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Reforming policy

The prevailing metaphor: “flood waves threa
inundate the health care system”
This metaphor suggests that the current challenge
population, increasing levels of chronic illness, high-
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ABSTRACT

• Current approaches to health care reform are largely based 
on the metaphor of imminent flood waves threatening to 
inundate the health care system. This metaphor reflects 
the system’s preoccupation with disease and disease 
management in a hospital-centric environment.

• We suggest that the debate needs to be reframed around 
health, or more precisely the patient’s health experience. 
Most patients are healthy most of the time, and even those 
with identifiable morbidities generally regard themselves as 
being in good health.

• The majority of people receive most of their care in the 
community from primary care professionals. An integrated, 
effective and efficient primary health care system supports 
continuity of care through a primary care provider and fosters 
clinical leadership that is supported by other primary health 
care professionals and medical specialists.

• Each primary care setting will have its own model that best 
provides flexible and responsive services to meet its patients’ 
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needs and expectations.
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 lth care reform is a perpetual “political hot potato”, with

ccessive governments talking about the “right” solution
 our ailing health system. The way we talk about these

reforms matters: as Lakoff has pointed out, the metaphors we use
unveil our perceptions, our ways of thinking, and most impor-
tantly, our ways of acting.1 So far, debate on health care reform has
predominantly been about diseases, although in recent times, the
issues of community-based health and illness care for the majority
of people have begun to permeate the argument.

tening to 

s (our ageing
cost interven-
eable. This is

based on a view of health as a negative state — the absence of
disease and infirmity (Box 1). Not surprisingly, the focus on
disease and infirmity steers discussions towards disease-specific
management by hospital specialists, the use of high-cost technolo-
gies and therapies, and the need to control medical practice.

The emphasis on a disease-oriented environment — reinforced
by media hype — fuels people’s perceptions of a steady decline in
their health, exaggerates anxieties about disease and disease risk,2

encourages the denial of death as the eventual endpoint of care,
and perpetuates unrealistic expectations of cure or treatment for
every ailment.

The reality looks somewhat different. Most people are healthy
most of the time, and most people adapt to their non-life-
threatening illnesses and still regard themselves as being in good
health. Reframing the debate around patients’ experience of health
should guide the discussion and lead to enlightening insights.

Over the past century, our disease-free life span and our capacity
to manage ill health have increased dramatically. However, vested
interest groups and the media are fostering the medicalisation of
everyday life by overstating the relevance of everyday symptoms, the
risk of future disease, and the successes of novel experimental
treatments. Having conquered premature death from acute infec-
tious disease, most of us live with, and will die from, chronic
degenerative diseases. Archie Cochrane’s insights are pertinent in
this context: “Cure is rare while the need for care is widespread, and
… the pursuit of cure at all costs may restrict the supply of care”.3

A metaphor for change: “barking up the right tree”
If we regard the current way of thinking as “barking up the wrong
tree”, what would the right tree look like (Box 2)? Like a tree,
which needs solid foundations to grow and thrive, the health
system does not develop autonomously — it is bound and
constrained by the broader health, societal and environmental
system, and the functioning “whole” of the health system is clearly
greater than the sum of its parts.

1 Pressures on the health care system

Perception Reality

Continually 
perpetuated 
issues

• Ageing population 
a burden on health 
care system

• Most people are 
healthy most of 
the time

• Rising chronic 
illness a major 
problem

• Most people adapt to 
illness and experience 
good health

• Technological 
and therapeutic 
interventions 
too costly

• When used 
appropriately, 
treatments help achieve 
and maintain good 
health

• Shortages in health 
professional 
workforce

• Time and skills wasted 
on bureaucratic 
“red tape”

Ignored 
issues

• People’s perception 
that their personal 
health is steadily 
declining

• Huge increase in 
disease-free 
life span

• Perception (leading 
to anxiety and fear) 
that there is high 
risk of contracting 
disease

• Progressive 
medicalisation of 
everyday life, fostered 
by vested interest 
groups and the media

• Perception that 
highest mortality 
results from acute 
disease

• Most of us will die from 
chronic degenerative 
disease rather than 
accidents or infections

• Expectation that 
most illnesses 
can be cured

• We all know we have to 
die — of something, at 
some stage
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Medical care is embedded in society, and the impact of factors
such as education, employment, social capital, physical infrastruc-
ture and the environment on health has been extensively described
in the literature.

Patients commonly start their journey into the health care
system by consulting a general practitioner, who, if need be, calls
on the support of other primary health care professionals, consult-
ant medical specialists, and hospitals. Public health, safety and
environmental officers contribute to community health through
their focus on matters such as the safety of our food and water, the
safe disposal of sewage and air pollutants, and the safety of our
transport infrastructure.

The focus of GPs/primary care physicians differs markedly from
that of other medical professionals. We focus on people, not
diseases. Primary care operates in the realm of uncertainty, as
people present feeling ill — not diseased or pathological — and
expect to be healed, in that they want to feel whole again, rather
than achieve the absence of identifiable pathology.4 Healing, since
the time of our ancient forebears, has been based on trust, an
ongoing relationship between the doctor/healer and patient, and
seeing and understanding the patient’s illness as a problem of the
whole person in his or her environment.4

A primary health care-based health system?
Now that the prospect of greater community-based care has finally
entered the debate, a major emphasis is being placed on the role of
primary health care. How realistic is the expectation that primary
health care can avert the coming flood when our health system
remains largely grounded in hospital-, specialist- and disease-
centric health service models?

We would suggest that primary health care’s capacity to deliver
depends in large measure on the ability of decisionmakers to focus
their thinking on health and to appreciate how the fundamental
nature and characteristics of primary health care — and particu-

larly general practice — enable it to meet the community’s
expectations so effectively. It also depends, in part, on whether
primary health care is regarded as a structure or a function of the
health care system.

Looking specifically at general practice (rather than the broader
primary health care system), we regard it as a function of the
health system and emphasise the characteristics associated with its
proven cost-effectiveness: person-focused care and the C’s of
primary care — competence, continuity, comprehensiveness and
coordination, inevitably associated with communication, collabo-
ration, compliance and balancing competing demands (Box 3).5

Viewed from this perspective, reconfiguration of existing health
system structures would need to be reordered towards quite
different objectives. How could this be achieved?

The production of health

The core function of a tree is to produce fruit; the core function of
the health system is to produce health. The fruits of care are
represented by our patients’ experience of health, both in the
presence and absence of identifiable pathologies.6,7

The reconfigured health system we envisage will primarily
measure health, rather than focusing on disease-specific indicators
or mortality statistics to demonstrate its achievements.6,7 The
difference is important, as recent experiences in the United
Kingdom have shown that an undue focus on disease-specific
processes and outcomes (especially if imposed without adequate
professional review, and attracting financial reward) can rapidly
distract from the central components of care that achieve good
health outcomes.8-10 The UK has realised the importance of patient
health measures and has started to develop indicators.7

Patients demand and deserve holistic health care in the presence
or absence of identifiable pathology, the latter being far more
common than the former. If we want to achieve health for our
patients, primary care needs to be strengthened to allow the most
effective local primary care service to emerge.

The way forward
Internationally, there is now a strong move towards people-centred
health care, with flexible teams configured around the primary
care physician.4 This is known to be associated with better, more
equitable and more cost-effective care.11

The current Australian health care reform process is embracing
the notions of people-centred health care, and suggestions so far
herald significant opportunities in this area.

2 The right tree: our vision of a person-centred primary 
health care-focused health system

GP = general practitioner. ◆

3 Primary care — structure or function

Structure Function5

• Practice-based

• Decentralised in the 
community

• Hospital-based

• Hierarchical

• Independent

• Disease-specific

• Integrated

• Competence

• Continuity

• Comprehensiveness

• Coordination

• Cost-effectiveness

• Communication

• Collaboration

• Compliance

• Competing demands
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The National Health and Hospitals Reform Commission’s
interim report highlights the centrality of the individual and family
as the focus for our future reform energies.12 The National Primary
Health Care Strategy has identified the importance of continuity of
care and a holistic health focus, and the recently established
Preventative Health Taskforce will explore the powerful link
between health and behaviour.

It has been suggested that the trunk of the health care tree need
not be the physician, and that any other suitably trained health
professional would be equally effective in that role. We disagree —
not through self-interest, but rather, based on sound evidence that
the primary care physician’s core skills relate to the ability to deal
with the uncertainties and complexities of illness in the commu-
nity, be it acute infectious or chronic degenerative disease, and to
manage modifiable risk efficiently.

These skills are particularly important when dealing with
patients affected by multiple morbidities, whose management
requires integration and coordination, ideally delivered within
flexible team-based arrangements at the practice level.13 This is
teamwork through clinical leadership, expanded health profes-
sional roles and delegation, rather than role substitution. The
crucial importance of continuity of care with a primary care
provider, rather than a service, is increasingly emerging as the
missing ingredient in health care reform, both in Australia and
internationally.

Notwithstanding the accumulating persuasive evidence of the
benefits of people-centred primary health care, those driving
reform still appear to be giving mixed messages. For example,
policies promoting workforce substitution disregard the evidence
that personal ongoing relationships are the key to good patient
health and threaten to cause even greater fragmentation of care,
whereas workforce supplementation policies would enable the
delivery of more integrated, effective and efficient care. Informa-
tion systems are important for documentation and transfer of
information, and are critical to quality and safety, but they can
never be a substitute for the knowledge carried in the heads of the
patient and doctor.

The Australian Government has recognised that the funding of
health care services misses the needs of patients. However, sug-
gested actions have largely focused on the hospital system, with
some recognition of the need to provide more appropriate non-
acute care for older Australians.

The 2020 Summit went further, recommending the develop-
ment of a single, integrated community-based health care system,
operating through a person- and family-centred collaborative
approach, across disciplines, services and sectors provided by a
diverse health workforce with new boundaries.

Let us take this recommendation to heart and step beyond the
disease and sickness focus of the past, build on the emerging
evidence base for continuing and comprehensive whole-person
care and its benefits, and chart a new holistic vision for healthy
populations of the future.
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