
teamwork.8 For example, Universities UK argued that respect for the specialist 
intellectual and practice base of each profession needed to be maintained.19 Others 
have argued that IPE is laden with unclear philosophies, confused thinking and 
multiple objectives, with more theoretical potential than actual importance.8 There 
are also those who feel that multi-professional education is simply an underhand way 
of reducing educational costs and edging towards the idea of a low cost, 
interchangeable, “generic” health worker.19 

The strongest criticism is the argument that IPE and IPP advocates have failed to 
provide systematic evidence for their claims.8,19 The lack of longitudinal studies 
makes it difficult to clearly demonstrate changes in practice resulting from IPE.6,17 
There is limited research which demonstrates how IPE and IPP could work across 
whole health systems. While there is now some evidence of sustained changes 
following IPE, it largely comprises non-transferable case study, survey and other 
limited data. Although the studies reported here had a range of positive outcomes, 
the heterogeneity of IPE interventions means it is not possible to draw generalisable 
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inferences about the effects of IPE.9,10 More rigorous evaluation efforts and action 
research demonstrations of IPE and IPP are therefore required to demonstrate 
evidence of the impact of this type of intervention on professional practice and 
healthcare outcomes.8,9 

There remains a need for research into the benefits of various models and 
approaches to interprofessional education at undergraduate, postgraduate and 
continuing education levels; and the impact of these programs in the short, medium 
and long term on patient care and outcomes in different practice settings.10,19,20 A 
focus on understanding the use of IPE in relation to resources is also needed.9 This 
absence of evidence does not, however, mean that interprofessional education is 
ineffective; it may simply mean that it is difficult to evaluate in a rigorous fashion.20 

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

partnerships? 

The research in this area reflects two themes: evidence relating to the effectiveness 
of partnerships and alliances in facilitating multidisciplinary work and evidence 
relating to the effectiveness of multidisciplinary teams themselves. As a result we 
have included evidence in this section relating to both aspects. 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 six systematic 
reviews and three reviews published after 1995 on partnerships and alliances. We 
identified five systematic reviews and six reviews published on multidisciplinary 
teams. 

Effectiveness of partnerships and alliances 

There were many comments on the difficulty of analysing alliances and partnerships 
using empirical studies22-24 (two reviews suggested other methods of analysis22,23), 
and given the close linkage of this subject with integration, there was an issue with 
terminology.23 Furthermore, multidisciplinary teams often operate as one element of 
a program or strategy which makes it difficult to isolate multidisciplinary teams as 
the significant intervention factor.25 Thus it is important to clearly identify the aims 
of the studies and the outcomes measured. Most reviews found that studies 
examined the process of creating alliances and partnerships, rather than examining 
the impact of alliances and partnerships on patient outcomes.22-24,26 

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.22 
Another review found that of the 14 studies on interprofessional collaboration 
interventions, nine showed positive results, and five reported indeterminate (no 
change) outcomes related to their intervention.20 Other procedural benefits included 
the use of lateral thinking in program initiatives, greater understanding of one’s own 
role and that of other disciplines,22 and an improved mindset towards 
multidisciplinary alliances and partnerships.24 The notion of “professionalism” is 
important. One sense in which the word is used relates to the activities of a 
particular health 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.24,26,27 Barriers to 
collaboration included levels of personal commitment to collaboration24, and cultural 
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differences.27 Positive behavioural change was reported in three to twenty per cent of 
studies.22 

Effectiveness of multidisciplinary teams in providing care 

The Institute of Medicine has recommended the adoption of interdisciplinary primary 
care teams wherever feasible in order to enhance the quality, efficiency and 
responsiveness of primary care.28 By institutionalising horizontal and vertical 
communication lines and by regulating team members’ overlapping roles, this 
collaboration avoided the fragmentation of services along disciplinary lines as well as 
duplication of services.28 An interdisciplinary team structure can also facilitate 
communication, support and peer review. It can enhance workforce recruitment and 
retention, resulting in health service delivery more closely aligned with primary 
health care principles.29 Interprofessional relations can also improve professionals’ 
ability to deal with complexity, coordination, care delivery and creativity; and can be 
particularly useful in critical acute, geriatric, rehabilitative, mental health and 
palliative care settings.30 Through the improved communication, efficiency, cost-
effectiveness, and patient-centred care, interprofessional teamwork is emerging as 
an important contributor to positive health outcomes.17 

In addition to process outcomes, multidisciplinary care can lead to improved patient 
outcomes.15 A number of factors, such as an ageing population and the shift of the 
burden of illness from acute to chronic care, require a number of different health and 
social care professions to be involved in the delivery of care. As a result, the need for 
good interprofessional communication and collaboration to help coordinate patient 
care in an effective manner is critical.9,31 Since the late 1990s, Australian 
Government efforts to improve access to comprehensive, multidisciplinary primary 
health care have taken two main forms: 1) financial incentives for GPs and practices, 
and allied health provider activities; and 2) subsidies for divisions of general practice 
(DGPs) to facilitate GP access to allied health providers and to support practice 
nurses.32  

Between 2003 and 2005 there was an increase of 17% in the number of general 
practices employing one or more practice nurses, taking the total to 57%.40 There 
has also been a steady increase in the number of patients with depression and 
anxiety disorders being seen by allied health providers (Access To Allied Psychology 
Services initiative). There is some evidence of improved health outcomes and 
consumer satisfaction as a result of these services.32 Since the introduction of the 
enhanced primary care (EPC) items, which provide incentives for GPs to provide 
comprehensive health assessments, multidisciplinary care plans and multidisciplinary 
case conferencing, there has been a substantial increase in referrals for care 
planning encounters which suggests that more multidisciplinary care is occurring for 
people with complex and chronic conditions.32 

In people with chronic diseases, multidisciplinary teams that involve primary health 
care have been found to significantly reduce disability, functional deterioration, 
hospital readmissions and risk of mortality and morbidity.33 For Chronic Obstructive 
Pulmonary Disease (COPD), while lung capacity did not improve, there was improved 
functional capacity and quality of life. Costs and health service utilisation also 
increased, possibly due to improved patient understanding of the importance of 
treating exacerbations early.31 One systematic review showed that delivering 
multidisciplinary interventions to patients with heart failure reduced hospital 
admissions as well as mortality. The risk of all cause admission was reduced by 
about 13%, mortality by as much as 20%, and heart failure admission by 30%.34 
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A multidisciplinary team combined with other strategies (eg, case management, 
patient education, etc) in diabetes patients resulted in significantly lower HbA1c (a 
clinical measure of blood glucose) levels, lower rates of hospital admissions and 
improved glycaemic control in the intervention group.33 The combination of a 
multidisciplinary team and a shared care plan improved quality of life, and discharge 
planning with a multidisciplinary team resulted in fewer unplanned readmissions and 
fewer unplanned days in hospital.33 While those who are poorly controlled at baseline 
tend to exhibit more improvement than those with better control, ICM (integration, 
co-ordination and multidisciplinary care) approaches to the delivery of care to Type 2 
diabetes patients in the primary care setting led to favourable outcomes overall.25 In 
another study, the effect of care planning on diabetes control showed mixed results 
for physical outcomes, but improvements in the process of care.31 When other 
primary care practices were restructured to incorporate team care, hyperlipidaemia 
and diabetes were found to be better controlled in those teams with more 
collaborative culture. Higher scores for collaborative culture were associated with 
better scores for both access to and continuity of care and patient satisfaction.28 
Thus when applied to the primary care setting, effective multidisciplinary teams can 
improve quality of care, innovation, patient satisfaction, staff job satisfaction, and 
cost effectiveness.28 

Within aged care, case management plus multidisciplinary teams resulted in 
significant reductions in acute hospital admissions,33 reduced mortality, more home 
discharges, greater patient and carer satisfaction, less time in nursing homes, 
improved morale, improved functional status,35 better mental health, and decreased 
dependence.36 One systematic review alone found reduced readmission to 
emergency departments, improved medication appropriateness, significant reduction 
in health costs (due to reduced hospital days and home help hours), more positive 
short- and long-term health outcomes, and increased cost effectiveness.25 

In other patient categories, substance abuse patients in integrated care with a 
combination of co-location and multidisciplinary teams were more likely to be 
abstinent than those in usual care.33 The use of a multidisciplinary team and 
collaborative care model in primary care has led to improvements in signs and 
symptoms of depression, but these came at an added cost resulting from higher 
patient enrollment in cognitive and behavioral therapy and increased prescribing of 
antidepressants.36 Other studies have shown that when caring for a patient with a 
life-limiting illness, multi-professional teams can provide better care than a sole 
general practitioner.25 For palliative care, communication between GPs and specialist 
palliative care services was particularly important: case conferencing assisted with 
care planning and delivery, and this benefited participants.31 

“Best practice” included the notion of valuing all team members (whether at 
organisational or health care worker level),22-24,26,27 community involvement (this 
was an area in which Australia was found to be lacking),22 communication and 
cooperation,27,37,38 incentives and practical support (structural and administrative) 
from organisations at all levels,24,26,27 and collaboration between private and public 
sectors.22 The critical elements of integrated, coordinated and multidisciplinary (ICM) 
approaches that improved patient outcomes were active co-ordination (ie, a positive 
interaction between participants as members of a team), an increased number of 
disciplines involved in the ICM approach (bringing together different methods of 
inquiry, expertise and responsibility).6,25,31 Other factors with a positive effect on how 
well a primary/community care team works together were structure, team principles 
and stability.39 Despite all of this, the evidence that IPP reduces costs is less clear 
cut. Indeed, several studies indicated that ICM approaches led to the use of more 
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services, and multidisciplinary assessment and guideline based assessment often 
identified additional needs. However, it is possible that ICM approaches could lead to 
longer term benefits by reducing more significant health issues in the future.25 
Importantly, this has not been accurately measured over a long enough period to 
properly assess the potential savings, yet the survival of health care teams in 
practice will depend on the cost benefits and cost-effectiveness of such efforts.35 

Conclusion 

Interprofessional Education (IPE) is an important although under-researched tool for 
the implementation of alliances and partnerships. Best IPE appears to take place in 
the work sector, post training. It is most effective when the need is well assessed, 
and many sectors are involved in the planning, implementation and evaluation of 
interventions. The effectiveness of partnerships and alliances in facilitating 
multidisciplinary team work is mixed but multidisciplinary teams themselves can 
confer benefits for different patient groups, and in conjunction with other strategies 
can lead to improvements in satisfaction, service delivery, functional capacity and 
intermediate patient outcomes in some instances. 
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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 and mental health); screening and early 
childhood. Immunisation is not addressed in this domain as its place in organised 
approaches to primary health care is well established. 

Q1: 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, including web-sites, to 
patients1,5,15,17,19,28,29  

� education for health professionals1, 6,13,21,22 

� group/targeted education/support programs1, 4,8,10,12-14,17, 30,31,32 

� outreach and home visits1,33 

� reminder systems for patients1, 8,12,15,16,19 

� reminder systems for health professionals1 

� population-based interventions7, 8,34-40 

� collaboration with the community and other providers6, 9,13, 14,16-18,20,23,36,41,42,43 

� specific organisational interventions1, 13,44 

� brief interventions by health professionals8, 10,12,19,45,46 

� mass/targeted media programs 1-3, 6,8,11,15,17, 18,47,48,49,50 

� clinical guidelines for doctors8,13,22 

� financial incentives (for both doctors and patients).1,5,7,13,22 

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

Smoking 

Seven systematic reviews, two reviews and two articles were included. In isolation, 
community-based smoking cessation programs have had a zero6 to 1 per cent7 effect 
on population outcomes. On the other hand, smoking cessation advice from health 
professionals is recommended and successful8,10 especially when combined with a 
group/targeted program (eg, QUIT in Australia).8,10 Brief interventions from health 
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professionals have modest effects,8,51 although this is not substantiated with regards 
to interventions in adolescents.52 Reminder systems prompting providers to interact 
with patients about smoking also show some effectiveness.53 Follow-up interventions 
such as patient reminders and group/targeted programs are effective in preventing 
relapse,8,10 as are telephone counselling8,10 and pharmacological aids such as nicotine 
replacement therapies8. The last of these also increases patient satisfaction,36 
especially when patient out-of-pocket costs are reduced.53 Three reviews looked at 
financial incentives and population-based programs e.g,mass media programmes,8,11 
and found that these are equally effective in terms of reach and impact.7,8,53. Little is 
known about whether staff working with Indigenous Australians advise smokers 
about quitting54 and the importance of establishing relationships with local 
communities, and even employing staff from the area, cannot be overlooked when 
developing a smoking cessation program.6,9 Program flexibility – regarding 
adaptability to different populations – is also important,9 as are partnerships across 
health care providers.53 

Physical activity 

Three systematic reviews, five reviews and an article were included. Professional 
direction and support12-14 and the development of clinical guidelines13 regarding the 
promotion of physical activity were found to be effective in engaging professionals in 
health promotion. For patients, support/targeted groups13,17 and health professional 
collaboration and integration14,16 and cooperation with community13,17,18 and private 
sector facilities and services (eg, leisure centres) were beneficial13,17. Mass media 
interventions were found to have high recall but little effect on activity13,17,18. Other 
approaches of limited success in the short term were the use of written or web-based 
educational materials13,17,28 and patient reminders.15 Interventions focused on 
children are difficult to compare although those delivered in the school setting and 
which included some focus on physical education, including activity breaks or family 
strategies, appear to be the most effective.55 In regard to adolescents, interventions 
in primary care settings and tailored advice or counselling appear to be the most 
effective55,16. Multifaceted interventions were found to work best15,17, especially those 
that highlight environmental barriers and social support41, however, more research 
needs to be undertaken in this area.14 

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.19 Interventions likely to increase physician preventative 
behaviour included physician reminders and education/support. Family, community 
and college interventions (for example, the Strengthening Families Program in the 
USA) had positive effects in young people20,56,21. Unfortunately, however, many 
drinkers in the general population may not receive a preventative intervention in 
general practice settings.57 Internet-based interventions have the potential to 
engage drinkers at a population level58 although there is concern that problem 
drinkers will not actively seek out interventions. 

Nutrition 

One systematic review and a number of articles on nutritional promotion and 
intervention were included. Strategies concerned with overweight and obesity 
included improved quality of nutrition information provided to patients,59 workplace 
nutrition and physical activity promotion,32 referral to group/targeted educational 
programs, improved clinical guidelines, educational support for health 
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professionals,13,22 and collaboration and integration with related health professionals, 
community and private sectors (eg, leisure centres, commercial weight loss support 
groups).13,22 With the increased attention on overweight and obesity in childhood 
(discussed the early childhood section below) breastfeeding has also been targeted 
within antenatal programs. However, the range of diseases where nutritional 
intervention plays a key role in management is broad. There is evidence for the 
effect of diet on health although there is still little guidance for primary care 
providers on how to promote nutrition for specific diseases common within primary 
health care60. 

Mental Health 

Three systematic reviews, two reviews and several journal articles were included. As 
the majority of people who seek professional help for mental illness present to GPs in 
the first instance, general practice is often seen as the central arena for management 
of mental health problems43. Yet, little is known about the best models and 
mechanisms for delivering mental health services in primary care61. There are a 
range of general interventions targeting people with mental health disorders in 
Australia. Education campaigns providing pamphlets, posters and advertisements 
show some success31 while web-based interventions can reduce depression and 
anxiety62, 63, especially when follow-up emails or telephone calls are incorporated31. 
Many successful interventions focus on the importance of the consumer playing an 
active role in intervention and treatment by using self-help and guided self-
management multi-media programs43, 61. These can be cost-effective when 
supported by a GP or specialist29 and were especially successful in general practice 
when supervised by a nurse64 and when computerised65. The provision of information 
and training to GPs was not successful in improving patient outcomes and linkage to 
specialists such as pharmacists were not successful in improving depression care 
outcomes66. However, collaborative care, such as the use of case managers and 
other professionals with expertise in primary care settings have been found to impact 
on depressive symptoms67, 68 suggesting that access to specialists by GPs31 and 
linkage between providers29 is important. Community-based care interventions in 
schools and the wider community have shown more promise.69, 70 

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

There is currently a strong trend in Australia to increase primary health care’s role in 
population health activities71. They are key elements of the training programs of the 
Royal Australian College of General Practitioners (RACGP) and the Australian College 
Rural and Remote Medicine. The RACGP’s Guidelines for Preventative Activities in 
General Practice outline a number of population-level screening protocols for GPs 
including: hypertension; skin cancer; cervical cancer; and for patients aged over-40: 
cholesterol; diabetes; breast cancer; bowel cancer; and osteoporosis.72 Eight 
systematic reviews, three reviews and several articles were identified. Yet again, not 
enough research has been completed in this area to provide definitive conclusions 
about what is effective in primary care.25 Community-based screening interventions 
for diseases such as cancer are regularly found to be effective however no 
intervention works for all individuals, for all tests or in all settings.39 Reducing or 
eliminating financial barriers to screening is the most effective method to increase 
use of and access to primary health screening39. Other interventions that have been 
found to be successful include organisational interventions such as invitation 
letters/reminders73 and educational material and are beneficial for both patients and 
providers.24,25,95 Personalised risk communication increases patient screening rates 
significantly,74 but it is unknown whether these rates are based on informed 
decisions by patients.94 Socio-economic and ethnic disparities in the uptake of 
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screening can be challenging however several screening programs in Australia have 
made considerable effort to recruit harder-to-reach groups.36 Acceptability and 
impact of a population-based screening program on physicians can be stressful as 
they must deal with screening results and patient concerns.75 Positive health 
professional related approaches include the introduction of clinical guidelines90,91,24,72, 
collaboration between health providers,90 and the use of performance incentives.90 
The gender and ethnicity of health providers can decrease minority population 
screening rates.25,89 This has led to the effective use of health promotion nurses25 
and lay health care workers.92 At a system organisational level, the number and 
availability of services and resources24 can have large effects, as can the 
organisation of these facilities.24,38,74 This is especially related to patient privacy24,89 
and acceptability of these services by the health care workers and staff.26,27,91 Other 
system level issues include administration24 (including patient record systems24,90), 
time restraints,90,91,74 and competing priorities30 within the system. However, when 
these factors are addressed at the organisational level, especially if they are able to 
evolve as screening diffuses throughout the community,39 population-based 
interventions can have regional effects.88,40 

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

The delivery of primary prevention strategies that aim to promote optimal child 
development and health is an increasing area of concern for organised primary 
health care. A recent systematic review of the role of primary health care in 
promoting early child development found that the main strategies employed include 
child health surveillance and screening programs, and home visiting programs.76 In 
this section we present the evidence relating to child health surveillance and 
screening as this role is currently delivered in Australia by general practice. While we 
recognise that home visiting is an essential component of organised primary health 
care, it is currently provided by community health and evidence relating to 
collaborations and linkages between general practice and home visiting remains 
unexplored. 

Child health surveillance includes programs that aim to detect specific developmental 
disorders such as phenylketonuria, as well as repeated examinations of healthy 
children through well child checks to assess biomedical health, development, 
behaviour and family functioning. Well child checks also seek to provide parent 
education through age appropriate counselling known as anticipatory guidance and 
link children to appropriate services. Six systematic reviews and several articles 
relating to early childhood health screening and surveillance were included. The 
authors noted the lack of empirical research in this area.95 The reviews found issues 
with program quality, clinical guideline adherence by health professionals, availability 
of services in the community and monitoring of compliance with referrals.96,76 

With respect to screening for speech and language delay, 77,78growth,79 vision,80 
hearing,80 nutrition,79,80 developmental delay,80 obesity81 and hypertension,79,80 there 
is insufficient evidence to support universal screening. Screening for signs of physical 
and sexual abuse has not been rigorously evaluated.79 In child health checks, 
checklists or questionnaires can help improve communication between practitioners 
and parents, and appear to be reliable in the detection of developmental problems.84 
The effectiveness of universal screening for identifying children with developmental 
delays is limited.84 Preventive counselling and the provision of written materials is 
effective in promoting better infant sleep patterns, and temperament information 
influences parents’ approach to parenting. Advice aimed at the prevention of 
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childhood injury showed modest benefits in relation to car seat use, bicycle helmet 
use, road safety, smoke alarm use and safe tap water temperature. The evidence is 
inconsistent for seat belt use and no effect was found for brief counselling in relation 
to child proofing and poison prevention.79 Literacy promotion has positive impacts on 
reading activity in the home and literacy acquisition.98, 99, 100 

Developmental interventions for infant sleep and crying problems can be effective.84 
A recent systematic review of primary health care interventions to prevent obesity in 
two to six year olds identified 11 promising interventions but none of these programs 
met a full range of best practice criteria or were subject to evaluation by clinical 
trials.35 Evidence highlights the value of shifting away from short-term, individually 
focused, single strategy programs addressing either diet or exercise towards more 
population based interventions involving the individual, family, community, and 
broader environment that can be developed and sustained over longer periods of 
time.55,82 This requires encouraging primary health care providers to work with 
parents and families, and other child care providers. Other research has found that 
education in combination with environmental support can reduce childhood illness30,83 
and checklists or questionnaires can help improve the detection of developmental 
problems.84  

In regards to barriers to uptake of well child checks, parents and practitioners have 
been found to agree on the topics discussed in childhood primary health care 
interventions85 but time constraints limit the number of topics discussed.86 It has 
been suggested that agreed schedules need to be established for the delivery of well 
child checks and that these schedules should be adapted to coincide with periods of 
developmental transition.87 Finally, while the effectiveness of some interventions is 
inconclusive, parents like the information provided to them and research suggests 
that the information may impact positively on their parenting practices though little 
is known about the links to child health outcomes.79, 84 

In summary, the findings demonstrate substantial gaps in supporting evidence for 
many early childhood health screening and surveillance activities. Surveillance 
systems may not be as effective in promoting children’s health outcomes as they are 
in promoting changes in parenting practices. Evidence of their impact on cognitive, 
social, emotional and language development in children is weak. However this does 
not necessarily imply lack of effectiveness but points to a need for ongoing critical 
examination of child health checks for child development.76 

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 does not mean it will necessarily work for smoking. Little is 
known about the best models and mechanisms for delivering mental health services 
in primary care settings. There is an increasing role for organised primary health in 
promoting optimal child development through the delivery of primary prevention 
strategies, including child health surveillance and screening programs. Further 
research is needed to establish supporting evidence for these. 
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7. Community/consumer participation 
 

Introduction 

Consumer and community participation is an important element in aligning health 
system organisations and delivery with need. Their contributions can greatly 
influence the way in which research and resources are distributed, provided 
consumers 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. 

Q1: What is known about the impact of consumer input into 

organised PHC (i.e. consumer representation)? 

Three systematic reviews and three reviews were identified. These and a number of 
other papers contribute to the following discussion. 

Consumer involvement in organisational policy and planning 

Leadership and organisational commitment has been found to be important in the 
decision to seek and include public input 1-3. Failure to involve consumers can result 
in a ”top-down” approach, which is incompatible with a community development and 
ownership approach in primary health care. Developing a model of service delivery 
and only then consulting with, or promoting it to the community as a final step, 
works against successful implementation and sustainability.4 

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 
participate1. Lack of feedback by organisations was discouraging,1 as was limiting 
consumer participation to certain issues2 which contributed to consumer cynicism 
about the motives of organisations and the worth of consumer input.3 There has 
been little research into women’s preferences in health care.5 

Factors relating to consumer participation which lead to successful changes in health 
service delivery models include: community commitment to the change; the 
identification of local health needs and ways to address them; a community 
champion for the proposed model; building community capacity in the governance of 
the service; and an auspicing body with infrastructure capable of receiving and 
accepting responsibility for funds. For community controlled models, a significant 
investment of time and resources in training and capacity building for boards and 
health committees will most likely be required.4 

Community action has resulted in sustained changes in the social and organisational 
environment and improvements in health (eg, targeting alcohol abuse to lead to 
prevention of injury) 6, but health practitioners must be prepared to listen to what 
the members of the community want. Education and training programs can result in 
improved health outcomes, but they need to address the problems that have been 
identified by community members as being relevant and important to them6. 

Collaboration and partnership between health services and the local community 
sector has been beneficial in building relationships within the community, 1, 2 as this 
enables the sharing of resources and expertise.1 The creation of partnerships is an 
important step towards empowerment and can lead to an improvement in health 
outcomes by pooling limited resources and by taking collective action6. Furthermore, 
strong community involvement has been found to enhance the sustainability of 
primary health care innovation7. All communities (especially those distanced from 



Primary Health Care Position Statement: A Scoping of the Evidence 2008 68 

current health care systems) need to have input into discussion,1 2 and good 
communication lines between the public and health system are essential.1, 3 

The positive influence of community involvement is illustrated by the “Easy Entry, 
Gracious Exit” model that was developed in 2000 to address the chronic undersupply 
of doctors in north-western New South Wales. This model relies on strong community 
links, and community ownership is enabled through the Rural Medical Infrastructure 
Fund, local government, the Practice Incentives Program, and Area Health Services4. 
Adoption of the model resulted in more doctors (4 in 2001 to 8 in 2003) and an 
increased range of medical services available in the region, with increases in both 
public health and Health Insurance Commission (HIC) activity. Community 
confidence in the availability and continuity of services increased, as well as 
opportunities for local employment, particularly for practice nurses.4 

Community involvement in the governance of health organisations is a feature of 
Aboriginal Community Controlled Health Services (ACCHS) which have utilised 
Comprehensive Primary Health Care (CPHC) as their model of health care delivery 
over the past 30 years. The governance structure of ACCHS is community controlled, 
with governance training allocated both priority and funding, and management is 
accountable to an elected health board4. During the Katherine West Health Board 
Trial, cultural mediation practiced by the consultancy firm (Pangea Pty Ltd) and the 
Board resulted in a three phase strategy for operations, including the employment of 
GPs, nurses and aboriginal health workers and increased public health services. 
While still inadequate given the level of need, the service was able to make headway 
into implementing community based programs to address these issues.4 

Health organisations seeking community involvement need to ensure that training 
and education are provided for staff especially in relation to change of practice.1 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.2 
Administrative support to enable participation is needed,2 as is the need to plan 
specific initiatives and take into account the wider picture of research and change.1, 3 

Additionally the public needs to be made aware of opportunities for involvement in 
health policy making, 1 and supported in their learning about effective involvement in 
each type of activity.2 However, it is important to remember that community 
involvement also has potential for negative impact.3 To maximise the contribution 
consumers and the community can make, effective community engagement and 
consumer education processes need to be put into place.8 In the Australian context, 
it is important that unrealistic expectations are not placed on disadvantaged or 
remote communities to run their own services in a context of relative poverty and 
lack of access to the social and community service infrastructure available in other 
communities 4. 

Q2: What is known about the involvement of clients/carers in 

the delivery of organised PHC? 

Nine systematic reviews, five reviews and other literature have been included in this 
discussion. 

Partnerships in care 

Patient involvement in decisions about care was associated with better patient 
satisfaction, confidence and understanding of their needs1. Evidence from empirical 
studies indicates that patients who participate more actively in treatment decisions 
have more favourable physiological and functional health outcomes than those who 
do not 9. European data has shown that as many as 85% of patients aged 20 to 40 
years want to be actively involved in their treatment; this percentage dropped to 
65% in patients 40 to 60 years old and to 45% in patients over 6010. However, in 
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patients 65 years and over, there have been positive effects from methods to 
improve the involvement of older people in primary care consultations9. 

Shared decision-making (SDM) is defined as a decision-making process shared by 
patients and their healthcare providers and aims at encouraging patients to play an 
active role in decisions concerning their health.16 However, SDM has not been widely 
adopted by healthcare professionals. Often reported barriers include time 
constraints, lack of applicability due to patient characteristics, and lack of 
applicability due to the clinical situation. Facilitators include provider motivation, 
positive impact on the clinical process and positive impact on patient outcomes17. 
Further research is needed into physician opinions and patient outcomes related to 
this.14, 18 

Patient participation in health care is influenced by health care professionals’ 
communication skills, 1: patients prefer caring, attentive, expressive professionals.11 
The identification of shared goals, negotiation of treatment decisions and agreement 
about relative responsibilities for disease management are key elements of 
successful patient participation and patient-centred care12. Clinic and consultation 
organisational arrangements are also central, as time available, time management 
and privacy during consultations are instrumental in enabling or hindering patient 
participation.1 Patient targeted coaching and educational materials, and provider 
targeted communication skills training result in significant communication 
improvements. Patient-reported outcome measures can also be used to improve 
diagnosis and management of patient conditions. Similarly, the effect of 
communication interventions on patient–provider concordance is largely positive. 
However, these interventions have had little effect on satisfaction and health status, 
patient self-efficacy, attitudes, adherence, behaviours, and resource use12. 

Increased patient knowledge and involvement in health care will affect the way the 
patient-physician relationship works. Patient involvement improved relationships 
with, and faith in, health care providers and decreased patient anxiety1. It is 
anticipated that as these relationships develop into partnerships, better agreement 
between patients and physicians will occur in regards to their treatment. This could 
have added benefits of increased openness and honesty from patients and may 
result in quicker and more accurate diagnoses, and increased patient compliance 
with physician recommendations10. The need for patient guidance is likely to grow as 
clinical options increase and health-related decisions become more complicated16. 

Patient skills for participation in decision making about care 

A systematic review of patient decision aids found that compared to usual care or 
simple information leaflets, these programs:  

o improved knowledge 

o produced more realistic expectations  

o lowered decisional conflict  

o increased the proportion of people active in decision making  

o reduced the proportion of people who remained undecide  

o produced greater agreement between values and choice.16 

The concept of “health literacy” – the ability of a patient to understand and make 
decisions about their health and care is an important factor in whether consumers 
are actively participating in their care. Levels of health literacy are related to 
education and age.13 This influences the amount of information the patient wants and 
can understand.14 



Primary Health Care Position Statement: A Scoping of the Evidence 2008 70 

For example, communication with some older patients is made more difficult by age-
related physiological changes as well as disturbances in the social and physical 
environment9. In order to make informed decisions patients must be given sufficient 
information about their illness (eg, aetiology, symptoms and treatments); if this 
information is not adapted to their perception of their illness, it is unlikely to be used. 
Furthermore, a patient should not be left alone to make decisions without 
appropriate advice from their medical team. Thus treatment decisions should be 
informed by both physician and patient preferences.15 

Another aspect of client participation is self-management and education for self-
management which have also been found to improve patient outcomes in relation to 
asthma and diabetes19 20 21 although current research has not demonstrated the 
efficacy of self-management in Chronic Obstructive Pulmonary Disease, possibly due 
to the variability of presentation in this disease.22 In the UK, patient participation in 
both individual care decisions and in health services planning has been developed 
through the Expert Patients Programme. Expert patients are educated in self-care 
and have increased confidence in and ability to care for themselves and to participate 
in organisation level decision making. The success of expert patients tends to depend 
on the commitment of division-level boards (and individual health care workers). 23 
In addition to the UK Expert Patients Programme, other lay-led expert patient 
programs include the Arthritis Foundation of Australia’s Arthritis Self Management 
Program (ASMP) and Canada’s Chronic Disease Self-Management Program (CDSMP). 
One systematic review investigating the efficacy of such education programs 
(including for chronic conditions such as arthritis, diabetes, hypertension and chronic 
pain) found that lay-led self-management education programmes may lead to 
modest, short-term improvements in patients’ confidence to manage their condition 
and perceptions of their own health. They also increased how often people took 
aerobic exercise. Whilst there were small improvements in pain, disability, fatigue 
and depression, these were not clinically significant. The programmes did not 
improve health-related quality of life, alter the number of times patients visited their 
doctor, or reduce the amount of time spent in hospital24. 

Conclusion 

There are clear benefits that result from including consumer participation in health 
policy formulation at governmental and regional levels, and that flow from ensuring 
patients are involved in their own health care decisions. More research regarding 
patient outcomes, particularly in relation to the growing focus on patient self 
management programs is needed in these areas. 
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8. Quality and safety 
 

Introduction 

Data from the USA suggests that increased numbers of primary care physicians is 
loosely associated with decreased morbidity1. However, 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, 
then the Australian Council for Safety and Quality in Health Care in 2000, and since 
2006 The Australian Commission for Safety and Quality in Health Care2 3. The UK 
founded its first agency, the National Patient Safety Agency, in 20012 3. 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.2 3 5 

This being the case, quality and safety literature in health care covers a broad range 
of subjects from a wide range of organisations, and uses variable terminology. Much 
of the research appears to have been either completed in secondary or tertiary 
health care settings, or it is unclear as to where the research was completed. There 
is a relative paucity of data relating directly to primary health care quality and 
safety. As such, we have included relevant literature regarding organisational quality 
and safety in secondary and tertiary sectors in this section. 

Q1: What is known about the role of organised PHC in 

improving/maintaining quality and safety? 

Error definition  

Similar errors were found to occur across most primary health care systems, 
however, all reviews commented on the difficulty of finding a common typology for 
medical errors (whether in primary care, or in other specialisations). A systematic 
review completed in 2006 found that the disparity between definitions of error in 
primary care made it impossible at that time to create a consistent reporting 
framework for medical error, making further research necessary6. One common 
theme of the reviews was that studies used a wide range of data collection and 
analysis methodologies, with very few randomised controlled trials7-11. 

Of the data found relevant to medical error, common error types identified included 
diagnosis, treatment, prescription, system level problems12; communication between 
patient, doctor and health care workers11 13; technological errors14; and referral 
between health care workers.4 7-11 13-22 Areas of error relating to delays in diagnosis, 
referral or treatment could be physician related12 13 23 or patient related 7-9 Multiple 
errors were found to be common, and errors were found to be preventable in 60-
83% of cases.7 These areas were similar to those found by the Linnaeus 
Collaboration’s Primary Care International Study of Medical Errors.24-27 

Quality improvement strategies 

The broad categories of quality improvement (QI) strategies reviewed included audit 
and feedback, organisational and local leadership, dissemination of information to 
providers within the organisation, professional education, governance, guidelines, 
and various practical and theoretical types of performance indicators20 24-33. Barriers 
to change were identified at patient, professional, team, organisational and wider 
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environmental levels,28 and combinations of the above strategies had varying 
positive effects.28 31 

Audit and feedback 

A recent Cochrane systematic review has found that audit and feedback can have a 
small to moderate positive effect on improving professional practice.24 The general 
consensus at present is that combining audit and feedback with continuing education 
produces the most effect.28 34 Multi-practice audits have a moderate positive effect; 
these are usually combined with numerous other quality improvement strategies, but 
there is wide variation in methodology.35 Using mortality or patient care performance 
data to monitor and improve patient safety is complex.36 Better quality data from 
mortality audits is required in primary care settings.1 

Organisational and practice-level leadership 

Leadership within practices is necessary to create momentum towards quality 
improvement within an organisation.34 37 38 In secondary and tertiary institutions, the 
role of a leader includes many tasks: 

� Ensuring provision of staff and technical infrastructure resources34 38; 

� Being visibly active regarding patient safety in their own work, and at times of 
organisational change34; 

� Ensuring accountability of staff through non-punitive, team-oriented 
responsibility34 ; 

� Establishment of teamwork and collaboration regarding patient safety34; 

� Promotion of staff with demonstrated commitment to patient safety34. 

A general review of organisational leadership found that leadership helps to 
standardise care so that practice deviations are made obvious (ie, creation of 
guidelines etc), allow individuals to speak up regarding quality and safety issues, 
facilitate regular education and training, and facilitate effective methods of 
communication.37 In primary care settings, the concept is the same: leadership is 
required at a national, organisational, and community level to enable cultural 
change. This includes realistic goal setting (whether it be at an organisation level 
regarding service provision, or local level regarding application of government policy 
or regulations within a practice), resource planning, and finding local leaders to 
represent communities.39 

Knowledge dissemination 

Knowledge dissemination factors often overlapped with audit and education; effective 
information dissemination factors included the establishment of health information 
systems29 and prompts and reminders (computer generated and hardcopy) at the 
time of consultation.28 40 However, general dissemination of printed materials and 
other more passive methods are generally ineffective.31 40 Many information 
dissemination studies within health care organisations had not analysed cost/benefit 
ratios.30 

Continuing medical education 

Longitudinal, multifaceted education of individuals to reduce errors is necessary, 
from medical school through to ongoing medical education for practitioners.34 40 41 
Having said this, there is some disagreement regarding the effects of multifaceted 
education.31 42 Interactive educational sessions work best.43 Single interventions had 
mixed effects: outreach clinics,25 28 31 40 44 45 role substitution,23 28 31 and various 
technological advances (eg, telemedicine)23 were generally effective, but one review 
suggested these were limited by workforce and resource availability.23 Didactic 
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teaching sessions are ineffective at changing provider behavior31 45 however, 
combining didactic teaching with workshops is more effective.43 Prompts, local 
opinion leaders,25-28 31 34 and small group active participation groups and conferences 
showed mixed effects.28 45 Printed materials are cheap to produce and easy to 
distribute, and may slightly improve process outcomes but have no effect on patient 
outcomes.46 

Performance indicators 

One review was found on the theory and use of performance indicators (PIs), which 
discussed the two main types of PIs, 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.32 

Governance 

Most organisations agree that governance is important.47 Clinical governance can be 
defined as “the interaction of processes, institutions, and traditions that determine 
how decisions are made on issues of public concern.”14 However, the scope and 
application of clinical governance remains unclear,48 and opinions towards 
governance in individual practices remains mixed. It is generally agreed that 
governance addresses behavioral change at an individual level, multidisciplinary 
care, and both system and local level support for implementation of health services / 
programs.47 There is considerable variation as to how governance should be done. 
Clinical governance plans need to be able to provide reliable and comparable data on 
the process and progress of implementation of quality improvement strategies, and 
improving poor performance.49 

At a local level, governance requires leadership and commitment to integration of 
health services, and at an organisational level, a clear distinction between 
governance and operational management.50 As examples of how this is implemented 
in different countries: 

� In New Zealand, Independent Practice Associations work under a fundpooling 
arrangement, with a well established infrastructure including staff, 
information systems, clinical guidelines, peer discussion groups, and 
personalised feedback on clinical performance.48 

� The Royal College of General Practitioners is at present developing a quality 
framework for Australian general practice to provide a structure for present 
and future quality initiative evaluation, to enable this information to inform a 
“gap and resource” analysis for Australian general practice.51 

Guidelines 

“Guidelines serve as a roadmap for the healthcare professional to follow and are 
based upon the latest evidence and expert opinion about the standard of care.”52 In 
most studies, standards of care in clinical general practice do not live up to national 
standards of care, although the reasons for this are unclear.44 52 Certainly studies in 
secondary and tertiary institutions have shown that the longer a clinician has been in 
practice, the more at risk they are to have less clinical knowledge, poorer adherence 
to clinical guidelines, and potentially have poorer patient outcomes.53 There are 
multiple barriers to evidence-based practice, including both organisational and 
individual factors,54 including guideline quality, incentives, and regulation; and health 
professional, patient and practice characteristics.55 Guideline dissemination and 
integration into practice requires more than just distribution and feedback.22 55 For 
example, audit and feedback can greatly improve guideline adherence,24 while the 
strongest evidence is related to reminder systems, academic detailing, and 
multifaceted interventions.55 
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Implementing quality improvement strategies in common error 

environments 

Organisational culture 

Organisational safety culture is a relatively new concept. Previously, health 
organisations have “named and shamed” individuals rather than trying to identify 
root causes of error within the organisational framework.14 24 26 38 51 56 This concept, 
however unhelpful, persists into the 21st century: one review we found suggested 
that altruism is the only real motivator for publishing medical errors in journals.12 
Cultural barriers to reporting error have included fear of litigation and blame/loss of 
peer respect, viewing errors as personality flaws rather than technical errors, and an 
inability to distinguish between chance events and error.12 Much of this culture 
comes from difficulty in recognising what constitutes an error. For example, primary 
care physicians are more likely to identify something as an error if they know the 
outcome of an event is harmful, if the event is common, and if the responsibility lay 
with the individual.6 In secondary and tertiary institutions, physicians consistently 
under-report incidents in practice. Medico-legal identification of errors is more likely 
to include major patient harm – or be unrelated to medical error – and excludes 
”near miss” incidents where potential harm was averted.7 Interestingly, there is only 
limited information available regarding the individual consequences of disclosure of 
error, or how to go about disclosing an error.57 

Movement away from individual blame culture may help to reduce errors. Education 
of students regarding fallibility, uncertainty of practice, professional socialisation and 
teamwork may help to create an organisational environment where individuals feel 
able report and learn from mistakes.34 41 Some suggestions for enabling this in 
secondary or tertiary organisations include incentive programs and proactive error 
surveillance (eg, internal and external audits and event reporting).34 In primary care 
settings, the main focus of culture change is towards team-based care in the 
community, with emphasis on each individual’s responsibility towards patient 
health.39 

Technology 

Error from medical devices and software can be inherent in the device itself; due to 
user error; related to external factors influencing use of the device; failure of support 
systems; and tampering and sabotage. It is difficult in many circumstances to 
identify the true source of the error, and often individuals are blamed for something 
which is, in fact, a system-level problem.14 Technology such as electronic 
communication was seen as a possible solution to many of the errors identified.9-11 14 
34 For example, at an individual level computerised provider order entry is used 
successfully to reduce error in many secondary and tertiary institutions.58 Numerous 
organisational level technological innovations in primary care such as telemedicine or 
telehealth are effectively used to address not only quality and safety, but also access 
to services, collaboration, and workforce shortages.39 59 Organised primary health 
care may have a role in feeding back information to software development 
companies for example, to improve technology function.12 

Medication 

Medication errors are a large source of error in primary health care. Evidence 
suggests the main areas for medication error included lack of physician knowledge 
and lack of patient knowledge60-64, workload63, fatigue13 23 and stress13 60 of health 
care staff, transfer between primary and secondary care,22 and dispensing and 
administration errors.13 64 One review found that almost any educational intervention 
was able to reduce error rates,9 but a more recent review found that systematic 
interventions such as implementation of clinical guidelines and multifaceted 
educational approaches were more effective.42  
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Referrals 

Referral between primary and secondary care is a major source of error, particularly 
regarding medications.13 22 65 Inappropriate or missed referral from primary to 
secondary care can be addressed at an organisational level by establishment and 
standardisation of referral guidelines13 22 (although this requires more educational 
input than just distribution and providing feedback on the appropriateness of 
referrals).22 The Australian Council for Safety and Quality in Health Care discusses 
the need for effective communication channels providing complete, clear information 
between team members, and across professions and sectors within hospitals.56 There 
is little evidence available regarding methods to provide second opinions (or 
enhancing other service provision) and financial incentives to improve referral 
practice in primary care.22 51 At an individual level, knowledge and skill level are a 
major contributor to quality and safety in this context, with multi-professional 
handovers and care planning being most effective in secondary and tertiary care.56 
However, all four of these reviews found that there were few high quality studies in 
this area,13 22 65 with reduction in prescription errors the only consistent 
improvement.65 

Fatigue 

Hospital-based research shows that fatigue leads to errors.13 23 Practice-level 
organisational interventions that might reduce fatigue include regulation of shifts and 
staffing alternatives (specialist nurses, telemedicine, etc).23 

Conclusion 

It can be seen that the main areas for patient error include diagnosis, treatment, 
communication/co-ordination between patient, doctor and other health professionals, 
and medication errors. Intervention results are varied, but it appears that 
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. Much of the research has been conducted in secondary and 
tertiary settings with comparatively little in primary health care. This leads to a level 
of uncertainty about the extent to which these findings can be applied in primary 
care, however, it seems likely that the importance of leadership, governance and 
continuing medical education for quality and safety will be important in all settings. 
While this is a growing field of research, current disparities in definitions of error 
impede research and efforts to create consistent reporting frameworks in primary 
care. Further work is needed to address these. 
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9. Indigenous health 
 

Introduction 

It is well recognised that there are discrepancies between the health of Aboriginal 
and Torres Strait Islanders and non-indigenous people.1 Access is a major issue. 
Major barriers encountered by indigenous patients seeking health care include: 

o lack of services  

o discrimination  

o lack of cultural awareness of non indigenous medical staff 

o gender issues; mistrust of services and providers  

o lack of ownership and control  

o concerns with privacy and shame when presenting to clinic settings;  

o poverty  

o the predominant focus of primary health care on acute clinical care at the 
expense of preventive and more holistic approaches to indigenous peoples’ 
wellbeing. 2-5  

In the Australian setting, the primary response to indigenous health disadvantage 
has been investment in the community controlled sector. However, mainstream 
services also need to improve their acceptability and appropriateness to indigenous 
people and to assist patients and families to negotiate pathways through the health 
system.5 

There has been increasing policy interest in the development of partnerships to 
address the health needs of indigenous communities. For example, Aboriginal mental 
health policy focuses on providing services through Aboriginal and mainstream health 
service partnerships and the need to increase the availability of Aboriginal health 
workers to mental health.6 Partnership approaches are explicitly identified in the 
2004 Aboriginal and Torres Strait Islander Primary Health Care Review and in the 
2005 NSW Aboriginal Chronic Conditions Area Health Service Standards. However, 
little work has been done to critically assess such partnerships and determine how to 
strengthen them. The formation of effective genuine partnerships between 
mainstream and Aboriginal and Torres Strait Islander organisations may help in 
sharing the responsibility for the delivery of vital health services.7 

This section reviews the limited evidence available on the role of “mainstream” 
organised primary health care in Aboriginal health. 

Q1: What do we know about organised PHC working with and 
in indigenous communities? 

There is little published evidence relating specifically to the involvement of divisions 
of general practice in Indigenous health. There are however a small number of 
relevant papers from Australian sources and a number of international reviews and 
articles on the subject. There are also papers in the grey literature on the 
development of partnerships between indigenous and mainstream health 
organisations in Australia, which reflect the current policy focus and have been 
included. 
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Provision and delegation of funding has been identified as an issue that affects 
provision of services.9, 11-14 While rural health has received policy attention in recent 
years, most of the additional funding has been directed towards workforce issues. 
Consequently there has been little policy attention to the systematic development of 
sustainable comprehensive primary health care service models in rural and remote 
Australia.8 Remoteness is an issue that impacts on the type and range of health 
services provided and therefore, differences in the availability and range of health 
care between regions is evident in Australia. At each level of remoteness however, 
there are a number of essential requirements that allow sustainable and effective 
primary health care: workforce, funding and financing, governance, management 
and leadership, and linkages.8 Thus there is a need to consider different models of 
care that exist in providing services to Indigenous communities, from mainstream to 
community controlled.8  

Evidence from New Zealand suggests that the mandatory inclusion of indigenous 
people on health organisation governance boards has achieved positive 
outcomes.15,16 The provision of liaison officers in tribal organisations9,10 and primary 
care teams has also been met with success,12 and the USA has had similar results 
with the involvement of local tribal leaders in designing and implementing health 
service delivery.9 Similarly, in Australia, divisions of general practice report that the 
involvement of Indigenous communities and community controlled health services is 
important to the success of a program.11 Such groups should include paid community 
representatives and representatives from Aboriginal organisations. One of the 
challenges divisions can face is ensuring adequate consultation with all the Aboriginal 
groups in the region, particularly in areas where communities include several 
language groups. Divisions report that the employment of Aboriginal staff members 
has been vital to the success of programs, as it increases cultural awareness and 
keeps Aboriginal health issues on the agenda for the divisions.17 

Linkages between sectors 

Linkages between the Community Controlled sector and mainstream general practice 
organisations are being forged in Australia to provide support for practitioners 
working in Indigenous health. Examples include initiatives such as the National 
Aboriginal Community Controlled Health Organisation (NACCHO) GP Network which 
is an on-line service providing focussed information for GPs working in the Aboriginal 
community controlled health sector (ACCHS). It is intended to reduce isolation and 
address the support needs of GPs as well as enhance the interaction of the ACC 
sector with general practice organisations.18  

The development of a partnership between the Aboriginal Health & Medical Research 
Council (the NSW NACCHO affiliate) and the Alliance of NSW Divisions, has sought to 
increase the number of ACCHSs achieving GP accreditation17 and to support 
interaction between ACCHSs and divisions on implementation of Chronic Disease 
Management Medicare Item Numbers, including the Adult Health Check (Item 710). 
Action plans were designed to overcome local barriers and implement systems within 
the ACCHS to sustain regular use of the Item. While the uptake of this item has been 
shown to be lower for indigenous people than for others19, an examination of this 
project suggested that there was a substantial increase in the numbers of items 
claimed in NSW during this period17, suggesting that divisions involvement in 
addressing the systems barriers to access for adult health checks may be successful 
and sustainable. 
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The Royal Australian College of General Practitioners (RACGP) has established 
initiatives in education and training to support GPs working in Aboriginal and Torres 
Strait Islander communities. This includes initiatives such as the provision of cultural 
safety training for GPs and the joint collaboration between the RACGP, NACCHO, the 
Australian Indigenous Doctors’ Association (AIDA) and the Australian College of Rural 
and Remote Medicine to develop a proposal for revision of the Aboriginal health 
curriculum for general practice registrar training.20 Such efforts are underpinned by 
evidence that specialist service provision is lacking in a majority of rural and remote 
communities.21 Consequently, GPs with procedural and/or advanced cognitive skills 
take on a substantial amount of the rural and remote workload that would usually be 
undertaken by specialists in metropolitan and regional areas. Clearly, this has 
implications for education and training, continuing professional development and 
locum support. 

Divisions have also been involved in the provision of outreach clinics to indigenous 
communities. Examples include the NSW Outback Division of General Practice 
(ODGP) which has been providing an outreach GP clinic and a health-related 
transport service for more than six years as part of its Regional Health Services 
program. Working closely with the community is creating program linkages and 
developments that aim to enhance the efficacy of GP activity.17 Another example is 
the partnership between a Victorian Division, local health services and government 
to involve many of the region’s doctors in providing health care to the local 
Aboriginal population from a mobile bus known as the “Peelies Bus”. This has 
facilitated local engagement, resulting in the reported involvement of 650 out of an 
identified regional populace of over 900 Aboriginal people now on the service 
database.17 

One paper examined Indigenous communities’ access to medicines. In rural and 
remote communities, the use of S100, which allows Aboriginal Medical Services 
(AMSs) to bulk buy and dispense medicines in remote areas, has improved uptake of 
medicine use. It was proposed that extending the S100 policy to indigenous 
communities that are not rural and remote would improve medication uptake and 
health outcomes, as it has done in rural and remote settings.22 Despite its usefulness 
in making medicines available, this model does not provide Indigenous people with 
access to the pharmacy advice available to other users of medicines. So, while 
medicine use can be increased when they are dispensed through community 
controlled health services, this does not necessarily address the shortage of 
pharmacist or other physician support.22 

Q2: What do we know about organised PHC and indigenous 

clients/patients? 

Five systematic reviews, one review and other literature were included. The main 
comments of two of the systematic reviews were on the paucity of empirical data32 
and its lack of relevance to Indigenous health needs (Canadian material).23 Programs 
worked best if they addressed documented needs within the defined population.12 
Supervision and leadership in community projects was needed,9,12 as were 
knowledge dissemination and communication strategies (eg, information 
technology),9,12,23, the provision of resources/personnel,9,12,13,24 , and the provision of 
specialist10 and other outreach visits.13,24 Maternal and child welfare is an area in 
which community organisations have worked effectively with mainstream providers 
to increase services to individuals,25,26 although Australian provision of these 
programs is not as developed as in other countries.25 
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Training and provision of community or Indigenous health workers is well established 
as effective in increasing access to services by Indigenous peoples,9,10,13,27-29 and the 
employment of Indigenous personnel has been identified as important to the success 
of Indigenous primary health care programs.9,13 It has been argued that Aboriginal 
health workers are a cultural reference for both doctors and patients. They can 
interpret problems from both sides so there is better understanding and 
concordance. Ensuring that health services are culturally secure should ensure that 
the cultural rights, views, values and expectations of Aboriginal people are 
protected.30 However, the Medicare system does not involve Aboriginal Health 
Workers (AHWs) sufficiently in the provision of primary care.31 In addition the 
training content for Aboriginal health workers in Australia is often varied from main 
stream training27 so that the staff employed in cross-cultural programs for their 
knowledge and skills in working with Indigenous communities often have a different 
set of skills and level of training compared with discipline-based health workers. This 
can lead to an uncertainty about each person’s role and a lack of confidence in each 
person’s skills.32 Thus there needs to be more professional recognition of their 
particular role and the difficulty in retaining workers needs to be addressed.27 

It is important to spend more time with Indigenous clients9,12 and to use cultural 
knowledge.9,27-29 An Australian survey of consultations with Indigenous patients 
compared those in general practice with those in an ACCHS. Results showed a 
greater number of problems managed per consultation in ACCHS than in mainstream 
general practice.31 Up-skilling and cultural education for health professionals have 
also been identified as important factors in involving Indigenous clients in primary 
health care.12,13 In addition to training in cultural awareness, liaison with Aboriginal 
health workers can assist doctors in dealing with their own ethnocentrism and 
challenging the socialised and cultural view of “normal” in consultations. Patients are 
more likely to return for appointments if they feel that their cultural experiences are 
respected.30 One useful way of communicating in a consultation involves the patient 
and family members taking on the role of experts, while the doctor becomes a 
student of their culture. Rather than the oft used “blunt line of questioning”,30 this 
emphasises respect and curiosity for the patient’s alternative view of their illness. 
This style is similar to that of narrative therapy which was identified by Aboriginal 
health workers as more appropriate than conventional western mental health 
approaches.30 Treatment “concordance” rather than ”compliance” has also been 
suggested as a better concept when dealing with Indigenous clients, where 
concordance implies a less hierarchical agreement between the patient and doctor, 
and provides the opportunity to try to attain a more cooperative and successful set 
of goals during the consultation.30 

In mainstream general practice, only a minority of practices have effective processes 
in place to offer all patients an opportunity to identify as Aboriginal or Torres Strait 
Islander17. Determination of Aboriginal or Torres Strait Islander status is a necessary 
first step for offering Indigenous specific health interventions. Less than 10 per cent 
of eligible people currently participate in health assessments19 and poor identification 
has been identified as a key barrier to uptake. Raising awareness amongst 
mainstream GPs about the importance of identifying Aboriginality, and supporting 
practice staff to go about this process is a role that some divisions are addressing.17 
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Conclusion 

Given the level of health disadvantage among Aboriginal and Torres Strait Islander 
people, effective engagement with communities and with patients has the potential 
to make a significant contribution to access and health outcomes. There is a growing 
evidence base regarding the range of strategies being used to improve the 
appropriateness of service delivery and increase access. Further research is needed 
to assess the effectiveness of the current policy focus on building partnerships 
between mainstream and Aboriginal and Torres Strait Islander organisations. 
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