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BACKGROUND The Enhanced Primary Care (EPC) program is designed to promote better management of and improved
health outcomes for people with chronic illness. Specific Medicare item numbers provide government funding to
encourage general practitioners to take up health assessments, care plans and case conferences.

AIM We investigated elements of the EPC program from a rural general practice perspective.

METHOD Questionnaires summarising experience of EPC for patients and health care providers, undertaken over four
weeks at three rural general practices, and observation.

RESULTS The EPC program assisted the management and coordination of care for patients with multidisciplinary care
needs. General practitioners were generally positive about the EPC program. The main barrier was the extra time
required. The main concern of allied health workers was the lack of appropriate remuneration for their participation.
Patients were positive in their responses, but many appeared to lack the motivation and self management skills to take
full advantage of the program.

DISCUSSION Strategies seeking to increase the uptake of EPC items need to address efficiency and accessibility, and

funding for participating health professionals.

he Enhanced Primary Care (EPC)
Tprogram, announced in the May 1999
Federal Budget, consists of a range of
innovations designed to encourage health
care providers to better assist and care for
people with chronic illnesses and complex
care needs. It emerged from the early
outcomes of coordinated care trials™> with
a focus on preventive and multidiscipli-
nary care, and encourages patients to
have a more active role in their manage-
ment. It also consists of Medicare rebates
for annual health assessments for the
aged, and for general practitioner
involvement in care planning and case

conferencing. It is based on a preventive
care model.*7

Aims

We investigated some aspects of the EPC
program from a rural health vantage point.

EPC item numbers

Aged Health Assessments can be pro-
vided for any patient over the age of 75
years, or any Aboriginal or Torres Strait
Islander patient over the age of 55 years.

Care Plans may be prepared for any
patient with a chronic and complex
medical condition and who requires mul-
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tidisciplinary care from at least two other
health care providers.

Case Conferences may be provided for
any patient who has a chronic medical
condition and who requires multidiscipli-
nary care from at least two other health
care providers. In contrast to care plans,
the patient and health care team meet
together to discuss key health care issues
and to develop care management goals.

The Practice Incentives Program

The Practice Incentives Program (PIP) is
part of a payment system for GPs. It is
designed to promote the aspects of



general practice that are associated with
quality health care, such as the provision
of after hours services and student teach-
ing, by compensating GPs who take time
to look after the continuing health care
needs of their patients rather than relying
on many quick consultations for income
alone. A ‘rural loading’ is paid to prac-
tices in rural and remote locations.

PIP payments support the uptake of
case conferencing and care planning in
addition to the individual Medical
Benefits Schedule (MBS) item numbers.
Payment is made to medical practices that
meet a specified coverage rate based on
the number of patients aged over 65 years
as a rough estimate of the numbers of
patients with complex care needs attend-
ing the practice.

Methods

We collected data over four weeks in two
general practices in Whyalla and one in
Port Lincoln, South Australia; designated
practices A, B and C throughout the follow-
ing report. We:

¢ talked to relevant health professionals,

e examined relevant documents

e observed EPC consultations in different
rural general practices, and

¢ administered questionnaires to patients
and health care providers using a 5-point
scale.

Results

Recruitment and recall of patients
We observed two methods for GPs
recruiting patients for EPC:

e searching their patient records elec-
tronically to identify eligible people,
and

e opportunistically with patients attend-
ing routinely.

Health assessments

Two health assessments were observed at
two practices. The practice nurse col-
lected most of the information.
Assessment of patients’ clinical condi-

tions and medications was more thorough
than psychological and social function.

In the third practice, health assess-
ments were completed at home which
allowed for a direct assessment, especially
of factors predisposing to falls.

Care plans

We observed 16 care plans. The assess-
ments of patients’ problems and care
needs were comprehensive with clear
management plans. Involvement of other
health care providers varied from
minimal to active contribution to the
plan’s development. So also was the
degree to which patients defined program
aims, which varied in the extent to which
they were clearly set out, the input of the
health care providers, and the emphasis
on medical or lifestyle issues.

Patient and health care provider
questionnaires

Patients reported better matching of
health care services to need, improved
quality of health care and improvements
in their own knowledge of their condition
and its management following introduc-
tion of the EPC program. Whether the
EPC had improved their relationships
with their doctor and other health care
providers was unclear.

Some suggested improvements were
home care plans or health assessments con-
ducted for those with mobility difficulties.

Health care providers surveyed were
involved with the EPC program. These
included four GPs, three practice nurses,
a diabetes nurse, diabetic educators, a
service coordinator, a dietician and
a podiatrist.

The GPs were generally positive about
the EPC program: integration of health
care services had improved, although IT
support needed further development.

Allied health practitioner responses
were more variable. Although most were
positive about the EPC program, it was
not clear that it had constructive impact

on their practice.

Perhaps there was better communica-
tion between medical and nonmedical
workers. However, some commented on
the lack of funding to allied health
workers, and perceived doctors over
dominated decisions in care plans.

Discussion

These findings should be interpreted cau-
tiously; the samples were not
representative, and were small. General
practitioners and allied health practition-
ers who participated were probably biased
toward being positive about the program.

Similarly, the responding patients were
skewed toward those with long term and
continuing involvement with the program,
and not those who had dropped out.

These initial findings suggest a subjec-
tive improvement from the use of the EPC
program on the health care coordination
of the elderly and those with chronic con-
ditions. Possible improvements to the
process may include encouraging GPs to
set aside one or more designated sessions a
week for EPC activities, developing more
effective information technology support
systems for documenting and accessing
patient records, and the provision of ade-
quate remuneration for all health
providers involved.
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