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Introduction

Chronic disease care models

‘Models of care’ set out a framework for the planning and provision of care for a specific
condition/s. They should aim to achieve equity, parity and consistency in care, support
coordination of services and a systems approach across local services. Models of care should
aim to be patient centred, support service providers to develop efficient and effective
treatment and care systems, reflect professional consensus of what works best, and be based
on current evidence, quality standards and good practice. !

The definition above suggests a ‘model of care’ takes a very comprehensive approach that
encompasses both the planning and delivery of care across a number of services.

In Australian and international literature on the care of people with chronic diseases, the term
‘model of chronic disease care’ is used to describe a wide range of entities from well-defined
interventions in a specific target group, to broad overarching principles for health service
provision at government policy level.

Chronic disease policies

National Chronic Disease Strategy

The Australian National Chronic Disease Strategy2 (National Health Priority Action Council
[NHPAC], 2006a) has been formulated to meet the objectives of preventing or delaying
chronic disease, reducing disease progression and complications, maximising wellbeing of
individuals, avoiding hospital admissions and health care procedures, implementing best
practice across the continuum of disease prevention, detection and management, and
improving the capacity of health services to meet predicted chronic disease care demands.

The National Chronic Disease Strategy is based on the following principles:

= A population-based health approach to reduce health care inequality
= Giving a high priority to health promotion and illness prevention

» Person-centred care and optimal self-management

= Effective health care

= Integrated multidisciplinary care through coordination between health services,
settings and sectors

= Continual improvement in the current health care system

=  Monitoring progress.

The following action areas have been identified for implementing the above principles:

= Chronic disease prevention
= Early detection and treatment
» Integration and continuity of prevention and care

= Self-management.
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Levels of care

Planning and delivery of chronic disease care according to level of care needed has been
highlighted in both the Australian National Chronic Disease Strategy and the UK National
Health Service Social Care long-term conditions model. Both policies refer to the US Kaiser
Permanente model (www.kaiser.permanente.org), which outlines three levels of care
according to severity of disease and intensity and complexity of care needs (see Figure 1).
The Victorian state chronic disease management guidelines also include these principles.

Figure 1: Levels of chronic and complex care prevention and management

Level 1 Intensive care coordination
People with chronic diseases and
complex needs who frequently use

+ Care across the continuum
« Tertiary and secondary prevention

hospitals

+ Enrolled patient population
Level 2 _
Peaple with chronic diseases and * Comprehensive assessmert and care planning
complex needs who use hospitals and * Specialist medical and GP management
are at imminent risk of hospitalisation « A package of services

« Continuous, frequent interventions

+ Linkage to ongoing manitoring and

mairtenance

Program example: HARP-CDM

Level 3 Planned, managed and proactive care

People with chronic diseases

« Assessmert and care planning
with /without complex needs or

. » GPcare
people with complex needs who
may progress towards requiring + Self-management interventions
hospitalisation in the medium + Access to mainstream health services and
to long term commurnity programs

= Generic telephone advice

= Planned review, recall and reminders

» Ongoing management and monitoring
Program example: EliCD, AHPACC Partnership

Level 4 Prevention
Whole population Risk reduction, for example, obesity reduction and

Intensity smoking cessation
Program example: Diabetes Prevention

Program, AHPACC Partnership

Adapted from Kaiser Permanente. Source: Chronic Disease Management Guidelines for Primary Care Partnerships
and Community Health Services. Victorian Government, Department of Human Services, 2007.

General Practice Initiatives

The role of general practice in the delivery of effective and efficient chronic disease care has
been recognised at both federal and state and territory levels. There are a number of general
practice initiatives aimed at improving chronic disease.

The Medicare Chronic Disease Management (CDM) items on the Medicare Benefits Schedule
(MBS) provide support for GPs to manage the health care of patients with chronic medical
conditions, including patients needing multidisciplinary care by expanding patient eligibility
and increasing the assistance that Practice (PNs), Aboriginal health workers and other allied
health professionals can provide. General practice can use a number of MBS items to
support care planning for people with chronic illness including:

= Preparation/ review of a GP Management Plan
= Preparation/review of Team Care Arrangements
. Contribution to a multidisciplinary care plan or Team Care Arrangements
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Individual Allied Health Services

Medicare rebates for allied health service are available to patients that have a chronic condition
and complex care needs being managed by their GP. The need for allied health services must
be identified in the patient’s care plan and GP referral is required.

45 Year old Health Check

Medicare Benefits Schedule (MBS) item to support general practitioners, to provide a focused
health check for patients aged around 45 years with identifiable risk factors to aid the early
detection of chronic disease.

Lifescripts

The lifescript tools have been developed to assist GPs, practice nurses and staff in the
general practice setting in providing lifestyle advice such as smoking cessation, increasing
physical activity and maintaining healthy weight.

Primary Care Collaboratives projects

The National Primary Care Collaboratives Program is currently being piloted by over 20
Divisions of General Practice across most states. The program aims to assist individual
general practices with the creation of care pathways, adoption of best practice guidelines and
proactive secondary prevention to develop the capacity of the practices to deliver rapid,
sustainable and systematic improvements in the care they provide to patients and their
communities.

Although the Collaboratives program is not being piloted by NEVDGP some practices are
involved in the program with the NDGP. NEVDGP is working with practices to support GPs to
improve information management systems so that they can accurately identify patients with a
chronic disease and practice populations, develop systems to capitalise on funding for COM
and to systematically deliver and evaluate chronic disease care is work consistent with many
of the activities undertaken by practices involved in the Collaboratives programs.

Primary Care Integration Program

This program has not been officially launched yet but DHS representatives have discussed
the program at recent PCP forums. It is anticipated that through this program funding will be
provided to Divisions of General Practice to support work with local PCPs to support service
coordination and integrated chronic disease prevention and management.

Care in your community: a planning framework for integrated ambulatory health care
The overarching policy direction and planning framework for ambulatory care service delivery

models and facilities in Victoria, is outlined in the policy document - Care in your community:
A planning framework for integrated ambulatory health care.

Key principles of the framework include:

= Health care provided in community-based settings, where it is safe and cost-
effective to do so.

= The delivery of health care will incorporate a population health approach that

recognises the social determinants of health and prioritises health promotion and
illness prevention.

= Care will be ‘person and family centred’, focusing on the needs of the whole person
as these change over time and support for self management

= People will have equitable, timely and appropriate access to health care regardless
of where they live.
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. The delivery of health care will be based on the best evidence available and will be
planned on an area basis to meet the needs of defined populations.

= Information about people and the services they receive will be consistently
managed and coordinated across health care services to protect privacy and
support integrated service delivery and continuity of care.

. There will be a consistent, planned approach to developing the infrastructure for the
delivery of integrated health care, including information and communications
technology (ICT), standard tools and protocols, facilities and equipment.

The approach to integrated area-based planning incorporates four elements:

1. Population health planning - population health profiling and building on existing local
government planning activities.

2. Integration planning- working with other partners to plan for service system integration,
service coordination and implementation of local area workforce development
strategies and projects.

3. Community-based service configuration planning - this planning should set out, at a
catchment level, what services will be delivered where and by whom, including
looking at opportunities for co-location and integration and for delivering services in
new modes.

4. Regional and statewide planning - undertaken by DHS central and regional offices.

Consumer and carer involvement is seen as integral to health planning, the policy states
people using health care services should be involved in service planning and decisions about
their local health care system.

The aim of integrated area-based planning is to:

. Build up and consolidate easily accessible health care services in community-
based settings, with services delivered in hospital settings complementing
community-based services.

. Maximise equitable distribution of services, based on the characteristics and needs
of local populations, with a focus on addressing disadvantage (including the needs
of socioeconomically disadvantages communities, Aboriginal people, people with a
disability and people with a mental iliness).

. Maximise people’s capacity for health and wellbeing in the local community, by
focussing on:
o management of chronic disease and complex care
o streamlined, effective and appropriate delivery of episodic and urgent
care
o integrated health promotion and illness prevention.

Chronic Disease Management Program Guidelines for Primary Care Partnerships and
Community Health Services

The Victorian Chronic Disease Management (CDM) Program Guidelines for Primary Care
Partnerships and Community Health Services® targets people at level 3 of the chronic disease
hierarchy, described in Figure 1. Levels 1 and 2 are targeted by Hospital Admission Risk
Program — HARP CDM.
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The CDM program guidelines set out guiding principles for local service models for integrated
chronic disease and/or complex needs management that are person centred, support self
management and target population subgroups of greatest need.

The Chronic Disease Management Program guidelines are based on the Chronic Care Model
discussed below.

HARP Chronic Disease Management

The target population for HARP CDM* are frequent hospital attendees who are most likely to
benefit from integrated care and have the potential to reduce avoidable hospital use. This
includes:

= People with chronic heart disease

= People with chronic respiratory disease

= Older people with complex needs

= People with complex psychosocial needs.

The objectives of HARP CDM are to:

= Improve patient outcomes

= Provide integrated seamless care within and across hospital and community sectors
= Reduce avoidable hospital admissions and Emergency Department presentation

= Ensure equitable access to healthcare.

Figure 2 below summaries the key polices influencing chronic disease policies at a national
and state level and highlights the commonalities across policies.

Figure 2: Summary of key chronic disease care policies

Commonwealth Policies Underlying State Policies
principles

of all policies

Ty ——— Health promotion ACUTE )
ational Lhronic Disease *Prevention/Early intervention Care in your Community

Strategy - Australian Better . Harp Chronic Disease
Health Initiative -EVI.d‘ence ba§ed Management

decision making

l *Self management
Enhanced Primary Care *Coordination/integration
} CHS
MBS items of care . . . q
«Care Planning Monitoring and evaluation Creatl_ng a Healthier Victoria
*Team Care Arrangements 9 CMEILBEEEE
«Allied Health Funding apadementiprogians
l guidelines
Assessment PCP

Care planning
Care coordination
Ongoing monitoring & review

Health Promotion-access for
disadvantaged

Service coordination
Integrated Chronic Disease
Management
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The Chronic Care Model

Over the past 10 years there has been a strong worldwide interest in developing and defining
sets of principles for structuring health care planning and delivery across all levels of service
provision. The most influential of these frameworks is the Chronic Care Model; the details of
this model are outlined below. >®”®° Other major frameworks for the delivery of care for
people with long-term conditions include the Innovative Care for Chronic Conditions Model,
the Public Health Model and the Continuity of Care Model all of which have strong similarities
with the Chronic Care Model."® Al of these models set out ideals for coordinating health
care, designing services, organising information and supporting patients to manage their care.

The Chronic Care Model is developed from research attempting to identify the common
elements of effective chronic disease care, from the health care provider level to the system
level. The framework was developed on the assumption that individuals with a chronic
disease share a common set of problems that include dealing with symptoms, disability,
emotional effects, complex medication regimens, difficult lifestyle adjustments and getting
helpful medical care. The following components of the Chronic Care Model are most directly
relevant to primary care (www.improvingchronic illness.com):

» Delivery system design — organisation of care teams to deliver systematic, effective,
efficient clinical care and self-management support

= Decision support — promoting clinical care that is consistent with scientific evidence
and patient preferences

= Clinical information system — organising patient and population data to facilitate
efficient and effective care

= Self-management support — preparing patients to manage their health and health
care.

The Chronic Care Model acknowledges the wider community as the context of health care
services, and involves mobilising community resources to meet the needs of people with long-
term conditions, e.g. other service providers, non-medical support services.

An Australian review of evidence for elements of the Chronic Care Model"’ suggested that:

= Multidisciplinary teams are effective in improving disease measures and adherence to
guidelines, particularly for diabetes, hypertension and lipid disorders

» The combination of self-management support and delivery system design is
particularly effective (e.g. nurses acting as case managers for diabetes, combined
with self-management education)

= Clinical information systems that provide audit and feedback encourage the use of
decision support.

Importantly the literature highlights that improvements in clinical outcomes depends on close
adherence to some or all aspects of a framework, and achieving this often requires an
intensive process of continual change within health services to adjust existing practices.12

Programs such as the Kaiser, EverCare and Pfizer approaches, Program of All-Inclusive Care
for the Elderly (PACE) use a range of service delivery models from those that focus on case
management or disease management through to population health management but the
underlying principles are similar to those of the Chronic Care Model.

The approaches share a proactive approach to managing care for people with long-term
conditions. Key components include the following:"

Chronic Care Models Literature Review BNPCA gill + willcox Oct 2007 8



= Patient education via internet, telephone, face-to-face focussed education, follow-up
mentoring

= Risk assessment to identify people at highest risk

= Care planning aimed at proactive care of those at high risk, avoiding inappropriate
referrals to services, individualised care plans

= Staff coordination to set up partnerships between clinicians and managers, placement
of general practitioners (GPs) in emergency departments and specialists in general
practice clinics, case management by specially trained nurses

» Information management tools such as reminders, clinical evidence database,
computerised risk assessment tool, patient data shared between services and
disciplines, computerised decision-support based on local guidelines for use in
telephone follow-up

= Hospital discharge management to ensure continuity, online discharge summaries,
staff assigned as discharge planners, a single point of contact for patients to access
all services.

Weingarten and colleagues conducted a meta-analysis of published reports on chronic
disease care delivery programs incorporating many of the above components. They found
that all strategies may contribute to improvements in provider adherence to guidelines and
disease control measures, but it was not possible to predict which would be most effective.

Specific interventions

A number of intervention models are highlighted in the literature and key characteristic of
some of these models are summarised below.

The Flinders Model

A one-on-one model, with a systematic assessment process that provides support to the
practitioner to develop interventions /actions in the care planning process that are tailored to
the identified needs and priorities of the individual. Clinicians are trained; to use a structured
assessment/interview process, and use problem definition, goal setting to develop care plans
for people with chronic conditions.

My personal observations from discussions with organisations who have trained practitioners
in this model and feedback from practitioners would suggest the model provides a good
framework for systematic assessment and client centred care planning. The assessment
process takes approximately one hour and many organisations have struggled to integrate it
into care delivery processes. Practitioners have indicated that the assessment works well for
clients with complex needs but may not be as suitable for clients who require minimal
intervention. Practitioners have indicated that additional skills in goal setting and motivational
interviewing are needed to provide adequate support for the ongoing care planning.

The Stanford Model

The Stanford Model is a group based six week program that aims to help people gain self-
confidence in their ability to control their symptoms; it focuses on building skills such as goal
setting, problem solving, and action planning. There is a strong emphasis on sharing
experiences and providing support within the group. The program can be run by peer
educators as it has standardised structured sessions. Group leaders must undergo training to
deliver the program.
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My personal experience and feedback from practitioners is that the program is very effective
in promoting self management for group participants but it does not provide an organisation
wide approach to self management. Organisations have identified that the program is not
suitable for many clients for a variety of reasons including; those that don'’t like groups,
literacy and language issue and other common access to care barriers. Many practitioners
report that if the program is offered in isolation of other changes within organisations to
support chronic disease care it is difficult to get other team members to refer into the program
and for practitioners to use the skills learnt in other aspects of practice.

Self-Management 5As (Kaiser Permanente)

The ‘5As’ model of behaviour change counselling, is an evidence-based approach that
provides a sequence of behaviours (Assess, Advise, Agree, Assist, Arrange) that can be
applied in primary care settings to address a broad range of behaviours and health conditions.

The 5As are as follows: assessing patient level of behavior, beliefs and motivation; advising
the patient based upon personal health risks; agreeing with the patient on a realistic set of
goals; assisting to anticipate barriers and develop a specific action plan; and arranging follow-
up support

The ‘5As’ approach is integrated into the Lifescripts program and is the basic framework for
many interventions used in counselling.

Many health professionals use this framework in their care delivery but often the approach is
not consistently used within organisations. If this approach is adopted without integrating the
overall philosophy of a client centred care there is a risk that the goals set are focussed more
on clinical guidelines for care rather than priorities of the individual. This approach is limited
by the framework in which the health professional is operating i.e. capacity to spend sufficient
time, pressure to provide treatment and capacity to provide ongoing timely review.

Health coaching

The ‘coaching’ model is an emerging approach to chronic disease care and prevention.

Health coaching is ‘a discipline in which trained health professionals apply evidence-based
coaching principles and techniques to assist their clients or patients to achieve positive health
and lifestyle changes’."

Coaching generally involves a health professional, other than the main prescriber or clinician,
who provides individualised support for self-management.

The health coach model has been used for diabetes and cardiovascular disease in Victoria
both programs involved regular personal coaching via telephone and mailings and the
putzéiﬁ,ped literature demonstrates positive outcomes for lifestyle changes and quality of
life™," "

Motivational Interviewing for Behaviour Change

Motivational Interviewing (Ml) is a style of patient-practitioner communication that is
specifically designed to resolve ambivalence about, and build motivation for, behavior
change. Ml focuses on creating a comfortable atmosphere without pressure or coercion to
change it involves careful listening and strategic questioning, rather than teaching, in order to
help patients resolve their ambivalence about change. Ml is patient-centered, in that it
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focuses on the concerns and the perspectives of the patient, rather than those of the
practitioner.

Organising health care to meet patients’ needs

The culture and structure of health service delivery systems in Australia focus primarily on
illness diagnosis, patient-initiated consultations, and curative and/or symptom relieving
treatments. Federal and State funding arrangements often result in a lack of health service
integration or coordination. People with long-term conditions who rely on multiple health
services must organise and link their care themselves.®

This focus on disease management and episodic care suggests the system is not well aligned
with what people with chronic conditions have identified as important to them in managing
their condition. When people with chronic conditions are asked what they want from the
general practioners, the focus seems less on treatment and more on relationships,
communication, access to information and coordinated care (see Figure 3).19

Figure 3: Consumer/patient expectations of GPs and general practice

e Animproved level of communication between consumers/patients and GPs.

e Anincreased and active role for GPs in linking consumers/patients to a variety of health and
support services.

e Animproved level of communication between GPs and consumers/consumer organisations
within general practice.

e Appropriate, timely and high quality health care for consumers.

e  General practice to provide, or facilitate access to, a wider range of services to meet
consumers’ needs.

e Accessible general practice services for consumers/patients.

e  Better use of information technology in general practice to meet consumers’ needs.

Reproduced from Consumers’ Health Forum, 1999, pp. 8-16

Consumer groups have identified what is needed to make the system more responsive to
their needs.” The issues include:

= Users of the health system should be involved in planning and evaluating services

= Consumer organisations should be provided with the resources to produce
information for their members

= The most consistent complaint that consumer organisations receive is that there is
not one health system but many uncoordinated health systems

= People with chronic ilinesses face a series of co-payments and associated costs that
make having a chronic illness a very expensive exercise

= Consumers need to be involved in helping to address quality and safety issues

= Whenever there is a gap in service provision, the responsibility for caring for the
person falls to their immediate carer or family

= The gap in quality and accessibility between public and private systems is widening.
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Summary

In summary chronic care polices and models highlight key elements in the care delivery
process for chronic disease care that are needed to support consistent comprehensive
approaches to care and highlight organisational changes and care delivery processes needed
to support delivery of planned systematic proactive chronic disease care.

Key components of care

The key components of chronic disease care are:
= Assessment
= Care plans
= Regular review

= Self-management support.

Assessment

Accurate diagnosis and assessment according to best practice is fundamental to initiating
appropriate treatment and optimising ongoing care?".

Common assessment forms should collate minimum data for all chronic conditions, including
identifying lifestyle risk factors, self management skills and depression.

The Chronic Care Model also highlights the importance of exploring patient’s perceptions of
their health problem, fears and priorities for care as fundamental to the assessment process.

Care plans
= All clients with chronic conditions should have a documented care plan that:

= Is based on a comprehensive assessment

= Is developed collaboratively with individuals(s) with chronic disease, their support
systems(s) and interdisciplinary team members

= Identifies issues/problems, risk profile and develops appropriate strategies to address
these

» Includes appropriate treatment regime and education interventions according to best
practice guidelines

= Encourages and supports self-care strategies

= Identifies appropriate follow up and review

= Documents individual's progress, including goals and achievement of them.

Regqular review

Systematic monitoring and review has been identified as a key component to improving
outcomes for chronic disease. Recall mechanisms should be in place including protocols for early
identification and treatment of complications.
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Self-management support

Self-management involves the patient 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. 2

Health care services provide support for self-management by:

» Emphasizing the patient’s central role in managing their health

» Using effective self-management support strategies that include assessment, goal-
setting, action planning, problem-solving and follow-up

= Organizing internal and community resources to provide ongoing self-management
support to patients.23

Strategies for organising and delivering care

Equally as important is consideration of strategies for organising and delivering care to ensure
the identified key elements are systematically integrated into care delivery processes. This
involves attention to care delivery practices and systems within individual general practices
and cooperative planning at regional, state and national levels.

A number of key drivers for integrating the identified key elements into care delivery
processes have been identified. These include:

Proactive systematic care: identification and implementation of strategies to support more
systemised, coordinated, proactive care and embedding self-management support into the
delivery system as well as specific strategies for engaging with the priority groups.

Appropriately trained health professionals: delivery of care incorporating the identified key
elements requires health professionals with specialised skills that are not routinely included in
medical or allied health undergraduate training.

Increased community awareness: a lack of awareness among health professionals and the
general public of effectiveness of self-management have been identified as a key barrier to
accessing self-management

Readily accessible accurate information and support: the importance of linking with
community organisations in chronic disease care, particularly in relation to providing access to
information and peer support is emphasised in the literature.

Person-centred health care: The promotion of more ‘person-centred’ care is a central aim of

the improvement in health service delivery outlined in the National Chronic Disease Strategy
a more person centred approach is a key principle of self management support.
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