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Abstract
The long term management of patients with chronic disease is the main problems of care.
Structural shared care is one of the health care schemes whose purposes are the continuity of
care for chronic disease by systematic approach that is integration of services with primary and
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In these current circumstances, there are
limited funds and resources combined with clini-
cians facing more attending patients in the long
term management of chronic diseases. There are
many care taking patient problems and obstacles
for both GPs and specialists especially the provi-
sion of continuity of care for patients with chronic
diseases such as more drop out rate(l), inadequate
provision of care, long waiting times(1,2), over-
crowding of patients, inadequate time for patients,
duplication of medical work(l) and inappropriate
use of resources. Other health service methods need
to be ascertained in order to overcome these pro-
blems.

Problems
The long term management of chronic
disease is the main problem of care. The problems

which are faced are mentioned as follows :

- The continuity of care for patients with
chronic disease(D).

- The coverage and balance of care in
chronic disease(1),

- The default from treatment, high rate of
drop out from follow-up(1.3.4,5),

- Overcrowding and unplanned patients
at the specialist level(1,0),

- The traditional out-patient services can-
not provide quality care, or receive continuity of
specialist's advice that contribute to high admis-
sion rates, delay in treatment, performing of un-
necessary procedures, inappropriate follow-up and
high costs(2,7).

- Secondary care is still provided in hos-
pitals and associated roles and responsibilities are
separate from those of primary care and lack effec-
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tive communication leading to duplication of medi-
cal work by GPs and specialists(1,2,4),

- The inappropriate use of services leads
to long waiting lists and excessive demand(2.0),

- No clear standards for either the referral
of patients by GPs or the discharge of patients
back to the GPs such as referral letters which lack
important information and often fail to address the
central concerns of the doctor managing patients
or inappropriate referrals(2.5),

Aims

It might be necessary to adapt the current
system or re- engineering this system in order to
pragmatically improve health care service. The
purposes are :

- To provide effective health services
because rising costs of health care is growing up
in all point of primary care(2).

- To provide a greater proportion of care
outside hospitals by GPs and associated commu-
nity health services, reducing unnecessary or in-
appropriate referrals, reducing demand for secon-
dary care, limiting return visits to hospital through
protocols and guidelines and allowing patients to
receive specialist advice or with continuing spe-
cialist involvement(1,2,4,7-9),

- To earlier and safer discharge from hos-
pital and more frail elderly people supported in
their own homes(2).

- To have better coordinated and more
flexible community care, efficient use of acute hos-
pital services and greater responsiveness to the
needs of patients(1,2,9),

- To improve communication, foster col-
laboration, and clarify responsibilities between pri-
mary and secondary care by integration of GPs,
specialists, and community health services at re-
gional level(2,7,9),

- To ensure a high standard of care and
continuity of care will be provided to patients(4,7).

- To have effective balance between com-
munity and hospital base care(9).

- To have regularity, effectiveness -and
efficiency of long term out-patient care(l).

- To maximize the use of available re-
sources within the referral chain(1,9).

- To provide a feasible and acceptable

health care service system for patients and
GPs(4.8,9).
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There is a scheme that might reach the
aims, that is the structural shared care scheme.

Definition :- Structured shared care is the
joint participation of GPs and hospital consultants
in the planned delivery of care for patients with
chronic conditions, informed by an enhanced infor-
mation exchange over and above routine discharge
referral and letters(6,8.9) or integration of primary
and secondary services(8).

Structural shared care is the one of the
health care schemes whose purposes are the conti-
nuity of care for chronic diseases by systematic
approach that is the coordination, collaboration,
communication and organization among patients,
primary health care teams and specialists(1).

Shared health care can be classified by
methods of information exchange, and technology
into 6 groups(6,8),

1. Community clinics

A specialist from the hospital attends or
runs a clinic for shared care patients in general
practice. This cannot be strictly described as a pro-
cess of data transfer. The chief way of communi-
cating in these shared care schemes will be infor-
mal during the specialist's visit in general practice.
The identification of patients not responding to the
system depends upon the efficiency of general
practice staff. The specialist may use this oppor-
tunity to train the general practitioners and practical
nurse to become more independent of his advice.
Shared care patients may also be seen in the hos-
pital clinic.

2. Basic model (shared care communica-
tion by letter or standardized record sheet)

Regular letters and standardized record
sheets are sent by hospital doctors and general prac-
titioners after each attendance by the shared care
patients, which in being regular and mutual goes
beyond the normal level of communication between
the hospital and general practice. Conceivably, a
shared care coordinator could be alerted to any non-
responders in the system if a letter or standardized
record sheet did not arrive at an expected time. The
containment of details of treatment and medical
history in a single place would be possible if sum-
mary sheets were produced after each exchange of
information.
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3. Liaison

Hospital based teams meet to discuss the
management and overall health of individual shared
care patients with the general practitioners on a
regular basis or until the parties have agreed on a
joint management care plan. Failings in the system
are likely to be noticed quickly because the partici-
pants are in regular contact. Shared care patients
can be seen in the hospital clinic and further infor-
mation exchange is made by letter and standardized
data sheets. Management guidelines for general
practice would be designed jointly by the GPs and
hospital teams. The frequency of visits to hospital
and general practice is left to the patients them-
selves.

4.Shared record card

An agreed data set is entered onto a shared
care card or booklet, otherwise known as a coopera-
tion or liaison card. The shared care card is usually
carried by the patient, thus transferring information
between the participating personnel. A means of
quickly finding non-responders in the shared care
system is unlikely, as this feature does not interact
to the structure. Problems may be identified at a
later date if there is a coordinator or audit circle in
place, monitoring the process of patients under
shared care at regular intervals.

5.Computer assisted shared care

A circle of information exchange is esta-
blished from general practice to the hospital and
back to general practice, after each patient visit. An
agreed data set is collected by the participants and
entered into a hospital computer with the results of
any biochemical or serological tests ordered by GPs
or by the hospital. A hospital consultant examines
the results of each visit and updates the compu-
terized patient records. These are sent back to the
GPs along with standardized letters which may
contain advice and information for the GPs with
regard to alterations in therapy. If the circle of
information is broken, then the coordinating per-
sonnel are alerted and action can be immediately
taken to ascertain the reasons for the failure and
correct it.

6. Electronic mail

This requires a common database with
multi-entry and multi-access ports available to each
participating GP/nurse and hospital doctor/nurse.
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An agreed data set is collected during each patient
attendance. This is entered into the computer and
stored in a single place or sent electronically to the
database of the partner in shared care where it is
available to each participant along with details of
the previous shared care attendance in general prac-
tice or hospital. The shared computer system could
be responsible for organizing visits to hospital or
general practice.

Process

The implementation of this plan requires
a change in the role of the specialist and the crea-
tion of community subspecialists with different
skills and roles(2). It needs to set the registration,
recording and recall system in order to accurately
infer the medical data and retrieve in future or
recognize who are the risk groups and call them to
visit the clinician at the predetermined time. It
needs to set the whole system and assign each par-
ticipants' responsibilities and the precise way to
communicate and coordinate with each other. GPs,
practice teams, and community health staff need to
take part in routine management and monitoring
activities on out-patient care(2). The ultimate res-
ponsibility for the patient should remain with the
GPs(2).

Shared care scheme needs

. Central registration(1.6)

. Call and recall system(1,6,9)

. Defined and agreed responsibilities(1.3.6.9)

Shared records(1.3,6,7)

. Coordination of care and communication chan-
nel(1.3,6,7)

6. Guidelines of management and referral poli-
cies(1,6,7.9)

7. Patient-held records(1,6,7,9)

8. Education and training(2,6)

1. Central registration(6.10,11)

This system is for registration, recording,
update and audit of patients, and medical informa-
tion. It is a reliable, comprehensive and fail-safe
method of recording identification, essential social,
demographic, clinical and therapeutic information
from routine clinical contacts and can link with
other routinely available patient health information
stores(10), It will improve communication between
patients, primary care physicians and specialist cli-
nics. It is the method for automatic monitoring of
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the control of individuals, evaluation of the medical
care for specified groups of patients and studies on
the natural history of disease and therapeutic inter-
vention including purpose designed statistical pac-
kages for the actuarial prediction of risk in defined
subgroups of patients(10),

A. registration and review(10)

Registration takes place for out-patients
using an agreed pre-printed clinical data base
which leads to the creation of a personnel cumulative
record for each patient.

The new registration procedures and
methods of working in the clinic have been fully
integrated.

Full review examinations are completed
at stipulated intervals such as each year, when the
basic record is updated and corrected.

B. record and communication between
patients and doctors(10)

The system prints versions of the record
for patients, GPs, and specialists.

The format and content of this record can
be varied to suit different information needs.

2. Call and recall system(1,5,6,11-13)

Aims

1. To remind patients who are due for follow-up.

2. To provide the continuity of treatment and care.

3. To follow the risk patients.

4. To detect pre-symptomatic sub-clinical or even
overt but undetected diseases(12).

This system, central hospital based com-
puter generated minimum amount of information
about patient identification data, clinical profile and
impression of patients, details of current medica-
tions, laboratory test results, caregiver's name and
the next appointment date and send letters enclos-
ing these data to the GPs, specialists and patients
at the date follow-up activated (the assigned date
before the actual appointment date). The clerical
person who 1is responsible for this task will list the
name, address of the patients, and the name of the
providers and send the letters, medical records and
follow-up forms to them when it is nearly the
appointment date (the routine follow-up interval can
be set at any time which is considered best suited
to the needs of the patient, patient making a new
follow-up appointment)(1) or sometimes needs to
follow-up at predetermined intervals if there are
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some problems such as abnormalities of laboratory
investigations in order to recheck, further investi-
gate or provide some other management(9.12),

3. Defined and agreed responsibilities(1,2,3.6)

This task is an important one of structural
shared care. Each participant needs to be assigned
a role and their responsibilities in order to inte-
grate the process and avoid the duplication of medi-
cal work especially who sees the patient and what
examinations or tests are done, and when they will
refer or refer back and the task can run smoothly
and contribute to high effectiveness of care. For
example, the specialist’s role is to oversee and co-
ordinate the scheme, undertake clinical review and
supervision of patients and the GP's role, which is
classified as investigation and treatment of patients
and taken to indicate that GPs enjoy full clinical
responsibility for the shared care patients and can
change the initiate treatment.

4. Shared records(1.3)

It needs to determine what will be re-
corded by general practitioners and specialists that
is the shared record between GPs and specialists.

5. Coordination of care and communication
channel(1.3.6,7)
Aim

To coordinate and communicate among
providers and integrate the process into a mean-
ingful whole(1),

To coordinate approach between GPs, spe-
cialists and other providers with the purpose of
delivering an agreed standard of care(l).

To communicate between patients and pro-
viders to understand their disease and monitoring
themselves about disease or adverse effects of
medication.

To improve patient's care.

To improve interpersonal relationships.

To improve team working.

To improve knowledge.

Channel

. liaison

. letter

. telephone

. meeting

. individual direct-contact at out-patient clinic
. home visit

N W N —
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6. Guidelines of management and referral poli-
cies(1,2,6,7,9,14-16)

It needs to provide guidelines for each
level of provider in order to carry out the patient
management accurately and contribute to improve
health care outcomes and health service efficiency
and reduce levels of inappropriate practice(17), GPs
and specialists have to prepare protocols and cli-
nical guidelines.

7. Patient-held records(1,7.9.18)

It might be necessary for patients and
providers for communication and information ex-
change. To day, patients have legal right to receive
their medical documents and doctors are obliged to
give enough to ensure adequate health care and to
provide a basis for informed consent to treatment.
There are many problems with current methods for
recording clinical information, in terms of comple-
teness, comprehensiveness, reliability and conti-
nuity. Shared care cards with computer generated
medical summary detail, medical knowledge and
instructions and records.

What is the patient held record ?

It is a record that consists of a full case
record or a summary record including structured
problem lists such as diagnosis, other health pro-
blems, details of treatment, advice and information
relevant to particular patient groups. The patient
carries this record and he or she has automatic full
access to its content.

Aims

To improve the communication between
doctors and patients.

To transfer the records in a suitable form.

Because chronic disease is a lifelong con-
dition, its management may be shared between GPs,
specialists, nursing and other staff over the lifetime
of the patient. This requires accurate information
transfer between the parties concerned. To be
effective, medical records must be complete and
available at the time of consultation.

8. Education and training(2.6)

This is the most important task to per-
form inevitably in order to understand the meaning-
ful whole of the health care service for every par-
ticipant because it might fail and be useless. GPs,
specialists and primary care teams need training.
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Advantages

There are many advantages in this scheme
as follows :

- GPs and specialists learn to improve the
effective use of secondary care and to transfer some
of the responsibility from hospital to primary
care(2),

- Improve care in terms of standardiza-
tion, continuity ,coverage, efficient use of primary
and secondary skills and possibly reduced costs(2).

- Improve team working and communica-
tion between GPs and specialists(2),

- For specialists, reduced waiting lists,
attraction of referrals, improve working environ-
ment, variation in work pattern, and identification
of management problems at an early stage(2).

- For GPs, improve team-work and com-
munication, increase access to services, reduced
waiting time, more responsibility for care, expan-
sion of team roles in diagnosis and treatment and
access to informal advice from specialists(2),

- Enhances consultants' confidence in
GPs' competence and increase GP 's knowledge(2).

- Enhance GP's confidence to provide
continuity of care for patients(2).

- Enable difficult patients to be managed
without being admitted to hospital(2),

- Enable more patients to receive specia-
list advice, increasing the knowledge of the patients’
conditions(2).

- Identify patients who fail to attend(2).

- Patients receive a standardized clinical
review(1).

- Patients receive effectiveness and effi-
ciency of long term follow care(l),

- Reduce unplanned and re-referral(1),

- Shared records are an important faci-
litator of specialist involvement(1),

- Patient-held records can enhance moti-
vation, improve communication and assist patient
involvement and lead to better follow-up rates(!).

- Transfer of workload from specialists to
primary care(1).

Disadvantages

There are some disadvantages such as

- Reduction in secondary care funding
due to reduced hospital out-patient services and
referrals, increased administration(2).

- The maintainance of responsibility for
the patient and the use of existing resources and
administration for GPs and primary care team(2).
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- May not be suitable for all specialties(2).

- Workload on GPs will squeeze resources
and worsen occupational stress(2).

- The hospital will become an acute ser-
vice provider for a large population supported by
district community hospitals(2).

- Community specialists will become a
sub-consultant grade with consequent recruitment
difficulties in the profession(2).

Obstacles

There are some obstacles as follows :

- Operationalization, several participants
with their own view point and local factors(l),

- Financial and operational barriers(1).

- Lack of confidence and time(6).

- Inadequate premise and lack of space(6).

- Negative attitude in patient resistance to
change low confidence in the non specialist and
wishing to see the doctor rather than nurse(6).

Efficiency of shared care(l)

As mentioned above, there are some
advantages, disadvantages and obstacles that need
to be considered in the efficiency of this scheme
compared with the current scheme, which one is
better? The following questions need to be consi-
dered.

1. Benefit : How much benefit can be achieved by
shared care? The principal benefits claimed for
shared care are :
1.1 Reduce loss to follow-up.
1.2 More complete monitoring.
1.2.1 Clinical finding.
1.2.2 Assessment.
1.2.3 Recording of results.
1.3 Reduced specialist workload.
1.4 More appropriate balance of care between
GPs and specialists.
1.5 Recall system which prompts patients
and doctors to review and remind defaulters,

2. Costs: The identified costs to the services are :
2.1 Increased GP workload.
2.2 Increase the shared care infrastructure
that are
2.2.1 Coordinators nurse, clerical, medical.
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2.2.2 Recall system.

2.2.3 Purpose-designed records.

2.2.4 Particular arrangement.

2.2.5 Type of staff employed.

2.2.6 Availability of computer facilities.

2.2.7 Registry, centralization.

2.3 Patient costs include

2.3.1 Traveling fares, time costs, produc-
tivity costs.

2.3.2 Consultation fees, medication
charges.

SUMMARY

There are many problems and obstacles
of continuity of care for chronic diseases encom-
passing providing standard management for these
patients. The limited funds and resources are
another problem that needs to be contemplated
especially in developing countries such as Thailand.
In order to provide the qualitative, standardized,
continuous, effective care for patients with chronic
diseases and to maximize the use of available
resources, the structural shared care is one of the
schemes that might reach these aims. It is composed
of central registration, call and recall system, defined
and agreed responsibilities, shared records, coordi-
nation of care and communication channel, guide-
lines of management and referral policies, patient-
held records, education and training.
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