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hronic disease is a major challenge

for general practice. Over 80% of the

elderly have at least one chronic
illness and 50% have two or more." Most
care is provided within general practice, but
its quality is variable, with only 50% of
patients receiving optimum clinical care.*?

There is growing interest in patients’ per-
ceptions of their care. In the United King-
dom, consumers have identified problems
with access to care, consultation length,
provision of information, communication
and continuity of care Expectations are
high, particularly for continuity and access,
and exceed UK government targets for gen-
eral practice.” A study across 10 European
countries showed patients were generally
happy with confidentiality, GPs’ listening to
patients, time available during consultations
and urgent responses, but not about organi-
sational aspects of care.’

In Australia, consultations by the Con-
sumers’ Health Forum between 1992 and
19997 indicated that expectations of general
practice included improved communica-
tion; more referral to health and support
services; appropriate, timely and quality
healthcare; accessible services; and better
use of information technology. Australian
consumers expect their GPs’ undivided
attention, the most up-to-date and relevant
treatments and relevant information.®

However, there is little information about
the specific expectations of consumers with
chronic conditions. A national Consumers’
Health Forum study found that consumers
with special needs (diabetes, arthritis, HIV,
AIDS, multiple sclerosis) valued an equal
“partnership” of care between patient, GP,
other healthcare professionals and carers,
and sensitivity by the GP to the medical,
social and psychological implications of the

ABSTRACT

Objectives: To explore the perceptions of patients with chronic conditions about the
nature and quality of their care in general practice.
Design: Qualitative study using focus group methods conducted 1 June to 30

November 2002.

Participants and setting: 76 consumers in 12 focus groups in New South Wales and

South Australia.

Main outcome measures: Recurring issues and themes on care received in general

practice.

Results: Three groups of priorities emerged. One centred on the quality of doctors,
including technical competence, interpersonal skills, time for the patient in the
consultation and continuity of care. A second concerned the role of patients and
consumer organisations, with patients wanting (i) recognition of their knowledge about
their condition and self-management, and (i) for GPs to develop closer links with
consumer organisations and inform patients about them. The third focused on the
practice team and the importance of practice nurses and receptionists.

Conclusion: GPs should consider the amount of time they spend with chronically ill
patients, and their interpersonal skills and understanding of patients’ needs. They need
to be better informed about the benefits of patient self-management and consumer
organisations, and to incorporate them into their care. They also need to review how
their practice nurses and receptionists can maximise the care of patients.

patient’s medical condition.” This is consist-
ent with a South Australian study in which
10 patients with asthma and diabetes
described difficulties with healthcare profes-
sionals knowing less than they did about
their illness, not listening or taking time, or
focusing on the condition rather than the
person.'°

We have previously reported GPs’ views
of chronic disease care in Australian general
practice.! A letter in response suggested
that patients and GPs share the same goals
for chronic disease management, but from a
different perspective.'? In this article, we
explore, specifically, the perceptions of
patients with chronic conditions about
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chronic disease care in Australian general
practice.

METHODS

We recruited patients with chronic condi-
tions by advertising in a local (south-east-
ern) Sydney newspaper and in newsletters
of Divisions of General Practice, and by
approaching all relevant consumer organisa-
tions. We received positive responses from
the Arthritis Foundation of NSW, Epilepsy
NSW, Diabetes Australia, Parkinsons NSW,
the Asthma Foundation, and local support
groups in South Australia. People with dia-
betes, cardiovascular disease, asthma,
depression or any other chronic illness were
invited to participate.

Two researchers from the University of
New South Wales and two from the Univer-
sity of Adelaide conducted 12 focus groups.
Two researchers attended each focus group:
one facilitated the discussion using a stand-
ardised approach and set of questions, and
the other audiotaped the discussions, noting
interesting non-verbal features. Each focus
group lasted about 90 minutes. Topics were



based on the literature and reflected those
used in our GP focus groups.!’ Questions
focused on:

desirable skills and qualities in a GP
caring for patients with chronic diseases;

characteristics of a good general practice;

continuity of care;

access to other health professionals; and

GPs’ and practice staff’s understanding of
the point of view of patients with chronic
conditions.

Participants were not paid, but were reim-
bursed for expenses. They received an infor-
mation sheet and signed a consent form
before participating. Audiotapes were tran-
scribed and then erased. Ethical approval for
the study was obtained from the ethics
committees of the two universities.

Analysis

Transcripts were analysed using NUD*IST
NVivo software'® and key themes extracted
by one of us (FAI). An independent person
performed a second (manual) analysis of the
transcripts. The extracted themes were veri-
fied by J GP, and any differences resolved by
discussion among FAI, JGP and the inde-
pendent assessor.

RESULTS

Seventy-six health consumers participated
in 12 focus groups (11 in New South Wales
and one in South Australia) between 1 June
and 30 November 2002. Demographic char-
acteristics of the participants are shown in
Box 1.

Participants were older than average
(average, 63 years) and most attended bulk-
billing practices; 59% were female. Chronic
conditions included arthritis, diabetes (types
1 and 2), cardiovascular disease, asthma,
epilepsy, chronic obstructive pulmonary dis-
ease, depression and Parkinson’s disease.
Comorbidities were common (average, 2-3
conditions per participant).

The following key themes emerged.

1. Continuity of care: All focus groups
emphasised the importance of a continuing
relationship with a GP, giving patients confi-
dence to express their needs and building
trust. A young patient with asthma said: “It
can take a long time to trust somebody
when its your life you're trusting them
with . .. to build up that relationship where
you feel you can say: ‘Well, hang on, whats
this medication doing for me’.”

Continuity of care was also considered
important when a patient was admitted to
hospital, or seen by another practitioner,
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Characteristic

Number

Mean age in years (95% Cl; range)
Sex

Female

Male

Mean number of chronic conditions per participant (95% Cl; range)

Mean no. of years of participants’ longest-standing condition (95%

Cl; range)

Mean no. of GPs in participants’ GP practices (95% Cl; range)

Participants who attend a bulk-billing practice

Participants who attend a practice which recalls patients for

structured care

Participants who attend a practice with a practice nurse

Participants who attend a practice with a practice manager

Recruitment method

Local paper/Division of General Practice newsletter

Consumer organisations

and having the medical history with one
doctor saved time for both patient and GP.
On the other hand, some participants
believed GPs could become complacent see-
ing the same patients for years, and felt a
second opinion could sometimes be useful.

Participants valued seeing their GPs regu-

larly to check progress, even when they
were not feeling ill. In most groups, partici-
pants viewed their GP as their main health-
care provider and care coordinator, although
this sometimes changed as GPs moved from
sole provider to member of a multidiscipli-
nary team. Most participants were happy
with their GPs, but would change practi-
tioner if their needs were not being met, as
several had already done.
2. GPs and specialists: A second strong
theme in all groups was access to other
healthcare providers. Opinions varied. Some
found it relatively easy to get a referral from
their GP to another healthcare professional,
especially when GPs had a comprehensive
network of trusted specialists. For these
participants, negotiating appropriate spe-
cialist care had often been important in
building the doctor—patient relationship. A
few, however, had found it very difficult get
a referral.

There was consensus across all the groups
that a good relationship between GPs and
specialists improved care, although one
group thought GPs might lose interest in
patients once they had been referred to a
specialist.
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63.4 (60.1-66.8; 19-84)

45 (59%)
31 (41%)
2.4 (2.0-2.8; 1-10)
21.7 (17.6-25.7; 1-65)

3.5(2.9-4.2; 1-13)
52 (71%; missing, 3)
16 (22%; missing, 4)

25 (34%; missing, 3)
20 (30%, missing, 9)

17 (22.4%)
59 (77.6 %)

3. Profile of a “good” GP: There was
agreement about what made a good GP (Box
2). Interpersonal skills were considered at
least as important as clinical skills, with
some groups preferring a female doctor
because of better interpersonal dynamics.

GPs’ ability to communicate was consid-
ered extremely important. Participants in
two groups indicated they would travel sig-
nificant distances to attend a GP from their
own cultural or ethnic background.

A “poor” GP, by contrast, was described as
pressured, with too little time for patients.
In 10 of the 12 groups, it was held that GPs
could at times be impersonal and dismiss-
ive, particularly with the elderly, those with
certain chronic conditions such as osteo-
arthritis, and stigmatised conditions like
hepatitis C.

It was generally agreed that GPs were
weak in recognising and treating the emo-
tional impact of chronic illness: “They’re
good at the actual management of the condi-
tion itself, but the psychological side of how
it affects you is more or less ignored.”

Participants also discussed the impor-
tance of GPs’ continuing professional devel-
opment (CPD). They wanted to know that
their GP was enrolled in some form of CPD,
was up-to-date with medical knowledge and
knew about new treatments. It was seen as a
strength rather than a weakness if GPs con-
sulted guidelines during the consultation.

4. Involvement of patients in their own
chronic care: All groups debated whether
patients should have an active role in the

n



Characteristic Features
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Interpersonal skills  Good listener

Understanding, caring, empathic and compassionate

Counsels; provides advice and support

Communicates well with patients

Trusts and believes patients; does not dismiss or ignore their concerns

Respects patients and treats each as an individual

Clinical skills Good diagnostician

Knowledgable about the chronic condition, its course and its treatment

Up-to-date

Holistic approach, taking into account patients’ overall health

Able to guide patients through the different stages of their chronic

conditions

Provides patient education with emphasis on self-management

Will refer patients when necessary, accepting that she or he does not
know everything about the condition and may need help

Access

Has time for patients

Desirable features

Is accessible on the telephone

Specific examples

Clinical services

A variety of clinical services provided in addition to standard

general practice services, including ¢ x-ray imaging
* pathology laboratory ¢ electrocardiogram
* access to alternative therapies

Access to services and time
management

» Convenient consultation times (eg, after hours) * Home visits
* Short waiting times ¢ Longer consultations

* Bulk-billing » Good triage system

Staffing

* Has a practice nurse « Has a practice manager

* Friendly receptionists

Other facilities

» Comfortable reception area ¢ “Quiet” room for sicker

patients « Computerised ¢ Recall/reminder system in place

management of their condition. Some con-
sidered themselves as expert as their GP
about their condition: “I want somebody
who is going to treat me as a partner in the
management of the condition, who’s going
to respect my opinion and realise that I'm
managing it 24/7/365 and not just 9 to 5
Monday to Friday.”

However, there was no consensus. In half
the groups, some participants preferred
their GP to take responsibility for their care,
believing “Its the doctor’s job to keep me
healthy”.

Most participants thought that GPs
encouraged patients to take an active role in
their care, although the view was expressed
in two groups that some GPs actively dis-
couraged this.

Participants discussed how much patients
wanted to know about their condition.

72

Some considered too much initial informa-
tion overwhelming, and suggested GPs
should tailor information-giving to the stage
of the patient’s condition and their adapta-
tion to it: “I think that the best that the GP
can do is try and give guidance to the
individual as theyre going through the
stages of their chronic condition.”

Lifestyle changes for better self-care gen-
erated considerable discussion. In most
groups, they were seen as important, but
opinion was divided as to whether doctors
provided enough education about this.
Interestingly, a few felt that GPs over-
emphasised lifestyle as the cause of particu-
lar chronic diseases instead of looking for
the “real” cause.

5. The role of consumer organisations:
There was general agreement that consumer
organisations or support groups were valua-
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ble. They served many roles, providing con-
sumers with information, support,
friendship and understanding, as well as
being a resource for GPs. However, GPs
were criticised in eight groups for not suffi-
ciently informing patients about such organ-
isations.

6. Profile of a good general practice: At
the centre of any good practice, most groups
agreed, is a good doctor: “It wouldn't matter
whether they were working in a, you know,
a falling-down building . . . they don’t neces-
sarily need the greatest of facilities to be a
good GP, and thats what I'd aim for, just a
good GP”

Box 3 summarises other aspects of good
practices. Time management was widely dis-
cussed, with waiting — for an appointment
date and in the waiting room — a common
complaint. However, some were willing to
be flexible about time in the waiting room,
provided reception staff kept them informed
about delays. Participants in some groups
also valued their GP’s time and were careful
not to extend consultations unnecessarily:
“It seems like its common in the practice
that they devote however much time’s neces-
sary to each individual patient, which, you
know, is a bit of a nuisance...but by the
same token . .. that’s better medicine.”

Receptionists were considered important
because they usually knew the patients,
could talk to them and help streamline
waiting times by assessing the urgency of
patients’ needs for medical attention:
“[receptionists] get to know you and you
feel welcome because they address you by a
name . ..and they understand that. . .if you
come in in a mad flap, theres something
drastically wrong.”

Practice nurses were also considered
important, particularly for giving patients
information about their condition and
undertaking some parts of the care: “It was
wonderful, because you could go and see
the nurse, and she’d say: ‘Oh right, well, you
don't need to go and see X, so in you'd go
and she’d take out your stitches, or what-
ever, which I think freed up. .. the GP’s time
a fair bit.”

Large practices were valued for their
extended hours, wide range of services and
facilities, levels of bulk-billing and peer
pressure to keep GPs up-to-date, but were
considered sometimes impersonal. A high
turnover of GPs in medical centres could
undermine continuity and quality of care.
Smaller practices were more likely to offer
home visits, have friendlier staff and a GP
who knew the patient better.



DISCUSSION

We found common themes among a diverse
sample of NSW and South Australian health
consumers in their views about chronic
disease care in Australian general practice.
GPs were their main healthcare providers
and coordinators of their care. They were
concerned about GPs’ clinical skills, but
viewed interpersonal skills as equally impor-
tant. The ongoing relationship between the
doctor and patient was crucial. GPs were
expected to know the medical side of a
condition and also to understand its social
and psychological impacts.

This is consistent with previous Austral-
ian research by the Consumers’ Health
Forum, which found consumers’ percep-
tions of quality in general practice highly
focused on doctors, especially technical
competence and interpersonal skills.” Tt is
also consistent with international literature,
which additionally highlights access to the
GP, provision of information and adequate
length of consultations.” Our findings sup-
port the call for GPs to recognise patients’
“subjective experience” of their condition in
addition to its “biochemical parameters”.'*

However, our finding that some consum-
ers considered they knew more than their
GP about their condition adds complexity.
They wanted their GP to recognise their
expertise and work with them as partners in
the management of their condition.
Although the benefits of this type of partner-
ship have been demonstrated, they are not
accepted by all doctors.!>1® In our previous
study of GPs’ perceptions of chronic disease
management, some GPs found it unreward-
ing to work with patients who could not be
cured and were frustrated at levels of com-
pliance with treatment.'!

Access to the practice was valued, as were
reception staff (who could facilitate access,
among other tasks) and practice nurses.
This is consistent with overseas findings,
which highlight the role of professionals
other than GPs in the care of patients with
chronic disease.'”

Our study has several limitations. All our
participants spoke English, although many
came from different cultures. Further
research is necessary on whether non-Eng-
lish-speaking consumers have different
views about chronic illness care. Our sample
was skewed towards older people. The
views of younger people with chronic ill-
nesses also need to be investigated. Finally,
two-thirds of our 12 groups (accounting for
77% of participants) were organised
through consumer organisations. Such par-
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ticipants are more likely to be informed,
articulate and actively involved in managing
their condition. These factors reduce the
generalisability of the results.

Some implications can be drawn from our
findings. GPs might pay more attention to
the time they spend with chronically ill
patients, and to their interpersonal skills
and understanding of patients’ needs. They
could endorse the contribution of patient
self-management and consumer organisa-
tions and incorporate them into their care
plans. GPs might also review their use of
practice nurses and receptionists to maxim-
ise support for patients.
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