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Abstract
Background: As the prevalence of long-term and multimorbid conditions is increasing, patients increasingly require consultations with
multiple health care professionals and coordination of their care needs.

Methods: This study is based on a 2011 survey of older Australians which draws on sub-populations of people with diabetes aged 50
years or over, people with chronic obstructive pulmonary disease, and members of Nationals Seniors Australia. We develop a composite
coordination measure and examine differences in the measure with different care coordination indicators using both descriptive and regres-
sion methods. Three categories of respondent-perceived care organisers are used: health care professionals; “no one”; and patients, their
partner, relative or friend.

Results: Of the 2,540 survey respondents (an overall response rate of 24%), 1,865 provided information on who organised their health
care, and composite coordination measures were calculated for 1,614. Multivariate analysis showed the composite score was highest
where a health care professional coordinated care, followed by care organised by self or a carer, and then the group reporting no organiser.

Conclusion: In moving towards care coordination there are opportunities to improve the care coordination process itself, and the key
enablers to improving care coordination appear to be the availability and communication of clinical information and the role of the clinical
team.
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Introduction

One of the characteristics of the changing demographics of populations across the world is the increasing burden
that long-term conditions (LTCs) place on all health systems. The prevalence of LTCs is increasing, as is the number
of concurrent conditions suffered by an individual [1,2]. In our complex, multipart health systems, the patient journey
increasingly requires multiple consultations with multiple providers of care including General Practitioners (GPs),
Specialists, Nurses and Allied Health Care providers. In addition, the accompanying social problems necessitate
communication across the health and social interface.

Coordination of care is an essential component for the delivery of high-quality primary health care that offers benefits
for both patient care and health outcomes [3–6]. This move towards coordinated team-based health care is an
attempt to better address the needs of an ageing population and growing incidence of people with chronic and com-
plex conditions where care is required across multiple care settings, often in different locations [7]. The definition of
coordinated care is variable and has changed over time. McDonald et al. [8] define care coordination as:

The deliberate organization of patient care activities between two or more participants (including the patient) involved in a
patient's care to facilitate the appropriate delivery of health care services. (p. 41)

Coordination of care relates to the interrelationship between and within multiple levels of the health care system
including micro level (patients and service providers), meso level (health service organisations) and macro level
(health services) [7]. Key to understanding coordination of care is to take a broad view and recognise its association
with continuity of care, integration of care and patient-centred care [9].

Coordination of care has been identified as a national priority area in the primary health care strategy of Australia,
and elsewhere [10–12]. Many models of chronic disease care, such as the Wagner model and Flinders model incor-
porate the need to support patients in managing their own care and the need for an “activated patient” to deliver
quality clinical and functional outcomes [13,14]. These ideas are now firmly incorporated in policy statements
such as Australia's National Chronic Disease Strategy [15].

Most measures of coordination deal with patient perception of how well their care is coordinated. However, the field
lacks a way of identifying actual coordination. In this study we develop such a measure based on activities related to
coordination, such as availability of information, duplication of testing and measures of medication management. We
then explore who it is that older Australians consider coordinates their health care, and observe whether there are
any differences in coordination measures with different care coordinators. While we anticipate that where care is
pro-actively managed this coordination will be reflected in the outcomes measured, a priori we do not know if access
to a professional coordinator is materially more effective than careful self-coordination.
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Methods and data

The study is based on a 2011 survey of three sub-populations of older Australians, including National Seniors Aus-
tralia (NSA), an organisation of Australians aged 50 and over with 285,000 members from which a sample of 5,000
people was drawn. NSA broadly represents the older Australian community. The second sub-population is the
National Diabetes Services Scheme (NDSS), a government funded service, which provides subsidies for diabetes
materials with 280,000 of its registrants aged over 50 years (sample size 2,500). The third sub-population is the
Lung Foundation Australia (LFA), a member organisation which supports research into lung conditions and provides
member support (all 3,109 members with chronic obstructive pulmonary disease (COPD) or who supported a person
with COPD were included in the sample). Almost all people in this group were aged over 50 years.

Stratified random samples were drawn from each of the sub-populations using age/sex/state/rurality strata, with
some oversampling of more rural areas to ensure adequate rural samples. For more detail, see Jowsey et al. [16].

The development of the questionnaire has been reported elsewhere [16]. The questionnaire has three sections (a)
Demographics (b) Health, Coordination and Time Use for managing the respondent's own health and (c) Carer Time
Use for managing the caree's health. Part (b) of the survey comprises four sections (1) Health (2) Health Service Use
(3) Working Together and (4) Time Use.

The questionnaire was based on that previously tested and used by McRae et al. [17] and incorporated questions
which focused on events which had actually occurred related to care coordination rather than on perceptions of coor-
dination. These questions were drawn or adapted from existing surveys including, the Assessment of Chronic Illness
Care (ACIC) and Patient Assessment of Chronic Illness Care (PACIC) [18,19]. The questionnaire was piloted with 18
members of a local health service consumer network, and the revised survey re-tested with 28 older Australians who
had taken part in an earlier survey and indicated their willingness to participate in further research.

Development of a composite index of coordination

The questions in the “Working Together” section relate to coordination of care including the availability of information
to health professionals, the use of written care plans, and using management of medication changes as a marker for
coordination of care.

The composite coordination index was computed using a set of eight questions that were drawn together by an
expert committee after completion of the survey. The questions used were identified as those which addressed
the main communication and management domains of care coordination (including care planning) addressed by
the survey. The questions used are given in Table 1 together with the weights applied to each of the possible
answers. The weights used involved transforming each individual item to a 0–100 scale with higher scores indicating
more favourable experience (coordination) as shown in Table 1. For most questions (apart from missing values)
there were only scores of 0 or 100, however two questions had intervening values (e.g. “sometimes”) and these
values were assumed to be uniformly spread across 0 to 100 meaning scores of 33.3 and 66.7 were applied as
per Table 1. Since items 3 and 4 relating to care plans basically ask the same question but refer to different providers,
they were combined to develop one item, bringing the total number of questions to seven. Taking a conservative
approach, a response of “Don't know” was treated as “No”, and “Not applicable” as “Missing”.

The composite coordination index was computed for each respondent based on the average of responses to all
items mentioned above, using the “half-scale rule” [20,21]. The half-scale rule calculates scale scores only for
respondents who answer at least 50% of the items in the scale – those who answer less than 50% of questions
are excluded from the analysis. For those included the overall score is the average value over the available ques-
tions, which is equivalent to imputing the mean value of the available items for any missing items.

The three categories of care organisation were derived from the survey question “Who is the main person who orga-
nises your health care?” which provided response categories of “no-one”, “specialist”, “practice nurse”, “myself”,
“my partner/spouse”, “relative”, “friend”, “GP”, “Other”. The simplified categories were those who stated that
“No-one” organises their care, those whose care is organised by a health care professional (Specialist, Practice
Nurse, GP) and those whose care is organised by themselves or by a partner, relative or friend.

Most of the descriptive analysis is undertaken within the sub-samples to establish the basic relationships. Totals
across the sub-samples are used for simplicity when exploring the relationship between the main organiser and indi-
vidual questions. The central analysis of the relationship between coordination (measured by the composite
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coordination index) and the main organiser with allowance for sub-sample, complexity of conditions and other poten-
tial confounders was undertaken by a linear regression adjusted for right censoring (Tobit regression), because no
value could be above 100 but 312 of the values “piled up” at 100 [22].

The model includes age, gender and income as potential confounding variables, number of prescribed medications
as a measure of the complexity of the overall health conditions, and years with current GP and number of visits to a
GP in the last three months as factors which may also play a role in the degree of coordination.

Ethics approval for the survey was obtained from the Australian National University Human Research Ethics Com-
mittee (Protocol number: 2010/468) in 2010. All respondents provided informed consent to participate by returning
completed questionnaires.

Results

Sample structure

Table 2 shows that sample responses varied across sub-samples, with more men responding within the NDSS (dia-
betes) sample but more women in the LFA and the NSA samples. While there was little difference in the average
ages across the samples, the NDSS and LFA groups were on average older than those in the NSA population.
Those in the samples with defined conditions were on average less well educated, of lower income (with lower
income for LFA group than NDSS group), and of poorer health as reflected by the number of comorbid conditions
or the number of medications taken regularly.

A total of 1,865 of the 2,540 potential respondents regularly consulted with two or more health care professionals and
were asked who organised their health care. Table 3 shows that respondents in the NSA sample are more likely to
manage their own care or report having no-one organise their care than those in the NDSS and LFA samples, while
the condition based groups are more likely to have their care organised by health care professionals.

Table 1. Questions and scoring used in composite coordination index

No. Items
Response and

scoring

1 In the last year, when you visited a doctor or other professional, did they have information about you from other
health professionals you had visited?

Always = 100
Usually = 66.66
Sometimes = 33.33
Never = 0

2 In the last year, have you had to make another appointment because information was not available to them? Yes = 0
No = 100

3 Has your GP or practice nurse given you a copy of a written management plan for your illness? Yes = 100
No = 0
Don't know = 0

4 Has any other health professional (e.g. specialist, nurse) given you a copy of a written management plan for your
health conditions?

Yes = 100
No = 0
Don't know = 0

5 Think of the last time your prescribed medicines were changed; did the providers ask you if you were taking other
medicines?

Yes = 100
No = 0

6 If your GP did not make the change, did they know about the change when you saw them next? Yes = 100
No = 0
Don't know = 0

7 Have you ever received conflicting information from different health professionals about the medicines you are
taking?

Yes = 0
No = 100

8 If your GP refers you to other health professionals (e.g. specialist, dietician etc.), does the GP follow up with you
about what happened?

Always = 100
Sometimes = 66.66
Rarely = 33.33
Never = 0
Don't know = 0

Note: In all cases “Not applicable” responses set to missing.
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Table 2. Socio-demographic and chronic disease characteristics of samples

NDSS sub-sample
(N = 427)

LFA sub-sample
(N = 681)

NSA sub-sample
(N = 1,432)

Percentage of sub-sample population

Gender

Male 56.5 45.7 45.1

Female 43.5 54.3 54.9

Age

Less than 60 years 17.6 10.6 12.4

60–69 years 36.1 32.8 40.6

70–79 years 33.3 40.1 30.9

80 years and over 13.1 16.6 16.1

Region

Major cities of Australia 52.4 59.2 59.3

Inner-regional Australia 30.3 31.7 25.9

Outer regional Australia 15.4 8.6 11.3

Remote and very remote Australia 1.9 0.6 3.5

Qualifications

No qualifications 21.7 18.2 8.3

Year 9 or year 10 schooling 22.9 26.4 23.0

Year 11 or year 12 schooling 10.6 11.2 9.8

Trade qualification 12.5 12.1 8.0

Certificate/diploma 17.4 19.7 26.9

Degree or higher degree 14.9 12.3 23.9

Household income

Less than $20,000 per year 34.7 42.4 14.1

$20–40,000 year 31.8 34.1 32.5

$40–60,000 year 14.4 12.9 22.9

$60–80,000 year 5.9 5.6 12.6

$80–100,000 year 6.2 1.6 7.3

$100,000 year or more 7.0 3.4 10.6

Number of chronic conditions ever diagnosed

Zero conditions 1.6 0.9 14.3

One conditions 11.5 12.0 24.4

Two conditions 24.6 18.9 26.8

Three conditions 21.3 18.4 16.5

Four conditions 17.6 19.7 9.5

Five or more conditions 23.4 30.1 8.5

Number of medications regularly taken

None 4.9 2.8 18.3

One 3.5 4.1 15.4

Two 6.8 5.7 15.3

Three 13.4 8.4 14.1

Four 16.6 12.9 12.6

Five 14.1 12.2 8.4

Six or more 40.8 53.9 16.0
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Significant differences exist in the number of GP attendances with those whose care is managed by a health care
professional more likely to have attended a GP in the previous three months (mean 2.8; 95% CI 2.6–2.9), than those
whose care is organised by themselves or a carer (2.2; 95% CI 2.1–2.3) or those whose care is managed by no-one
(1.5; 95% CI 1.3–1.7).

Of the participants, 1,821 provided sufficient information for their coordination index score to be derived, and 1,614 of
these also identified the person who organised their care.

Table 4 shows that overall those whose care is organised by a health professional have a significantly higher level of
coordination than those who manage their own care, while the latter group reports a significantly higher level of coor-
dination than those with no-one organising their care. Table 4 also shows that those in the NDSS sample have higher
levels of the composite coordination index, regardless of who provided the coordination although few of the differ-
ences are significant.

If the main organiser is examined in more detail, when a partner/spouse is the main organiser the mean score is sig-
nificantly higher than if the person manages their own care; and if a practice nurse is the main organiser the score is
significantly higher than if a GP manages the care (although the practice nurse sample is quite small). The practice
nurse score relative to the GP score is dominated by the question relating to care plans, with 90% of people whose
main organiser is a practice nurse reporting having a care plan, compared to only 52% of those mainly organised by
a GP. The difference between the partner/spouse managing and own management is dominated by similar ques-
tions to those which dominate in Table 5 – whether the doctor had information needed when you visited, whether
you have a professional care plan, and whether the GP knew if another provider changed prescriptions.

Table 5 shows the mean value for each of the variables which contribute to the composite coordination index relative
to the main organiser. Broadly speaking, the higher the level of organisation the more likely it is that a doctor would
have the necessary information from another health care professional to hand, and the more likely that the patient
would have a care plan.

While other differences in Table 5 are generally not significant due to the results for self-management and profes-
sional management being of a similar order, and due to the small sample for those with no organiser, a number of
broad patterns are visible. Consistent with Table 4, in four of the seven components those with no organiser had
the lowest score, and of the four, those with a professional organiser had the highest score. It is also noteworthy
that none of the groups had a material number of people reporting a need to make another appointment due to
the GP not having necessary information.

Table 3. Main organiser of care in sub-samples

Main organiser
NDSS sub-sample

(number, %)
LFA sub-sample
(number, %)

NSA sub-sample
(number, %)

Total
(number, %)

Self or a carer 113 (34.35) 224 (39.51) 475 (49.02) 812 (43.54)

Health care Professional 194 (59.0) 315 (55.6) 368 (38.0) 877 (47.0)

No organiser 22 (6.7) 28 (4.9) 126 (13.0) 176 (9.4)

Total 329 (100.0) 567 (100.0) 969 (100.0) 1,865 (100.0)

Table 4. Mean composite coordination index by who organises care and sub-sample

Mean composite score

Main organiser
NDSS sub-sample

(95% CI)
LFA sub-sample

(95% CI)
NSA sub-sample

(95% CI)
Total meana

(95% CI)

Self or a carer 77.4 (73.9–80.8) 74.9 (72.1–77.6) 73.9 (72.1–75.7) 75.4 (73.8–77.0)

Health care Professional 81.1 (78.8–83.4) 79.6 (77.7–81.6) 77.3 (75.5–79.0) 79.3 (78.0–80.7)

No organiser 73.3 (64.7–81.9) 67.6 (58.2–76.9) 71.7 (67.6–75.8) 70.9 (66.4–75.3)

Total 79.3 (77.4–81.2) 77.2 (75.6–78.8) 75.1 (73.9–76.3) 77.2 (76.3–78.1)

aTotal mean is the unweighted average across the three sub-samples, taken to avoid the NSA sample dominating results.

This article is published in a peer reviewed section of the International Journal of Integrated Care 6

International Journal of Integrated Care – Volume 15, 14 May – URN:NBN:NL:UI:10-1-114827 – http://www.ijic.org/

http://www.ijic.org/


Table 5. Components of composite coordination index

Main organiser

Mean score based on Table 1 scoring (95% CI)

Questions
Self or a carer

(N = 812)a

Health care
professional
(N = 877)a

No organiser
(N = 176)a

1 In the last year, when you visited a doctor or other professional,
did they have information about you from other health
professionals you had visited?

66.1 (63.9–68.4) 73.8 (71.9–75.7) 59.0 (52.3–65.6)

2 In the last year, have you had to make another appointment
because information was not available to your GP?

95.1 (93.5–96.6) 95.9 (94.6–97.2) 97.0 (94.3–99.6)

3 Has your GP/practice nurse, or any other health professional,
given you a copy of a written management plan

38.3 (34.8–41.8) 51.4 (48.0–54.8) 25.0 (17.4–32.6)

4 Think of the last time your prescribed medicines were changed;
did the providers ask you if you were taking other medicines?

80.1 (76.5–83.7) 75.7 (72.1–79.2) 69.6 (57.2–82.1)

5 If your GP did not change your prescriptions, did they know about
the change when you saw them next?

79.9 (75.0–84.7) 84.0 (80.1–87.9) 83.9 (70.2–97.6)

6 Have you ever received conflicting information from different
health professionals about the medicines you are taking?

84.7 (81.6–87.9) 84.3 (81.4–87.2) 85.7 (76.8–94.6)

7 If your GP refers you to other health professionals (e.g. specialist,
dietician etc.), does the GP follow up with you about what
happened?

89.3 (87.6–91.0) 92.2 (90.7–93.7) 85.9 (80.7–91.0)

aNote that not all respondents answered all questions.

Table 6. Tobit regression of the composite coordination index against main organiser and other factors (N = 1499)

Coefficient SE P 95% CI

Main organiser Reference group: self/carer

Health care professional 3.54 1.11 0.001 [1.36, 5.71]

No main organiser −3.48 2.11 0.100 [−7.62, 0.67]

Sub-sample Reference group: diabetes sample

Lung Foundation sample −3.10 1.57 0.048 [−6.17, −0.03]

National Seniors sample −4.23 1.49 0.005 [−7.16, −1.31]

Gender Reference group: male

Female −0.58 1.07 0.589 [−2.69, 1.53]

Age group Reference group: less than 60 years

60–69 years 5.32 1.72 0.002 [1.96, 8.69]

70–79 years 6.68 1.78 0.000 [3.20, 10.17]

80 years or older 5.23 2.01 0.009 [1.28, 9.17]

Years with current GP 0.10 0.04 0.020 [0.02, 0.18]

Usual income 0.18 0.13 0.161 [−0.07, 0.44]

Number of prescribed medications usually taken 0.42 0.16 0.010 [0.10, 0.74]

Number of visits to a GP in last three months Reference group: 0 visits

1 visit 5.36 2.14 0.012 [1.16, 9.56]

2–3 visits 5.54 2.05 0.007 [1.52, 9.56]

4–5 visits 6.44 2.39 0.007 [1.75, 11.12]

6 or more visits 8.69 2.72 0.001 [3.35, 14.02]

Constant 64.94 2.96 0.000 [59.14, 70.75]
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The relationships shown in Table 4 indicate that the degree of coordination is related to who mainly organises care.
This is confirmed by the regression analysis shown below in Table 6. The regression shows that conditional on the
other factors, having a health care professional manage your care leads to significantly higher levels of the compo-
site coordination score. While only significant at 10%, self-management also shows higher levels of coordination
than having no main organiser of care. The patients in the diabetes sample show significantly higher levels of coor-
dination than those in other samples, and those who take more medications also have a higher level of coordination.

Those older than 60 years have higher levels of coordination than those under 60 years. Those with one or more
visits to the GP in the last three months have significantly higher coordination levels than those with no visits, the
effect increasing with number of visits. Gender and income have no significant effect on the care coordination index,
however the period spent with the current GP had a significant positive effect.

Discussion

The development of a composite coordination index based on actual activities related to care coordination allows
analyses of care organisation across a range of factors; and can make useful distinctions between the degree of
care when organised by the patient or by a health care professional.

The analyses in this study show that the groups we would expect and hope to have more coordination – people with
more complex conditions as evidenced by their medications, older people, people with diabetes – indeed do have
more coordination consistent with previous findings [23]. Those whose care is managed by a health care profes-
sional have better coordination, regardless of whether they are GPs or specialists but (acknowledging the small sam-
ple) there are indications that having a practice nurse as care manager may improve measured coordination,
although this link must be taken as tentative at this stage.

Care coordination is one of four pillars for primary care [6,24]. Bodenheimer et al. [25] suggest that one of the ten
building blocks of high performing primary care is comprehensiveness and care coordination. They go on to suggest
that improving care coordination requires teams that often include a care coordinator or referral coordinator whose
sole responsibility is care coordination. Kmietowicz [27] also concludes, “The best schemes for improving the
care of people with long term or chronic conditions are those that are led by GPs, backed by a team of other health
and social care professionals with common objectives and who audit their performance” [p. 1].

The modelling in this study confirms that having a professional care coordinator provides the highest levels of coor-
dination, and confirms the importance of continuity of care by the significant effect of the period a patient attended the
same GP. It also suggests – if less strongly – that self or family/friend coordination leads to better coordinated care on
these service based measures than when no-one is recognised by the individual as taking the coordination lead.
This is consistent with what we know of patient activation in patient-centred care as proposed by Wagner's model
[13]. It is also consistent with the views of Bodenheimer et al. [25] who suggested a “medical home”may be a model
for improving coordination. A separate paper on medical homes suggested a shift is required from today's approach
where: “Patients are responsible for coordinating their own care… [to a model where] a prepared team of profes-
sionals coordinates all patients’ care, where we track tests and consultations, and follow-up” [28], p. 6]. This is
not to say patients with chronic diseases should not take a coordination role. Patients with chronic diseases should
be encouraged to self-manage their condition and it is likely that this would include aspects of coordinating their care.
Goodwin et al. [26] suggest:

a holistic focus that supports service users and carers to become more functional, independent and resilient, and to live
well by managing their conditions in the home environment, is preferable to a purely clinical focus on managing or treating
medical symptoms. (p. iv)

As the difference in level of coordination between “self or carer organises” and “health professional organises” is
statistically significant in our study, the challenge for both patients and professionals is to work collaboratively to
identify how care organisation is best managed, to individualise care plans and provide professional support
accordingly.

The main factors reflecting differences between the groups were the availability of care plans, and the access by
health care professionals to information from other providers. One significant effect across most measures was
that those who felt that no-one organised their care were more likely to find notably poorer information flows. An
opportunity to understand and improve the coordination of this group of patients who comprise almost 10% of the
population using two or more health care professionals has the potential to improve the quality of care they receive.
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For example, in patients with heart failure and a management plan the time to the next preventable hospital admis-
sion is delayed [29].

A silver bullet solution often proposed to better support information flows is the availability of an electronic health
record, which has been shown to support care coordination [30] and improve quality of care [31]. Goodwin et al.
[26] also recommended:

there is a need for shared electronic health records to support the process, but a “high-touch, low-tech” approach has
value in promoting face-to-face communication, fostering collaboration and enabling meaningful conversations about
the needs of patients with complex needs. (p. iv)

Limitations

The study explores care coordination from the patient's perspective using an index which was developed after the
survey was undertaken. The index does not cover all dimensions of care co-ordination (see for example Shulz et al.
[12] who identified 19 different domains of care coordination in 96 different scales), but was developed by an expert
group and follows the logic of other measures which address important domains of care coordination, in this case
mainly those relating to informational and management issues. As sample sizes in some categories can be small,
some potentially material differences are not statistically significant particularly in relation to those who report no
coordination of their care. The question on who coordinates care is purely from the patient's perspective, which
may be different to the clinician's perspective. However, it provides a unique view through the lens of a patient on
how they experience care coordination.

Conclusion

When individuals report taking responsibility for the coordination of their care, measures of service coordination are
higher than when no-one is recognised as coordinating care. However, care coordination by a health care profes-
sional is associated with indicators suggesting better coordination, and other literature suggest that this should be
a team based approach led in general practice. There is a need for improved care coordination in Australia and it
is necessary for other conditions (e.g. chronic pain, as well as, diabetes and cardiovascular disease). Our data sug-
gest that in moving towards care coordination there are opportunities to improve the quality of the care coordination
process itself, and the key enabler appears to be the availability of clinical information.
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Jacobi Elliott, PhD (candidate), Project Manager, Geriatric Health Systems Research Group, University of
Waterloo, Waterloo, ON, Canada

Nicholas Zwar, Professor of General Practice, School of Public Health and Community Medicine, UNSW Medicine,
Sydney, NSW, Australia

One anonymous reviewer.

References

1. Britt HC, Harrison CM, Miller GC, Knox SA. Prevalence and patterns of multimorbidity in Australia. The Medical Journal of
Australia [serial online] 2008;189(2):72–7 [cited 30 July 2014]. Available from: https://www.mja.com.au/journal/2008/189/2/
prevalence-and-patterns-multimorbidity-australia.

2. Islam MM, Valderas JM, Yen L, Dawda P, Jowsey T, McRae IS. Multimorbidity and comorbidity of chronic diseases among the
senior Australians: prevalence and patterns. PLoS ONE [serial online] 2014;9(1):e83783 [cited 30 July 2014]. Available from:
http://www.plosone.org/article/info%3Adoi%2F10.1371%2Fjournal.pone.0083783.

3. Banfield M, Gardner K, McRae I, Gillespie J, Wells R, Yen L. Unlocking information for coordination of care in Australia: a qua-
litative study of information continuity in four primary health care models. BMC Family Practice [serial online] 2013;14:34
[cited 30 July 2014]. Available from: http://www.biomedcentral.com/1471-2296/14/34.

International Journal of Integrated Care – Volume 15, 14 May – URN:NBN:NL:UI:10-1-114827 – http://www.ijic.org/

This article is published in a peer reviewed section of the International Journal of Integrated Care 9

https://www.mja.com.au/journal/2008/189/2/prevalence-and-patterns-multimorbidity-australia
https://www.mja.com.au/journal/2008/189/2/prevalence-and-patterns-multimorbidity-australia
http://www.plosone.org/article/info%3Adoi%2F10.1371%2Fjournal.pone.0083783
http://www.biomedcentral.com/1471-2296/14/34
http://www.ijic.org/


4. Shi L. The impact of primary care: a focused review. Scientifica [serial online] 2012;2012:432892. [cited 30 July 2014]. Avail-
able from: http://www.hindawi.com/journals/scientifica/2012/432892/.

5. Stange KC, Ferrer RL. The paradox of primary care. Annals of Family Medicine 2009;7(4):293–99.
6. Starfield B. Primary care: balancing health needs, services, and technology. New York: Oxford University Press; 1998.
7. Powell Davies G, Harris M, Perkins D, Roland M, Williams A, Larsen K, et al. Coordination of care within primary health care

and with other sectors: a systematic review. Research Centre for Primary Health Care and Equity, UNSW; 2006 [cited 30 July
2014]. Available from: http://www.health.vic.gov.au/pcps/downloads/careplanning/system_review_noapp.pdf.

8. McDonald KM, Sundaram V, Bravata DM, Lewis R, Lin N, Kraft SA, et al. AHRQ Technical reviews. Closing the quality gap: a
critical analysis of quality improvement strategies (Vol 7: Care coordination). Rockville (MD): Agency for Healthcare Research
and Quality (US); 2007 [cited 30 July 2014]. Available from: http://www.ahrq.gov/research/findings/evidence-based-reports/
caregaptp.html.

9. Uijen AA, Schers HJ, Schellevis FG, van den Bosch WJ. How unique is continuity of care? A review of continuity and related
concepts. Family Practice [serial online] 2012;29(3):264–71 [cited 30 July 2014]. Available from: http://fampra.oxfordjournals.
org/content/29/3/264.long.

10. DOHA. Building a 21st century primary health care system: Australia’s first national primary health care strategy. Canberra:
DOHA; 2010 [cited 30 July 2014]. Available from: http://www.yourhealth.gov.au/internet/yourhealth/publishing.nsf/Content/
CA2578620005CE1DCA257729001BACBD/$File/6552%20NPHC%201205.pdf.

11. Goodwin N, Smith J, Davies A, Perry C, Rosen R, Dixon A, et al. Integrated care for patients and populations: improving out-
comes by working together 2012 [cited 30 July 2014]. Available from: www.kingsfund.org.uk/sites/files/kf/integrated-care-
patients-populations-paper-nuffield-trust-kings-fund-january-2012.pdf.

12. Schultz EM, Pineda N, Lonhart J, Davies SM, McDonald KM. A systematic review of the care coordination measurement
landscape. BMC Health Services Research [serial online] 2013;13(1):119 [cited 30 July 2014]. Available from: http://www.
biomedcentral.com/1472-6963/13/119.

13. Wagner EH, Austin BT, Von Korff M. Organizing care for patients with chronic illness. The Milbank Quarterly 1996;74(4):
511–44.

14. Battersby M, Harvey P, Mills D, Kalucy E, Pols R, Frith P, et al. SA HealthPlus: a controlled trial of a statewide application of a
generic model of chronic illness care. Milbank Quarterly 2007;85(1):37–67.

15. DOHA. National chronic disease strategy. Canberra: Australian Government; 2006 [cited 30 July 2014]. Available from: http://
www.health.gov.au/internet/main/publishing.nsf/Content/66EC52273873D375CA257BF0001F3FED/$File/stratal3.pdf.

16. Jowsey T, McRae IS, Valderas JM, Dugdale P, Phillips R, Bunton R, et al. Time's up. Descriptive epidemiology of multi-mor-
bidity and time spent on health related activity by older Australians: a time use survey. PLoS One [serial online] 2013;8(4):
e59379 [cited 30 July 2014]. Available from: http://www.plosone.org/article/info%3Adoi%2F10.1371%2Fjournal.pone.0059379.

17. McRae IS, Yen L, Jeon Y, Herath PM, Essue B. Multimorbidity is associated with higher out-of-pocket spending: a study of
older Australians with multiple chronic conditions. Australian Journal of Primary Health 2012;19(2):144–49.

18. Bonomi AE, Wagner EH, Glasgow ER, VonKorff M. Assessment of Chronic Illness Care (ACIC): a practical tool to measure
quality improvement. Health Services Research 2002;37(3):791–820.

19. Glasgow R, Whiteside H, Nelson C, King C. Use of the Patient Assessment of Chronic Illness Care (PACIC) with diabetic
patients. Diabetes Care 2005;28(11):2655–660.

20. Coste J, Quinquis L, Audureau E, Pouchot J. Non response, incomplete and inconsistent responses to self-administered
health-related quality of life measures in the general population: patterns, determinants and impact on the validity of estimates –
a population-based study in France using the MOS SF-36. Health and Quality of Life Outcomes [serial online] 2013;11:44 [cited
30 July 2014]. Available from: http://www.hqlo.com/content/11/1/44.

21. Ware J, Snow K, Kosinski M, Grandek B. SF-36 health survey: manual and interpretation guide. Boston, MA: The Health Insti-
tute, New England Medical Center; 1993.

22. Woolridge J. Econometric analysis of cross section and panel data. London: MIT Press; 2002. Available from: http://jrvargas.
files.wordpress.com/2011/01/wooldridge_j-_2002_econometric_analysis_of_cross_section_and_panel_data.pdf.

23. Douglas KA, Yen LE, Korda RJ, Kljakovic M, Glasgow NJ. Chronic disease management items in general practice: a popula-
tion-based study of variation in claims by claimant characteristics. The Medical Journal of Australia [serial online] 2011;
195(4):198–202 [cited 30 July 2014]. Available from: https://www.mja.com.au/journal/2011/195/4/chronic-disease-management-
items-general-practice-population-based-study.

24. Starfield B. Primary care: concept, evaluation, and policy. New York: Oxford University Press; 1992.
25. Bodenheimer T, Ghorob A, Willard-Grace R, Grumbach K. The 10 building blocks of high-performing primary care. Annals of

Family Medicine [serial online] 2014;12(2):166–71 [cited 30 July 2014]. Available from: http://www.annfammed.org/content/
12/2/166.long.

26. Goodwin N, Sonola L, Thiel V, Kodner D. Co-ordinated care for people with complex chronic conditions: key lessons and mar-
kers for success. London: The King’s Fund; 2013 [cited 30 July 2014]. Available from: http://www.kingsfund.org.uk/sites/files/
kf/field/field_publication_file/co-ordinated-care-for-people-with-complex-chronic-conditions-kingsfund-oct13.pdf.

27. Kmietowicz Z. GPs are key to effective coordination of care for people with chronic conditions, study concludes. British
Medical Journal (Clinical research ed) [serial online] 2013;347:f6349 [cited 30 July 2014]. Available from: http://www.bmj.
com/content/347/bmj.f6349.long.

This article is published in a peer reviewed section of the International Journal of Integrated Care 10

International Journal of Integrated Care – Volume 15, 14 May – URN:NBN:NL:UI:10-1-114827 – http://www.ijic.org/

http://www.hindawi.com/journals/scientifica/2012/432892/
http://www.health.vic.gov.au/pcps/downloads/careplanning/system_review_noapp.pdf
http://www.ahrq.gov/research/findings/evidence-based-reports/caregaptp.html
http://www.ahrq.gov/research/findings/evidence-based-reports/caregaptp.html
http://fampra.oxfordjournals.org/content/29/3/264.long
http://fampra.oxfordjournals.org/content/29/3/264.long
http://www.yourhealth.gov.au/internet/yourhealth/publishing.nsf/Content/CA2578620005CE1DCA257729001BACBD/$File/6552%20NPHC%201205.pdf
http://www.yourhealth.gov.au/internet/yourhealth/publishing.nsf/Content/CA2578620005CE1DCA257729001BACBD/$File/6552%20NPHC%201205.pdf
http://www.kingsfund.org.uk/sites/files/kf/integrated-care-patients-populations-paper-nuffield-trust-kings-fund-january-2012.pdf
http://www.kingsfund.org.uk/sites/files/kf/integrated-care-patients-populations-paper-nuffield-trust-kings-fund-january-2012.pdf
http://www.biomedcentral.com/1472-6963/13/119
http://www.biomedcentral.com/1472-6963/13/119
http://www.health.gov.au/internet/main/publishing.nsf/Content/66EC52273873D375CA257BF0001F3FED/$File/stratal3.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/66EC52273873D375CA257BF0001F3FED/$File/stratal3.pdf
http://www.plosone.org/article/info%3Adoi%2F10.1371%2Fjournal.pone.0059379
http://www.hqlo.com/content/11/1/44
http://jrvargas.files.wordpress.com/2011/01/wooldridge_j-_2002_econometric_analysis_of_cross_section_and_panel_data.pdf
http://jrvargas.files.wordpress.com/2011/01/wooldridge_j-_2002_econometric_analysis_of_cross_section_and_panel_data.pdf
https://www.mja.com.au/journal/2011/195/4/chronic-disease-management-items-general-practice-population-based-study
https://www.mja.com.au/journal/2011/195/4/chronic-disease-management-items-general-practice-population-based-study
http://www.annfammed.org/content/12/2/166.long
http://www.annfammed.org/content/12/2/166.long
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/co-ordinated-care-for-people-with-complex-chronic-conditions-kingsfund-oct13.pdf
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/co-ordinated-care-for-people-with-complex-chronic-conditions-kingsfund-oct13.pdf
http://www.bmj.com/content/347/bmj.f6349.long
http://www.bmj.com/content/347/bmj.f6349.long
http://www.ijic.org/


28. Adams J, Grundy P, Kohn M, Mounib E. Patient-centered medical home. What, why and how?. IBM Institute for Business
Value; 2009 [cited 30 July 2014]. Available from: http://mendocinohre.org/rhic/200908/PCMH_IBM_June2009.pdf.

29. Vitry AI, Nguyen TA, Ramsay EN, Caughey GE, Gilbert AL, Shakib S, et al. General practitioner management plans delaying
time to next potentially preventable hospitalization for patients with heart failure. Internal Medicine Journal [serial online] 2014
[cited 30 July 2014]. Available from: http://onlinelibrary.wiley.com/doi/10.1111/imj.12512/abstract;jsessionid=7E7CFA5E2F8
34854D7CE000F41828327.f01t03.

30. Graetz I, Reed M, Rundall T, Bellows J, Brand R, Hsu J. Care coordination and electronic health records: connecting
clinicians. AMIA Annual Symposium Proceedings/AMIA Symposium 2009;208–12 [cited 30 July 2014]. Available from:
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2815429/.

31. Wickramasinghe LK, Schattner P, Hibbert ME, Enticott JC, Georgeff MP, Russell GM. Impact on diabetes management of
General Practice Management Plans, Team Care Arrangements and reviews. The Medical Journal of Australia [serial
online] 2013;199(4):261–5 [cited 30 July 2014]. Available from: https://www.mja.com.au/journal/2013/199/4/impact-diabetes-
management-general-practice-management-plans-team-care.

International Journal of Integrated Care – Volume 15, 14 May – URN:NBN:NL:UI:10-1-114827 – http://www.ijic.org/

This article is published in a peer reviewed section of the International Journal of Integrated Care 11

http://mendocinohre.org/rhic/200908/PCMH_IBM_June2009.pdf
http://onlinelibrary.wiley.com/doi/10.1111/imj.12512/abstract;jsessionid=7E7CFA5E2F834854D7CE000F41828327.f01t03
http://onlinelibrary.wiley.com/doi/10.1111/imj.12512/abstract;jsessionid=7E7CFA5E2F834854D7CE000F41828327.f01t03
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2815429/
https://www.mja.com.au/journal/2013/199/4/impact-diabetes-management-general-practice-management-plans-team-care
https://www.mja.com.au/journal/2013/199/4/impact-diabetes-management-general-practice-management-plans-team-care
http://www.ijic.org/

	Does it matter who organises your health care?
	Introduction
	Methods and data
	Development of a composite index of coordination

	Results
	Sample structure

	Discussion
	Limitations
	Conclusion
	Reviewers
	References
	title_bkm_13


