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medication, and treatment recommendations versus
systematic telephone follow up of patients and care
management (p 550).15 Systematic follow up and care
management significantly improved adherence to
treatment guidelines and outcomes at modest cost.

Most of the papers in this issue similarly highlight
the importance of careful follow up to optimise therapy,
support self care, and detect exacerbations early. The
paper by Williams et al supports the removal of barriers
to patient access,8 and that by Simon et al15 confirms
reports16 that follow up can be done by non-medical
team members using the telephone.

As is clear from these papers, chronic disease
management has evolved into a unique field of inquiry
and an essential component of quality improvement
efforts in health care. But it is equally clear that serious
shortcomings exist in the care received by many
people with chronic conditions. We will continue to
use the pages of our journals and websites (www.bmj-
.com and www.ewjm.com) to disseminate research and
serve as a forum for discussion and debate on this
topic.
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Patients as partners in managing chronic disease
Partnership is a prerequisite for effective and efficient health care

When acute disease was the primary cause of
illness patients were generally inexperi-
enced and passive recipients of medical

care. Now that chronic disease has become the princi-
pal medical problem the patient must become a
partner in the process, contributing at almost every
decision or action level. This is not just because
patients deserve to be partners in their own health care
(which, of course, they do) but also because health care
can be delivered more effectively and efficiently if
patients are full partners in the process.

Today in the United States chronic disease is the
major cause of disability, is the main reason why people
seek health care, and consumes 70% of healthcare
spending. The differences between acute and chronic
diseases are seen in the box on the BMJ’s website. With
acute disease, the treatment aims at return to normal.
With chronic disease, the patient’s life is irreversibly
changed. Neither the disease nor its consequences are
static. They interact to create illness patterns requiring
continuous and complex management. Furthermore,
variations in patterns of illness and treatments with
uncertain outcomes create uncertainty about progno-
sis. The key to effective management is understanding
the different trends in the illness patterns and their

pace. The goal is not cure but maintenance of pleasur-
able and independent living.

In most cases doctors cannot accurately detect the
trends themselves. The patient knows them better, and
provides information and preferences that are
complementary to the doctor’s professional knowl-
edge. In general, the patient provides the individual
information and the doctor the general information,
and both are necessary for effective management.

The present healthcare system arose in response to
acute disease. During the past 50 years, as the
prevalence of chronic disease has risen, acute care
practices have proved increasingly inefficient and inef-
fective.1 2 Uninvolved patients, unnecessary hospital
admission, expensive but indecisive technologies, and
useless accumulation of clinical data all drove health
expenditures higher and higher without evidence of
commensurate improvement in health status.

In general, the contradiction between acute care
practices and chronic disease problems has been
ignored by policymakers in favour of a focus on organi-
sational and financial reform. The reforms—exemplified
by managed care—are generally based on an industrial
model in which health care is perceived as a production
process and the patient as a customer. As a customer, the
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patient is again excluded from the healthcare process
except for selecting among the services offered. The
model of health care as a production process has value.
But the product and the producers must be accurately
identified. As Hart has argued, in health care the product
is clearly health and the patient one of the producers,
not just a customer.3 Thus the role of the patient with
chronic disease is similar whether viewed from a clinical
care perspective or a production perspective. In the
former the patient is the principal care giver and in the
latter an active producer. In both cases, the patient must
become a partner of the physician.

Not long after chronic disease began its ascendency
effective and efficient methods of management were
devised, particularly home care and community based
services.4–6 Subsequently, many effective managements
emerged for diseases such as asthma, diabetes,
hypertension, coronary artery disease, chronic bowel
disease, and back pain. Because the patient must
understand and assent to new practices and new
responsibilities, an effective working relationship
between patients and health professionals became
essential. Taking the patient’s views into account was
associated with higher satisfaction, better compliance,
and greater continuity of care.

Recently, three programmes have been developed
that enhance the ability of patients with chronic disease
to participate in their health care. Each places patients in
a central role and has been tested experimentally. The
first is self management education that addresses
continuous use of medication, behaviour change, pain
control, adjusting to social and workplace dislocations,
coping with emotional reactions, learning to interpret
changes in the disease and its consequences, and use of
medical and community resources. Participants experi-
ence reduced symptoms, improved physical activity, and
significantly less need for medical treatment. Some ben-
efits have lasted years beyond the education. An impor-
tant element for participants is learning from each
other, and the principal reason for benefit is growth in
confidence in their ability to cope with their disease.7 8

The second approach is group visits. These are
recurrent meetings of groups of patients with their prin-
cipal doctor. The agendas are largely set by the patients
and concern problems they encounter from their
disease. Participants experience increased quality of life,

much slower decline in activities of daily living, greater
satisfaction, and reduced use of medical services.9

The third approach is remote medical management
via the telephone or electronic communication. Chronic
disease is particularly suitable for remote management,
especially when there is continuity between the patient
and service provider. In randomised trials telephone
management has been shown to reduce cost and to
improve the health status of participants compared with
patients receiving usual care.10 The article by Simon et al
in this issue is a recent example (p 550).11

Better ways to manage chronic disease have been
known for years—Wagner describes some further
examples in this issue (p 569).12 But those ways have
been neglected at policy and institutional levels. The
longer the neglect, the more distant effective and
efficient health care will be. The bedrock of the better
ways is a partnership between patients and physicians.
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Depression management clinics in general practice?
Some aspects lend themselves to the mini-clinic approach

In 1979 Stott and Davis identified the four areas of
exceptional potential to serve patients in every
primary care consultation, which included manage-

ment of continuing problems along with management
of the presenting problem, opportunistic health promo-
tion, and modification of help seeking behaviour.1 How-
ever, we now know that chronic diseases are often more
effectively managed through special clinics outside rou-
tine consultations, usually staffed by practice nurses.
Such “mini-clinics” have been shown to improve the
outcome of asthma2 and diabetes3 and are now
widespread in British general practice, encouraged by

separate payments for chronic disease management.
Might this approach also be applied to depression?

For many patients depression is more accurately
considered a chronic relapsing condition, rather than a
series of discrete episodes, and, as for other chronic
conditions, there are concerns about how it is managed
in routine consultations. Leaving aside issues of recog-
nition and diagnosis, where the evidence base needs
improving,4 the management of recognised cases
clearly falls short of best practice. Drug treatment con-
tinues to be inadequate in dosage, duration, or both,5

and patients are referred for non-directive counselling,
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