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General PCP Business
Nationally Recognised Qualification in Health Consumer Leadership And Engagement
The Health Issues Centre is offering new innovative training programs for consumer leaders and health service staff in 2011 in Melbourne.
The Course in Consumer Leadership provides consumers with the foundation skills to engage and promote consumer engagement in health services. 

The Wellington PCP will be offering the Course in Consumer Leadership in Sale in August for up to 15 people. We regard this training as an important way to build the capacity of our community to engage more fully with local health services and to increase community understanding of service delivery and accessibility whilst providing valuable feedback to health agencies.
Watch this space as we finalise the dates and arrangements.
Staffing Update
Wellington PCP is looking to increase staffing hours in the areas of both Health Promotion and Chronic Disease Management /Service Coordination.  As Rachael is currently completing research for Monash University one day a week and is receiving a scholarship to do this work, the extra hours need to be covered.  To this end I have been following up possible ways to buy in some extra time.

East Gippsland and Wellington PCPs, currently work with East Gippsland Primary Health Alliance (formerly EG Division of GP).  Both PCP plans outline work around increasing engagement between GPs and Community Health Services.  There is an opportunity to progress this work through an increase of hours, to be funded by both PCPs.  This possibility was endorsed by the WPCP Executive and consequently an advertisement has been placed locally to find a suitable person for the next 12 months.
Renee Heath was working with the PCP two days a week up until June 2011 but has now decided to take a 12 month position with CGHS, covering Linde Coggan’s maternity leave position.  We thank Renee for her contribution to the WPCP and wish her well.

Bec Lade did a student placement with the WPCP in 2010 and has been completing some HP work around Food security and Community kitchens with us over the past few months.  She will be returning to full time study in July.
As you can see we have been busy with staffing arrangements and Human Resource issues but have managed to keep our very stable core of staff, who are very dedicated to building the partnerships necessary to complete the work outlined in the Wellington Plans, developed by our partners in 2009 and continually updated to reflect current issues.

Please don’t hesitate to contact me if you would like further information regarding general PCP business. Kind regards, Jo.
Service Coordination 
CDM/SC Survey 2010

The results of the 2010 CDM/SC Survey have just become available and I will be completing an analysis of the Wellington results compared with the whole of Gippsland, in the next newsletter.  Agency results will be discussed with appropriate individual staff in the next few weeks.
Rowena Lam will be presenting an analysis at the WPCP Business Meeting on May 23rd.

ICDM Status Report

The Partnerships and Primary Health Unit of the Department of Health has completed a status report of Integrated Chronic Disease Management activity across the funded sector.  The report showcases the work and initiatives that support improved access to services and improved quality of care for those with chronic disease.  In particular it highlights key achievements over 2008-2010 and identifies areas where further work is required.

The purpose of the report is to support the dissemination and sharing of lessons learned, identify examples of good practice within agencies and support ongoing progress to improve systems that better meet the needs of consumers with chronic disease.  It is well worth reading. 
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Regards Jo
Chronic Disease Management

Emily Durbridge

Hi everybody
Somehow we are almost into May – not sure where the year is going!

Chronic Disease Network

At the first CDM Network meeting for the year, we had Pat Lovelock lead a discussion around the Initial Contact/Initial Needs Identification process across agencies in Gippsland and some of the issues identified as a result of an audit from a regional project.

Some of the key issues identified across the region:

· Confusion around what service coordination is and how it relates to CDM

· Different intake models across the region

· Privacy – rights and responsibilities

· Barriers to care coordination

· Knowledge of who and where to refer to – including how and what tools are out there

· Vague statements in agencies around best practice

· Gaps, duplication

Meeting dates for 2011
CDM Meeting dates are 7 June, 2 August, 4 October and December. Please make sure your agency is represented at these meetings.

Human Services Directory

Under the criteria set out by the Department of Human Services, each ‘Agency’ must record that they have updated their site/s on the Human Services Directory at least each six months.
Therefore as part of database management program should your site not be updated for a period of approximately six months, you will be sent a reminder via email, fax, letter or by phone call (if you do not have email facility). 
HSD Admin requests that on receipt of a reminder email or fax or letter, please log in and "Edit" your site (this is required even if there are no changes to make), and save. This will register on the data base that your site has been updated.  HSD Admin will continue to contact you on a regular basis if the site remains not updated.
This procedure ensures that your site remains on the Human Services Directory and is not removed. 
HSD Admin appreciate that for some sites this maybe an inconvenience, as their details do not change on a regular basis, and we suggest that login holders regularly login to view and update their site and even if the details are correct click on "Edit" "site info" and simply click on "save" to register that the site has been updated.
The Human Services Directory is designed as a Self Authoring Web listing. That is, you are able to control the information listed on the HSD by using your log in to update your information.  www.humanservicesdirectory.vic.gov.au
Important Workshop: Human Services Directory Training

How to make effective use of the HSD

Training outline:

· Overview of HSD website, how it works/structure

· How to search on HSD
· Simple/complex searching

· Saving results

· Site/listing establishment, editing and updating

· Hands on exercises

· Answers to your questions

Target audience:

· Member agency HSD administrator, clinician or manager who could share the learning back at their organisation

· PCP staff

· General Practice (please liaise directly with your local division to engage practices)

· Division of General Practice staff 

Training Details:
Option 1: 
Date: 
Thursday 23 June 
Time: 
Session 1: 10.30am-12.00pm 


Session 2: 1.00pm-2.30pm

Venue: 
Bairnsdale DHS Office, 7 Service St, Bairnsdale

Option 2:

Date: 
Friday 24 June 
Time: 
Session 1: 10.30am-12.00pm 


Session 2: 1.00pm-2.30pm 

Venue: 
Traralgon DHS Office, 64 Church St, Traralgon

Book in early as places are limited!

Please RSVP with the session you wish to attend to:

Emily Durbridge

Ph: 5152 0022

Email: emilyd@glch.org.au
Infoxchange Service Seeker Directory

The Infoxchange Service Seeker (ISS) is Australia's most extensive electronic health and welfare directory.

ISS provides 264,274 records of agencies and services that are efficiently returned through a number of intuitive search methods. Of which 127,342 records are from Victoria.

Infoxchange Australia established the first searchable electronic directory of community services in Australia in 1990 and has since developed and managed electronic health and welfare directories in every state and territory.  The online directory and its technological support have been regularly upgraded to keep pace with development and to maintain security of data.

www.serviceseeker.com.au  Did you know?  There were 45,400 searches on Service Seeker in March.
Diabetes 

Life! Taking Action on Diabetes 

Life Programs are currently being conducted in Stratford, Maffra and Sale at various times of the day and week to suit just about everyone.  Details are attached.  

Diabetes Education – CGHS
Diabetes Education Courses will be run at CGHS commencing in April, May June and July.  Dates and topics are also in the attached file.
Professional Development

Integrated Chronic Disease (ICDM) Forum on Health Literacy 

Partnerships & Primary Health unit will hold an ICDM forum on Health Literacy on Wednesday 11 May 10.00am-3.00 pm in conference room 1.10 at 50 Lonsdale Street, Melbourne. Presenters include: 

· Professor Helen Keleher, Head of Department of Health Social Science, School of Public Health and Preventative Medicine, Monash University 

· Glenda Chapman, HARP Coordinator, Albury-Wodonga Health 

· Jessica Malcolm, Integrated Chronic Disease Project Manager, from Darebin CHS.

The target audience for the forum is health practitioners and Program Managers in Community Health Services and PCP staff. 

Please email Margie Powell to express interest in attending this forum. 

Margie Powell
Telephone: (61 3) 9096 7926
Email: Margie.Powell@health.vic.gov.au 

Infoxchange Training Calendar 2011 
Infoxchange delivers a calendar of courses for individuals or groups at their Abbotsford Training Suite. For more information click here
Resources and Publications

Update to the Guidelines for the prevention, detection and management of chronic heart failure in Australia, 2006 

An addendum to the Guidelines for the prevention, detection and management of chronic heart failure in Australia is now available.
Published in the Medical Journal of Australia, the addendum reflects new evidence relating to: 

· use of B-type natriuretic peptide (BNP), including plasma-BNP or N-terminal pro-BNP measurement in guiding treatment of chronic heart failure 

· physical activity and rehabilitation 

· pharmaco-therapy 

· use of polyunsaturated fatty acids in the treatment of systolic heart failure 

· use of devices, such as biventricular pacing and left ventricular assist devices 

· treatment of cardiac arrhythmias in patients with chronic heart failure 

· multidisciplinary care and post-discharge management programs. 

You can access the addendum via the link http://www.mja.com.au/public/issues/194_08_180411/kru11483_fm.html. 

Please note this link will take you to the Medical Journal of Australia website. 

The updated information will be incorporated into the 2006 guideline and an online integrated version will be released on the Heart Foundation website in May 2011.

Heart Foundation Health Information Service
Telephone: 1300 36 27 87
Email: heartfailure@heartfoundation.org.au
Website: http://www.heartfoundation.org.au/Professional_Information/Clinical_Practice/CHF/Pages/default.aspx 

Health Promotion

Rachael Dooley

Wellington Health Promotion Network

The minutes of the last network meeting held 19 April are available at - http://www.wellingtonpcp.com.au/health-promotion 
The next meeting will be held Tuesday 21 June, 9.30 – 11.30am in the conference room at CGHS.  The topic of discussion will be on strategies to enhance communication in Wellington.

Victorian Healthcare Association – Population Health Position Statement Presentation

VHA will present on the Population Health Position Statement in Traralgon on Tuesday 14 June 2011. Further details to follow. 
Health Promotion Workforce Needs in Gippsland 
The Gippsland Health Promotion Task Group distributed a short questionnaire on what training in prevention, population health and health promotion that would benefit health promotion practitioners in their role of improving the wellbeing for the Gippsland population.   
Preliminary Results for Wellington

· 29 practitioners from Wellington completed the survey (124 across Gippsland) 

· Priority areas for majority of work; 
· Mental health & wellbeing (33%)

· Sexual & reproductive health (17%)

· Physical activity (16%)

· Nutrition (16%)

· Further training needs; 
· Environments for health (55%)

· Evidence informed population health (31%)

· Workforce development (23%), 

· Facilitating change to incorporate health promotion into business (23%)
· Evaluation plan development (16%)

· Most effective support systems for skill development

· Workshops (26%)

· Mentoring (19%)

· Access to specialist advice (19%) 

Analysis of the data will inform the Gippsland Health Promotion Task Group's Capacity Building Action Plan 2011 – 2014 and also professional development through the Wellington Health Promotion Network. Results will be made known through the Gippsland Health Promotion Task Group meeting papers and Primary Care Partnerships with both regional and catchment analysis.
2011 Health Promotion Conference
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Community Kitchens

A number of Community Kitchens are currently running across Wellington. If you are interested in learning to cook new recipes that are tasty, healthy and affordable, or just want to make some new friends, I encourage you to come along to one of Wellington’s Community Kitchens. New members are always welcome!  For more information please see the flyer attached. Health professionals, please spread the word to your clients!

News from Partner Organisations

GippSport 

Dawn Martin
Getting Active in Wellington Newsletter

GippSport's second edition of 'Getting Gippsland Active' for 2011is now available -  

http://gippsland.sportslink.org.au/eNewsletter/eNewsletter.asp?id=61 

If you have a program starting, Open Day, Come and Try Day or similar event that encourages people to "Get Active", please  email the details to info@gippsport.com.au for inclusion in the next newsletter.  It is due out just before the start of school term 3.
Active After-school Communities 

David Roberts

Free Training Course
· Develop your knowledge and skills in the delivery of physical activity programs to children using a Playing for Life approach 
· Network with other AASC deliverers in the Gippsland region 
· Learn more about new AASC resources 
· Gain a nationally recognised coaching certificate 
· Promote your local club or sport 

Date: 
Saturday May 7, 2011 9.30am — 4.30pm

Venue: 
Araluen Primary School Patten Street Sale 
Transport Connections, Wellington Shire Council 

Sheryl McHugh
Medical Companion Pilot Project Launch

A new pilot project to help regional and rural Victorian travellers get to their medical appointments in Melbourne safely and confidently will be launched on 8 March 2011. V-Line has helped in getting this project off the ground.

The Medical Companion Project is a valuable new resource for regional people who would like to be able to travel to Melbourne for appointments independently using public transport, but feel anxious or nervous about using transport services alone.

Why is this Necessary?

It is estimated that 50,000 people from rural and regional Victoria travel into Melbourne each year to seek medical treatment that is not available in the area that they live. 

Many of these travellers are frail, aged, or people living with a disability who otherwise rely on family members, friends, or community transport services to drive or accompany them to Melbourne. 

When this assistance is not available, many people risk their health, delay their appointments, or don’t come at all. 

Trained Volunteers have been recruited

To assist these regional Victorians in need, a dedicated team of trained volunteers has been recruited to meet with people travelling to Melbourne for medical appointments. 

Medical companions will meet travellers at Southern Cross Station or Flinders Street Station, and then accompany them to and from their appointment in central Melbourne.

About the New Service

The service will run from March to December 2011 and is free.  People wishing to use the service can call 1300 700 399.  Bookings are essential and 24 hours notice is required. 

In addition, people interested in volunteering with the Medical Companion Project can call Fran Henry, MCP Coordinator, (03) 9654 2600 or fran@travellersaid.org.au to discuss. 

For further information please visit - http://www.pigswillfly.com.au/?p=11259&utm_medium=email&utm_campaign=201
Talking Transport Resources 
Talking Transport is a joint initiative between Wellington Shire’s Transport Connections and Rural Access projects in partnership with the Wellington Regional Communication Service (Scope).
A number of resources have been developed to ensure public and private transport services in Wellington are more accessible for people with complex communication needs. Resources include pictorial taxi communication boards and bus timetables.  Resources are available online at - 
http://www.wellington.vic.gov.au/Page/page.asp?Page_Id=2001&h=1 
Wellington Shire Council Physical Activity Strategy is available on the WSC website – 

http://www.wellington.vic.gov.au/Page/page.asp?Page_Id=2097&h=1 

Gippsland Oral Health Consortium

Welcome to the first edition of “Healthy Smiles”, a newsletter designed to keep you informed on the progress of the Gippsland Oral Health Plan. 
http://www.lchs.com.au/gippsland-oral-health-consortium-newsletter.html
Highlights in this edition include: 

· Introduction to the Gippsland Oral Health Consortium

· The Gippsland Oral Health Plan

· Highlights from the first Gippsland Oral Health Promotion Forum

· Dental Gaps – a locum recruitment portal 

Mental Health Information
Sue Henderson, Mental Health Promotion Officer 
Latrobe Valley Community Mental Health Service, Latrobe Regional Hospital
The forgotten aged care group
In theory, we are all ageing better.  We stay at home longer and only reach the serious end of aged care often in our 80s.  But some are not so lucky.  People who have led tough lives, through mental illness, poverty and possibly homelessness, have very complicated aged care needs.  http://www.abc.net.au/rn/lifematters/stories/2011/3175877.htm
Child's mental health affects adult life
Children who experience a psychological problem are likely to grow up earning significantly less than their peers, say the authors of a UK study.   http://www.abc.net.au/science/articles/2011/03/29/3175747.htm
Kid's self-control predicts health, wealth 
Children who control their impulses at an early age, are more likely to be healthier, wealthier and happy by their mid-30s, according to a new study.  http://www.abc.net.au/science/articles/2011/01/25/3121042.htm
Risk statistics in health care 
The different ways of expressing risk in health care can prove confusing and there has been much debate about how to improve the communication of health statistics.  http://www.abc.net.au/rn/healthreport/stories/2011/3172519.htm
Patrick McGorry: 21st Century Mental Health
In December 2010, the Federal Government announced that mental health campaigner, Professor Patrick McGorry, will head a special advisory panel to guide reform within the sector. 

The expert panel will deliver concrete and specific policy ideas and provide key input as the government prepares to drastically overhaul the mental health system.  http://www.abc.net.au/tv/bigideas/stories/2011/03/24/3172964.htm
Vlogs - fictional video blogs on getting help for mental health problems
http://www.youthbeyondblue.com/
Families in regional, rural and remote Australia
Australia is one of the most urbanised countries in the world, with over two-thirds (69%) of the population living in major cities. 
It also has one of the lowest population densities outside of its major cities. 
This Facts Sheet describes how the characteristics of families differ between the "city" and the "country" or "bush". 
http://www.aifs.gov.au/institute/pubs/factssheets/2011/fs201103.html
Meetings for 2011
	Business Meetings for 2011
to be held in the CGHS Lecture Hall from 10:30am till 1:00 pm
	Executive Meetings for 2011
to be held in the CGHS e-health room from 10:30am till 12:00pm

	31 January
	28 March
	Wednesday 2 March 
	27 June

	23 May
	25 July
	22 August
	24 October

	26 September
	28 November
	12 December
	

	Health Promotion Meetings
9.30am – 11am
Conference Room - CGHS
	Chronic Disease Mgmt Meetings
2pm – 4:30pm
Conference Room - CGHS

	15 February 2011
	19 April
	5 April
	7 June

	21 June
	16 August
	2 August
	4 October

	18 October
	20 December
	6 December
	

	Newsletter Publication Dates

	Deadline for submitting articles
	Publication Date
	Deadline for submitting articles
	Publication Date

	28 January
	4 February
	25 February
	4 March

	25 March
	1 April
	29 April
	6 May

	27 May
	3 June
	24 June
	1 July

	29 July
	5 August
	26 August
	2 September

	30 September
	7 October
	28 October
	4 November

	25 November
	2 December
	
	


WPCP Contact Details
	Name:
	Based at:
	Address:
	Phone:
	Fax:
	Email:

	Steve Elvy 
WPCP Chair
	YDHS
	Commercial Road, Yarram  3971
	5182 0222
	5182 6081
	steve.elvy@ydhs.com.au

	Jo Cockwill Executive Officer
	CGHS 
	Palmerston Street,  Sale  
	5143 8843
0424 600 535
	5143 8890
	jo.cockwill@cghs.com.au

	Rachael Dooley Health Promotion Coordinator
	CGHS
	Palmerston Street,  Sale  
	5143 8868

0409 355 043
	5143 8890
	rachael.dooley@cghs.com.au

	Emily Durbridge CDM Project Officer
	GLCH 
	285 Main Street,  Bairnsdale  3875 (PO Box 1888)
	5152 0022
0400 161 781
	5152 0025
	emilyd@glch.org.au

	Claire Haines Admin Support
	CGHS
	Palmerston Street,  Sale  
	5143 8831
	5143 8890
	claire.haines@cghs.com.au 
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 Department of Health 


Foreword 
In response to the increasing burden of chronic disease a range of initiatives have been funded in Victoria to 
prevent and manage chronic disease across the disease continuum.  Some of these initiatives deliver service 
within primary health settings, while others aim to improve integration across the service system.  This status 
report focuses on the following initiatives delivered in the primary care setting that focus on early intervention: 


• the Early Intervention in Chronic Disease (EIiCD) and Diabetes Self Management (DSM) service delivery 
initiatives  


• the integrated chronic disease management initiatives of Primary Care Partnerships (PCPs) 


• initiatives aimed at establishing private allied health services within Community Health Services (CHSs) 
utilising Medicare funding. 


This report provides a summary for these initiatives of current activities, achievements and area for further work.  
The information is drawn from a variety of sources including:  


• the Primary Health data set 


• an EIiCD scoping study of 16 agencies 


• results from the annual PCP survey  


• results from a Plan, Do, Study, Act workforce capacity building project 


• reports from agencies engaged in specific initiatives. 


Primary Care Partnerships 
Improved service integration is being progressed through the PCP strategy.  PCPs, now 10 years old, have 
provided a sound platform for agreed, robust and evidenced based practice across the state around: 


• service coordination (SC) 


• integrated chronic disease management (ICDM) 


• integrated health promotion.   


Service Delivery Initiatives 
The service initiatives (EIiCD and DSM) featured in this report are delivered by the statewide community 
health platform.  The initiatives seek to enhance the existing capacity of CHSs to support people with chronic 
disease and have two broad objectives. The first objective is service improvement using the Chronic Care 
(Wagner) Model as a framework for change.  The second is to provide the following additional services: 


• multidisciplinary clinical care (allied health and nursing) 


• psychosocial support 


• care coordination  


• self management support. 


 


Status Report 2008-10 
Chronic Disease Initiatives progressed through 


Partnerships and Primary Health  
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Increasingly, CHSs are working with private services including services funded through the Medicare 
Benefits Schedule (MBS) to provide team care to people with chronic and complex conditions.  A number of 
CHSs have implemented models of care that include a mix of state funded and MBS funded allied health to 
increase access to service for people with chronic disease.  


 


Executive Summary 
The Victorian health care system is comprised of services funded by state government, commonwealth 
government, private services, volunteer-led and community-based organisations.  Improving integration of 
this complex and often fragmented service system is important for people with chronic disease.  These 
people will typically interact with multiple health care providers across multiple settings over extended 
periods of time.  The initiatives identified within this report have been playing their part to: 


• improve the coordination of care for clients 


• address gaps in care  


• provide additional services targeted to those more vulnerable within the community.   


Key Integration Achievements 
PCPs have been successful in supporting integration across organisations to improve the quality and 
coordination of care for people with chronic disease.  In 2008–09 a total of 266 agencies across the state 
were engaged in ICDM as part of their participation in PCPs.  Key achievements for the period have been: 


• implementation of a robust evidenced based chronic disease model (Chronic Care Wagner Model) across 
the service system 


• systematic partnership between organisations to progress service system reforms that improve access to 
and coordination of care for clients and their carers/families 


• maximising use of the MBS and integrating MBS funded services with state government funded services 
to improve access to chronic disease care. 


In CHSs work has been undertaken to improve the coordination of care with General Practice, in recognition 
of its central role in a person’s care.  Achievements have included: 


• the development of referral & feedback protocols and agreed care pathways in order to improve 
communication and information sharing between service providers 


• establishing systems to undertake coordinated care planning and case conferencing. 


Key Service Delivery Achievements 
The EIiCD and DSM initiatives have established innovative models of care and delivered additional 
community based services targeting people from disadvantaged backgrounds, who don’t traditionally access 
primary care services but are overrepresented in hospital use data.  Approximately 70% of clients who 
accessed services in 2007–08 had a health care card.   


The initiatives have achieved the following outcomes: 


• Service redesign: CHSs are driving redesign more broadly to improve care for clients with chronic 
disease.  There is extensive evidence to show that CHSs’ continuous quality improvement work has a 
strong focus on chronic disease management.  Improvements include: 


o restructuring siloed services into care teams 


o developing systems to coordinate assessment and care planning across providers 


o implementing review and recall systems. 


• Additional Services: Clients across CHSs are accessing proactive, planned, managed care as a result of 
the service system redesign work. During 2008–09: 
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o the EIiCD initiative provided 7,200 registered clients with 62,400 (additional) service hours, 
comprised of multiple types of service.  


o the DSM initiative provided 1261 rural clients with diabetes care that included 


– diabetes education 


– group exercise programs 


– behaviour change support to address lifestyle risks 


– foot care  


– dietary management. 


• Improved health and wellbeing: Statewide and local evaluation results indicate that clients involved in 
these initiatives have: 


o improved self reported health status and self management 


o reduced psychosocial distress 


o increased daily activity and function 


o improved clinical indicators. 


 


Projects implemented by CHSs to establish models of team care that include MBS funded allied health, have 
faced challenges in terms of establishing models that are not only effective but are financially sustainable 
and viable.  However despite the challenges, project findings are demonstrating that models are effective in 
increasing access to certain allied health services (such as podiatry, psychology/social work, dietetics and 
diabetes education), and over time models are viable providing the rights structures, processes and business 
systems are in place.   
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Introduction 
This report provides information regarding achievements and areas for further work, mapped against the six 
elements of the Improving Chronic Care (Wagner) Model.  Each section also includes specific examples and 
case studies.  Achievements observed across the service system and within CHSs have also been 
summarised in attachment 1 with a Red, Amber, Green (RAG) status applied to each of the strategies that 
identifies their implementation status.  


The Improving Chronic Care Model 
The Improving Chronic Care (Wagner) Model has been used to structure this report because it well known 
and is the model of choice to drive change across the health system. It recognises the need to reorient 
health care away from a reactive approach towards one that is proactive and focused on keeping people as 
well as possible (see attachment 2 for more details).  The model has a strong evidence base and has 
undergone rigorous independent evaluation showing demonstrated improvements to the service system. 
These improvements have resulted in efficiencies, cost savings, and client health improvements.   


The model describes systems that improve the coordination of care for people with chronic disease. It 
identifies six interdependent elements that contribute to achieving the goal of informed, activated clients 
engaged with a prepared and proactive care team resulting in improved outcomes:   


1. Health care organisation 


2. Delivery System Design 


3. Self Management Support 


4. Decision Support 


5. Community Resource Mobilisation 


6. Clinical Information Systems. 


The EIiCD Scoping Study 
Many of the CHS findings in this report have been drawn from an EIiCD scoping study.  The scoping study 
was undertaken in the 2009 calendar year with 16 agencies that had been funded in the earlier rollout of the 
initiative.  It used semi-structured interviews and provided the interviewees with a set of questions in 
advance.  The interviews were conducted by several departmental staff and then transcribed and analysed.  
Key themes were identified and categorised using the chronic care model and service coordination elements 
as a framework.   


This methodology resulted in some limitations in reviewing and interpreting the data.  The following 
limitations need to be considered when using the findings: 


• interviews were conducted with sector staff from various levels in organisations 


• the semi-structured interview methodology allowed questions to be presented differently by various 
departmental interviewers 


• data fields developed for coding purposes were not addressed by all participants creating gaps in some 
information 


• the changes identified are perceived changes and based on interviewee’s experience. 
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Darebin CHS has a taken an organisational approach to 
improving chronic care through its governance and board 
reporting mechanisms.  It used the Assessment of Chronic 
Illness Care (ACIC) and the Patient Assessment of Chronic 
Illness Care (PACIC) to assess strengths and weaknesses of 
the organisation and of individual programs. These were 
rated against key aspects of chronic disease care, from a 
patient and systems perspective.  Findings are being used 
to inform service-planning activities across the organisation 
and improve the delivery of evidence based care. 


 


Results of the ICDM Survey
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The Six Model Elements 


1. Health Care Organisation 
This element relates to creation of culture, organisation and mechanisms that promote safe, high quality 
care.  It includes leadership at all levels of organisations, effective quality improvement strategies, systematic 
handling of quality problems and agreements that facilitate care coordination within and across 
organisations. 


1.1 Achievements 
Strategic Priority 


The 2008–09 year highlighted the role 
of strong governance and leadership 
within and across organisations to 
spread and sustain improvements in 
ICDM.  Prioritising chronic care has 
led to organisations making structural 
changes, such as creating teams with 
a focus on chronic care to drive 
improvements and establishing 
multidisciplinary teams (real and 
virtual) to provide more coordinated 
care to clients with chronic disease. 


Of the 139 organisations who participated in the 2009 SC/ICDM survey 71% had established a formalised 
quality improvement team that had chronic disease management as a priority focus.   


CHS improvements included: 


• restructures to establish multidisciplinary teams 
aligned to population groups and particular 
lifestages   


• development of public/private models using the 
Medicare Benefits Schedule to augment service 
delivery 


• work in partnership with other health and 
community service organisations to establish 
coordinated models of care. 


Partnership arrangements 


Organisations recognise that providing an integrated approach to client care means working in partnership.  
The 2010 PCP participation database shows that all PCPs include representation from CHSs, divisions of 
general practice, local governments and community-based agencies. Of the 30 PCPs across the state, 70% 
are chaired by agencies delivering CHSs.   


In 2009, PCPs began work to strengthen governance arrangements and formalise partnership agreements. 
Now all PCPs have a formal governance arrangement in place that includes a legally binding partnering 
agreement and articulates members’ accountability to each other. 
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1.2 Areas for further work 
Putting all of the elements in place 


The statewide SC/ICDM survey results showed that less than half of participating organisations had 
established a formalised quality improvement system to drive service improvements.  Organisations missed 
one or more of the following elements, and feedback suggests that they were commonly the last two 
elements:  


• intra- and inter-agency partnership  


• representation from the full range of stakeholders, including consumers 


• support from management and mechanisms to implement agreed improvement initiatives 


• use of data to set priorities 


• measurement of performance, evaluation of outcomes and regular reporting.   


The scoping study also showed that although some organisations had made chronic disease management a 
strategic priority this did not necessarily flow through to 
their operational plans and quality improvement plans.   


Getting ‘buy in’ for shared work and progressing the 
work using common methodologies within PCPs is 
reported to be challenging work.  Using Plan, Do, 
Study, Act (PDSA) cycles to make incremental 
changes over time is a common methodology used by many health services and sectors (particularly general 
practice through their experience in Primary Care Collaboratives).  This could be an effective approach for 
PCPs to improve common issues such as access to care, transition between services, coordination of care 
and feedback to general practice.  In 2011, the chronic disease incentives project will support capacity 
building among PCP staff to use of PDSA cycles, both with CHSs and more broadly. 


Improving partnerships 


Many state funded organisations are working collaboratively. However, PCP partnership reports indicate that 
PCPs and CHSs could do more to partner with private health providers such as private allied health and 
pharmacy.  It is acknowledged that this is an area of ‘stretch’ for PCPs and CHSs, but these providers play 
an important role in the health care system and therefore should be a part of delivery systems.  


 


 


 


 


 


 


Implementing change requires a 
plan that outlines tangible activities 
and identifies how strategic 
priorities will be achieved.  
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2.   Delivery System Design 


This element relates to the delivery of effective, efficient clinical care and self management support, defined 
by care pathways.  The need to examine the way services are currently delivered and coordinated has been 
cited as the most important element to improving chronic care.   


2.1 Achievements 
Leadership and Partnership 


 


PCPs have progressed the development of care 
pathways across catchments.  It is known from PCP 
reporting that 70% of PCPs have developed (or 
commenced) local systems and agreements to identify 
clients with chronic disease who require 
comprehensive assessment. As well, 83% of PCPs 
have developed or commenced agreements and 
systems to identify clients with chronic disease who 
require multi-agency care planning (including general 
practice).  CHSs have recently also reported that 
HACC Active Service Model implementation has 
increased the impetus for inter-organisational systems 
improvement.  One CHS working with its local council 
mapped their assessment practice and found a 30% 
duplication between HACC and allied health 
assessment questions for people with chronic disease.  
They have since embarked on work to reduce this 
duplication of effort. 
 


Implementation within CHSs 


During 2008–09 CHSs receiving initiatives funding undertook significant improvement activities against this 
element, both within and across organisations.  Achievements at a local level include: 


• development and implementation of disease specific pathways incorporating services funded through 
various sources (eg state funded programs and MBS items) 


• use of standardised tools and processes to support comprehensive assessment, which identifies broad 
needs and prompts referral according to evidence based guidelines 


• proactive review and follow-up of clients to support and monitor client care plans 


• establishment of innovative models of care that include outreach to marginalised populations and 
telephone based support 


• development of case conferencing processes to align client management goals and reduce gaps and 
duplication related to care provision 


• definition of roles and distribution of tasks among health care providers, including the initiation of new 
roles such as key worker and health coach 


• establishment of processes for staff to access expertise through secondary consultation, such as 
psychologists providing allied health staff with support regarding clients’ psychosocial issues. 


Models of Care 


The scoping study elicited information about the models of care that EIiCD funded CHSs have developed to 
support people with chronic disease.  The service coordination framework has been used to show eligibility 
criteria and common characteristics of the models (see attachment 3).   


 


The Banyule Nillumbik Primary Care 
(Partnership) Alliance used a ‘collaboratives’ 
approach to improve access and integration 
of services for people with chronic disease.  
Recognising that general practice plays a 
crucial role for these clients the Division of 
General Practice was identified as key to 
successful implementation of new referral 
protocols and processes developed by the 
partnership. The work focused on increasing 
the quality and quantity of referrals and 
establishing a ‘no wrong door’ approach.  
An agency in receipt of a referral from a GP 
will identify the most appropriate service/s 
for the client, including on-referral to 
services from external providers.  This is 
accompanied by agreements to provide 
consistent and quality feedback to GPs.  
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Data for 2008–09, from the Primary Health data set identifies that: 


o over 80% of clients who received an EIiCD funded service received more than one 
occasion of service (compared with 65% of the broader community health population) 
and a greater range of services  


o EIiCD and DSM care was provided over an extended period of time.  


This information supports the view that clients are accessing a broader range of services to 
meet their needs and using regular review and follow-up appointments.  


 


Models usually commenced with identification of chronic disease at intake or during assessment and most 
CHSs identified a central intake process (some newly established).  All CHSs commented that a centralised 
intake process was critical to implementing effective chronic 
disease models of care.  Meeting eligibility criteria prompted 
referral to a key worker who undertook further assessment 
centred around self management capacity.  Care planning 
followed and included the development of a self management 
plan and referral on to relevant clinical services.  Feedback was provided to the referrer at prescribed time 
intervals.  Clinicians involved in the client care provided feedback to the key worker, through progress notes 
in client files and in some instances via case conferences.   


CHSs noted that mapping care pathways has highlighted the importance of developing processes and 
protocols for comprehensive and coordinated assessment and care planning.  Some organisations have 
embarked on this work.  This is consistent with findings from the 2008 EIiCD statewide evaluation report, 
which stated:  


“Significant organisational change within agencies has occurred in response to the EIiCD initiative and 
organisations have developed a variety of service models in line with best practice chronic disease 
management approaches.” 


Additional Service Delivery  
The EIiCD and DSM initiatives have been successful in providing additional services to clients and 
enhancing the coordination of care.  In 2008–09 an additional 62,400 hours of services were provided to 
7,200 clients through EIiCD and 1260 rural clients received additional diabetes care through DSM.  (These 
figures are underreported due to organisations experiencing reporting issues related to the implementation of 
healthSMART.) On average the initiatives provide clients with 8 hours of care per annum from a range of 
service types.  This reflects client access to a greater range and number of services through these initiatives.   


 


 


 


A centralised intake process is 
critical to effective ICDM 
implementation 
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These more recent findings regarding EIiCD resonate with the 2008 EIiCD statewide evaluation report that 
states: 


“Service models are supported by a wide variety of allied health and other services and these services were 
funded from numerous sources including community health funding, home and community care funding, and 
in some case MBS funding (with services delivered by private providers).” 


The range of chronic diseases targeted under the EIiCD initiative include: diabetes, chronic obstructive 
pulmonary disease (including asthma), heart disease, musculoskeletal conditions (including pain 
management), depression and anxiety (both as a primary condition and as a co-morbidity), 
neurodegenerative disorders (including Parkinsons disease), and hepatitis C. 


Clients involved in the EIiCD and DSM 
initiatives are reporting significant health, 
wellbeing and social improvements.  
Health improvements include increased 
engagement in physical activity, 
improved nutritional intake and 
improvements against limited clinical 
indicators.  Wellbeing improvements 
include reduced emotional distress and 
improved self management.  The table 
(left) shows improvements that were 
captured across four EIiCD funded CHSs 
in 2009. 


 


Eight CHSs were funded in 2009 to develop and implement models of allied health supported by MBS 
funding.  These ongoing trials seek to identify service models most likely to achieve improved access to 
allied health services and coordination between services.       


The trial sites are at various stages of implementation.  The data collected over a six month period following 
implementation suggested that 444 clients had been provided with 1273 additional services funded by 
chronic disease MBS items.  Of these clients, 61% were concession cardholders and most had a diagnosis 
of diabetes.  The services were primarily podiatry and diabetes education.  Supporting this work is a state-
wide strategy (the MBS project) to raise agencies’ capacity to make the most of the MBS and to work 
effectively with private providers as part of care teams for people with chronic disease and complex care 
needs. 


2.2 Areas for further work 
Buy-in and management skills 


Delivery system design is an area that organisations have reported as difficult to progress.  It requires buy in 
from multiple staff at clinician and manager levels, all working cooperatively to achieve a common goal.  For 
example, work to improve the delivery system for a client cohort can impact on practice for the intake team 
as well as clinicians across other teams.  This can challenge the status quo. Resistance to change was 
reported in the scoping study as a particular barrier to change.   


The work also requires planning and proactive management using evidence based approaches.  Both senior 
managers and project leaders reported that the knowledge and skills required to plan and manage change 
needs to be supported through organisational workforce development and capacity building.   


Given that this work is often the responsibility of those with previous clinical backgrounds, additional skill 
development is required in areas such as: 


• theoretical frameworks for change management 


• negotiation and facilitation skills (including managing resistance) 


• project management 


• continuous quality improvement using methods such as auditing and plan do study act cycles 


Local evaluation data collected across four agencies for 
60 clients who had baseline and follow up (6 months) 
data in 2009 
 


Improvements in: % of clients 
experiencing 
improvement: 


Emotional wellbeing 75% 


Social engagement 58% 


Social support 42% 


Blood pressure 67% 


Total cholesterol 67% 


Weight 63% 


Blood glucose 70% 
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• process mapping. 


Best practice and continuity of care 
The results of the 2009 SC/ICDM survey 
highlighted that the least progressed 
domains measured by the survey were the 
development of clinical care protocols and 
pathways that demonstrate: 


• the delivery of evidence based practice 
clinical care (question 4)  


• continuity of care (question 5). 


Only 18% and 16% of organisations 
respectively had a system in place that 
included the full range of elements required 
for best practice.   


The EIiCD scoping study identified that care pathways were documented but were not based on referral to 
the range of services indicated by best practice guidelines. Rather, they were based on client identified 
needs and required clients to ‘opt in’ (particularly in regards to self management support).   


The study also identified that transition and/or exit 
processes are not well established.  Organisations 
documented eligibility criteria for entry into services 
and programs. However, there was little documented 
evidence of exit criteria and processes for transition, 
review and recall.  


Evaluation 


While many PCPs and CHSs are measuring improvements to processes such as care planning and GP 
feedback, they have not implemented systems to measure client impacts and outcomes across their client 
population.  Individual clinicians measure improvements against indicators relevant to specific interventions.  
However, these are recorded manually in progress notes so there is no way to generate population reports.   


Although outcomes based monitoring and evaluation at a population level can be challenging, organisations 
are encouraged to determine the aims of their chronic disease program and identify a few outcomes 
measures (such as changes in lifestyle risks, goal attainment, general health) and standard clinical indicators 
that can provide quantitative information about changes occurring for the client cohort engaged in the 
program.   


Evaluation at an inter-organisational level (for example across a PCP catchment) is also challenging, 
especially evaluating impacts of catchment wide work such as the impacts of implementing local agreements 
and care pathways.  Engaging assistance and expertise to do this work may be appropriate, particularly 
where PCP led ICDM projects seek to make significant change, demonstrate client benefits and disseminate 
findings. 


 


 


Results of the ICDM Survey
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Referral should not only result from 
clinician judgement but also by 
following guidelines that include 
triggers for care.  
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3.   Self management Support 
Self management support emphasises clients’ central role in managing their health and aims to provide them 
with the skills, knowledge, and confidence to manage their health and health care needs. 


3.1 Achievements 
Embedding Self Management Support Into Practice 


In 2007 a statewide mapping of self management was undertaken to identify the uptake of self management 
training and the application of self management support principles into practice.  It was the first collection of 
its type involving all 31 PCPs, and engaging 216 agencies in completing the survey.  Results were 
encouraging and demonstrated significant PCP work in this area: 


• 71% of the respondents stated that integrated chronic disease management was an identified 
organisational priority 


• 63% of organisations reported that they were providing specific chronic disease management programs 


• more than 1500 clinicians had undertaken self management training in the previous year in one or more 
self management approaches. 


The results also suggest that organisations are implementing a range of self management support 
interventions, taking the view that no single approach is appropriate for all clients.  This has required 
organisations to invest in a range of training, allowing clinicians to acquire a ‘toolkit’ of strategies in order to 
tailor their support according to individual client needs.  


 


Since the mapping, PCPs have developed plans to continue building skills and capacity in the sector to 
deliver effective care planning and self management support, and are implementing a range of evidence-
based interventions.  However, CHSs in receipt of initiatives funding have been more likely to implement new 
programs and lead organisational change to embed new approaches into existing service delivery. 


 


 


 


Explanation: 


Flinders – Flinders University Self Management Model (used in service delivery to individuals) 


Stanford – Stanford University Group Self Management Model 


MI – Motivational interviewing 


HC – Health coaching 


Other – Approaches such as diabetes education, counselling training, exercise related training and 


health promotion training 
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These CHSs have invested in self management training, mentoring and providing access to secondary 
consultation to support practice change.  They have also responded to the significant psychosocial self 
management barriers experienced by clients accessing CHSs. This has been achieved by establishing 
psychological support services within multidisciplinary teams and providing allied health staff with access to 
professional development and secondary support.  CHSs have recruited psychologists and/or partnering with 
organisations such as primary mental health teams to provide training and secondary consultation.  


The underpinning philosophy of self 
management support is increasingly 
being reflected in intake tools and 
assessment tools. It is also a core 
feature of care plans.  Furthermore, 
organisations are now incorporating self 
management support principles into job 
descriptions and in selection and 
orientation processes.  This reflects 
major organisational cultural change. 


Self Management Approaches 


A new model of delivering self management support has been implemented through the Nurse On Call—
Health Coaching Service.  This demonstration project aims to explore dedicated telephone based health 
coaching as a modality in assisting clients with chronic disease make changes toward a healthier lifestyle.  It 
also aims to improve patients’ ability to manage chronic disease/s, enhance their capacity to self-care and 
reduce or delay deterioration and/or unplanned hospital admission.   The project has recruited clients across 
the state and is currently in early implementation phase. 


As part of the 2010 chronic disease innovations grants, five CHSs are currently implementing new models of 
care for people from disadvantaged backgrounds. The models have a focus on health literacy.  There is 
growing interest in health literacy and understanding how health literacy impacts on self management.  
These CHSs will lead progressive work and showcase findings as part of the project.  


 


 


ISIS Primary Care has made significant organisational 
change to incorporate self management support into 
practice.  This has included the development and 
implementation of a chronic condition self management 
framework across the organisation, an investment in 
ongoing training, the development of mentoring and 
support opportunities for clinicians to gain competence 
in practice, and the introduction of new roles focusing 
on the provision of self management support 
interventions.   
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3.2 Areas for further work 


Self management is everyday business 


Literature regarding Chronic Care emphasises the importance of redesigning all elements of the service 
delivery pathway when implementing self management interventions.  In the scoping study some CHSs 
reported low referral numbers to self management programs.  However, other CHSs progressing delivery 
system design work did not report this issue. 


A key difference was the implementation of self management principles into initial needs identification, 
assessment, care planning processes and clinical care.  This approach reflects organisational cultures which 
acknowledge that all clients self-manage to some extent, and all clients can be supported to improve their 
self management. Some chronic disease programs 
participating in the scoping study sought separate client 
consent as an entry criterion for participation in self 
management support interventions.  These CHSs 
reported that where consent is not given the client is 
referred for ‘usual’ clinical service, suggesting that these 
clients miss out on self management approaches.  This is not a practice supported by the literature.  Rather, 
the literature suggests that every encounter a client has with a health practitioner in every setting offers 
opportunities to contribute to the client’s capacity to self manage.   


For these reasons self management support should not be seen as the exclusive domain of self 
management support providers, and should be embedded within ‘usual’ clinical care.  This does not exclude 
additional structured or planned self management support being built into service delivery pathways.  For 
some clients additional support outside of the usual clinical consultation time is required to provide them with 
the support they require to enhance their health and self care.  This is described in the ICDM Resource titled 
‘Incorporating Self Management Support into Primary Care’, available on the Department’s website at: 
http://www.health.vic.gov.au/communityhealth/cdm/resources.htm. 


Health literacy 


Health literacy is receiving increased attention due to evidence that suggests low health literacy is 
associated with increased mortality, hospitalisation, poor self management skills, poor adherence to 
prescribed medications and treatments, and difficulty communicating with health professionals.  Health 
literacy has been defined as the cognitive and social skills that determine the motivation and ability of 
individuals to gain access to, understand and use information in ways that promote and maintain good health 
(World Health Organisation definition).  There is a need for clinicians across the service system to 
understand health literacy and gain the skills and tools required to help them engage with the cognitive, 
social and motivational situations of their clients. 


Every encounter with a health 
practitioner offers opportunities to 
contribute to the client’s capacity to 
self-manage 
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4.  Decision Support 
Decision support involves ensuring clinical care is consistent with evidence, clinicians use proven education 
methods and care supports patient preferences.  It also requires developing a consistent approach to 
sharing and using evidence based guidelines and information with clients as part of a self management 
approach. 


4.1 Achievements 
There have been demonstrated improvements in the uptake and implementation of decision support tools to 
improve chronic disease management across PCPs and within CHSs (particularly where there has been 
additional funding). Organisational improvements relating to decision support include: 


• intake workers using common tools to identify risks and prioritise care 


• development of standard (evidence based) chronic disease information for clients. 


In organisations and PCPs where work in this area has progressed, decision support tools and mechanisms 
have been tested for certain chronic diseases and are now being implemented more broadly to ensure 
access to high quality chronic disease management for a greater number of clients.  These learnings will 
also be taken up at a statewide level in 2010 to improve the Service Coordination Tool Templates (SCTT). 
This will support improved initial needs identification of chronic disease and complex needs, facilitating 
access to appropriate services and supporting the coordination of care. 


There have been demonstrated improvements in the uptake and implementation of decision support tools 
within CHSs.  Key pieces of work that featured in discussions during the scoping study, in addition to the 
above strategies were: 


• implementing the community health priority tools and including additional intake tools to identify chronic 
disease 


• developing common assessment frameworks, tools and processes to identify and assess 


o broad needs 


o self management capacity  


o associated risks  


• standardising care planning practice by developing a common care plan template and common tracking 
sheets to support the implementation of agreed care protocols  


• developing standard communication letters and templates to support health practitioners sharing care 
plans and service outcomes information with general practice 


Two PCPs in the east of Melbourne began their ICDM work together in 2006, with a vision to 
improve the journey for people with type 2 diabetes.  The member agencies have worked together 
to develop a vision, common principles for working together, common systems and tools, 
strategies for implementation and an evaluation plan.  Implementation started with a pilot 
project that included three agencies implementing a standard package of care to people with 
diagnosed type 2 diabetes, supported by a range of common tools.  They included:  


o a diabetes risk tool to determine level of risk and prioritisation for service 


o a package of care that determined the range of services to be provided and agreed recall 
and reminder systems 


o a client information pack that included evidence based information in easy to read 
language 


o standard letters and templates for referral and GP communication 


Client outcomes included: 


o provision of standardised care and support for self management and behaviour change, 


o improved continuity of care,   


o early identification of risk factors at initial client contact and 


o increased satisfaction with and use of client information  
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• developing manual systems and prompts to support review and recall. 


Plan Do Study Act 


The Plan Do Study Act (PDSA) workforce capacity building project was conducted over 2009–10. It involved 
22 CHSs and assisted the implementation of decision supports, which in turn supported improved practice, 
particularly in the area of care planning.   The project used seven of the ‘good practice indicators’ developed 
by the Victorian Health Association in consultation with the sector.   


Indicator 1, Format of Care Plans, determines whether specified elements of a care plan are present in an 
agency’s standard care plan template.  Initial baseline data indicated that care plan templates had on 
average 38% of the elements present.  On final evaluation this had improved to 71%.   


Indicators 2, 3 and 4 address the number of files with complete, incomplete or no care plans present.  The 
final evaluation demonstrated that the number of complete care plans improved (9% baseline to 34% final) 
with a corresponding reduction in the number of incomplete care plans (52 % baseline to 47% final) or files 
with no care plan (39 % baseline to 20% final). 


4.2 Areas for further work 
Feedback from the scoping study suggested that evidence based practice could be delivered more 
consistently by embedding decision support into client management systems.  CHSs do not currently have 
the capacity to do this but have shown interest in the work. 


While most CHSs are using the service coordination tool templates (SCTT) and the community health priority 
tools to support initial needs identification, many have developed additional intake tools to identify chronic 
disease.  This suggests that the SCTT could be strengthened to support common chronic disease screening 
practice at a statewide level.  


Peak bodies have a key role in developing best practice guidelines for the management of specific chronic 
diseases and information and resources for patients with these conditions.  During the scoping study, few 
CHSs identified that they were working with peak bodies or including the implementation of these guidelines 
into organisational care pathway and protocols.  Some CHSs are using peak body patient resources but not 
in a systematic way.  Organisations still tend to produce their own resources. 


The PDSA project identified some confusion regarding care planning, particularly in relation to intra and 
inter-organisational care planning.  Organisations understood that best practice indicates all clients should 
receive a service specific care plan as part of care (documented separately from progress notes so that they 
can receive a copy). However in relation to clients accessing multiple services, organisations did not have 
triggers/guidelines to determined those clients who require a coordinated care plan, nor did they have 
protocols and processes in place to clarify roles and responsibilities in relation to coordinating the care 
planning process and documenting an agreed plan.  More work is required in the area of care planning that 
addresses the range of barriers that prevent effective coordinated care.  


 


 


Results of the PDSA project 
conducted between 
September ’09 and May ’10.  
The graph identifies change 
in practice against 
indicators 2,3 and 4. 


Indicator 2: % of clients 
with a complete care plan 


Indictor 3: % of clients with 
an incomplete care plan due 
to omission of one or more 
element(s) that constitute a 
complete care plan  
Indicator 4: % of clients 
with no care plan 
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5. Community Resource Mobilisation 


Identifying and mobilising community resources to meet the needs of clients is core to achieving a 
sustainable chronic disease management response.  Access to community resources for these clients is 
facilitated by the role that primary health care services and PCPs play in health promotion and providing 
knowledge and understanding of the local service system.   


5.1 Achievements 
Typically, the client cohort accessing state funded primary health care services have a range of complex 
issues that can often benefit from support from community organisations.  PCPs have a sound history of 
engaging with human services and community based agencies.  The diversity of sectors involved in PCPs 
includes disability, drug and alcohol, education, housing, and justice.  


The integrated health promotion work of PCPs is complementary to the work of ICDM.  Many PCPs are 
establishing programs that address lifestyle risk factors and support the prevention of secondary 
complication through a coordinated effort including a focus on:  


• promoting mental health and wellbeing 


• promoting physical activity and active communities 


• promoting accessible and nutritious food.    


 


The social model of health 


The work of CHSs is underpinned by the social model of health, a theoretical framework for considering 
individual and population health and wellbeing.  The framework operates on the premise that improved 
health and wellbeing is achieved by focusing on the social and environmental determinants of health as well 
as biological and medical factors.  Typically, the client cohort accessing CHSs has a range of issues and 
their health is often influenced by social determinants outside their control. CHSs are recognised leaders in 
linking such clients with health promotion initiatives and referring them to community organisations. 


CHSs are also developing formal links with community organisations that are assisting clients engage in 
healthy behaviours and address lifestyle risks.  Examples include: 


• establishing referral pathways and agreements between CHSs and local gyms, including subsidised 
memberships negotiated to improve client access to physical activity programs  


• supporting neighbourhood houses to provide healthy eating/cooking programs 


• referring and linking clients to services such as drug and alcohol, problem gambling, housing etc. 


  


The Towards a Healthy Heart program is an example of a highly successful prevention and early 
intervention program in the Portland region. 
 
The program addressed the risk factors for heart disease in ‘hard to reach men’ within the high-
risk age group of 30–60 year old industry workers.  Initiated by the Southern Grampians Glenelg 
Primary Care Partnership, the program involved 16 agencies that linked health, industry and 
sports (including eight local sporting facilities providing a range of physical activities to support 
participants to become regularly active).  
 
By the end of the program the men’s cholesterol, blood glucose, blood pressure, weight and waist 
measurements had all reduced, they were less depressed and anxious, and their eating was 
healthier. Alcohol consumption and cigarette smoking were also reduced or ceased.  Best of all, 
the men (many of whom did not even have a GP, or hadn’t seen one in years) established a much 
better connection with the health system. 
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5.2 Areas for further work 


CHSs are committed to community participation. However, strong community engagement in the planning, 
monitoring and review of integrated chronic disease management and organisational service improvement 
did not feature in the scoping study.  Some CHSs had consumer and community engagement processes that 
were a part of their PCP’s ICDM work.  However, many CHSs acknowledged that this is an area for 
improvement. 


The department’s policy, called Doing it with us and not for us (DHS 2006) reports that consumer, carer and 
community participation is a key enabling strategy in working with and meeting the health needs of 
communities. It is valued as an aid to improve health outcomes and the quality of health care, a mechanism 
to ensure accountability, and an important democratic right. Participation occurs when consumers, carers 
and community members are meaningfully involved in decision making about health policy and planning care 
and treatment, and the wellbeing of themselves and the community. 
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6.  Clinical Information Systems 


This is critical component relates to the organisation of patient and population data to facilitate efficient and 
effective care.  


6.1 Achievements 
HealthSMART 


The roll out of the HealthSMART applications has been a major focus for organisations over 2008–09.  
CHSs have identified that the implementation was more complex than anticipated.  There is ongoing work 
within organisations to improve the use of the application as staff become more familiar with it.  The 
HealthSMART program area is working with program areas and users to enhance the application to align 
with practice.  


There is considerable interest in using clinical information systems as a mechanism to drive practice change, 
to ensure the delivery of best practice care and routinely identify client and population improvements.  
Organisations have reported that the HealthSMART applications are still limited in supporting effective 
chronic disease management practice.  However, CHSs have opportunities to identify the key requirements 
and work through the HealthSMART governance arrangements to advocate for such improvements. 


A number of CHSs have developed alternative systems to: 


• audit practice  


• map the client journey through the organisation  


• record clinical measures.   


These CHSs have reported that this process has provided benefits in that clinicians, managers and boards 
are able to track improvements over time.  The data has provided opportunities for organisation wide 
discussions regarding improving chronic disease management and has been shown to lead to strong 
engagement in progressing the required work. 


 


E-referral 


PCP work in electronic referral has supported practitioners making referrals and sharing quality information 
within and across organisations using secure e-referral systems. 


In 2009, about 130,000 e-referral transactions were reported. This represents about 540 services from a 
range of health and human services, including several major hospitals. E-referral work is now being 
expanded to support care planning. A consortium of eight PCPs have commenced a project to develop 
further their e-referral system. The aim is to allow registered users from multiple organisations who are 
participants in the care of a common client to view and add to a common care plan, and to share supporting 


Merri Community Health Service used data to engage staff and managers in ongoing practice 
improvements, specifically targeting improved access to services for clients with chronic disease 
living in supported residential services. The data captured includes a mix of both process and client 
measures and includes baseline and 6–months measures.  The findings from a client sample 
demonstrated: 


• 94% of clients were provided with multidisciplinary care 


• 61% of clients had a care plan in place 


• 95% of clients’ general practitioner was provided with feedback relating to progress  


• 42% of clients showed improved cholesterol measures at 6–months 


• 50% of clients lost weight during the 6–month period 


• 94% of clients with diabetes, with recorded blood sugar measures, showed clinical improvements 


 
The data also provided the organisation with identified areas for improvement.  These included 
ensuring that all clients received a care plan, working with other programs to develop a consistent 
approach to care planning and case conferencing, and developing a single key worker model. 
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documentation and treatment plans. The project will include developing the infrastructure and protocols for 
use, and supporting implementation and practice change.  


6.2 Areas for further work 
Enhanced functionality 


CHSs have suggested the following improvements in functionality of client information management systems 
to support effective chronic disease management practice: 


• capacity for multiple service providers (regardless of funding stream) to document assessment 
information on one form and to contribute to one care plan  


• functionality to provide reports about client populations (for example risk and disease registers) and 
outcomes of care 


• recall and reminder systems that have the capacity to generate task lists and send SMS reminder 
messages to clients’ mobile phones 


• functionality that supports efficient client flow through an organisation 


• clinical decision support, such as referral prompts based on risk profiles 


• clinical quality audits such as SC survey and VHA indicator measures. 


Advancing improvements in information management systems will require a coordinated effort between 
CHSs and the department and will take time to work through.  Some work in this area has been identified in 
section below, next steps.  


Practice and systems together 


There is no doubt that ‘high functioning’ clinical information management systems can support the 
coordination of care.  However, a focus on practice change is just as critical. Therefore work to improve 
coordinated care planning and service delivery requires an emphasis on changes to practice as much as to 
changes in systems. 
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Next Steps 
Although this report focuses on the significant achievements of EIiCD-funded CHSs, the department 
acknowledges that progress is also being made within CHSs where there has been no EIiCD funding.   This 
progress has been made possible by: 


• PCPs supporting activity to progress service system improvements 


• provision of a workforce capacity building strategy  


• provision of one off chronic disease incentive grants to all CHSs not in receipt of EIiCD funding, and 
provision of 15 innovation grants  


• CHSs being supported to develop mixed models of care to maximise access to MBS funded allied health 
services. 


The following table identifies areas for further work to be led by the department.  The actions will support all 
Victorian PCPs and CHSs to engage in service improvement to deliver evidence based, proactive chronic 
care.  It is envisaged that these actions will be progressed by the department in 2011 and beyond. 


 


Areas that require further 
work Actions proposed to be progressed from 2011 and beyond 


Improve client access to 
proactive chronic disease 
management across the state 


 


o As part of the SCTT revision process, refine the tools to support 
initial needs identification of chronic disease and complex needs, 
facilitating access to appropriate services and supporting the 
coordination of care. 


o Foster continued and more widespread uptake of mixed models of 
care in CHSs that improve access to services funded through MBS. 


o Support increased involvement of private allied health providers 
with PCPs in order to increase the inclusion of private providers in 
referral and care pathways.  


o Support the ICDM work of PCPs through the PCP - ICDM mentor 
project over 2011/12. 


o Identify actions to address chronic disease in the government’s 
health plan. 


Support the provision of best 
practice care 


o Encourage agencies and PCPs to work with peak bodies to 
implement clinical guidelines into care pathways and practice. 


o Review and revise the chronic disease management guidelines.   


o Improve reporting and accountability mechanisms to improve 
understanding of chronic disease management practice across the 
sector, including the development of chronic disease management 
Key Performance Indicators. 


o Provide chronic disease management forums for CHSs that 
address particular areas of interest, and provide capacity building in 
key priority areas. 


o Support the building of primary health care evidence through 
funded projects in two regions that include CHSs working in 
partnership with universities to build the primary care evidence in 
particular priority areas (managing complexity and chronic disease, 
delivering multidisciplinary care). 
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o Undertake a state-wide trial in the use & benchmarking of indicators 
for community health and develop a sustainable mechanism for 
community health to use benchmark data to report to stakeholders 
on the quality and safety of their services (e.g. Quality of Care 
Report, Accrediting Organisations). 


Develop innovative models to 
engage disadvantaged and high 
risk clients groups  


 


o Support the dissemination of learnings from the demonstration 
projects ‘Improving Access to primary health care services for 
people with serious mental illness’ funded from 2008–10 in two 
sites within the eastern and southern metropolitan regions, that 
includes a forum in June 2011 for community health and mental 
health sectors. 


o Support implementation of the 2010 funded chronic disease 
innovation projects that support the development of new models of 
chronic disease care for other disadvantaged subpopulations, and 
disseminate the learnings. 


o Support the dissemination of chronic disease management practice 
across the sector by supporting the ICDM clearing house and 
publishing ICDM PCP case studies. 


o Work in partnership with Deakin University and a number of HACC 
and Community Health funded agencies to progress research in the 
area of health literacy (particularly in relation to strategies for 
working with people with low health literacy).   


Continue to support the 
coordination of services with a 
focus on general practice 


 


o Continue to encourage divisions of general practice to be active 
participants in PCP ICDM work and encourage greater engagement 
by private allied health. 


o Progress work to enhance GP feedback. 


o Disseminate the learnings from the trial sites currently developing 
models of allied health supported by MBS funding to enhance the 
uptake of effective models across CHSs.  


o Continue to work with HACC to streamline the implementation of 
ASM and ICDM policy, particularly in relation to shared clients. 


Continue to advocate for further 
enhancements to clinical 
information systems and e-
health platforms to improve 
capacity for quality referral, care 
planning and information 
sharing  


 


o Conduct a project to assist CHSs to monitor the effectiveness of 
their chronic disease management activity and establish agreed 
measurement processes. 


o Following the above project, work with HealthSMART and the 
sector to identify and implement improvements to client information 
management systems that will enable CHSs to monitor and 
measure effectiveness across the populations for which they serve. 


o Monitor implementation of the new electronic care planning project 
within two regional catchments and support broader take up of 
learnings across other regions. 


o Work with NEHTA to progress the e-health agenda nationally in a 
way that aligns with Victorian reforms. 
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Continue supporting workforce 
and organisational capacity 
building that will build the skills 
of the sector to drive reform, 
integration and the most 
efficient and effective use of all 
existing investment within the 
system   


o Implement activities identified in the primary health workforce 
development strategy with a focus on leadership, change 
management, project management and quality improvement. 


o As part of the above, provide further project management training, 
to support agencies to plan and manage change, within a project 
management framework. 


o Convene provider forums open to all state funded primary health 
care providers that support organisational improvements in chronic 
disease management. 


o Provide PDSA training for PCPs and CHSs (not receiving EIiCD 
funding) and engage them in a project that provides a supportive 
environment for change using the improvement methodology. 


o Finalise the care planning training package and resources, and 
support access to the training more broadly delivered by the 
Vocational Education Sector, through phase 2 of the care planning 
project. 


o Consider longer term sustainable strategies to build the capacity of 
the sector to understand health literacy. 
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Life! Taking Action on Diabetes  
Program Dates 


 


Group Date Time Status 


Group 1, Stratford Senior Citizens Friday mornings - starts April 29 10am 6 places left 


Group 2, Maffra Senior Citizens Thursday mornings - starts May 5 10am 12 places left 
Group 3, Maffra Senior Citizens Tuesday evenings - starts May 10 6pm 5 places left 
Group 4, Sale Senior Citizens Monday mornings - starts May 2 10am 10 places left 


Group 5, Sale Senior Citizen s Tuesday nights - starts May 3 6pm 3 places left 


Group 6, Sale Senior Citizens Friday mornings - starts June 10 10am fully booked 
 
Centre: Healthy Inspirations  
Facilitator: Kirsten Mackintosh 
Email: kirstenmackintosh@healthyinspirations.com.au 
Telephone: 0438 526 933 
More information: http://www.diabeteslife.org.au/  


 


Diabetes Education – CGHS 


Four Diabetes Education Courses will be run at CGHS commencing in April, May June and 
July  Dates and topics are attached. 


 


April - May 2011 


Wed 27th April 1.30 – 2.00 p.m.     Diabetes Educator – Introduction 


2.00 – 4.00 p.m.     Diabetes Educator – What is diabetes? 


Wed 4th May 1.30 – 2.30 p.m.     Dietitian – Nutrition Session One 


2.30 – 3.30 p.m.    Exercise Therapist – Diabetes and exercises 


3.30 – 4.00 p.m.     Pharmacist – Diabetes Medications 


Wed 11th May 1.30 – 3.30 p.m.     Dietitian – Nutrition Session Two 


 3.30 – 4.30 p.m.     Social Worker – Diabetes and coping 


Wed 18th May 1.30–4.00 p.m.     Diabetes Educator- Preventing complications 


Wed 25th May 1.30 – 4.00 p.m.     Dietitian – Super Market Tour 


 


May - June 2011 


Wed 1st June 1.30 – 2.00 p.m.     Diabetes Educator – Introduction 


2.00 – 4.00 .pm.     Diabetes Educator – What is diabetes? 







Wed 8th June 1.30 – 2.30 p.m.     Dietitian – Nutrition Session One 


2.30 – 3.30 p.m.     Exercise Therapist – Diabetes and exercises 


3.30 – 4.00 p.m.     Pharmacist – Diabetes Medications 


Wed 15th June 1.30 – 3.30 p.m.     Dietitian – Nutrition Session Two 


3.30 – 4.00 p.m.     Social Worker – Diabetes and coping 


    Wed 22nd June 1.30 – 4.00 p.m.    Diabetes Educator – Preventing complications 


    Wed 29th June 1.30 – 4.00 p.m.     Dietitian – Super Market Tour 


 


July - August 2011 


Wed 20th July 1.30 – 2.00 p.m.     Diabetes Educator – Introduction 


2.00 – 4.00 p.m.     Diabetes Educator – What is diabetes? 


Wed 27th July 1.30 – 3.00 p.m.     Dietitian – Nutrition Session One 


3.00 – 3.30 p.m.    Exercise Therapist – Diabetes and exercises 


3.30 – 4.00 p.m.     Pharmacist – Diabetes Medications 


Wed 3rd August 1.30 – 3.30 p.m.     Dietitian – Nutrition Session Two 


 3.30 – 4.30 p.m.     Social Worker – Diabetes and coping 


  Wed 10th August 1.30–4.00 p.m.     Diabetes Educator- Preventing complications 


  Wed 18th August 1.30 – 4.00 p.m.     Dietitian – Super Market Tour 


 


Content of group sessions: 


What is diabetes? – The diabetes educator describes diabetes and how it is managed  


Nutrition Session One – The dietitian discusses food and diabetes management, fats in 
food and reading food labels. 


Nutrition Session Two – The dietitian describes the role of carbohydrate and the GI, 
alcohol and recipes. 


Complications – the diabetes Educator discusses potential complications of diabetes and 
how to minimise the risk. 


Costs: $20.00 


Where: First floor of the Community Services Building, Palmerston St, Sale.  Ph 5143 8800. 


Other groups: From time to time Chronic Disease Management groups are held at the 
Community Rehabilitation Centre.  Ask about these at your nearest Community Health 
Centre. 


Individual Appointments:  These are available for anyone for whom the groups are not 
suitable, whatever the reason may be.  


 To book for the diabetes educator at Sale, phone 5143 8800 







 To book for the dietitian at Sale or Maffra, phone 5143 8560 


Enquiries: Further enquiries about diabetes services at Central Gippsland Health Service 
can be made by phoning 5143 8800. 
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What is a Community Kitchen? 
‘A Community Kitchen is a group of people who come together on a regular basis to socialise and cook 


affordable, healthy and delicious meals’ 
 


Current Community Kitchens 
Community Kitchen When Time Where Who Cost 


Sale Neighbourhood 
House – ‘Cooking for 
one can be fun!’ 


Weekly from 
Wednesday 4th May 
to Wednesday 22nd 
June 


11am-1pm 19-21 Leslie 
St, Sale 


General 
Community 


$5 


Rosedale 
Neighbourhood House 


Weekly from Monday 
2nd May 


10:30am-
12:30pm 


28 Cansick 
Street, 
Rosedale 


General 
Community 


$5 


Men’s Kitchen Fortnightly from 
Monday 2nd May 


4pm-
5:30pm 


Sale Baptist 
Church 
Princess Hwy, 
Sale 
transport 
available 
upon request 


Elderly Men $5 


Five Star Weekly from 
Wednesday 4th May 
to Wednesday 8th 
June 


10am-
12noon 


3 Howard St, 
Sale 


Residents and 
General 
Community 


$5 


 
Community Kitchen Open Days 
Community 
Kitchen 


When Time Where Who Cost 


Uniting Care 
Gippsland 


Monday 9th 
May 


12noon-
2pm 


Gregg Hall 
Raymond St, 
Sale 


Uniting Care Clients 
and General 
Community 


Free, 
Freebies and door 
prizes on the day! 


Ramahyuck Thursday 
16th June 


12noon-
1:30pm 


117 Foster 
Street, Sale 


Indigenous Adults Free, 
Lunch provided! 
Freebies and door 
prizes on the day! 


 
To register or for further information on any of the Community Kitchens in Wellington please contact: 


Bec Lade 
Phone: (03) 5143 8868 


Email: rebecca.lade@cghs.com.au 


Community Kitchens  
in Wellington 


Term 2 2011 


 
 


 



mailto:rebecca.lade@cghs.com.au
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Attachment 1 – ICDM Summary of Achievements              
 


* RED Implementation is immature, and limited in coverage 


*AMBER A strong foundation exists for implementation that is progressing, but is either not mature or widespread 


*GREEN Implementation is mature, and widespread 


 
Objectives  Strategies  RAG Outcomes and Outputs  
Health Care Organisation 
Establish strong 
governance and 
leadership within and 
across organisations 
to spread and sustain 
improvements in 
ICDM 


• Strengthen PCP governance arrangements to support 
improved shared responsibility and accountability across 
member organisations 


• Increase organisational focus on ICDM 
• Increase organisational skills to drive quality improvement 
• Increase role of private services in ICDM work 


• Increase consumer/carer engagement in service planning 
and provision  


 


 • PCPs implementing legally binding partnering agreements with clearer roles and 
responsibilities of partner organisations 


• Updated PCP program logic provides a clear 2009–2012 program of work for local 
partnerships to progress ICDM 


• Development of PCP strategic plans for 2009–2012 with identified local health and well 
being priorities aligned with state priorities and PCP program logic 


• Over 90% of PCPs have a hospital or health service and a division of general practice 
engaged in their ICDM activity. 


• Increased number of EIiCD funded organisations establishing change management 
teams  


• Increased number of EIiCD funded organisations undertaking restructures to develop 
multidisciplinary teams  


• Increased local workforce skills and confidence in progressing quality improvement 
initiatives using evidence based methodologies 


• Increased numbers of organisations with ICDM as a strategic priority, documented in their 
strategic plan  


• Strong engagement of general practice divisions in PCP activity, and increased numbers 
of private services (eg allied health and pharmacy) also involved 


Delivery System Design 
Support 
organisations to 
deliver effective and 
efficient chronic care, 
supported by 
evidence based care 
pathways 


• Develop and implement care pathways that improve access 
to community health services and services funded by the 
MBS 


• Support the use of standardised tools and processes to 
provide high quality care that addresses broad needs and 
initiates proactive referral 


• Increase access to and the number of chronic disease 
management services provided by community health service  


• Identify the models of MBS funded allied health care that can 
be implemented most effectively and efficiently within 
community health services 


• Provide tools and models of care to support state funded 
primary health service to make use of MBS and work more 
effectively with private providers 


 • In 2009, 137 agencies representing 434 programs/services reported progress against the 
requirements for ICDM as part of annual PCP reporting requirements 


• Feedback on the ICDM reports provides organisations with quantitative evidence of 
quality of care and for organisation accreditation requirements 


• Analysis of the ICDM reports indicate that the majority of these agencies are 
implementing: best practice clinical care; proactive ongoing support; and support for 
health behaviour change  


• 7,200 clients provided with 62,400 (additional) service hours funded by the EIiCD 
initiative  


• 1261 rural clients provided with diabetes care  
• Over a 4–month period, 271 community health service clients have received additional 


services funded through MBS 
• Client health improvements demonstrated at a local level 


 


RAG Status: 







Objectives  Strategies  RAG Outcomes and Outputs  
• Increased numbers of referrals between state funded and commonwealth/private services 


• Community health services demonstrate an enthusiasm for, and a better understanding 
of, the pathways to work with private providers 


Self Management Support 
Improve access to 
services that provide 
clients with the skills, 
knowledge, and 
confidence to 
manage their health 
and health care 
needs 


• Develop coordinated approaches across PCP catchments to 
upskill the health workforce in using self management 
approaches 


• Increase the delivery of self management approaches across 
community health services (and the wider health service 
sector)  


• Trial an alternate modality (telephone based) for the delivery 
of  self management support, particularly to marginalised 
populations 


 


 • All community health services with EIiCD and DSM initiatives funding have implemented 
new self management interventions 


• Many community health services with EIiCD and DSM initiatives funding have led 
organisational change to embed self management approaches into existing service 
delivery 


• PCPs supporting coordination and access to training, mentoring, and secondary 
consultation as part of workforce development in self management across local 
catchments 


• NOC Health Coaching service established with state-wide client recruitment, service 
currently being evaluated  


• Increased numbers of clients with reduced lifestyle risks  


Decision Support 
Increase the use of 
consistent tools and 
resources that 
support client access 
to evidence based 
care 


• Support local implementation of decision supports to improve 
chronic disease management across CHSs and PCPs more 
broadly 


 • Increased numbers of clients receiving evidence based diabetes care and regular 
screening  


• Increased provision of standardised and quality client information with the use of the 
Service Coordination Tool Templates used by over 600 services across the state. 


• Improved privacy practice with the use of standardised consent forms and consumer 
information brochures in over 40 community languages. 


• Routine screening practice that identifies the broad range of needs including 
psychosocial issues (using common tools) implemented across service providers  


Community Resource Mobilisation 
Improve client access 
to health promotion 
and community 
resources that 
support chronic 
disease management  


• Strengthen partnership development with community 
organisations (though PCPs) to assist clients engage in 
community programs that support health behaviour change. 


• Strengthen health promotion activity across the continuum to 
improve access to health promotion for people with 
diagnosed disease. 


 • New health promotion measures being developed  
• Increased use of human service directory to support referral across the service system 


• Increased numbers of clients with improved emotional wellbeing who are involved in 
EIiCD and DSM initiatives  







 
Clinical Information Systems 
Improve organisation 
of patient and 
population data to 
facilitate efficient and 
effective care 


• Support the use of clinical information systems within 
agencies as a mechanism to drive practice change to ensure 
the delivery of best practice care 


• Support the use of electronic information sharing systems to 
improve inter-agency communication 


 • PCPs have facilitated improved sharing of health information (with client consent), using 
secure electronic referral systems 


• A single suite of service coordination tools used for screening, referral and coordinated 
care planning has replaced over 300 different tools used by the sector 


• Service coordination tools used by more than 600 health and human services across the 
state resulting in the reduction in the duplication of information collection about 
consumers and assessment of their needs 


• The service coordination tools are supported by electronic referral resulting in 130,000 
referrals sent and received electronically in 2008–09. This represents about 540 services 
from a range of health and human services including several major hospitals 


• Work being progressed to develop secure electronic care planning systems and practice 
that build on existing electronic referral systems  
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 Attachment 2 – Chronic Care (Wagner) Model             
 


Edward Wagner proposes that managing chronic disease requires nothing less than a transformation of health care, from a system that is essentially reactive – 
responding mainly when a person is sick – to one that is proactive and focused on keeping a person as healthy as possible. The Wagner Model provides a framework that 
helps to identify the systems changes (within the primary health care services and across the service system) that are necessary to improve the coordination of care for 
people with chronic disease. Taking a systems approach is important to ensure the delivery of proactive and integrated client centred care.   


 


 
 


The model has six interdependent elements for improving chronic care. They are:  


1. Community  – resources and activities that provide ongoing support for 
people with chronic disease/s. 


2. Health systems  – support prepared and proactive practice teams.  


3. Self-management support  – empowers and prepares clients to manage their 
health and health care. 


4. Delivery system design  – assists care teams to deliver systematic, effective, 
efficient clinical care and self management support. 


5. Decision support  – including design, systems and tools to ensure clinical 
care is consistent with evidence-based guidelines. 


6. Clinical information systems  – including data systems that provide 
information about the client population, reminders for review and recall, and 
monitor the performance of care teams. 
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Attachment 3 - Service Model Characteristics 
 
The following table outlines common service characteristics reported as part of the EIiCD scoping exercise, completed in 2009. 
 


Disease cohort/s Eligibility criteria 
for chronic 
disease 
programs 


Initial contact Initial needs 
identification 


Assessment Care Planning Service 
Provision 


Recall/review 
and Transition/ 
exit 


Feedback to 
other services 
(includes general 
practice) 


Variable across 
organisations 


Generally with a 
centralised intake  


Generally 
completed by 
intake, sometimes 
by key worker 


Most CHSs use a 
self management 
tool, often Flinders 
or modified 
Flinders tool 


Related to self 
management 
support and client 
self management 
goals 


Focus on self 
management 
support, various 
models applied 


Review occurs, 
variable 
timeframes 
(3,6,12 months 
usually) 


Routine feedback 
to general practice 
at specified, pre 
determined 
intervals 


Diagnosis of a 
chronic disease  


(Some central 
intakes newly 
established, some 
previously 
established) 


May be duplicated 
at times  
May also be a part 
of assessment 


Some instances of 
comprehensive 
assessment 


Care plan reviews 
established 


 Transition/exit not 
well described 


Feedback to other 
providers 


Priority based on 
other co-
morbidities such 
as depression and 
anxiety and other 
mental health 
issues and 
complex 
psychosocial 
issues 


Need for 
additional support 
for self 
management was 
the overall focus 


Processes in 
place to identify 
self management 
support needs 


Psychosocial 
needs are an area 
of focus 


Limited examples 
of case 
conferencing 
(area of interest 
for most 
organisations) 


Formal processes 
to support team 
based care not the 
usual practice as 
yet due to 
organisational 
capacity and 
communication 
systems issues 


Ongoing disease 
management not 
discussed 


Some examples of 
case conferencing 
with GPs in place 


Suboptimal self 
management skills 


 Often feedback to 
referrer at this 
point 


Clinical 
assessment using 
a standardised 
approach less 
common 


Where clinical 
need identified, 
referral out to 
provider is 
instigated 


Key worker role to 
coordinate care 
based on self 
management plan 
not necessarily 
disease 
management 
guidelines 


  


Presence of risk 
factors  


  May be repeated 
a number of times 
across various 
clinicians 


Some examples of 
multiple care 
plans in place 


Generally remain 
‘in program’ for 12 
months 


  


Common disease 
states being 
targeted through 
EIiCD: 
 
• type 2 diabetes 
• cardio-vascular 


disease 
• respiratory 


disease 
• depression and 


anxiety (as a 
comorbidity)  


• neuro-
degenerative 
disorders 


• musculo-
skeletal 
conditions 


• hepatitis C 


Consent for SMS   Few examples of 
processes in place 
to coordinate 
assessment  


Few examples of 
processes in place 
to coordinate care 
planning 
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