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Abstract 

The aim of this study was to provide baseline data on chronic disease management (CDM) provision in Irish general practice (GP). The survey instrument was previously used in a study of primary care physicians in 11 countries, thus allowing international comparisons. The response rate was 72% (380/527).The majority of GPs (240/380; 63%) reported significant changes are needed in our health care system to make CDM work better. Small numbers of routine clinical audits are being performed (95/380; 25%). Irish GPs use evidence based guidelines for treatment of diabetes (267/380; 71%), asthma / COPD (279/380; 74%) and hypertension (297/380; 79%), to the same extent as international counterparts. Barriers to delivering chronic care include increased workload (379/380; 99%), lack of appropriate funding (286/380; 76%), with GPs interested in targeted payments (244/380; 68%). This study provides baseline data to assess future changes in CDM. 

Introduction 

The Chronic Care Model (CCM)1 is a systematic approach to coordinating health care across levels (individual, organisational, local and national). Evidence indicates coordination across care settings and providers is more effective than single or uncoordinated interventions2. Many countries are engaged in transition to the CCM3. Uncertainty remains in areas such as cost-effectiveness4, but studies investigating the CCM suggest redesigning care using the model leads to improved patient care and better outcomes5,6.  Establishing this model in Ireland will require evolution from an episodic, acute model towards a system involving continuity and co ordination of care across patient conditions, healthcare providers and settings. 

General Practice, as a core provider of Primary Care, is central to this transition4. The traditional model of General Practice places strong emphasis on person centred care of the whole person with complex multi-morbidity7, yet it is important to incorporate additional elements in prevention and management of chronic disease. Roll out of Primary Care Teams in Ireland8 presents an opportunity to achieve this. The aim of this research was to survey Irish GPs to identify what elements of the CCM are currently in place, and to provide baseline measures of CDM for benchmarking in the future. 

Methods

This study used a cross-sectional design. A postal survey questionnaire was mailed to a random selection of GPs nationally. A national database of GPs in Ireland was compiled through cross-referencing GP databases (General Medical Services, Mother and Infant scheme, Cervical Screening and Medical Directory). Names of GPs no longer in practice were removed providing a database with 2,636 doctors in practice. A 20% sample was identified using a random numbers generator; thus 527 GPs were selected to participate in the study. 
The questionnaire incorporated relevant questions from two international studies on chronic disease management (“Use of Chronic Care Model Elements Survey”1 and “A Survey Of Primary Care Physicians In Eleven Countries”9. The main topics included were respondents perception of CDM, access to care for patients, evidence of managed care within the practices, resources available to the GP, use of information technology within the practices, respondents’ perceptions of the barriers to effective CDM, future development of CDM and demographic details. The questionnaire was piloted (N=40) for comprehension and ease of completion before dissemination. The postal questionnaire included three separate waves at one-month intervals from March 2010, accompanied by a stamped addressed envelope and cover letter. A unique identifying number (UIN) ensured anonymity of the respondent. 

Descriptive statistics were used to describe the percentage of respondents who indicated their choice of items within the questionnaire. Dichotomized variables (e.g., gender) were used in binary logistic regression models investigating impact of the doctor’s gender on factors associated with CDM.  Multiple logistic regression analyses were performed to identify demographic factors such as age and whether in a single-handed, two doctor or three or more doctor practice, and factors associated with doctors’ perceptions of CDM in their practices. Analyses were performed in SPSS version 18 and in R version 2.12.2. 

Results

Response rate 

A total of 380 questionnaires were returned (72% response rate). 

Profile of respondents 

The Irish healthcare system is a mixed private and public health system. This is reflected in the profile of respondents, with 96% of respondents reporting that they work within a mixed private and public practice. Sixty-six percent of the respondents were male. Forty-two per cent of respondents work in practices with three or more GPs. Eighty per cent of respondents indicated their practice is based within an urban setting. Fifty-two per cent of the respondents work in practices involved in medical education, at either undergraduate or postgraduate level. The profile of the respondents generated is in line with the known structure of Irish general practice10. 

Perception of chronic disease management

Twenty-one (5.5%) respondents indicated that on the whole, the Irish healthcare system works pretty well, and only minor changes are necessary to make CDM work better. 240 (63%) respondents indicated that there are some good things in our health system, but significant changes are needed to make CDM work better. 107 (28.2%) respondents indicated that our health care system has so much wrong with it that we need to completely rebuild it for CDM. Female GPs were less likely then their male counterparts to think that significant changes needed to be made. GPs working in larger practices were more likely to think that significant changes are needed. Age of the respondents made no difference. When compared to the physicians surveyed within the eleven country data survey9, Irish GPs were less likely to believe that their indigenous health care system works well, and most likely to believe that their healthcare system needs complete rebuilding for chronic diseases to be managed well.

INSERT TABLES 1 & 2
Evidence of managed care

The majority of GPs reported they are using evidence-based guidelines for diabetes (71%), asthma or COPD (74%), and hypertension (79%), but not using guidelines routinely for depression (34%) or ADHD (15%). Older GPs (65 years or more) were less likely to use guidelines. Neither size of practice nor the gender of the GP had any bearing on whether guidelines were utilised for management of the five key chronic conditions (see Table 1). In comparison to international data9, respondents indicated similar usage of guidelines for treatment of diabetes, asthma or COPD and hypertension, and less use than international counterparts for treatment of depression and ADHD. 

INSERT TABLES 3 & 4
Clinical audit

95 (25%) respondents indicated they had completed a full clinical audit cycle within the last five years on one or more chronic diseases. GPs who had completed an audit cycle in the last five years were more likely to have electronic patient medical records, have a practice nurse available, be younger, be working within a three or more doctor practice, and be involved in medical training. The gender of the GP had no impact on whether an audit cycle had been completed. Ireland has the lowest amount of clinical audit being routinely performed across the eleven countries, excepting Norway. 

Barriers to effective CDM

The majority of GPs considered lack of appropriate funding (N=286; 76%), poor communication between hospital teams and GPs (N=206; 55%), increase in workload (N=379; 99%) and lack of ongoing access to specialists for advice (N=379; 99%) as extremely important barriers to the effective management of chronic diseases. The majority (N=223; 59%) considered lack of skills and education to be an important barrier. Neither the age nor gender of the GP had any influence on the perception of barriers to CDM. However GPs working in larger practices were more likely to identify lack of appropriate funding, poor communication between hospital teams and GPs and increase in work load as important barriers to effective CDM (see Table 1). 

Future developments of CDM 

Most GPs believed that GP led CDM clinics (N=370; 96%), increases in practice nurse time for clinics (N=232; 62%), targeted funding as in the NHS model (N=244; 68%), and specific payments for patients with a major chronic disease (N=292; 78%) are extremely important resources in developing CDM. Forty-nine per cent (N=292) believe specialist nurse led clinics are extremely important. Younger GPs were more likely than older GPs to believe increased practice nurse time, and specific payments were important. GPs in larger practices were more likely to perceive targeted funding and specific payments for patients with a major chronic disease as important. The gender of the GP had no bearing on ratings in terms of development of CDM (see Table 1). 

Discussion

This is the first national survey of how general practitioners manage chronic disease in Ireland. Few Irish GPs are happy with current management. When compared to the eleven country data9, Irish GPs were less likely to believe that their indigenous health care system works well and most likely to believe that their healthcare system needs complete rebuilding for chronic diseases to be managed well. Physicians’ perceptions of the healthcare system within which they work are important contributing factors to their willingness to make constructive contributions to changes11. The majority of GPs reported they are using evidence-based guidelines for diabetes, asthma or COPD, and hypertension, but not using guidelines routinely for depression and ADHD. When compared to the international data9, Irish GPs have a similar use of guidelines for treatment of physical conditions such as diabetes, asthma or COPD and hypertension but less use of guidelines for mental health conditions such as depression and ADHD. The use of evidence-based guidelines is considered a cornerstone of effective CDM12 and is an area in which there is scope for improvement here in Ireland. 

Routine clinical audit and feedback are essential components of health service management13 and integral to the CCM. The respondents’ in the current study reported the lowest amount of clinical audit performed across the comparative countries, Norway excepted. The Irish Medical Council now requires that GP’s perform clinical audit annually, targeting a specific clinical topic, so this marker of effective CDM delivery should improve over the near future.

A recent systematic review found that physician lack of time is one of the most consistent barriers to effective CDM14. The majority of GPs in the current study reported the amount of time spent on administration and time spent coordinating care for their patients was a major problem. When asked about perceived barriers to effective CDM delivery, the majority of GPs considered lack of appropriate funding, poor communication between hospital teams and GPs, an increase in workload and lack of ongoing access to specialists for advice as extremely important barriers. The majority considered a lack of skills and education was as an important barrier. Financial incentives embedded within primary care organisations in countries such as New Zealand, England, and Australia are an integral element of the Dutch and Italian mix of capitation and fees for specific services or team capacity15. Respondents in this study felt targeted incentivised funding and specific payments for patients with a major chronic disease are an important resource inn developing CDM in Ireland.

It is important to note that in the current primary care context, Irish GPs are not remunerated for implementing or improving standards of care for patients; thus the elements of the CCM that currently exist in Irish primary care are as a result of the intrinsic professional standards of individual doctors implemented without requirements from regulatory or support from funding bodies. International evidence suggests that CDM will not be routinely implemented across different settings unless stakeholders are incentivised to implement disease prevention and care16. 

Chronic disease management represents one of the most important challenges facing healthcare systems. Many elements of the CCM are already embedded within Irish general practice. As in other countries, there are areas in which improvements can be made, such as performance related payments, increased clinical auditing and extension of the use of guidelines to include psychological chronic diseases. This research provides a measure of how chronic disease is managed within Irish primary care currently, and places Ireland within an international context with regard to a benchmark of performance of CDM. This baseline measure can be used to determine future changes to the management of chronic care. 
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