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Background

Approximately 70% of the burden of disease and injury borne by the Australian population
can be attributed to chronic conditions that require ongoing management over a period of
years or decades." Chronic diseases are amongst the most prevalent, costly and preventable
of all health problems leading to an increasing burden both on our health care system and on

individuals with chronic conditions.?

Studies strongly suggest that people with chronic disease have a better quality of life,
experience fewer complications and reduce their overall use of health care resources if they

participate in an integrated disease management program tailored to their needs.’

Integrated Disease Management (IDM) is a comprehensive and multidisciplinary approach to
the care of people with, or at risk of, a particular disease or condition, aiming to reduce the
burden of disease through a holistic approach. It encompasses the continuum of care from

prevention through to treatment, management and maintenance.’

There is an increasing emphasis on delivery of chronic disease care though a more
systematic and holistic approach with a number of State and Federal government initiatives
such as the National Chronic Disease Strategy (NCDS)Z, the Victorian Ambulatory Care
Framework (ACF)“, the Hospital at Risk Program (HARP) Chronic Disease Management

Guidelines® and Community Health Services—Creating a Healthier Victoria®.

Each of these initiatives identifies the important role of community health in supporting chronic

disease care through:

" Prevention and early detection
] Early intervention
" Providing comprehensive intervention programs that support integration of care across

health care sectors

" Promoting self management.

With these policy initiatives in mind the four community health services within the North
Central Metropolitan Primary Care Partnership (NCMPCP) commissioned work to develop a
Chronic Disease Care Model for community health that encompassed the continuum of care
outlined above.
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Purpose of consultancy

" Document a proposed model of good practice in chronic illness care suitable for
adoption by four nominated Community Health Services: Plenty Valley Community
Health, Darebin Community Health, North Yarra Community Health and North

Richmond Community Health Centre.

" Propose a staged plan for implementation of the model in each of the four nominated
Community Health Services based on an assessment of their current level of alignment

with the proposed model.
Methodology

The following process was undertaken to ensure the development the model was based on
current best practice and consistent with community health, care practices and policy

initiatives.
1. Literature review

A literature review was undertaken to identify learnings related to the provision of care within
community health for people with chronic health conditions and practical strategies that
agencies could adapt to support system change within their organisations. This information
was provided in July prior to the service workshops and further documentation reviewing

updated HARP guidelines circulated prior to the August combined workshop.

2. Mapping of chronic disease related care activities across the community health

centres

Needs Analysis Tool

An organisational Needs Analysis Tool was completed by key personnel in three of the
community health services. The Needs Analysis Tool was adapted from the Department of

Human Services (Public Health) Health Promotion Skill Assessment Tool for Organisations.’

The tool outlined a number of indicators for best practice in chronic disease prevention and

management and stepped participants through a process that:

a. Assisted agencies to reflect on the role they can play in promoting best practice within
a community setting, and the corresponding skills and infrastructure required for best
practice.
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b. Reviewed the agency’s current skills and practices in chronic disease prevention and
management.

C. Established priorities for service and skill development.

Best practice pointers were identified from a number of chronic disease best practice

guidelines and recommendations.?® %1% 11 12

Workshops

Facilitated workshops were held in July with three of the community health services to
complete the Needs Analysis Tool. Current activities related to chronic disease care were

also mapped within the workshop.

The workshop results were collated and discussed in a combined workshop (17/8/2005) with
representatives from each of the organisations. The combined workshop provided the
opportunity for key personnel across the four organisations to develop a common

understanding and collectively agree on:

a. What is best practice in chronic disease care within a community health setting?
b. What changes need to occur to improve chronic disease care within organisations?
C. Strategies and priorities for implementing those changes.

A summary of the findings from the workshops is outlined in Attachment 1.

3. Documentation of Chronic Diseases Care Model

The results from the literature review, mapping matrix, Needs Analysis Tool and the
workshops were synthesised to develop key recommendations to inform documentation of the

model and implementation plan.

The recommendations and a draft model were discussed and refined in a workshop

(16/9/2005) with representatives of the four community health services.
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Chronic disease

Chronic disease occurs across of the whole community affecting both children and adults and
results in both physical and or mental health problems. These problems can not be cured and
often become progressively worse over time. Living with a chronic disease can be stressful
both for the person with the condition and family members or carers. Unlike acute health

conditions significant responsibility for managing the condition rests with the individual.

The Australian Institute of Health and Welfare (AIHW) defines chronic disease as those

conditions that have the following key elements:

] Have complex and multiple causes

" Usually have a gradual onset, although they can have sudden onset and acute stages
] Occur across the life cycle, although they become more prevalent with older age

" Compromise quality of life through physical limitations and disability

" Are long term and persistent, leading to a gradual deterioration of health

" While usually not immediately life-threatening, they are the most common and leading

cause of premature mortality. "

This definition was used in considering model development and a number of key chronic

diseases were identified as being the focus for the model these included:

" Asthma and chronic obstructive pulmonary disease (COPD)

" Diabetes

" Cardiovascular disease including angina, hypertension, congestive heart failure and
stroke

" Osteoarthritis, rheumatoid arthritis and osteoporosis.

A community health model

Community health has been providing care for people with chronic health conditions since its
inception. The increasing prevalence of chronic health problems in the community, and
increasing financial burden of providing care within hospitals has resulted in a greater

demand for care within a community health setting.
Community health’s holist approach to chronic disease care has gained greater attention as

governments and health organisations recognise the need to place greater emphasis on

prevention and early intervention.
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Meeting the increasing demand for chronic disease care requires a review by community
health services. Refinement and streamlining care practices to ensure they are consistent

with best practice and effectively using available resources will be required.
As a result of reviewing the way care is presently delivered, considering the literature and
discussing the policy environment umber of key areas where improvements could be made

chronic disease care within identified.

Four key areas for improving chronic disease care identified were:

" An organised resourced service

" Informed and activated clients

= Prepared proactive health care team

" Systematic cohesive evidence based chronic disease.

Focussing on these key areas provides an overarching framework for improving chronic

disease care. (Figure 1: Chronic disease care: a community health model)

Figure 1: Chronic disease care — A community health model

(Adapted from Wagner - Chronic Care Model'*)

The model is applicable to both children and adults with a chronic disease.
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Improving chronic disease care: what we aiming to achieve?

The first step in clarifying what was required to improve chronic diseases care was to

consider what the service would look like if it was delivering best practice care as identified

through the workshop phase. The key outcomes table (Table 1) highlights the desired

outcomes of the implementation of the chronic disease community health model.

Table 1: Key outcomes of chronic disease community health model

Client

Health care team

Other

organisations

The community

health centre

The community

Clear point of entry/needs identified
Collaborative care plan
Mulitdisciplinary support to actively manage
disease
Interventions to match their needs
Effective communication with other health services
Ongoing support

Systems and tools to support systematic planning
and delivery of care

Appropriate training to deliver best practice care
Clear expectations of their role and other teams

members

Clear point of entry/ease of access
Articulates/compliments their service
Capacity to share information

Clear and consistent communication

Systematic planning and delivery of care
Effective use of resources

Improved capacity to evaluate service, identify
service gaps

Improved clinical governance through robust
clinical practices and protocols

Improved capacity to be responsive to community

need

Greater health knowledge

Improved access to services
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Delivering chronic disease care is core business for community health. Achieving best
practice chronic disease care through the implementation of the chronic care model doesn’t
require community health to change the way they provide care but rather refine chronic

disease care practices.

Changes to refine chronic disease care have been categorised under four organisational
components of chronic disease care as identified by Improving Chronic lliness Care (ICIC), a

national program of The Robert Wood Johnson Foundation."

1. Delivery system design- organise care teams to deliver systematic, effective, efficient
clinical care and self management support.

2. Self-management support - empower and prepare patients to manage their health
and health care. (see below for definition of self management)

3. Decision support - promote clinical care that is consistent with scientific evidence and
patient preferences.

4. Clinical information system - organise patient and population data to facilitate

efficient and effective care.

Areas for change in these four organisational areas were discussed in the workshops and
essential elements for change under each of these categories considered and prioritised to

form the basis for the implementation plan. A summary of key changes are outlined in table 2.

Definition of self management

Involves the individual with the chronic condition working in partnership with their carers and
health professionals so that they can:

= Know their condition and various treatment options

= Negotiate a plan of care i.e. care plan, and review/monitor the plan
= Engage in activities that protect and promote health

= Monitor and manage the symptoms and signs of the condition

= Manage the impact of the condition on physical functioning, emotions and interpersonal
relationships.'®
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Table 2: Summary of key changes

Organisation Essential elements for change
component

Delivery system = Clear point of access
design = Assessment & care pathways
= Care plan /case management

= Follow up and review

Self-management = Collaborative care planning
support = Self management integrated into services

= Capacity building of health professionals

Decision support = Embed evidence-based guidelines into assessment and
care plans

= Integrate specialist & care primary expertise

Clinical Information = Share information with providers to coordinate care
system = Facilitate individual patient care planning
= Monitor performance of practice team and care system

= Organise patient and population data

10 Chronic Disease Care - A community health model. NCMPCP. Final Report October 2005.



Achieving sustainable change within community health requires a systematic long term
approach. Changes need to be integrated with other initiatives influencing change within the
sector such as PCP service coordination and health promotion programs, community health

early intervention initiatives and HARP chronic disease care guidelines.
The implementation plan that follows outlines the key changes required under the four
organisational areas and suggestions for a stepped three year approach to implementation.

The plan is intended as a template for each service to discuss and refine according to own

needs and priorities

Organisational Requirements

Changes identified in the implementation require support for change at all levels of the

organisation.

Implementation of the proposed model requires:

] Designated personnel responsible for planning, implementing and evaluation the
changes

] Management support for the changes

] Adequate resourcing for planning implementation and evaluation

" Training for staff as identified in the implementation plan.

The tables below indicate the key changes under the organisational components of the model

and each of the identified essential areas for change.

Delivery system design
Self-management support

Decision support

row N o

Clinical information system.

Changes identified as high priority or areas for collaboration (as discussed in the workshops)

along with links to other initiatives are indicated.
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The collaborative approach taken in the review of r organisational approaches to chronic
diseases care and workshopping model development will provide a valuable start to the
change process.

Continuing this collaborative, inclusive approach will provide ongoing support for change.

Getting started with change is often the most difficult part. Engaging service providers by
asking them to consider their role in chronic disease care and what changes they could make
to improve care under the four key component area could help to start the process. (See

attachment 4 for example)

A continuous improvement model of plan, do, study, act is recommended to support

implementation and evaluation of the changes.

Figure 2: Plan do study act cycle

Refine the change as Plan a change: Set aims
necessary
= Focus on specific actions to
= Use new knowledge implement the Care Model
to make changes in o Define which patients and
other areas providers will participate
o Include time- specific,
= Expand roll out of measurable goals.
model = Define measures for
evaluating change
Observe results Try it our on a small scale
= Allimprovement requires = Be sure to integrate strategies to
changes, but not all measure change into care
phanges result in practices
improvement.

= Routine and systematic
review of changes will
identify what changes are
effective?
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Evaluation

Process and outcome measures of individual components of the model and global measures
of organisational improvements should be integral components of the implementation process.
The effectiveness of the model for improving chronic disease care will be reliant not only on
the capacity of the model to effect change in care delivery but also the way the changes are

planned and implemented. Suggestions for outcome and process measures are listed below.

A stepped approach to evaluation is recommended with a combination of process and
outcome measures used to consider individual aspects of the program along with the overall

outcomes for model implementation.

Process measures

The use of the plan do study act methodology:

= Defining standards to be achieved

= Defining time frames and measurable criteria for meeting the standards

= Embedding processes for measuring compliance with standards into care delivery

= Reviewing results and refining processes

Strategies could include:
= Case review meetings to review client care plans and assess care in relation to standards
o case review processes can also identify cases where the standards may
need to be adapted to meet the needs of different groups

= Audits of intake processes, client records, recall and reminder mechanisms to determine
percentage of clients receiving care according standards

= Documenting client goals on care plans and assessment of goal attainment, and collating
this information for the whole or sub groups of the client population.

= Quality of life and self management questionnaires for individual counselling and group

programs

A book by Lorig and colleagues “Outcome Measures for Health Education and other Health

» 17

Care Interventions” ' provides a number of tools that could be used to measure outcomes of

care processes. This book can be purchased from Arthritis Victoria.

The Health Education Impact Questionnaire developed by Richard Osborne at Melbourne
University is a self management evaluation tool that has been validated within Australia and is
readily available from the Rheumatology Department, Melbourne University ph 9342 7634.

Outcome measures

22 Chronic Disease Care - A community health model. NCMPCP. Final Report October 2005.



Focussing on key outcomes of chronic disease community health model identified in Table 1

earlier in this document would provide the basis for planning outcome evaluation.

Strategies for measuring outcomes could include:

= Satisfaction surveys to clients and partner organisations

= Focus groups with clients/ community members

= Global collation of results utilising techniques and tools identified under process evaluation.

= Self assessment tool developed by authors of the ICIC model. This tool has a number of
different subscales that measure each of the four organisational components of the model
along with overall organisational and integration scales. These components can be used
individually to assess progress in relation to implementation of components of the model or
as one tool to provide an overall assessment of progress. A copy of the tool is included in
Attachment 5.

23 Chronic Disease Care - A community health model. NCMPCP. Final Report October 2005.



Attachment 1: Mapping and review of chronic
disease care

The review of services was undertaken using the Chronic lliness Needs Analysis Tool by
NYCH, DCH and PVCH and reviewed in a combined workshop. Within the combined
workshop participants reflected on:

" How chronic care is delivered at the moment in and across organisations
" Identified areas they are doing well in and areas for improvement
" Identified key drivers and priorities for change.

The key findings of the mapping and discussion process are outlined below.

1. Summary of Chronic lliness Needs Analysis Tool findings

Agency capacity and resources

Identified need for improvement

o Needs to be high priority in order to
support change

e |dentified need for improvement

e Doing well in this area

e |dentified need for improvement

Provision of planned care based on best practice guidelines

o |dentified need for improvement
e High priority for change

o |dentified need for improvement
o High priority for change

o |dentified need for improvement
High priority for change

e Doing well in this area

24 Chronic Disease Care - A community health model. NCMPCP. Final Report October 2005.



e Doing well in this area

e Recognised potential for sharing
across the four organisations. i.e.
collaborating in the development
and sharing of resources

o |dentified need for improvement
High priority for change

o |dentified need for improvement
e Medium priority for change

Planning and provision of chronic disease services including health promotion and
early intervention programs

o |dentified need for improvement

e Variability across organisations
potential for sharing
learnings/collaboration

o |dentified need for improvement

e Variability across organisations
potential for sharing
learnings/collaboration

o |dentified need for improvement

e medium priority for change

o |dentified need for improvement

e Medium priority for change

o |dentified need for improvement

e Medium priority for change

o |dentified need for improvement

o Medium priority for change

2. Service Mapping findings and reflections

" Consistency across all organisations relating to services provision for individual

consultations

" Significant variability across organisations in relation to types of group programs

" Very few group programs for people with chronic disease except diabetes and heart
disease.

" Variability has evolved from:

o Meeting demand or from looking back at the community and providing
services.
o Historical — “hard to stop when you'’ve started”
" Recognition that there are gaps between community statistics and known risk groups
etc. for chronic disease and provision of group programs.

o Therefore there is tension between disease specific and generic groups

25 Chronic Disease Care - A community health model. NCMPCP. Final Report October 2005.



o Can be dependant upon the way people identify themselves ie culture,

disease
" Socialisation very important for cultural group identification
= Consideration of the different phases people go through and the need to have disease

specific groups/programs.
o But model needs to not lock people into programs/groups but help to move

them along the continuum.

3. Considerations for model development

Client perspective

" Needs to accommodate all the needs ie help me — give me info — leave me alone and
let me manage myself.
] Need to recognise that the focus is on the individual and their family — it important that

the family are recognised and included.

Model

" Single entry point — a common process of intake and how people can apply it locally.
o GP engagement — single entry point could encourage GP referrals.
o GPs need to be engaged.
o May need some consumer consultation

] Systematic approach

] Model applicable across region

" CH can’t and doesn’t want to replicate HARP but wants to incorporate some of the

positive principles.
" Consider role of Practice Nurses and Nurse Practitioner — greater access to federal

funding.
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Lifestyle assessment tools

Lifestyle assessment tools incorporating stages of change and goal setting have been
developed by the Department of Health and Aging. Copies of these tools are included in the
Attachment 6 (note these are a separate PDF file in the online version titled “Lifestyle

Assessment tools)

These tools along with other resources including best practice and supporting evidence can

be located at: www.health.gov.au/pubhlth/strateg/lifescripts.

Chronic and complex care assessment tool

The interRAl tool is a validated tool for comprehensive assessment of clients with complex
needs. The interRAI tool provides a consistent set of data on individuals that can be utilised
by all providers across settings. There are various versions for different types of client groups:
Residential / long term care, home care, acute care, post acute care, palliative care and

mental health. (Gray, L. 2003); www.interrai.org or http://www.interrai-au.org."®

Depression

A depression tool kit including a number of validated assessment tools including brief 2 and 9

question item tools can be found at: www.depression-primarycare.org/.

Self Management

A partner in Health Scale (PIH), developed by Flinders University, is a twelve part
questionnaire that is based on the six principles of self management. The client completes the
questionnaire by scoring their response to each question on a nine point scale. Information on
this scale can be found at: http://som.flinders.edu.au/FUSA/CCTU/home.html.
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Attachment 3: Care pathway

Entry into

primary care

Assessment

Follow up

Complex clients

= More detailed
assessment
= Disease specific

assessment

|

Case Management

Coordination and
planning of care:

= Across disciplines

» With outside agencies.

l

Ongoing care
co-ordination and

support
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Attachment 4: Getting Started

The following questionnaire could be used by different teams or individual
practitioners to look at changes required within their areas to support implementation
of the Chronic Disease model.

1. Your team

Who is in your team?

What is your own role on the team?

2. Aim

What is your team trying to accomplish?

3. Measures

What are the top three measures your team is tracking, and how does each of the
measures help you know if the changes you make are helping you achieve your aim?

4. Changes

Identify key changes under model components for your team

Delivery System
Design

Self-Management

Decision Support

Clinical Information
System

29 Chronic Disease Care - A community health model. NCMPCP. Final Report October 2005.
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Attachment 6: Lifestyle Assessment Tools

See pages following references

41 cChronic Disease Care - A community health model. NCMPCP. Final Report October 2005.
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