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bACKGROUND TO ThE NSW OACCP

Osteoarthritis (OA) is a chronic disease and it is 
recognised as a national health priority in the National 
Chronic Disease Strategy [5]. It is understood that OA 
has multiple, complex causes which identify it as a 
chronic disease. These include:

•  gradual onset, although sudden onset and acute 
exacerbations can be a feature of the disease

•  occurrence at any age, with increased prevalence as 
individuals age

•  compromise of quality of life through pain and 
dysfunction of affected joints, with resultant effects 
on physical capabilities and psychological well being

•  an enduring, persistent disease process which may 
lead to a gradual deterioration of health [15].

Nearly one in five Australians has arthritis, most of whom 
have OA (17%) [16]. In 2007, there were an estimated 
3.85 million Australians with arthritis, including 2.4 
million of working age (15-64 years). In economic terms, 
the total cost of arthritis in Australia attributable to the 
burden of disease, productivity costs, and direct health 
costs, is almost $24 billion [17]. In people 65 years of age 
and older the risk of disability due to knee OA is greater 
than disability due to any other medical condition [18, 
19]. It is anticipated that as the Australian population 
ages and becomes increasingly obese, the prevalence of 
OA will increase. Some predictions are that by 2020, the 
number of people who suffer from OA will double [17]. 
The primary risk factors for OA are joint injury and 
excessive skeletal loading associated with work  
and obesity.

Despite the impending wave of this disabling disease, 
the current management of OA is largely episodic and 
palliative, and often limited to the use of medication 
and cautious waiting for eventual total joint replacement 
[20]. In 1999, the Australian Government provided 
financial incentives in the form of Medical Benefit 
Schedule (MBS) item numbers to support GPs in 
managing the needs of people with chronic disease. In 
2005, this strategy was supplemented by further MBS 
items to support GPs to develop chronic care plans and 
coordinated team care plans. It was intended these items 
would encourage primary care referrals to allied health 
practitioners for chronic disease management (CDM).

The findings of the BEACH survey, and the fact that the 
majority of people with symptomatic OA are managed 
in primary care, present a strong rationale to implement 
chronic disease management programs within primary 
care settings. There are a number of evidence-based 
recommendations to guide health professionals in 
the management of OA [6, 7, 9, 21-24], but despite 
remarkable consistency between these recommendations, 
and in spite of attempts to disseminate their information 
for consistent implementation, clinical practice does 
not reflect these guidelines [20, 25-27]. Access for 
allied health CDM MBS items is currently limited by the 
demands on primary care settings, workforce availability 
and/or access to consultation, which has not allowed 
for wholesale uptake of coordinated chronic care 
management programs.

The discrepancy in OA care between evidence-based 
guidelines and the reality of clinical practice, suggests 
problems with dissemination of information or the 
implementation of recommended care, or both [28]. 
Barriers to implementation may relate to the inherent 
complexity of the guideline documents, clinician factors 
such as beliefs and attitudes, system factors that inhibit 
access to the recommendations at the point of care, 
or individual factors which hinder uptake, adoption 
and maintenance of new behaviours. It is not only the 
management of OA that exhibits such barriers. The 
divergence from evidence-based care is also seen with 
other chronic diseases where it is estimated that only 
50% of the disease treatment is appropriate [29].

In recognition of these barriers to optimal care, the 
OACCP has been developed to enable clinicians to 
develop innovative system redesign strategies which 
involve comprehensive chronic disease management. 
key components of comprehensive chronic disease 
management include: 

•  changes to health system organisations, such as 
organisational culture;

• clinical information systems;

•  redesign of service delivery with links to community 
initiatives; and

•  support to enable individuals to self-manage their 
disease with the aim of improving their health 
outcomes long term [30-33].
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Evidence-based recommendations have the potential 
to improve the quality of an individual’s health care 
by promoting interventions of proven benefit while 
discouraging unnecessary, ineffective or harmful 
interventions [34]. The numerous recommendations 
for the management of OA developed in recent years 
by a number of scientific societies and health care 

organisations [7, 9, 21-23] provide general consistency 
[34-37] and the OACCP builds on this existing 
knowledge. The OACCP has created a clinically relevant, 
locally applicable model of care for individuals who 
suffer from OA and who are confronted by a long-lasting 
condition which may cause pain, stiffness and loss of 
function with subsequent poor quality of life.

Bureau of Health Information. Healthcare in Focus: how NSW compares internationally, December 2010.  
Sydney (NSW), 2010.  Accessed 25 February 2011 [38]

Diagram 1: Percentage of NSW adults who have ever been told by a doctor that they have one of the chronic diseases shown
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