
Chronic disease

‘The real essence of great portraiture of all time is the

artist’s eternal interest in the human figure, character and

emotions, in short in the human drama.’

(Mark Rothko, Artist)

Doctors charged with the care of people with
chronic disease are uniquely privileged to observe
the evolution of human emotions and drama, often
over many years. The continuity of care by
individual physicians enables them to accumulate
‘knowledge of the patient’s history, values, hopes
and fears’ which will ‘provide better care than a
similar doctor who lacks such knowledge’.1

However, as Sir Cyril Chantler observed in his 2002
Harveian Oration, ‘we now live with illnesses and
disabilities from which we used to die’.2

Consequently the number of patients with an
increasing range of chronic diseases has risen
dramatically, to an estimated 17 million in the UK.
It is clear that traditional, long-term care with
individual consultations for all such patients is no
longer a viable reality. Will this loss damage patient
care, or might new modes of practice actually
enhance their well-being as well as delivering a
more effective service? 

The needs of people with chronic long-term
disease range from those of the few with highly
complex and often multiple medical problems at
one end of the spectrum, through a greater number
who require specialised medical care, to the
majority, perhaps 70 to 80%, who need support for
self-care. Delivery of care to such large numbers of
people requires teams who can provide and teach
the necessary skills, working for the most part in the
community with complete integration across
primary and secondary boundaries. Sensitive
leadership and above all mutual trust are needed in
developing such programmes. It is encouraging that
several specialties, such as diabetes, asthma,

dermatology and others, have already developed
imaginative schemes for care. Yet at the same time,
resources are needed for secondary care facilities for
patients with complex problems, as well as for
research and education. They must not be damaged.

Motivation – both of patients, who in the short
term may not always perceive the benefits of life
style changes and other treatments, and of health
professionals delivering care – is critical for success.
For patients, achievement of agreed goals creates
encouragement to persevere with treatment.3

Incentives for professionals are probably also best
achieved by feedback: benchmarking provides
individual centres with information which shows
their standing in relation to other centres across the
UK, enabling them to improve their own standards
if they are unsatisfactory. Benchmarking for
COPD,4 asthma,5 myocardial infarction6 and
stroke,7 established by the Clinical Evaluation and
Effectiveness Unit of this College, has already been
shown to result in better overall care across the
nation. On the other hand, the financial incentives
that have been proposed have fickle effects and
discourage professional behaviour.8 Government
too should trust its health professionals.

Novel approaches to care are needed. Treating
patients in groups, for example, may have some
advantages over individual consultations. Evidence
suggests that such group programmes, at least in
patients with type 2 diabetes, result in better
perceived health, together with improved control
despite using less medication.9 It has also been
shown that enhancing motivation using variations
of cognitive behaviour therapy and motivational
interviewing can also result in better control with
reduced pharmacological interventions.10

Furthermore, as reported by McKee and Nolte in
this issue,11 nurse-led clinics can be more effective
than traditional physician-led care. Effective
outcomes have been described in the management
of a range of conditions including chronic 
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obstructive airways disease, asthma, heart failure, and diabetes.
Overall there is growing evidence that chronic disease manage-
ment programmes improve the outlook for a wide range of
disorders.

McKee and Nolte also examine the influence of healthcare
systems on the management of chronic disease in different
European countries.11 They describe the decline in mortality
from common treatable conditions in many European 
countries, in stark contrast to the situation in the USA where
the probability of dying from such conditions is much higher.
They observe that systems of healthcare can either enhance or
impede programmes of care for patients with chronic disease.
The English National Service Frameworks, for example,
‘require a degree of integration that seems unimaginable in
Germany’ where, at least until recently, reimbursement of
physicians discouraged an integrated team approach. What is
needed now is a generic model for the care of people with
chronic disease.12 There is much interest in the chronic care
model developed in the USA,13 and this College, jointly with
the Royal College of General Practitioners and the NHS
Alliance, has recently published an important report on 
commissioning services for chronic disease management in the
NHS, advocating above all the establishment of joint clinical
governance arrangements in the organisation of integrated
care.14

There is an inevitable conflict between the efficient delivery
of the technical needs for managing chronic disease by a range
of skilled personnel on the one hand, and the human needs of
our patients which should be addressed by individual medical
consultations. Since the attitudes of patients range from a total
life-long obsession with illness at one end of the spectrum to
complete indifference at the other, it is only within the medical
consultation that the narrow confines of guidelines, which may
introduce a spurious certainty, can be interpreted for the 
individual patient. Of course, ultimately both sides of care are
needed: systems of care can both enhance the quality of life
and reduce mortality, but the skill of the physician is still
required to synthesise often imprecise information and help
patients to make their decisions and choices in the face of
uncertainty.

References

1 Pereira Gray D, Evans P, Sweeney K, Lings P et al. Towards a theory of
continuity of care. J Roy Soc Med 2003;96:160–6.

2 Chantler C. The second greatest benefit to mankind? Clin Med 2002;
2:544–53.

3 Assal JP. Patient education in Switzerland: from diabetes to chronic
diseases. Patient Educ Couns 2001;44:65–9.

4 Roberts CM, Ryland I, Lowe D, Kelly et al. Acute admissions of COPD:
standards of care and mangement in the hospital setting. Eur Respir J
2001;17:343–9.

5 Bucknall CE, Ryland I, Cooper A, Coutts II et al. National bench-
marking as a support system for clinical governance. Clin Med JRCPL
2000; 34:52–6.

6 Birkhead J, Pearson M, Weston C. On behalf of the MINAP Steering
Group. Improving care for patients with acute coronary syndromes;
initial results from the National Audit of Myocardial Infarction Project
(MINAP), Heart (2004, in press). 

7 Intercollegiate Working Party for Stroke. A stroke audit package, 2nd
edition. London: Royal College of Physicians, 2002.

8 Rodwin MA. Financial incentives for doctors. BMJ 2004;328:1328–9.
9 Trento M, Passera P, Bajardi M, Tomalino M et al. Lifestyle intervention

by group care prevents deterioration of Type 2 diabetes: a four year
randomised controlled clinical trial. Diabetologia 2002;45:1231–9.

10 Ismail K, Winkley K, Rabe-Hesketh S. Systematic review and meta-
analysis of randomised controlled trials of psychological interventions
to improve glycaemic control in patients with Type 2 diabetes. Lancet
2004;363:1589–97.

11 McKee M, Nolte E. Responding to the challenge of chronic disease:
ideas from Europe. Clin Med 2004;4:336–42.

12 Lewis R, Dixon J. Rethinking management of chronic diseases. BMJ
2004;328:220–2.

13 Wagner EH. Chronic disease care. Editorial. BMJ 2004;328:177–8.
14 Royal College of Physicians of London, Royal College of General

Practitioners and NHS Alliance. Clinicians, services and commissioning
in chronic disease management in the NHS: The need for coordinated
management programmes. Report of a joint working party. London:
RCP, 2004.

PETER WATKINS

EDITORIALS

298 Clinical Medicine Vol 4 No 4 July/August 2004


