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INTERDISCIPLINARY TEAMS IN PRIMARY
HEALTHCARE CAN EFFECTIVELY MANAGE

CHRONIC ILLNESSES

The Issue: Chronic health conditions
are often poorly managed in traditional
primary care

Chronic illness is widespread in Canada, with approximately
16 million individuals and their families (nearly 50 percent
of the population) living with a chronic illness. These
include such conditions as asthma and other lung diseases,
diabetes, heart disease, and depression. Contrary to popular
belief, chronic illnesses are responsible for a far greater
share of healthcare budgets than are acute and urgent
care — 67 percent of direct healthcare costs are spent on
chronic diseases.!

Effective management of chronic conditions by healthcare
systems that are more attuned to treating acute and episodic
illness is difficult to achieve. Canada’s healthcare system

is centred on physicians working in solo or small-group fee-
for-service practices;' these doctors face enormous time

pressures, leading to a “tyranny of the urgent” that means
chronic health issues are often not fully addressed.!

Strategy for Change

Fortunately, other healthcare professionals complement
the care provided by physicians. The research cited below
shows that by working together with doctors they provide care
for chronic illness which is better than that provided by
doctors alone. By making the necessary changes to legislation
to allow allied health professionals to work to their full scope
of practice, providing appropriate financial incentives, and
encouraging a culture of collaboration, governments can
facilitate the creation of interdisciplinary teams to provide
very effective chronic disease management. In these teams,
family doctors, specialists, nurses and nurse practitioners,
and other allied health professionals work closely with each
other and with patients and their families to set goals,
monitor patient compliance and outcomes, and provide
patient education and support.V

Research Base

Researchers have evaluated many different forms of inter-
disciplinary teams. While they differ in structure, they usually
involve nurses, nurse practitioners, or other allied health
professionals working semi-autonomously with a physician.

The most common type of team studied is located in the
general practitioner’s (GP’s) office or clinic. In the inter-
ventions studied, nurses and nurse practitioners, psycholo-
gists, and physical therapists met with patients in the
doctors’ offices to provide education on the condition and
how to manage it, offered counselling on diet and exercise
as appropriate, did medication review medications, and,
in the cases that involved nurse practitioners, made initial
diagnoses and began treatments. Some interventions also
involve follow-up telephone calls. The professionals meet
regularly with the physicians to go over the patients’ progress,
and any medical problems are referred to the doctors.i

Allied health professionals are also used extensively in home-
care. In this environment, nurses (registered nurses and nurse
specialists), social workers, physiotherapists, and occupa-
tional and speech therapists work with patients in the home
and are supervised by a GP, psychotherapist, or advanced

practice nurse, depending on the intervention. These profes-
sionals provide problem-solving treatment for depression,

counselling and education on the patient’s condition and
medications, perform assessments and provide treatments,
and work with social services and hospitals if the patients
require extra care Xi-wi

Finally, teamwork is an important component of successful
telephone-based care, or telehealth. This has been studied
primarily as a complement to depression care and can involve
nurses providing general emotional support and advice on
activities the patients could do to improve their condition.
Nurses also ask about medication compliance and any side
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effects the patients are experiencing. They usually work out
of a GP’s office and report back regularly to the physicians
on the patients’ progress and help implement any necessary
changes to the patients’ treatment plans.XVili ¥ Recent work
involving heart failure patients followed a similar intervention,
with nurses speaking with patients over the phone about diet,
medication, symptoms, and physical activity. Nurses also
had the ability to adjust the dose of a certain medication
and could recommend extra doctors’ visits.®
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