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EXECUTIVE SUMMARY & RECOMMENDATIONS

The Northern Territory Preventable Chronic Disease Strateqy(NTPCDS) was launchedin 1999 P
2. It was a strategic attempt to bring about change in the prevention, early detection, and
management of chronic diseases in the NT, and at all levels of the health care system. The
strategy has a 3-year goal, a 10-year goal, and a number of objectives it aims to achieve in key
result areas. The planned 2002 evaluation did not occur. However the NT Department of Health
and Community Services(NTDH&CS) produceda document review and a draft evaluation report
of Urban Community Care Centres in 200506, followed by a gap analysis. In March 2007, RhED
Consulting Pty Ltd was commissioned by the NTDH&CS to complete the evaluation of the
NTPCDS. The methodology incluéd undertaking focus group interviews, sourcing information
and data identified in the gap analysis, collating and analysing materials and finalising a report

with recommendations. This report is based upon the combined findings of these two groups.

Assessment against the goals of the NTPCDS

The 3-year goal was to reduce the impact of the five preventable chronic diseases 1 deaths,
hospitalisations and financial costs. The hospitalisation rates of Indigenous Territorians have
doubled since 1999 due to end stage renal disease, with the associated financial burden making
up over 38 per cent of the total 2005 hospitalisation budget. Hospitalisations for respiratory
disease reportedly reduced between 200405 @. The rate of hospitalisations for diabetes,
hypertension and ischaemic heart disease could not be assessed due to a lack of published data

since 2001.

Assessment against objectives of the NTPCDS
Assessment of progress towards the clinical systems objectives of the NTPCDS revealed that

significant progress has been made with the development and use of best practice guidelines to

inform the practice. The majority of service providers in the Northern Territory extensively use
the Central Australian Remote Practitioner Alliance CARPA) Standard Treatment Manual
guidelines as the basis for care. However those in the NTDH&CS community health centres and
general practices in urban areas did not. Population lists are reported to be in place in all health
service locations across the Northern Territory to facilitate a population health approach. The
NTDH&CS have chronic disease registers for communities serviced by medical officers.The
majority of Aboriginal Community Controlled Health Organisations (ACCHG) use computerised
patient information systems that support a population health approach, including the production

of population lists, chronic disease registers and recall systems.
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However the extraordinary number of recall systemsin use across the NT is a major barrier to
the implementation of effective systematic chronic disease prevention and management
activities. The recall systems are largely paper based in the remote clinics and these are
reportedly cumbersome and therefore not used consistently by all staff. As of June 2007, there
was no regular or consistent reporting of chronic disease activities and outcomes, however this is
expected to change as the Aboriginal Health Key Performance Indicator reporting commences in
July 2007.

Assessment against the workforce objectives revealed that most services utilise a process for
staff orientation to ensure their workforce is prepared to deliver effective chronic disease
prevention and management. A specific training module and programs were identifi ed to support
training. While this is occurring the acute paradigm prevails in remote areas and there remains
little time for preventative or health promotion work. Major barriers to participating in these

programs were due to the mode of delivery and the lack of backfill to release staff to attend
training. Systems to monitor attendance numbers, improve communication with the non -
government sector, and benchmarks in this area require improvement across all health sectors.
Workforce development requires significant dedicated investment; and investigation into the

potential for interprofessional resourcing and activities is required.

There was some evidence of a whole of government approach to improve educational outcomes

and employment opportunities for th e Indigenous population. The achievements of NT
Indigenous and non-Indigenous students in achieving the 3™ Grade National Literacy Benchmark,
worsened with remoteness and Indigenousness between 2001-2005 ©. Unemployment levels
have improved during this time, however it is unclear if this is due to real jobs or the Community

Development Employment Program (CDEP). The collection of Indigenous workforce data in the
NT public sector workforce commenced in 2002 as part of an overall strategy. They report a
doubling of the number of Indigenous employees in the NTDH&CS since that time, with only one

at an executive level. However these data are reportedly incomplete . There is no reported
increase in the number of Indig enous employees working in chronic disease. Concerningly, there
has been a reported significant decrease in the number of Aboriginal Health Worker positions and
numerous positions are vacant. The commencement in July 2007 of the Aboriginal Health Worker
Apprenticeship Program and the Central Australian Divisions of Primary Health Caremental health

program is encouraging and both are expected to expand, recruiting 24 apprentices and 15
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workers respectively. ACCHOs reported an increase in Indigenous staffingas a result of the

Healthy for Life Program sponsored by the Australian Government.

There is evidence of a depletion in the infrastructure, dedicated staff, and funding in the
important area of health promotion and prevention, as well as a reduction in the number of
prevention and health promotion programs since the development of the PCDS. This is reportedly
due to a restructuring of the NTDH&CS in 2003. The only programs identified with recurrent
funding were in the ACCHO sector, which are funded by philanthropic organisations. The non-
government sector indicated they were not delivering any prevention and health promotion
programs. Increasing the focus on prevention and health promotion programs is a key issue for

the future and will require genuine in vestment and specialised staff with diverse skills.

There is evidence of a definite shift in the general awareness across the Northern Territory of the

need for dedicated and focused chronic disease programs The NTPCD Program provides

leadership for chronic disease program development, and stakeholders reported strong support
and critical input from the PCDS Director in this endeavour. Where additional resources have
been provided dedicated staff and strategies have been implemented to address chronic disease
issues. Since 1999 there has been an increase of 22 dedicated chronic disease staff, largely
funded largely though the Australian Government, and an additional 13 positions have been

identified to commence in 2007, of which 4 are renal specific. S100 funds from the Medicare pool
provided the NT Government savings in remote health, which were reinvested in chronic disease
and quality use of medicines. Where chronic disease programs with consistent dedicated staff are
notably absent is in all remote clinics. The majority of new staff who have been employed are

nurses, which is part of the solution, but what is required is an interprofessional cross cultural

skills mix that includes educators, clinicians, health promotion staffing and Indigenous staff. The
key barriers identified in achieving this is financial resources, community infrastructure and the

declining Aboriginal Health Worker workforce numbers, which requires urgent review. General
practice programs are functioning across the Territory predominantly focusing on diabetes and

cardiovascular disease.

The NTDH&CS reportedly funds a wide variety of non-government organisations to deliver

specific preventative programs. Unfortunately, funding is often project -specific and time-limited,
resulting in limited long-term benefits from some programs. ACCHOs are largely funded from the
Australian Government and those participating in the Healthy for Life program reported that there
were dedicated chronic disease activities occurring, supported by a systems approach to care.

There has been some growth in community control of health services through funds pooling with
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the establishment of the Sunrise Health Service in Katherine and the establishment of governing
boards in the Primary Health Care Access Program (PHCAP) regions. Issues of Indigenous
governance are paramount to addressing the underlying causes of chronic disease, and to tackle
the social determinants of health. Hence it is vital to ensure that strategies developed are

relevant and workable in the environment that will be applied.

Assessment against NTPCDS key result areas

There are six key result areas in the NTPCDS where there is strong evidence to support
intervention. Between 1999-2002 in the Northern Territory there was a reduction in Jow
birthweight in Indigenous and non-indigenous babies and an increase in the mean birthweight of
both groups ©®. Breast feeding rates at discharge from hospital were unchanged from 1993-2003
@ however breast feeding rates at 3 months and 6 months post birth fell between 1993 -2003.
This fall was largely due to a decrease in breast feeding rates in the urban non -Indigenous
population. By six months of age, the proportion of NT rural Indigenous infants who were still
breastfed was above the national average . The childhood jmmunisation coverage for the NT
has improved significantly between 1999-2005, and data suggests that NT children have
immunisation coverage that is as good as, or better, than the rest of Australia ©. Timeliness of

vaccine delivery is reportedly still not optimal.

Rates of malnutrition are measured by rates of stunting, wasting and anaemia, which between
2001-05, have not changed. Overall Indigenous children in remote communities experience high
levels of underweight i 15 per cent, stunting i 11 per cent, and wasting i 9 per cent ©.
Anaemia rates of children under 5 years remain extremely high in remote areas ranging from 23
per cent in the Darwin rural district to 44 per cent in the Barkley district . The proportion of NT
urban children who are overweight lowered slightly at 12 per cent compared with South
Australian children at 14.4 per cent. The number of NT urban Indigenous children who are obese
is double the non-indigenous urban rate. The availability and cost of healthy food in remote areas
continues to be poor and extremely expensive despite several inquiries during this time. The
issue of poverty is critical to the success of improving all of these key indicators yet NT
Indigenous households continue to receive only 59 per cent of non-indigenous households ©.

Results of the 2007 Indigenous Community Housing Survey reveal poor environmental health

conditions especially in discrete remote communities, where there continues to be a lack of basic
housing maintenance, overcrowding, unsafe water supply, lack of rubbish disposal, and the

highest national sewerage overflow rate ©.
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There is good evidence of the implementation of early detection and screening processes in

projects such as the coordinated care trials and the ABCD program, and pleasing results in the
use of systems to improve chronic care . The changes in Medicare in 2004, through the
introduction of an Enhanced Primary Care item for Aboriginal adult health checks, were reported
significantly under-utilised, however this is envisaged to change as programs further develop.

Adult immunisation rates have increased for influenza vaccine and pneumococcal since 2000.

Two specific programs report on different best practice management approaches to reduce blood

pressure, to prevent renal disease and the complications of diabetes i 7he Menzies Renal
Treatment Program and the Tiwi Coordinated Care Trials Results suggest that the PCDS is not
preventing renal failure as effectively as an MRTP-type program would, as renal failure rates
continue to rise. However, there are unresolved questions about whether an MRTP program
would be sustainable across the Territory in the long term. There was an increase in podiatry

outreach services in remote communities due to PHCAP funds between 200305.

There have been a number of Jimitations to this evaluation process. The main limitation was the

absence of an implementation plan for the NTPCDS, upon which this evaluation could be based.
This meant that it was difficult to identify the intent of the implement ation process and if
outcomes were due to the PCDS or other national initiatives. Also a Statistical Report for the
NTPCDSwas produced in 2000 that provides an excellent baseline upon which to measure the
impact of the NTPCDS®. There has however not been another report and very limited recent

data exists in some of the reporting clinical areas. Since 1999 there were three NTDH&CS
restructures and within the time constraints and the internal and external evaluation process it

was not possible to gain a sense of the impact of corporate policy directions.

While this evaluation has identified advancements and a general movement in the right direction
of the NTPCDS, there is also significant room forimprovement. This is particularly so in the areas
of prevention and health promotion activities, Indigenous employment within the PCDS staff, and
the simplification, standardisation and coordination of information systems that can communicate
across regions. Additionally, the organisational structures that facilitate easy communication

between those providing chronic disease programs and education require improvement.
The following recommendations are made to assist the NTDH&CS to improve their efforts in the

prevention, early detection and management of chronic disease in what is no doubt one of the

most challenging environments to do so in Australia. We wish them every success.
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RECOMMENDATIONS

General recommendations

Representative Committee
1. The NTDH&CS establish a representative committee of the providers of health care
services across the whole of the Northern Territory to review the PCDS using the

recommendations of the evaluation report as the basis for discussion and planning.

Implementation  Strategy
2. The representative committee oversee the development an implementation strategy. This
will include:
¢ Reuvising the objectives of the PCDS to include clearly defined benchmarks and
performance indicators against each objective and a timeline and process for their
implementation.
¢ Developing a model for chronic disease prevention and care in urban areas to link
service providers.
¢ Establishing a system for collecting information against each benchmark and a
process to do so, as a priority.
¢ Linking NT Aboriginal Health Key Performance Indicator measures to the Key Result
Areas of the NTPCDS to provide a framework for ongoing evaluation.
Linking position vacancies and turnover rates to health outcomes data
Including preventable cancers, rheumatic heart disease, mental illness and
depression in this revision of the NTPCDS.
¢ Including ischaemic heart disease and hypertension under cardiovascular disease as
one reporting area.
¢ This revision is supported with an investment from NTDH&CS as a priority, and

includes a realistic evaluation budget to review progress.

Statistical report
3. The reproduction of the 2000 Statistical Report is undertaken on a regular five yearly
basis, to assist in the monitoring of progress in the achievement of the PCDS.

4. A dedicated and recurrent budget allocation is identified and committed to do so.
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Specific recommendations
Best practice guidelines
5. Discussions occur with the TEDGP, the CADPHC, the Good Health Alliance NT, AMSANT
and urban Community Health Services to develop a pdicy regarding which best practice

guidelines will be used as the basis for care planning in urban areas.

Clinical Information systems

6. Discussions occur with AMSANT, the Divisions of General Practice, the Good Health
Alliance NT and other relevant non government organisations to identify an information
solution to support chronic disease care delivered by the renal services, urban service
providers, and for health services that will not be suitable to implement PCIS.

7. NTDH&CS work with Divisions of Generéd Practice, AMSANT and ACCHOs to agree on a
process that links community health service providers into a coordinated and integrated
care plan and recall system with general practitioners and community controlled health
services in urban areas.

8. Resources ae provided to services to enable a greater level of participation by the short
term and permanent workforce in orientation and refresher training in PCIS systems and
paper based recall systems, to facilitate better use by health teams in communities.

9. Strategies are developed to implement quality improvement systems, including regular
clinical auditing cycles, to monitor the effectiveness of population health systems in all
sites.

Note: These last 2 recommendations will form a robust basis for service level outcome

evaluation as well as processes evaluation when the NTPCDS is reviewed again in future.

Staff Orientation and Training
10. The NTDH&CS, the Divisions of General Practice, Rural Clinical Schools, the NGOs and
ACCHOs develop a strategic and coordiated interprofessional approach to the
orientation and training of all clinical and educational staff working in the Northern
Territory in the area of chronic disease.
This process should include at least:
¢ ldentifying and conducting together the compon ents of orientation that are common

to all disciplines.
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11.

12.

13.

14.

15

¢ Exploration of joint funding arrangements to support joint conduct of orientation and
professional development in chronic disease prevention, early detection and
management.

Conduct quarterly orientation programs based on Pathways to Professional Practice

model and advertise these in advance to all ACCHOs and NGOs.

Investigate the feasibility of conducting these programs Territory wide in an effort to

ensure better quality, higher participant numbers a nd fiscal implications.

Significant investment be made by NTDH&CS to ensure access to regular training, relief

and support for all staff, especially those in remote areas. It is estimated that

approximately 10 per cent of the total remote workforce budget should be invested in

this important area.

Include serious mental illness and depression in the professional development program

and develop a module in this area.

Investigate the feasibility of different modes of training delivery for these programs.

Who le of Government Approach + Indigenous employment

16.

17.

18.

19.

Prevention

20.

21.

Establish clear targets for Indigenous employment and monitor and measure them

regularly. These should be publicly reported on an annual basis to ensure continued

investment and focus on Aboriginal employment. This may be occurring in the current

review.

The role of Aboriginal Health Workers in the management of acute care and chronic

disease is reviewed, to ensure clinical expectations reflect training and preparation for

those important roles.

The overseeing committee strongly support the preventative role of AHWs and educate

managers about the importance of this role.

Support systems for Indigenous workers in NTDH&CS working with the PCDS be

established and adequately funded for success.

and health promotion programs

The NTDH&CS refocus and prioritise prevention and health promotion programs to make
a real impact on reducing the burden of chronic disease.

Genuine investment is made into prevention and health promotion programs, as a
priority. This includes support for specialised staff to lead, advise, and educate others
about sustainable and identifiable programs that encourage healthy living and prevention

of chronic disease.
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22.

23.

24.

25.

26.
27.

Indigenous specific positions are identified and funded for prevention and health

promotion programs, supported by a training and travel budget.

The composition of PCD Program team is reviewed to ensure each regional team includes
a member with health promotion qualifications and experience, and an Indigenous
member.

The role of AHW participation in chronic disease programs across all Government and
non-government sectors be reviewed, prioritised and invested in.

A benchmark for AHW participation in chronic disease programs is established, for
example: 30 per cent to reflect the population. This is reviewed annually and triennially

to ensure the benchmark is being met.

A resource strategy is developed to fund an increased remote area workforce.

Barriers to program activity are identified and addressed in a comprehensive way.
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CHAPTER 1. INTRODU CTION

1.1 Background

In the late 1990s, it became apparent that the economic and social costs of chronic diseases in
the Northern Territory were escalating, and that the current health system had limited capacity to

deal with these increasing costs. Between 1992-93 and 1997-98 renal dialysis service in the NT
doubled, with an associated financial burden®. In 1997 it was estimated that chronic disease
accounted for about 25 per cent of the hospital budget, about 40 per cent in 1999 and, if

uncontrolled, was predicted to consume 56 per cent of the budget by 2004 ®?. Between 2000/01
and 2002/03, excluding renal dialysis, about 7 per cent of hospital resources were used for
hospitalisations directly caused by acute manifestations of chronic diseases. Renal dialysis
accounts for about 45 per cent of hospital resources when included, due to chronic disease

related hospitalisations V.

The Northern Territory Preventable Chronic Disease Strategy(NTPCDS) was launched in August

1999 by the NT Minister for Hea/ t h, Fami | y an &”2Clhis d sttategimadtemptSer vi ce s
to bring about change in the prevention, early detection and management of chronic diseases at

all levels of the health care system in the NT. The strategy has a three -year goal, a ten-year goal,

and a number of objectives it aims to achieve in key result areas.

An evaluation of the NTPCDS was intended in 2002 to assess progress against achieving the 3
year goals, but this did not occur. In 2005 -06 the community physician, supported by a project
officer, undertook an evaluation process that consisted of a document review and the
development of a draft report. In 2006, a gaps analysis was undertaken to identify those areas

that needed more information.

In March 2007 RhED Consulting Pty Ltdwas commissioned by the NT Department of Health and
Community Services(NTDH&CS) to complete the evaluation of the NTPCDS

Terms of reference

The terms of reference to complete the evaluation of the NTPCDS required the RhED consulting

team to:
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1. Conduct focus group interviews with stakeholders identified by the Steering Committee
to obtain information from a wider range of service providers across the Northern
Territory

2. Source information and data identified from a gaps analysis undertaken by the Steering
Committee

3. Editing the draft report to prepare a final evaluation report

4. Providing a final draft report on NT Preventable Chronic Disease Strategy Evaluatiorio

the NTPCDS Steering Committee with recommendations for the future.

1.2 Overview T NT Preventable Chronic Disease Strategy

The NTPCDS was developed from discussions held amngst senior NTDH&CS clinicians late in
1997, with the aim to devise a strategic response to the increasing numbers of Indigenous

people presenting with end-stage renal failure and other chronic conditions 2.

Goal
The NTPCDS had a threeyear goal (to 2002) and a ten -year goal (to 2009). The three -year goal
was:
To reduce the projected impact - hospitalisations, deaths and financial costs - of the five
common chronic diseases in the Northern Territory™
The ten-year goal was:
To reduce the projected incidence and prevalence of the five common chronic diseases in
the NT and their immediate underlying causes:
U poor nutrition
U inadequate environmental health
U obesity
U physical inactivity
U alcohol misuse
U tobacco smoking

i childhood malnutrition and low birth weight in the Northern Territory 9.

The NTPCDS framework was intended todefine an implementation agenda for the NTPCDS, and

for framing implementation plans, but a comprehensive implementation plan for the strategy

itself was not developed.
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Choosing the 5 chronic conditions
The pragmatic decision to focus on a limited number of chronic conditions was made when
devel oping the NTPCDS. It was based on those condit
view was strongly influenced by the so-called Barker hypothesis, or the early origins of chronic
disease:
U /n utero through low b irthweight
U ininfancy through poor nutrition and repeated childhood infections, and

i subsequently aggravated by poor environmental conditions and lifestyle risk factors .

The five conditions selected were those that were largely preventable and were seen to affect the
whole Northern Territory population. The 5 common chronic conditions targeted were:

1. Type 2 diabetes

2. Hypertension

3. Renal disease

4. Ischaemic heart disease and

5

Chronic obstructive airways disease.
Building the framework

The NTPCDS framework identified the three key areas for action
U Primary prevention i targeting the low risk population
U Early detection i targeting those at risk in the population

0 Managementi targeting those with an established chronic condition

The NTPCDS adopts a life course approach encompassing antenatal, childhood and adult
influences on the development of chronic diseases. The range of social and medical issues in the
framework is correspondingly broad. Figure 1.1 shows the NTPCDS Framework that guides

implementation of prevention, early detection and management strategies ™.
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Figure 1.1

3-point framework to guide implementation: prevention, early detection and

best-practice management
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Key Result Areas (KRA) and Best Buys (BB)

The NTPCDShoped to improve the health of Territorians by influencing some intermediate
outcomes. Interventions therefore incorporated into the NTPCDS were selected on the basis of
evidence collected through a national and international literature review. The resul ting evidence
base helped define:

U 6 Key Result Areas(KRAs) 1 areas of intervention where there was strong evidence to
support intervention. The first four relate to prevention, the fifth to early detection and
intervention, and the sixth to management of chronic disease.

U 12 Best Buys (BB) i1 discrete programs, or sets of interventions, where sufficient

evidence existed to indicate that health gains would be achieved ®¥.
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Table 1.1 Key Result Areas + Best Buysi NT Preventable Chronic Disease Strategy. the

Evidence Base

Key Result Area

Interventions 1 Best Buys

1. Maternal health

Improving infant birthweight (KRA)

2. Promotion of child growth

Breastfeeding (BB)

Childhood immunization (BB)

Preventing childhood malnutrition (BB/KRA)

Decreasing childhood infections through better environmental
health conditions (KRA)

3. Underlying determinants
of health

Maternal and childhood education (KRA)
Alleviate poverty (KRA)

Promote 6sense of c-haeng(KBA)O ang(

4. Lifestyle modification

Smoking cessation ard prevention programs (BB)

Brief intervention for hazardous alcohol use (BB)

Nutrition, weight loss and physical activity programs in high risk
populations (BB/KRA)

5. Early detection and early

treatment

Screening (BB/KRA)
Adult immunisation (BB)
Aggressive blood pressure lowering to prevent progression of

renal disease (BB)

6. Best practice management

Prevention of complications of diabetes (BB/KRA)

Aggressive  management of heart attacks and known
cardiovascular disease (BB)

Rehabilitation and outreach programs (cardiac, respiratory, renal)

(BB)

Objectives to meet long term PCDS goals

A series of objectives were identified that would facilitate and enable change in the Northern

Territory Health system to achieve the outcomes for each Key Result Area. They were:

1. Raised awareness about chronic diseasa All Territorians will be aware of the impact

of chronic diseases in their community and the steps they can take as individuals and

as families to prevent the illnesses and their complications

2. Staff orientation i

All health staff will have been oriented to chronic diseases and

their underlying causes, and will receive ongoing, on-site support and training to

improve their chronic disease management skills. (workforce)
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3. Chronic disease programsi There will be chronic disease programs operating in all
health centres and general practices, aiming at early detection and best practice
management, and staff will be designated to run these programs. (programs)

4. Best practice guidelines i All clients will be offered care based on locally produced
and up-to-date best practice guidelines. (clinical)

5. Population lists and recall systems i There will be updated population lists in all
community health centres and a recall system, either paper-based or computerised,
in all community health centres and general practices. (systems)

6. Health promotion programs i Programs aimed at encouraging healthy living will be
operating in urban, rural and remote communities. They may be run from health
centres, school s, w onityecouddils oc elsewheres, Hut wilt emmu
supported by health centre staff taking a primary health care approach and using a
health promotion model. (prevention)

7. Community Control i There will be a greater degree of community control over
health services, through a variety of mechanisms.

8. NGO prevention funding i Non-government organisations in the wider society will be
funded to deliver specific preventive programs. (prevention funding)

9. ACCHO preventative funding i Aboriginal community controlled health services will
be funded to deliver key preventive programs, and early detection and best practice
clinical management services, to defined segments of the population in specific
locations. (funding)

10. /ntersectoral action i There will be intersectoral action promoting good nutrition,
adequate environmental health standards, greater physical activity, safe alcohol
consumption and non-smoking. (prevention)

11. Whole of government approach I Whole of government approach will lead to better
educational outcomes and improved employment opportunities for the Indigenous

population ™. (workforce)

1.3 Summary of factors impacting on the NTP CDS development and

implementation

At the time the NTPCDS was launched in 1999 the Minster flagged that the strategy would need
to be dynamic and modifiable ®. He outlined a number of national and Northern Territory

initiatives that offered opportunities to integrate the lessons learnt from activities that occurred
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prior to the launch of NTPCDS, such as the Coordinated Care Trials, into programs planned for

the future.

To provide a context for the NTPCDS evaluation, a summary of events that facilitated or informed

the development of the NTPCDS in 1999, plus the key actions that have occurred since that time

that have contributed to achieving its objectives, have been summarised into 7able 1.2. The table

includes major clinical studies, policy changes, programs funded, health reports, program

initiatives and workforce information and their outcomes.

7Table 1.2

*P 1 Polic y

AR®vi ew/ Cl i niicvidr kSft ourddyeu AM &\

Summary of events leading to PCDS development and achievement of goals.

Pr o-gRepomss

Year

*

Action

Outcome

1995

F

CoAG i Council of Australian
Governments introduces a 3-year
reform plan in response to chronic
disease.

It introduces
A Outcome / output fu nding
A Broad banding of programs

A Allocates capital to care streams i
including CC trial with incentives.

1995

NT Food and Nutrition Policy and
Strategic  Plan 19952000 were
developed.

The Territory Food project developed
resources to promote healthy eating. It also
supports  community  nutritionists  and
community nutrition workers in selected
communities.

1996/97

CoAGFunding allocated.

Funding allocated to:

A Improve access to health care in

rural/remote areas,

A Address the
workforce crisis

perceived rural health
A Establish nationally consistent payment

and information systems 19,

1997

NT Chief Health Officer convenes a
working party 12 o develop an
integrated response to the extremely
high incidence of chronic renal failure
and chronic disease.

The development of the NT Preventable
Chronic Disease strategy is commissioned.

1997

The  Commonwealth-funded NT
Aboriginal and Torres Strait Islander
Coordinated Care Trials (Indigenous
CCT) two new health services
covering Tiwi Islands and Katherine
West areas. Additional  funds
provided a platform for developing
and testing models of coordinated
care.

During these trials, the under-utilised PBS and
MBS funds for these a
on a per capita arrangement 19 and pooled
with funds from NT and other sources to be

directed towards health-care in these regions
@an
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Year

Action

Outcome

1997

The Chronic Disease  Network
commenced with initial funding for 3 -
years (19,

Network includes non-government and
government bodies that come together to
share information about chronic diseases
initiatives.

1997

The Coordinated  Care Trials
commenced in the Tiwi Islands and
Katherine West @7,

Under the arrangements of the Trials both NT
and Australian Governments contributed funds
to a O6pool 6 that was
an elected Board of Aboriginal community
representatives from throughout the region.

1997

Development of the Coordinated
Care Trids Information System
(CCTIS) commences.

CCTIS were developed and used to support
CCT in the Tiwi Islands and Katherine West.

1998

Public Health Outcome Funding
Agreements (PHOFA) funds were
secured to progress chronic disease
management outside the
Coordinated Care Trial areas as well.

The specific projects funded were:

A An administration manual for remote area
staff

A A paper-based recall system and
instruction manual

A Community Health Practice Standards
that complemented the (CARPA) manual
and

A Other Standard Treatment Protocols, and
development of a Remote Area Guide and
Reference ™.

1998

Community Physician position was
established.

Purpose of the position is to focus on chronic
disease and to develop a Preventable Chronic
Disease Strategy.

1999

Guidelines, Standards and Audit
Team (GSAT)develops standardized
guidelines for management of
commonly occurring chronic diseases
within the trial areas.

Guidelines incorporatedinto CCTIS to produce

computer-generated care plans(le).

1999

EPC items included in Medicare
rebate schedule.

Provides a funding strategy for chronic
disease activity in general practice settings
and remote clinics.

1999

Review of the NT hospital data for
years 1979-1997 was undertaken.
The top 7 causes of death for
Aboriginal people were identified 9,
Circulatory disease was the major
cause of death and the other chronic
diseases i respiratory, endocrine,
genitourinary diseases i ranked in
the top 7 causes of death,
particularly for Aboriginal People.

Estimated percentage of hospital budget
consumed in treating Chronic disease™
- 25 per centin 1997

- 40 per cent, and 56 per cent predicted for
2004

If uncontrolled, it was predicted to consume
56 per cent of the budget by 2004 ®,
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Year

Action

Outcome

1999

NT Preventable Chronic Disease
Strategy was launched by Minister

It provides a strong evidence base to support
its goals, objectives and key result areas

1999

Australian ~ Government  Primary
Health Care Access Program(PHCAP)
announced with the aim of reform ing
PHC services, increasing access to
services for Aboriginal people and
making services more responsive to
Aboriginal health needs @,

Bartlett health planning studies undertaken in
Central Australia and the Top End. 21 zones
were defined and priority zones were
nominated to improve access to services.
Priority zones were: Barkly and Central
Australia 7 Anmatjere, Eastern Arrernte-
Alyawarra, Luritja-Pintubi, Northern Barkly
and Warlpiri, and two health zones in the Top
Endi South East Top End and Darwin, as well
as the former Aboriginal Coordinated Care
Trial sites at Katherine West and in the Tiwi
Islands.

1999

Corporate Plani Strategy 21 1999-
2003 was developed.

Strategy 21 aims to strengthen community
capacity, increase Aboriginal involvement in
the health workforce, enhance inter-sectorial
collaboration and shift service delivery to
others where appropriate.

It leads an organizational restructure.
NTPCDS moved from Public Health to Primary
Health Care to facilitate stronger engagement
with primary care providers.

2000

Australian Government funds the
Kidney Disease Research Program
(KDRP) to implement a chronic
disease  early detection and
management program in selected
Indigenous communities.

Activity commences in 2001 in the 3 NT
participating sites i Borroloola, Wadeye and
Daly River. KDRP information system put in
place along side other systems in Borroloola
and Wadeye and replaces recall system in
Daly River.

Program ceases in 2004 and is evaluated.
Evaluation findings inform OATSIH Continuous
Improvement Program (CIP).

2001

Preventable Chronic Disease Strategy

Statistical Report 2000 is produced
®

The report provides baseline data for
purchasers and funders to make appropriate
policy and purchasing decisions. The Health
Information Framework ensures that data is
analysed in a consistent manner to allow

trend comparison over the coming years and
assess whether the PCDS aims and objectives
are being met ®,

2001

Northern Territory Food and Nutrition
Policy Action Plan (2001+2006)
developed.

This policy supports best buys from the PCDS.

2001

Paperc Or i ent i ng hea
public  health programs towards
greater chronic disease control: a
proposal for a network of zonal and
regi onal public
prepared by AMSANT, is tabled for
discussion at NTAHF.

Agreement is achieved on the roles of Public
Health Nurses across the NT.
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Year Action Outcome

2001 Recruitment of Public Health Nurses | Their roles were specifically to focus on
to support implementation of PCDS chronic disease.
began in August 2001.

2002 Development of Primary care Piloted in Bagot in 2002. Implemented into
Information System (PCIS). Bagot, Binjari, Jabiru, Nguiu, Milikapiti,

Pirlangimpi, Pine Creek and Elliot community
health centres.

2003 CARPA standard treatment 4" Edition produced and a 2™ volume of
guidelines. evidence produced in 2004.

2003 Australian Government Continuous AMSs i CAAC and Danila Dilbai received
Improvement Program commences. funding for 2 years from OATSIH, with an

extension of an additional 2 vyears, to
implement quality improvement strategies to
improve the systems for chronic disease care.

2003 Bansemer undertakes a Review of New structure for NTDH&CS is implemented
NTDH&CS®??. to improve accountability and effective service

delivery. It recommends Services should be
further developed to address current shortfalls
in managing adult chronic diseases and to
cope with increasing demand for services 2),

2003 Audit and best practice for Chronic Implement audit and Plan Do Study Act
Disease (ABCD) program (PDSA) cycles to improve CD systems in a
commenced. small number of remote clinics.

2004 Building Healthier Communities:. A | The NTDH&CS priorities for the next five years
Framework  for  Health and | focuses upon:

C‘ommum{y Services 2004'2(_709, was | ¢ Giving kids a good start in life

launched in February. It provides the St thening famili d it

Government' s Visi 1 re.ng en?ng amilies an .c_ommunl ies

that all Territorians enjoy long and | 1 Getting serious about Aboriginal health

healthy lives and have a health and | § Creating better pathways to health services

commurpty services system that is 1 Filing service gaps

responsive, accountable and ]

effec® \terésponds to the 9 Tackling substance abuse

issues identified in the 2003 | It also identifies four key areas for

Bansemer review. strengthening and reforming our health and
community services system @3),

2004 National Primary Care Collaborative| Many Community Controlled Healh Services
project commenced ?¥. It aims to | and General Practitioners in the NT are
improve clinical health outcomes, | participating in this program that builds
reduce lifestyle risk factors, maintain | capacity to implement CD systems, evidence
health for chronic and complex | based care and PDSA cycles.
conditions and improve access to
Australian general practice.

2004 NT Aboriginal Health Key| 86 remote health centres identified for

Performance Indicators endorsed.

involvement in reporting system.
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Year

Action

Outcome

2005

Aboriginal Health and Family: A 5-
year Framework for Action 7 Dept of
Health and Community Services NT.

It promotes a life course approach to health

and systems integration consistent with the

NTPCDS and seeks to address the services
systems and policy to improve Aboriginal
health consistent with the PCDS objectives.

2005

Byron, Zhao and Guthridge release
their report =

Note: Measures cannot be compared
directly to the predictions made at
the commencement of the PCDS due
to a lack of documentation of precise
methods of analysis in the original
documents.

Excluding renal dialyss, the report estimates
about 7 per cent of hospital resources were
used for hospitalisations directly caused by
acute manifestations of chronic diseases, and
including renal dialysis about 45 per cent of
hospital resources were due to chronic
disease relaed hospitalisations @D,

2005

NT Aboriginal Health Key
Performance Indicator Project
funded.

Phase 1 of project commences to develop
Performance Indicators, definitions and
validation of the indicators.

2005

Northern Terrifory Renal Services
Strategyis released.

Consistent with NTPCDS and it identifies
issues of coordination, prevention of kidney
disease and increasing Aboriginal and Torres
Strait Islander participation as the top 3
priorities.

2006

Funding commenced for PHCAP
services in Central Australia.

Public Health Nurses and other staff employed
in 5 regional services to support
comprehensive primary Health Care service
delivery.

2006-07

CARPA evaluation is undertaken

Current. A new edition is under development.

2006

Australian Government releases the
National Preventative Chronic
Disease Strateg 29,

The NTPCDS is used in the development of
the model.

2006

Renal services enhancement funding
is provided to the NTDH&CS.

It is to employ 2 renal nurses in the area of
prevention.

2006

Australian Government Healthy for
Life program commences (26),

10 services in the NT are funded for Stage 1
of the project 1 some will progress to Stage 2.

2007

The Northern Territory Aboriginal
Health Key Performance Indicator
Information  System  (NTAHKPI)
website is established ?”.

NTAHKPI will facilitate data collection. Data
collection system planning to commence from
July 2007.

2007

The ABCD Project releases the final
project report.

It reports improvements in key aspects of
systems to support chronic illness care in
almost all 12 participating sites ™,
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From this summary of events it is clear that in the lead up to the development of the NTPCDS

and since that time, the Australian Governmenthas also had an agenda to improve the capacity
of Aboriginal Community Controlled Health Servicesand General Practice services to adopt a
systems approach to the planning and delivery of chronic disease prevention and management
services. The resources provided from the Australian Government have made a significant
contribution to improvements seen in chronic disease prevention and management services

throughout the Northern Territory.
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CHAPTER 2. EVALUATION METHODOLO GY

The methodology used to undertake this evaluation was based on an evaluation framework and a
six-step process, which was undertaken by two different groups under the guidance of the PCDS
Steering Committee. The NTDH&CS Community Physician, assisted by the PCD Project Officer,
undertook the first two steps i document review and development of a draft report. Following a
gaps analysis, undertaken by members of the steering committee, the RAED Consultingteam
undertook the final three steps.
The six-steps were:

1. A document review and analysis
The development of draft report
A gap analysis of the draft report
Interviews with key stakeholders

Collation and analysis of materials

o g~ w D

Development of a final report.

2.1 The evaluation framework

In 2004-05, a Public Health Education and Research Program (PHERP) Innovations Gramvas
used to develop a framework for the evaluation of both the NTPCDS and the ANorth Queensiand
Indigenous Chronic Disease Strategy’®®. The framework included strategies for both a process
evaluation of implementation processes, and an oufcome evaluation, each to be carried out at
two levels 1 health system and community level, plus the broader public policy environment

within which the health systems operate.

The NTPCDS evaluation was intended to serve two purposes:

A to test the evaluation framework developed for a chronic disease str ategy (described below),
and

A to gather data relating to implementation and outcomes of the strategy in the Northern

Territory.

Therefore the primary objective of the evaluation framework was to identify, describe and
understand the relationships between the implementation processes, the contextual factors and
the program outcomes; and then to report on these in a manner that facilitates:

1 ongoing improvements in relevant components of the strategy
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1 empirically based assessment of the effectivenessand sustainability of the strategy, and

T reasoned assessment of the extent and circumstances under which some or all

components of the Strategy could be effectively implemented elsewhere®.

The information gained could then be used by:

1 those implementing and managing the strategy

1 policy-makers engaged in improving Indigenous health and/or in developing policies, and

1 programs for the prevention, early detection and management of chronic diseases.

The evaluation framework is laid out in 7able 2.1 below. The evaluation draft report addressed

those parts of the framework that are highlighted in the table.

Table 2.1

Overview of evaluation framework

Evaluation type/
level of analysis

Public policy
environment

Health system level

PHC/community level

Process evaluation of | Monitoring of policy 1 Analysis of documentary | 1 Analysis of

implementation changes with the sources; documentary sources;

processes potential to affect the 1 In-depth interviews. 1 In-depth interviews;
implementation and/or 1 Systems mapping
outcomes of using modified ACIC
strategies. tool.

Outcome evaluation *Need to include 1 Analysis of documentary | 1 Clinical chart audits;
broader policy sources, 1 Quantitative outcome
environment 1 Interviews; (performance)

1 Quantitative outcome indicators;
(performance) indicators | 1 Process mapping of
client care processes;
1 Interviews;
1 Ethnographic research

to elicit c
perceptions of

changes in health
services.

Economic evaluation

—a —a

Development of IT
servicedresources;
Screening activities;
Workforce development

The RAED Consultingteam reviewed the material collected by the NTDH&CS. They included this

material in the draft report and collated it with the results from the stakeholder interviews, which

were undertaken to inform the health systems level discussions for the evaluation of the

implementation process.
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2.2  Evaluation Stages

The NTPCDS evaluation has occurred in a number of stages. They included a document review
and analysis, the development of a draft report, a gap analysis, interviews with stakeholders,

collation and analysis of materials, and the restructure and redevelopment of the draft report.

Step 1. Document review and analysis

A non-systematic document review was undertaken in 2005-06. It examined all of the
documents that could be found in the NTDH&CS that related to chronic disease and any other
literature that had been produced for, or had been fed into, the development or implementation
of the NTPCDS.

In 2007 additional documents were collected from government and non-government sector
organisations as part of the interviewing process undertaken by RhED Consulting and additional
information and data was sourced. These documents were reviewed and collated under 6 core-
reporting areas that together reflect the objectives of the NTPCDS and the Evaluation Framework
for the NTPCDSand the Integrated Chronic Disease Care Frameworkdeveloped by Wagner €.
These core-reporting areas also guided the redrafting of this evaluation report.
The six core reporting areas identified are:

1. Clinical systems
Workforce
Programs
Prevention

Funding

o g~ w D

Clinical outcomes.

Step 2. Development of the draft report

The Community Physician and the PCD Project Officer drafted an evaluation repat in November
2006. They used the objectives of the NTPCDS as major reporting sections. It was recognised
that there were a number of information gaps in the report, particularly from the non -
government sector, due to limited data that had been collecte d from this sector. At this time
both officers moved onto other roles and the incomplete report was left with the PCDS Steering

Committee to finish.
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Step 3. Gap analysis
A gap analysis was undertaken by members of the Steering Committee in late 2006 to identify
those areas that required more information and the relevant people who could provide more

information.

An invited tendering process was then initiated to complete the evaluation. The draft report and
gaps analysis was then provided to the successful tenderer, RAED Consulting Pty Ltd,for their
completion. Refer Chapter 1 for the terms of reference. The gap analysis provided a checking

process for completion of the report.

Step 4. Interviews with key stakeholders
An interviewing questionnaire was developed which covered the six-core reporting areas i
Clinical, Workforce, Programs, Prevention, Funding, and Systems. Refer Appendix 1 i Interview

Questionnaire.

A total of 15 focus group interviews with 58 participants were undertaken in Dar win, Katherine
and Alice Springs during May 2007 to gain more insight into the activities of the government and,
in particular, the non-government sector, regarding the implementation of the NTPCDS. The
interviews with groups were tape recorded, with conse nt, and hand written notes taken. Several
respondents also completed the questionnaire to enable them to provide more information about

their specific service.

The groups to be interviewed were identified by the NTDH&CS Steering Committee. They
included those in government and non-government sectors who were:

U Delivering primary health care services in remote areas

U Delivering primary health care services in urban areas

U0 Delivering primary medical / clinical / specialised care services

U Implementing preventi on and health promotion programs

0 Providing Indigenous community controlled services in urban and remote settings, and

U General Practice/Primary Health Care support agencies.

Refer to Appendix 2 i List of participants interviewed by the RhED Consulting team.
The advantage of this approach was it enabled the participants to discuss their progress with
chronic disease activities generally, even if they did not directly relate them to the PCDS. The

interviewer was also very familiar with primary health care services in the Northern Territory and
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chronic disease activities funded throughout Australia. Consequently, the interviewer could elicit
comment about activities implemented, such as Healthy for Life and the National Primary Care

Collaboratives, if this w as not raised by the organisation.

Step 5. Collation and analysis of materials

The results from the document review, the literature and the interviews were collated and

triangulated to compare the responses and analyse the data. Common themes were identified
using the six core reporting areas, which were then analysed and integrated into the final report.

A mixture of qualitative and quantitative analysis methods was used.

Step 6. Restructure  and redevelopment of the draft report

The report was reviewed and restructured based on the following general principles:
A Keeping it as simple as possible, so that was easily accessible by stakeholders
A Putting all historical information together into a table so that it is easy to read and add to
A Identifying common core reporting areas that reflect the evaluation framework and the
objectives of the NTPCDS. Then using these to structure the tools and the results
section of the report

A Restructuring the report into a standard evaluation format so that it is easy t o find
information and add to it in the future 71 e.g. adding a methodology section

A Only having information that is of use to the evaluation in the report, and moving

information of interest and historical information into the appendices.

The structure of this report therefore has 6 distinct sections that assist in the organisation of the
evaluation report to enable the process and impact of the NTPCDS to be explicit. It includes six
core-reporting areas that are based on combining the Evaluation Framework and the objectives
of the NTPCDS. They are the same as the six used in the interview questionnaire and the
document review. These core-reporting areas report against objectives of the NTPCDSi Chapter
3, and provide a structure for the reporting of outcom es and impact of the NTPCDS. This was
done to enable better flow of information, usability and to enable it to be built upon for future

evaluations.
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2.3 Limitations

Lack of an implementation strategy

A key limitation of this evaluation was the ab sence of an implementation plan for the NTPCDS,
upon which this evaluation could be based. Multiple initiatives have occurred nationally and

within the NT during this 7 -year timeframe. Therefore it was not possible to determine how

implementation was expected to occur, and to assess if this occurred i a fundamental

component of any process evaluation. To address this the RhED team decided to discuss all
progress achieved, regardless of whether this was influenced by the NTPCDS or not. The reason
for this is the NTPCDS is an Northern Territory wide strategy, and as such all progress with the
improvement in chronic disease and prevention that was identified in the evaluation process has

been reported.

Evaluating progress against baseline data

A Statistical Report for the NTPCDSwas produced in 2000 @ It formed a baseline upon which to
measure the impact of the NTPCDS and provides excellent baseline data within the PCDS
reporting framework ®. There has however not been another report, using the same methods,
since this date, though several reports on facets of the NTPCDS exist in other areas. This has
made it difficult to report against a baseline and interpret the results of other reports. For
example: the goal of the NTPCDS was to reduce the projected impact of five common chronic
diseases i the number of hospitalisations, deaths and financial costs. This was unable to be
evaluated, as there has been no new published hospital data since 2000, apart from that found

on renal day admissions.

Many sources of data had to be re-identified as several in the existing draft report were well out
of date, or provided baseline data only. Some could not be found, were not available, or were not
comparable to the baseline data, or the NT data were not for publication ie Medicare. Due to the
breadth of this report against objectives and key result areas, this process was complex and
extensive. Hence only information that was published was used in the development of the final

report; and some areas remain incomplete due to the lack of available published data.

Evaluation process
The approach used by the NTDH&CS in undertaking this evaluation, using different groups and
an internal and external process, created another limitation. Internal staff initiated the evaluation

and external consultants completed the project, with limited opportunity for discussion with the
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internal project team. It was very diffic ult at times to identify data sources and validate
statements made in the draft evaluation report. Therefore some of the information contained in

the draft report that could not be validated, was removed.

Restructures

Between 1999-2006 there were three restructures within the NTDH&CS. The broader policy
environment shifted from Strategy 21 to the current Building Healthier Communities Framework
which included a change from horizontal to vertical programs. This has made it difficult to assess
where programs and resources have been shifted, or if they have been reallocated or have
ceased. Therefore, within the time constraints of the evaluation process, it was not possible to
gain a sense of the impact of corporate policy directions, except to comment upon how this has
affected communication between service providers and the integration of services within the

NTDH&CS and other service providers across the Northern Territory.

Translation between policy and practice

Determining the translation between policy, the PCDS and practice, and what service providers
attributed to the PCDS or another program offered challenges. For example: it was difficult for

some groups, internal and external to NTDH&CS, to identify how the PCDS influenced their work,

yet their wor k was clearly contributing to the outcomes expected from the PCDS.
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CHAPTER 3.
PROGRESS AGAINST NTP CDS OBJECTIVES

This section provides a narrative report of the process evaluation. It includes: the baseline
situation (if known), in 1999 and hig hlights key activities that have taken place since that time.
An assessment of the degree to which each objective has been met is made based on the
information discussed. The objectives have been groups under the six core reporting areas:
Clinical

Workforce

Prevention

Programs

Funding.

2 T o

Systems

3.1 CLINICAL

The objectives discussed in this section include those that aim to improve the clinical systems
that support chronic disease prevention and management. This includes evidence based
guidelines and effective patient information and recall systems. Clinical outcomes are reported in

Chapter 4.

3.1.1 Best practice clinical guidelines

Objective 1. Al clients will be offered care based on locally produced and up-to-date

best practice guidelines.

The Evid ence

The use of a systematic approach to chronic disease prevention, early detection and
management will result in improved health outcomes for individuals and the community ©V. well
organised systems of care, and not simply good individual health care workers, are important in

achieving better health outcomes ©2.
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Situation at Baseline
1. The Guidelines, Standards and Audit Team (GSAT) developed guidelines for chronic
disease as part of the NT Coordinated Care Trids in 1997, to complement and extend the

| 53, They were to be integrated into the

information from the CARPA standard treatment manua
computer recall systems for these trials. In 1999 they were approved for use in all Top End
Community Health Centres, and support for their implementation was provided by the nurses of

the Total Recall Team.

2. The CARPA Standard Treatment Guidelinesvere first developed in 1991. They were the
standard for clinical practice Central Australia. The CARPA % edition contained some information
about chronic disease guidelines, but it was not consistent with the information in the GSAT

guidelines.

Both the GSAT guidelinesand the 3" edition CARPA Standard Treatment Manuaivere reviewed
by Hampton and Fallon in 2001®. They found widespread acceptance of the CARPA Standard
Treatment Manual, which are widely used across remote health services and in Aboriginal
Controlled Community Health Organisations (ACCHOSs). They are also frequently used in many
other Australian states ®* %, Their use was found to be much less in urban general practices in
the NT, who largely use the Royal Australian College of General PractitionefRACGP) guidelines.
In general practice there were also some guidelines available for diabetes and asthma
management but it is not known to what extent these guidelines were utilised. Therefore in 1999
there was a proliferation of guidelines being used across the Northern Territory. There was not a
strong culture of the use of evidence-based guidelines in general practice at this time.
Communities that participated in the KDRP project were using a slightly different set of guidelines

from the GSAT guidelines for management of hypertension, diabetes, and renal disease.

What best practice guidelines exists today?

The 4™ edition of the CARPA guidelines was published in 2003. It incorporated material from the

GSAT guidelines and was approved for use in health centres across the entire NT. It was being

evaluated at the time of this report and the 5 " edition was being developed. During stakeholder

interviews all participants advised they were using best practice chronic disease guidelines to

inform their practice. All the ACCHOs, the NTDH&CS staff from the Remote Heath Services, and

PCD teams stated they used the CARPA Standal Treatment Guidelines, the Wo mendés Busi ness

Manual and the Aboriginal Health Worker Medicinesto guide and inform their practice. Some
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ACCHOs and the NTDH&CS staff also identified7he Bush Book as their commonly used best

practice guideline for prevention activities.

The standards most commonly used in General Practice are the RACGP guidelines promoted
through the MNational Primary Care Collaborative The members of the Good Health Alliance NT
advised they referred to the national guidelines produced by t heir organisations in education and
health promotion activities. Urban community health providers did not use the CARPA clinical
guidelines as they have their own best practice manual, based on a combination of guidelines

appropriate for use in the context and scope of practice for community health staff.

Discussion

In summary, the CARPA Standard Treatment Manuaks the most commonly used source of
guidelines, but a range of other information sources are used to obtain best practice guidelines.
These indude: the Diabetes Australia Guidelines, Asthma Foundation Asthma Management
Guidelines, Australian Cancer Society guidelines, CRANA procedure manual, Community Health
Best Practice manualand the CDC downloads. The clinical guidelines being used in generéd
practice and non-government organisations are different from those used in the ACCHOs and NT
Remote Health Services. There are no clear directions as to which guidelines NTDH&CS staff
working in Community Health in urban areas should follow when working without a general
practitioner or non-government agencies to deliver best practice care. This is essential to

facilitate integration and collaboration between services.

Assessment against objective

Significant progress has been made against this objective with the majority of service providers in
the Northern Territory using the CARPA guidelines as the basis for care offered to Aboriginal
clients managed through community controlled services or the NTDH&CS. All service providers

indicated they used some guidelines to set the standards for clinical practice.
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3.1.2 Patient information and recall systems (PIRS)

Objective 2:  There will be updated population lists in all community health centres,
and a recall system, either paper-based or computerised, in all community health

centres and general practices.

The Evidence:

There is strong evidence that health care systems for chronic conditions are most effective when

the 6health of a defined popul ation6 iseekipgcareor i ti sed,
(2. 38) Using a systematic population approach i through the use of population lists, and
information and recall systems i wi | | have a greater effect on the pati

o (32,37

individual car ). 1t will also be more financially efficient in the long run.

The situation at baseline
In the late 19906s a number of pati ent information
Northern Territory to organise chronic disease care in Aboriginal Community Controlled Health
Organisations (ACCHOsAnd remote primary health care services. These systems included:
U The computerised Chronic Disease Recall(CDR) used in NTDH&CS Remote Health
Services
U /ndigenous Coordinated Care Trials Information System (CCTIS) at KWHB and Tiwi
islands,
U  Medical Directorin General Practice
U The paper-based 7otal Recallsystem in Top End and CARDEX in Central Australia, and
0 A number of other methods designed and utilised locally on an ad-hoc basis.
At this time computerised patient information systems were not commonly used in Aboriginal
primary health care services. In 2000 OATSIH provided funding for ACCHOs to purchase a
computerised Patient Information Recall System (PIRS). The systems available for purchase were

Communicareor Ferret.

What patient information and recall systems exist?

a. Patient information systems
The majority of ACCHOs funded by the Australian Governmentin the NT use one of two PIRS
systems i Communicareor Ferret Medical Directorhas become the information system of choice

in general practice and a few ACCHOs also use this system. All of these computerised patient
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information systems have the capacity to produce a population list, chronic di sease registers and
recall systems to support a population health approach to chronic disease prevention and

management.

The Northern Territory Government sponsored the development of the Coordinated Care Trial
Information System (CCTIS) used in the Coordnated Care Trial sites in 1996 and went on to
develop the Primary Care Information System (PCIS) for wider use throughout the Northern
Territory starting in 2003. Three NTDH&CS clinics in the Top End have access to the PCIS
computerised patient informatio n system. Planning is underway to extend these to 8 sites in 2007
(Bagot, Binjari, Jabiru, Nguiu, Milikapiti, Pirlangimpi, Pine Creek and Elliot Community Health

Centres).

Despite the limitations of not having a computerised information system in all pr imary health care
facilities efforts have been made to establish population lists in each community to ensure that all

members of the community have a valid Medicare card. The CDR Il database system used by
District Medical Officers (DMOSs) to record chronic disease clients means there is a register of
people with chronic disease for every community that is serviced by a DMO. Therefore for most
communities it is possible to produce a population and chronic disease register for targeted

interventions.

b. Recall systems

A range of recall systems are being used to plan and manage the delivery of screening and
chronic disease care items. Appendix 3 provides a detailed history of the development of each of
the recall systems and the type of information collected. 7able 3.1 shows the range of systems

and their use by services across the Northern Territory.

Table 3.1 Examples of services using different recall systems in the NT
System Communities
Cardex (manual) Central Australian clinics

Total Recall card system (manual) | All Top End DH&CS health centres to varying degrees

CCTIS Milikapiti (now PCIS), Tiwi

PCIS Bagot, Binjari, Jabiru, Nguiu, Milikapiti, Pirlangimpi, Pine Creek and

Elliot Community Health Centres

Communicare Katherine West Health Board, CAAC, @nila Dilba, Sunrise,

Urapuntja, Amoongoona, Anginyinyi
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Ferret Miwatj, Numbulwar, Marngarr, Laynapauy Homelands,

Gapuwiyak, Wurliwurlijang

CDRII All District Medical Officers in Darwin Rural, East Arnhem, and

Central Australia

Medical Director Batchelor, Ampilatwatja, Wurliwurlijang

Other Proprietary Systems (eg | Batchelor, Adelaide River, Titjikala, Top End Renal Team

Excel, Filemaker Pro)

In June 2004, Healthy Living NT received funding from the NTDH&CS to provide education and
training to selected non-government health clinics throughout the Northern Territory. This
program ran until December 2004. Across the 11 clinics visited by the Healthy Living NT
education program, three different recall systems were found to be in use:

1 3clinics had Ferret

91 2clinics had Primary Care Information System (PCIS), and

f 5 clinics had a paper based or manual recall system ©®.

They reported a degree of confusion about the roles and capabilities of these recall systems. For
example: one clinic said Ferret was easy to use and had a recall function; another two clinics
using the same system reported that Ferret could not generate a recall list and that it was time
consuming. Three of the clinics using a paper-based system were relying on the doctor to provide
a Chronic Disease Registero identify those due for recall. Both clinics using the PCIS felt it was

good; one of those clinics did not have it operational due to staff turnover and lack of time 9,

In the study undertaken by Schatz in 2005, 30 -40 per cent of clinics reported their recall systems
as problematic “?. He found that in Central Australia there were mixed views regarding the user
friendliness of systems and most found them time consuming and complex. In the Top End more
people found the systems user-friendly and easy to understand, and half said that they were

overly time consuming.

During stakeholder interviews the ACCHOs indicated that their recall systems were functioning
effectively and being used to plan service delivery. All sites interviewed reported that training in
the use of recall systems is included in orientation with most sites identifying a person
responsible for ensuring that training is provided. The Healthy for Life program has helped
identify any issues with computerised patient information and recall systems that may be

hindering accessto care. They have developed strategies to solve these problems.
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In the Top End, the NTDH&CS Remote Health staff reported that the recall systems were
present, and with regular support from the Public Health Nurse, they worked well. Training in the

use of recall systems is incorporated into orientation and the Chronic Disease Pathways module.
The PCD team take responsibility for systems training of new staff. However the NTDH&CS
Darwin Urban Community Health services, and the Chronic Kidney Disease nursesin the Top

End, do not use chronic disease recall systems.

The stakeholder interviews in Central Australia reported that recall systems were operating
effectively in the |l ate 199006s, however in recent
information provided during the stakeholder interviews was consistent with the findings of the
Schatz study “?. The reasons given for this include the withdrawal of practice nurse positions
that supported quality improvement activities in the health centres and the lac k of an electronic
information system to assist with managing clients. In addition to these systems issues, it was
reported that some health staff working in remote areas hold the view that chronic disease care
is not their core business and as such chronic disease recall is not part of the work practice in all

facilities.

The Preventable Chronic Disease team is actively trying to re-establish recall systems and view it
as part of their role to train new staff. A number of mechanisms to ensure a systema tic
approach to training in the use of recall systems were identified by the Remote Health Services,
including orientation programs, AHW training programs and training provided by the Public

Health Nurses from the PCD team.

Activity and Outcome reporting

The Community Controlled Health Services provide 6 monthly reports about service in their
Service Activity Reports, and about organizational activities through the Service Development and
Reporting Framework (SDRF) sixmonthly progress reports. A summary of this information is also
included in Annual Reports. Through the Healthy for Life program Communicare and Ferret are
being upgraded to improve their reporting functions around the Healthy for Life performance
indicators. With the exception of Central Australian Aboriginal Congress (CAAC), which has a wel
developed reporting system, most services indicated they were in the process of developing their
chronic disease reporting systems, which they expected to be operating in the next 6 months.

During the stakeholder interviews NTDH&CS did not identify any regular reporting for chronic
disease prevention and care activities. Reporting of EPC items that reflect outcomes from service

delivery is occurring and uptake rates for NTDH&CS services are being monitged. However
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Medicare information is not for publication for the NT and no new data could be identified since
2004. Therefore could not be reported in this evaluation, although it is expected to have

increased.

In 2005 an agreement was signed to commit al | Aboriginal primary health care service providers
in the Northern Territory to report against one set of Aboriginal Health Key Performance
Indicators (AHKPI). Regular monitoring of outcomes is an essential quality improvement activity
and a website has been set up to facilitate data entry and analysis. In 2007 the first reporting

against these indicators will occur.

Quality Improvement activities related to chronic disease

Across the Northern Territory 12 community services are participating in the Audit and Best
Practice in Chronic Disease (ABCD). Services participating in ABCD undertake a clinical audit and
a systems assessment survey to establish a baseline position, to inform development of an action
plan to start addressing the systems issues identified for chronic disease prevention and
management. This Plan, Do, Study, Act (PDSA) cycle is completed over 3 annual cycles to
establish the practice of audit and review. The 2007 ABCD Report found that there had been
improvements in all key aspects of systems to support chronic illness care for almost all
participating centres ). ACCHS participating in ABCD that wee interviewed stated that they

reported their annual ABCD audit results to their Boards.

A significant proportion of general practitioners in the Northern Territory and many of the ACCHO
health teams have participated in the National Primary Care Collaboative (NPCC). This initiative
has assisted with establishing PDSA cycles to improve access to services and chronic disease
management. Services participating in the NPCC report that they provide monthly reports

against NPCC indicators.

Discussion
The extraordinary number of recall systems across the NT is a major barrier to the

implementation of effective chronic disease prevention and management. Staff who work across
a number of clinics, or who move from one clinic to another, are unable to access pa tient records
or prescribe without extensive orientation to the new systems. The systems do not talk to each

other, and require faxing of patient records between clinics when people move.

The Territory Government is committed to introducing PCIS into all NTDH&CS remote clinics

which will be approximately 54 sites over the next 2 -3 year subject to funding and human
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resources to support the implementation process. Planning is underway to implement the system
into Wadeye, Peppimenarti and Palumpa in the Top End and Ti Tree, Ti Tree 6 mile, Ti Tree
Station, Stirling, Ali Curung and Yuendemu in Central Australia. This implementation plan for
Central Australia will mean there is not a consistent information management solution for all

health services in a health zone. For example in the Walpiri Health Zone i Yuendemu, Willowra
and Nyirripi, there are plans to link up Yuendemu to PCIS, but not the other 2 sites. A similar
situation will exist in the Anmatjere zone. The key barrier identified by Health Services
Information to implement the system in all communities is the poor communication infrastructure

in remote areas with only satellite communication available in many places. Therefore
consideration will also need to be given to finding a computerised patient information system for

sites where there are no medium to longer term plans to implement PCIS.

The urban community health services do not have a patient information system or recall system
for managing chronic disease care. This is largely because they do not provide medical services,
however, many of the services required by people with chronic disease are delivered by

Community Health Services.

The Renal Services Unit in Darwin is using a patient information system provided by a
pharmaceutical company, which is not tailored specifically for their needs. Without an information
system that supports recall systems and communication between service providers there is no

basis to manage patient and share information in urban areas.

During stakeholder interviews staff from NTDH&CS consistently reported that acute care
demands continue to dominate the business of the clinic. For this reason in some communities,
the Public Health Nurse is the only person actively following up chronic disease patient recalls.
Effective orientation and training for short -term employees remains an ongoing challenge

particularly in sites with high turnover.

Apart from the NTDH&CS clinics participating in the ABCD project, very few NTDH&CS services
could demonstrate any ongoing quality improvement activities to help strengthen chronic disease
systems. In the new WYN Health zone, the role of the public health nurse is to establish
population health systems, including the chronic disease recall systems, and to train staff in the ir
use. This position will undertake quality improvement activities to establish PDSA cycles of audit
and feedback about chronic disease care. This was one of many roles identified for the Public
Health Project Officer that was proposed for each health zone in a paper tabled by AMSANT at

the NT Health Forum in 2001 (and very similar to the role of the Professional Practice Nurse that
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was in place in Central Australia in the | ate

public health nurses would take on a similar role regardless of whether a regional board
employed them under PHCAP arrangements, or they were employed by NTDH&CS. Due to the
acute care demands in the NTDH&CS clinics, the NT Public Health nurses take on an operational

role in service delivery rather than focusing on systems support roles as proposed in 2001.

Aboriginal Community Controlled Health Services with computerised patient information systems
will have the capacity to report against most of the NT AHKPIs, but manual syst ems will need to
be established in the NTDH&CS clinics and non government services that do not have a
computerised patient information system. Many of these indicators are good outcomes measures
for the key result areas of the NTPCDS and they should be linked as the outcomes indicators for

the strategy.

Assessment against objective

Population lists are reported to be in place in all health service locations across the Northern
Territory with the majority of ACCHOs using computerised patient information systems that
support a population health approach including the production of population lists, chronic disease
registers and recall systems. The NTDH&CS have chronic disease registers for communities
serviced by DMOs and reported having predominantly paper based recall systems. The recall
systems are largely paper based in NTDH&CS remote clinics that are cumbersome and therefore
not used consistently by all staff. As at June 30, 2007 there was no regular reporting of chronic
disease activities and outcomes, but that will change as the Aboriginal Health Key Performance

Indicator reporting commences.

3.2 WORKFORCE

Definition: The workforce is defined as all health disciplines that provide clinical and
educational services to the NT population i physicians, general practitioners, nurses in all
locations, Aboriginal Health Workers, allied health professionals and other allied workers
such as nutritionists, podiatrists etc. Ninety-five percent of the remote workforce is made
up of remote area nurses and Aboriginal health workers, supported by visiting specialists,

medical and allied health services “* 4.

There are two NTPCDS objectives that have been allocated to this workforce section. They relate

to staff orientation and a whole of government approach to workforce development.
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3.2.1 Staff orientation and tra  ining

Objective 3:  Staff orientation i All health staff will have been oriented to chronic
diseases and their underlying causes, and will receive ongoing, omnsite support and

training to improve their chronic disease management skills.

The Evidence
There are five basic competencies that all members of the health workforce require in caring for
people with chronic health problems “*:
1. An ability to use a patient centred approach i where care is organised around the
patient,
2. Communication skills that enable them to collaborate and network with others,
An ability to ensure safety and quality of patient care is continuously improved,
4. Skills in monitoring patients across time through using and sharing information
technology, and
5. An ability to use a population health approach and public health perspective “%.
Workforce education and training are therefore essential strategies to facilitate improved chronic

disease management“?.

The need for change in usual workforce practices has been well documented and an optimal skill-

mix includes clinicians and educators with both clinical and self-management support skills, who

can wor k &&o0mp mptih gWagreodescribes the need for a shift in thinking

required to move from acute care to chronic disease management that involves:
é planned, regular interactions with their caregivers, with a focus on function and
prevention of exacerbations and complicationsé
assessments, attention to treatment guidelines, and behaviourally sophisticated support

for the patiento6s*role as self manager

Workforce development when combined with a number of other strategies is a very useful
capacity building tool. It contributes to a workforce that is more prepared for better
management and early intervention strategies within chronic disease care, which will improve

health outcomes.
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What orientation and ongoing training programs exist?
The need for staff orientation and education programs to implement chronic disease programs
has been a high priority featured in business plans for NTDH&CS Darwin Rural Management,
Primary Health Care Rural, and Primary Health Care Remote Central Australian programs since
1999 to progress the implementation of the NTPCDS. A number of new external initiatives have
also been implemented since then that have assisted with the orientation, training and support of
the NT health workforce in delivering chronic disease prevention and management across the NT.
They include:

U  The Pathways to Professional Practice Program

0 NTDH&CS Orientation and irservice programs

U Public Health Education and Research Program{fPHERP) Innovations program

U  Master of Remote Health Practice Program,Flinders University

U Divisions of GPcontinuing professional development programs

U National Primary Health Care Collaboratives

U The Healthy for Life program

U ABCD program

U  CARPA Conferences and meetings

U NT Chronic Disease Networkannual conference

U Aboriginal Health Worker apprenticeships.

U Chronic Disease Network

3.2.1.1 Orientation

Pathways to Professional Practice Program

The 6éPathwaysd program started operating 1in
stabilise, skill, and retain the remote nursing wor kforce in particular. It also provided a systematic
way to provide orientation and ongoing training about chronic disease care and population health
systems. The program was evaluated in 2003, and it was then implemented across the NT. In
2005, the Pathways Program replaced the limited NTDH&CS orientation program in the Top End
to provide more comprehensive orientation and training. In 2007, 28 staff from the Top End

participated in the orientation program.

NTDH&CS also have an ongoing iRservice training program to build capacity around health
promotion, nutrition and the other underlying social determinants of health that impact upon
chronic disease. The Renal Services have adopted a similar approach to the Pathways model. It

includes group recruitment and intake for orientation and training to create the workforce
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required to manage renal services. The renal training program is supported by an on site

educator to assess competencies.

Aboriginal Community Controlled Health Organisations

Aboriginal Community Controlled Health Organisations reported that they provide 1:1 orientation

i n chronic di sease systems for new st afdrvice Some
program, however the majority of their training occurs onsite. For services participating in  7he
Healthy for Life program, phase 1 activities provided an opportunity for training related to the
paradigm shift needed for chronic disease management and the systems approach to care.

Non - Government Organisations

The non-government organisations, which are part of the Good Health Alliance NT provide
orientation for their new staff on a 1.1 basis when they are recruited. For staff employed in these
organisations, it is a pre-employment requirement that they understand the particular chronic
disease that the organisation is working to address. The Good Health Alliance NTreported that
they have participated in the delivery of training through the Pathways Program, but had not
accessed it for their staff. Through this evaluation consultation process these services were

advised that they are able to access NTDH&CS programs.

3.2.1.2 Professional Development

Chronic Disease Module

A chronic disease module was first delivered in the Top End in 1999, and it was updated in 2005.
Approximately 56 people completed the chronic disease module in the Top End and 9 in Central
Australia from 2004 to 2006. Where the training module is offered, it is open to all service
providers in the NT. Participants have included staff from: NTDH&CS, ACCHOs in the Top End
and the Top End Division of General Practice. Each time the course is delivered it is evaluated to
identify areas for improvement. Feedback indicates that the module provides a lot of information
during the weeks duration and more innovative delivery should b e explored. ACCHOs in the Top
End identified the chronic disease module as particularly relevant to their needs and where
possible they have linked staff into this training. These comments were supported by the

attendance data for Top End training programs.
Divisions of General Practice
The Top End Division of General Practiceand the Central Australian Division of Primary Health

Care manage ongoing continuing professional development (CPD) programs. Many of the
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programs focus on chronic disease prevention and management, including care planning and the
use of Lifescripts for brief interventions. The CPD program is promoted to private and non -
government allied health service providers to promote a multidisciplinary approach. In recent
times a priority for training has been to increase the capacity of general practitioners to manage

clients with mental illness in the general practice setting.

A significant number of GPs and ACCHO primary health care teams have been participating in the
National Primary Care Collaborative (NPCC). This provides an opportunity for up-skilling about the
evidence base for chronic disease best practice and a systems based approach.

Non - Government sector

In June 2004, Healthy Living NTreceived funding from the NTDH&CS to provide education and
training to selected non-government health clinics throughout the Northern Territory. This
program ran until December 2004%%. Healthy Living NT arranged for cardiac and diabetes
educators to visit 11 non-government health services across the NT. A total of 40 health
professional staff and 48 clients received diabetes and cardiac education in education sessions
ranging from 1-3 hours duration. Both clients and staff regarded these education sessions
positively. The Healthy Living NT team noted that even though their visits were planned in
consultation with the clinics weeks to months prior to the visit, only one clinic allocated time by
closing the clinic so that education could take place. The remaining clinics maintained normal

clinic activities and attended education sessions opportunistically.

Their report noted that half the clinics had visiting specialists including physicians,
ophthalmologists, dieticians and dentists. Clinic staff reported that these visiting specialists did
not provide education to clinic staff nor complete care plans®®. The then Community Physician
reports that visiting specialists do attempt education, but are generally refused the offer, on the
grounds that staff are too busy, or find that organisation of the clinic precludes the provision of

education®.

Conferences

Many services encourage staff to attend chronic disease professional development opportunities
provided by CARPA, as well asthe NT Chronic Disease Networkmeetings and their annual
conference, to enhance staff capacity for chronic disease prevention and management. These
forums have been used by NTDH&CS staff to provide education to service providers. For
example: a renal specialist used the CARPA conference to provide information on the

management of renal clients to facilitate early referral to specialist renal services.
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3.2.1.3 Training Needs

Public Health Education and Research Project (PHERP) innovations program

In 2004 Menzies School of Health Research, AMSANT and the NTDH&CS were part of a
consortium of seven that received national funding from PHERP to develop a curriculum to
address chronic disease training needs and improve the capacity of staff working in Indige nous
primary health care settings. Through this project the PHERP curriculum framework was
developed. It provides a means to systematically integrate training for chronic disease care and
the systems that support care into undergraduate, post graduate, and professional development

training programs . This is a strategic approach to addressing future workforce needs.

To inform this development a training needs analysis was undertaken in 2004 ©9. It identified
the top 10 training needs of 100 policy makers, educators and remote practitioners from all
disciplines in the NT and North Queensland. The top four focused on:

A the need for prevention focused training, which included opportunistic screening, health

education and program development

A how to use a population health approach

A how to use systematic approaches in chronic disease detection and management, and

A the importance of respect and trust when working in a cross cultural environment,

particularly with Indigenous health workers %,

Figure 3.1 Top 10 chronic disease training needs identified by NT & NQ workforce

IDENTIFIED TRAINING NEEDS (n=100)

Prevention focussed training
Population health approach
Systems based

Respect and trust
Community development
Self-management
Teamwork

Cultural awareness
Understanding AHW roles
CD clinical skills

Percentage
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The information collected as part of the needs analysis informed the redevelopment of the
chronic disease module included in the Pathways Progam. The curriculum framework produced
by the project has been integrated into the content
postgraduate degree programs and professional colleges, including Charles Darwin Universit s
redeveloped Bachelor of Nurshg and Bachelor of Pharmacy Programs for 2008. It has also been
used in 2007 as the framework for the self management program conducted by Flinders
University.
In 2005, a survey of chronic disease education requirements was undertaken by NTDH&CS “®.
It found that community services personnel, and those in acute care, are requesting more
education in:

o the management of specific chronic diseases (liver disease, renal, diabetes etc),

o self-management, and

o care planning.
It found that currently education in these area s is in the form of unit based in -services, or off site
workshops conducted by specialist health professionals, which is largely provided through the
Pathways program “®. The survey also found that attendance at the NTDH&CS courses was

limited, as clinic staff positions are not relieved to allow staff to attend these workshops.

Accredited Programs

Master of Remote Health Practice Program

This program has been delivered from the Centre for Remote Health since 1999 and nurses
participating in the Pathways Program can receive credit towards it. In 2006 the program was

reviewed and updated to incorporate the material from the PHERP curriculum framework and
now has specific topics in chronic disease and requirements in clinical areas such as the Adult

Health Check in the Nurse Practitioner and Medical streams.
Master of Public Health Program
This multi-disciplinary program is offered by Menzies School of Health Research. It includes a

chronic disease module.

The other most commonly cited strategy to facilitate workforc e capacity was supporting individual

with personal study programs.
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Discussion

The need to develop a skilled workforce is a priority contained in the Building Healthy
Communities Policy®. Ensuring all staff in community services undertake induction, orientation

and training is a key commitment identified. The chronic disease training needs of the remote

and rural workforce have been clearly articulated in two particular surveys © ¢ Though there is
a mismatch between evidence for what is required to improve the health of the population and

the capacity of the workforce to act on the evidence “7.

Orientation and continuing education have been an important priority of the NTPCDS and the
PCDS. Staff who attended these training programs have reported benefits, however they are
compromised by continued high turnover rates, the demands of acute care, and a focus that is

on the needs of remote area nurses. Feedback on the chronic disease module has revealed that
there is a lot of information to cover in the one -week program and that more information is
required, particularly in the areas of renal and cardiac management for remote area staff, as well

as the need to also include mental illness. The Pathways Program and the renal services program
have both reported an increase in staff retention. The renal program has also reduced inpatient

admissions.

The NT Pathways Program is a useful strategy to assist staff to understand the causes and
management of chronic disease. However attendance is limited to mainly remote areas nurses
many of whom are unable to access these programs. Due to insufficient data it was unclear how
many people did not access, or were delayed in accessing, the courses. This depended on their
time of appointment, length of contract, and the sufficiency of staff remaini ng at the health
centre to provide a service. Some staff in Central Australia felt that the change to a Territory

wide program had resulted in local information being removed from the program, which made it

less useful. There were also problems with the delivery of some of the modules in Central

Australia, leading to the view that some staff were less prepared than they had been in the past.

Clinical staff attending these courses have frequently been found to have limited knowledge
about a systems approach, care planning, working effectively in cross cultural teams and using a
population health approach® “®. This process of training about a systems approach must
continue and innovative ways to apply this knowledge should be investigated as the workforce in
the Territory has a rapid staff turnover rate. Despite this there is support for workforce

development though it is often dif ficult to allow clinic staff to be released from clinical activities
and support them with relief when training activities are planned due to the acute care needs of

the populations they are serving.
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Assessment against objective

Most services seemed toprovide a process for staff orientation that ensured that their workforce
is prepared to use a population health approach and to deliver effective chronic disease
prevention and management. While this is occurring the acute paradigm prevails and there is
little time for preventative or health promotion work. Major barriers to participating in these
programs were identified due to the mode of delivery and the lack of backfill to release staff to
attend training. It was difficult to determine how many staff attended orientation and training as
there are not the systems in place to easily collect, collate and systematically report this

information across all health sectors.

3.2.2 Whole of government approach

Objective 4 : Whole of Government Approach will lead to better educational

outcomes and improved employment opportunities for the Indigenous

population.

The NTDH&CS Building Healthy Communities policy articulates the outcomes achieved, and

future directions proposed, related to this objective ©®

. It identified a number of goals to
improving educational and employment opportunities for the Indigenous population including the

status of, and access to, jobs for Aboriginal people within NTDH&CS>.

The Evidence:

Education provides people with skills to access health information, assists in problem solving and

helps give a sense of% Ouatevel af bducatioreis directty eetated td i f e

employment, health status and income, which in turn affect housing, nutrition and health. Lack

of control over oneds work is @ssociated wi

The Situation at baseline
It was not within the scope of the RAED Consultingteam to undertake an extensive review of the

initiatives undertaken to improve educational opportunities in the NT Indigenous population. Yet

t h

there are many levels where action is required to improve Indi genous educational outcomes.

They include strategies to improve participation in preschool, primary, secondary and tertiary
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education as well as industry based training. Therefore a quick review of markers for the quality
of the education system such as the number of children attaining the NT Certificate of Education,

literacy levels and retention data, and employment levels is provided below.

Indigenous unemployment rates

The national unemployment rate of Indigenous Australians is about 18 per cent, three times the
national average of six per cent ®V. Between 1996 and 2001 the unemployment rate of 15 -24
year olds in the NT improved from 23.3 per cent in 1996 to 18.7 per cent in 2001, double the
non-Indigenous rate . However, of the 81 per cent employed, 49 per cent were employed
under the Community Development Employment Program(CDEP)® . Remote areas provide much

less access to employment and most Indigenous people work for the CDEP program.

Literacy benchmarks

There is a clear gradient in achievements of NT Indigenous and non-Indigenous students
achieving the 3™ Grade National Literacy Benchmark, which worsens with remoteness and
Indigenousness between 2001-2005 . In 2005 approximately 90 per cent of non -Indigenous
students achieved the benchmark compared with 48 per cent in remote locations and only 21 per

cent in very remote locations®.

Educational Attainment

Establishing a common approach to training with the Department of Employment, Education and

Training and Community Development, Sport and Cultural Affairs was identified as a key strategy
in Building Healthy Communities?®. In 2007 there is evidence of a joint approach in the

convening of the CDN Chronic Disease Conference between the Education Dept and the

NTDH&CS, with initiatives from the Planning Authority.

3.2.2.1 What Indigenous Employment opportunities exist?

The Building Healthier Communities Policyidentified a number of goals in relation to a whole of
government approach to improving educational and employment opportunities for the Indigenous
population. In particular it indicated a desire to improve the status of, and access to jobs for
Aboriginal people within NTDH&CS @, This was to be achieved through an Aboriginal
employment and career development package based on the /ndigenous Employment and Career
Development Strategy 2002-2006. It aimed to address th e critical under-representation of ATSI

people within the NT public sector workforce by providing a range of appropriate restructure,

Chapter 3: Progress Against PCDS Objectives Evaluation of the NT Preventable Chronic Disease Strategy 2007 38



career development, and retention initiatives. This included the collection of data about

employment of Indigenous public sector staff.

In 2002 Indigenous Territorians made up 28 per cent of the total NT population yet only 4.8 per

cent of the public sector workforce ©?. The 2005 Office of the Commissioner of Public
Employment (OCPE) reported that from 2002 to 2005, the numbers of Indigenous employ ees in
the public sector increased to 6.9 per cent. Indigenous employees in the Health and Community
Services sector are reported to have increased from 161 in 2002 to 351 in 2005 . Of whom 130
are listed as Aboriginal Health Workers and 15 as Indigenous Nurses. As this was a new data
collectionprocess it iis difficult to assess how many

improvement in data, which is reliant on employees to enter.

Figure 3.2 Percentage of Indigenous employees for large agencies May 2002December 2005 2
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Source: PIPS as of January 2006.
Mote: Due to the re-structure of NTPS agencies in 2005, comparative analysis iz not possible for some agencies. Baze-line data on the

new agencies is included.

In 2007, the Indigenous Employment Strategy is under review. Investigation into the number of
new Indigenous positions and their breakdown revealed that while the information was collected
via the Person Information Payroll System, it may not be accurate . This was due to at least 30

per cent of NTDH&CS staff not completing this section of the system.

During interviews with stakeholders, services were asked if new Indigenous positions had been
created as a result of chronic disease initiatives. Staff from the NTDH&CS could not identify any
new Indigenous positions that had been created in the PCD program. However two new
Aboriginal Health Worker positions were created using S100 money. These were, for a level 4

health workers, one in Alice Springs and one in Groote Eylandt. Aboriginal Health Worker
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positions in the Preventable Chronic Disease team were existing positiors transferred from other
programs. Most of the new positions established appear to have been in nursing. In fact in
recent years there has been a net decline in the number of Aboriginal health workers employed
in the Northern Territory. Recruitment and re tention of Aboriginal Health Workers has been an
ongoing issue. To address this an apprenticeship model of training has been developed for
Aboriginal Health Workers which is due to commence at Batchelor Institute in July 2007 with 24
apprentices employed by the NTDH&CS®?.

Where new funding has been made available to enhance primary health care services such as the
5 regions in Central Australia, staff reported that there was an increase in Aboriginal employment
in roles such as drivers, community workers, and clerical staff. However, no new Indigenous
employees were reported in decision-making processes, policy development, and service delivery
to ATSI people, which was the aim of the /ndigenous Employment and Career Development
Strategy of 2002-2006.

ACCHOs reported that many new Aboriginal positions have been established through the Healthy
for Life program. The Division of Primary Health Care in Central Australiais actively targeting

Aboriginal people to recruit up to 15 Aboriginal community mental health worker positions.

Discussion

Aboriginal and Torres Strait Islanders made up 28 per cent of the NT population but only 6.9 per

cent of the NT public sector workforce ®. While this is an improvement in general, it is unclear if

these data are accurate, as 30 per cent of staff do not complete this section of the HR collection

system. It is therefore not possible to establish if there has been an actual increase in numbers
of Indigenous employees, especially those working in chronic disease. The stakeholder interviews
reveal that there has been no increase in the number of Aboriginal Health Worker positions or

those filled for PCD programs and many reported a drop in numbers as well as numerous
positions as vacant. The Aboriginal Health Worker apprenticeship program commencing in July
2007 and the CADPHC mental health program, is pleasing and they are expected to expand.

These however will rely on strong support, resourcing, and Indigenous leadership.

Assessment against objective
Indigenous education, employment and health status are worse than non-Indigenous NT
populations and this worsens with geographic remoteness. There is evidence that a whole of

government approach is being attempted at some levels, though it is unclear what the outcomes
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are. Indigenous employment is NTDH&CS is reported as having increased in lower level roles but

this is not evident in the area of chroni ¢ disease.

3.3 PREVENTION AND HEALTH PROMOTION PROGRAMS

Prevention is one of the three key platforms of the NT Preventable Chronic Disease Strategy.

Objective 5:  Programs aimed at encouraging healthy living will be operating in urban,
rural and remote c o mmu ni t j es. They may be run from healt .
centres, community councils or elsewhere, but will be supported by health centre staff

taking a primary health care approach and using a health promotion model.

The Evidence
Targeting a whole population through the design of preventative programs to improve health will

have a greater impact than individual care ®%,

Situation at Baseline

Health promotion has been a key strategy within the NTDH&CS since the late 1980s. The focus
from the early 1990s to 2000s was a capacity building approach, with a major emphasis on
workforce development. This was done through a range of accredited and non-accredited
training programs, support from health promotion specialists, and some additional resources

through small incentive grants ©%.

In 1999 a review of the health promotion activities in the NT found that the NT Health Promotion
Model was soundly based on national and international experience and aimed to apply health
promotion strategies and skills across a range of public health and primary health care issues and
incorporate them into priority programs ©®®. The reviewers described the model as capacity
building because it involved developing skills and systems within health services to enable them
to increase communitiesé ability to foster good heal
the health promotion model with a stronger infrastructure and developing a more comprehensive
approach. In particular, there was a need to develop systems to address each of the following
aspects of capacity:
91 Building the capacity of health personnel i commitment and skills for working in a

health promoting way,
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1 Building the capacity of the health system i organisational commitment, policies,
systems and resources to promote health, and
1 Building the capacity of communities and community members i their skills, practices

and orientation to improving health and solving local problems ©7,

Essential Primary Health Care Standards for Remote Aboriginal Communities in the Northern
Territory i a companion project, aimed at setting primary health care standards for the NT ©®_ It
provided standards for health promotion activity in remote community health settings and
outlined the health promotion training and support necessary to achieve these standards. This
report included standards for primary clinical care, public health, health promotion, visiting and

referral services, and support systems.

Both reports reinforced the importance of training in health promotion for building the capacity of
health personnel, the health system, community members and communities to promote and

improve health 9,

3.3.1 Health promotion program funding

Prior to the restructure of the NTDH&CS in 2003, a Health Promotion Program was situated
within the Department in Health Deve lopment. This program delivered accredited education and
training courses in health promotion specifically for Aboriginal Health Promotion Officers, rural
and urban primary health care providers, including allied health workers and Aboriginal Health
Workers ®%. People who completed these courses were also given support by the program staff

to deliver health promotion programs and activities within their own work settings.

In the mid 199006s those who attained Certifi
incentive grants of initially up to $5000 to apply the skills learnt for health promotion programs,
which over time was reduced to $2000. The incentive fund process disappeared in 2003. The
evaluation of this program found overall that it appeared to be su cceeding in its aims. A major
concern of the reviewers however, was that the results of such a capacity -building program
would tend to be invisible, and that infrastructure and resources to support the programs

i mpl ementation®ere 6depl etedd
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NTDH&CS Programs that encourage Healthy Living.

Following the 2003 restructure, the Health Promotion Program was disbanded and the resources
for health promotion program were redirected to others i Alcohol and Other Drugs, Child and
Maternal Health, Nutrition and Physical Activity. The PCD Program received health promotion
positions that were funded on transfer to the PCD team. The theory behind this redistribution
came from the idea that health promotion was everybodyds business,

should reflect this. This offered a different capacity building approach.

Within the PCD Program, a Senior Health Promotion Officer and a Senior Aboriginal Health
Promotion Officer were reallocated to this program to work directly with the Director, and
Aboriginal Health Promotion officers in four regional areas continued. A key role of these
positions is to support rural and remote staff who wish to institute health promotion activities

within their c ommunities, and to promote community education and awareness.

3.3.2 Prevention policy environment
The Building Healthier Communities: A Framework for Health and Community Services 2004 i
2 0 0 #as launched in February 2004. This framework demonstrates the Government's vision

forAa Ensuring that all Territorians enjoy [ong

and

services system that | s r esp NIBHRTSeprioritesfor the mekta b/ e

five years are based on the Building Healthier Communities framework, which focuses on:
V  Giving kids a good start in life

Strengthening families and communities

Getting serious about Aboriginal health

Creating better pathways to health services

Filling service gaps

< < < < <

Tackling substance abuse

It also identifies four key areas for strengthening and reforming the NT health and community
services system:

U  Building quality health and community services

U Creating better ways of working together

0 Valuing and supporting our workforce

U Creating a health information network
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This document is clearly informed by the NTPCDS, but only specifically mentions the PCDS in

terms of prevention, detection and the management of kidney disease prior to it progressing to

end stage renal disease. It is only one of a large num ber of policy frameworks that are intended

to promote healthy living in Australia and the NT.

Table 3.4 provides a summary of other general policies that complement the NTPCDS and 7able

3.5 provides a list of Aboriginal and Torres Strait Islander specific policies.

Table 3.4 Policies for all Australians

1996 - present |National Diabetes Services Scheme Commonwealth

1999-2002/03 National Tobacco Strategy 1999 to 2002-03: A Framework for Action National

1999-2003 Healthy Horizons 1999-2003. A framework for improving the health of Rural, National
Regional and Remote Australia

2000-2004 National Diabetes Strategy National

2000-2010 Eat Well Australia: An Agenda for Action for Public Health Nutrition National

2001 Preventing Chronic Disease: A StrategicFramework National

2001 Smoking, Nutrition, Alcohol and Physical Activity (SNAP) Framework for GPs National

2001-2004 National Alcohol Strategy: A Plan for Action 2001 to 2003-04

2001-2006 Food and Nutrition Policy NT

2003-2007 Healthy Horizons: Outlook 2003-2007. A framework for improving the health National
of Rural, Regional and Remote Australia

2003-2008 Heal t hy Weight 2008: Australiads Fu National

2004 National Strategy for Heart, Stroke and Vascular Health in Australia National

2004 Recommended Framework for Cardiac Rehabilitation- National Heart National
Foundation of Australia & Australian Cardiac Rehabilitation Foundation

2004-2009 Building Healthier Communities Frameworki NTDH&CS NT

2005 National Chronic Disease Strategy National

2005 National Service Improvement Framework (NSIF) Diabetes National

2005 National Service Improvement Frameworks (NSIF) Cardiovascular Disease) National

Table 3.5 Aboriginal and Torres Strait Islander specific policies

1989 National Aboriginal Health Srategy (NAHS) National

1996 NT Aboriginal Health Policy NT

1997-2002 NT Aboriginal Public Health Strategy and Implementation Guide NT

2000-2010 National Aboriginal and Torres Strait Islander Nutrition Strategy and Action National

Plan (Indigenous SNAP) 20062010
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2002 Aboriginal and Torres Strait Islander Health Workforce National Strategic National

Framework

2002 The NHMRC Road Map: A Strategic Framework for Improving Aboriginal and National

Torres Strait Islander Health Through Research

2003 National Strategic Framework for Aboriginal and Torres Strait Islander Health: National

Framework for Action by Governments and Implementation Plans

2005-2010 Aboriginal Health and Families: A five year framework for Action, Department NT

of Health and Community Services, NT Government

While many of these policies are associated with funding streams, the funding is often
inadequate to implement the proposal and there is often little funding to sustain successful
initiatives. For example the National Aboriginal and Torres Strait Islander Nutrition Strateqy and
Action Plan includes only one limited-tenure national appointment responsible for its

implementation.

Review of health promotion activities

In March 2005, Convery undertook an Audit of the Health Promotion activities for the previous

year ®Y. She particularly examined Alcohol and Other Drugs, Mental Health, Preventable Chronic
Disease, and Child and Family Health. The audit identified 33 interventions including 10 in the
area of Preventable Chronic Diseases. Only one of these was identified as being NFTwide, and at
least four of these ten were located in the Top End only. Convery attempted to categorise these

further and found one targeted skin ®e®nése are
probably peripheral to the main thrust of the PCDS. Two programs targeted chronic disease
wor ker s 6 resenting thespreviouseemphasis on capacity building. Four programs targeted
chronic disease information and awareness and two targeted various community-identified

issues.

Overall, about half of the interventions were delivered by staff from the relevan t program areas,
7 of the 33 interventions were led by Aboriginal staff, and only 9 of the 33 had a person with
health promotion training in a lead role. This review suggests that overall, only a small number of
health promotion activities have occurred in the time frame covered, and that many of these
were localised ®Y. This raises the issue of whether more programs were actually present but
were not apparent in this review, and recalls the comments of the 2003 review that health

promotion ran the risk of resource depletion
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Health Promotion positions also exist in other program areas within the Department 7 Well
Wo menos Cancer Screening (two positions), Life Pr ol
Program, AIDS and STD program, one position seconded to Menzies School of Health Reearch in
the ABCD project, and three positions in the Health Promotion Strategy Unit i the Manager, a
Senior Policy Position and a Training Coordinator in Central Australia, the Training Coordinator

Position in the Top End is currently unfilled.

NTDH&CS goNT

A major whole of government prevention strategy that was launched in 2006 is the goNT
Program goNT is the NT physical activity strategy developed by the NTDH&CS and a range of
government and non-government stakeholders. goNT encouragespeopl e dt ¢ hé at g o
reminder to try to put together at least 30 minutes of physical activity a day. The goNT week

held in April 2007 promoted tips on how to incorporate physical activity into ones daily routine.

TheChi ef Ministero6s Acindtheestralegyvi ng Counci | is driv

Stakeholder interviews revealed that there were very few ongoing community -based prevention

activities occurring in remote areas. NTDH&CS clinical service providers revealed that prevention

and education strategies are routinely included in service delivery in clinics but there was very

little opportunity for community based programs. PCD team members could provide examples of
prevention strategies e.g. the Menbs health camp in
hoc rather than part of an ongoing prevention strategy. Staff from the urban community health

service reported that prevention and health promotion has always been a core function of their

services and there has not been any change in the scope of these activities as a result of the

NTPCDS.

ACCHOs

Aboriginal Community Controlled Health Services, funded to enhance chronic disease prevention
and management programs through the Healthy for Life program, revealed that most of the new
initiatives being implemented at this stage were aimed at improving early detection through adult
and child screening and improved chronic disease management. Some services identified
strategies for prevention and health promotion programs particularly related to risk factors in
pregnancy, but these are not well developed at this stage. A number of ACCHOs that have been
successful in obtaining funding through philanthropic organisations for nutrition, child health
activities, community capacity building, and other prevention activities. These or ganisations
include: the /an Thorpe Foundation, the lan Potter Foundation, the Honda Foundation and Rio

Tinto. The services that are part of the Good Health Alliance NTindicated they were not

Chapter 3: Progress Against PCDS Objectives Evaluation of the NT Preventable Chronic Disease Strategy 2007 46



delivering any prevention and health promotion programs. Their services largely target people
who already have a chronic condition. They do however deliver secondary prevention and health
promotion programs. Increasing prevention activities was consistently identified as a priority area

for improvement during stakehol der interviews.

Discussion

The restructuring of the NTDH&CS in 2003 and the i mp
businessdéd has resulted in a depletion in infrastruct
health promotion and prevention. T his has resulted in a reduction in the number of prevention

and health promotion programs and development of staff skills in this important area. While this

philosophy is sound it still requires strong leadership across all levels and the training of

specialised staff to build capacity in this important area, which will take real investment to make

it happen. The only programs identified were in the ACCHO sector and through philanthropic

organisations that are not funded through the NTDH&CS.

Assessment ag ainst objective
There has been a reduction in the number of prevention and health promotion programs since
the development of the PCDS and fragmentation exists. The only growth identified was in

ACCHOs and new programs funded by philanthropic organisations

3.4 Chronic disease programs in health centres
and general practices

Early detection and chronic disease programs are 2 of the 3 key points of the PCDS Framework.
To improve chronic disease care a paradigm shift from an episodic acute care approach to a

systems based approach in the delivery of chronic disease services is required.

Objective 6:  There will be chronic disease programs operating in all health centres and

general practices, aiming at early detection and best practice management, and staff wi ll

be designated to run these programs.

The Evidence
Evidence has emerged that those who redesign their care to use a comprehensive and systematic
approach, expressly designed to help patients manage chronic disease, will do much better than

those who continue to work from the acute paradigm ©7.
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Situation at baseline

Prior to 1999 there were no dedicated chronic disease programs operating in the Northern
Territory Department of Health and Community Services facilities. Trials of renal care had
occurred in the Tiwi Islands and plans were underway for the Kidney Disease Research Program
(KDRP), lead by Dr Wendy Hoy, to trial implementation of sustainable models of chronic disease
care in three remote Indigenous communities in the Top End. The Coordinated Care Trialsin
Katherine and Tiwi Islands began to implement a systematic approach to chronic disease care,
where patients known to have chronic diseases were entered into the CCTIS system and care

plans assigned to them.

3.4.1 Development in chronic disease programs since 1999

There has been change in the approach to chronic disease care by all service providers in the
Northern Territory including the NT Department of Health and Community Services, Aboriginal

Community Controlled Organisations and Doctors in private practice.

NT Department of Health and Community Services (DHCS)

The NT Department of Health and Community Services has undertaken a number of restructures
in both title and organisation during the course of the NTPCDS. The current structure (Sept 2005)
divides the DHCS into 10 divisions. Many of these divisions are responsible for various aspectsof
chronic disease programs. The Preventable Chronic Disease Programwnas established to provide
leadership for chronic disease programs. It is situated in the Health Development and Oral Health
area, which is a part of the Health Services Division. The program is lead by a medical officer and
the programs employs Public Health Nurses, a Senior Health Promotion and Policy Officer,
Abori ginal Heal t h Promoti on Oof ficers, womenos healt
coordinators, Chronic Disease Network ®ordinator, in central Australia and the Top End. The
Community Physician position is located in the Centre for Disease Control (CDC) in the Top End
and the hospital in Central Australia. Professional Practice Nurses, whose role includes
standardising practice across the Territory, are situated in Remote Health. Both CDC and Remote
health are part of the Health Services Division. Chronic Disease coordinators (although funded
through S100 along with some of the positions in the PCD program) are managed throu gh
Remote Health. Staff at urban Health Centres are managed through Community Health. Staff on
the Tiwi Islands are managed through the Tiwi Health Services. Other Divisions responsible for

coordinating areas of chronic disease management include:
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The Community Services Divisioni Alcohol and other Drugs,
Information i the Health Gains Unit and PCIS,

Acute Carei hospitals, dialysis facilities and visiting specialists,

=A =4 =4 =4

Corporate Management Services Divisioni educational activities such as orientation
programs, and the

1 Office of Aboriginal Health 1 Family and Social Policy.

There are over 150 remote health clinics in the NT and there are a number of different models
and organisations managing remote health clinics. Clinics situated in areas covered by the
Katherine West and Sunrise Health Boards are staffed by employees of the Health Boards and act
in accordance Health Board policies. Clinics that are funded through PHCAP are staffed with
NTDH&CS staff, but are under the control of ATSI Regional Health Baards. Staff of NTDH&CS
clinics that are not part of the health zones are funded by the NTDH&CS and respond to
NTDH&CS policies. Staff in clinics run by Aboriginal Community Controlled Health Centres act in
response to their own policies. While there is some co-ordination across all of these bodies and
some shared resources, such as the CARPA guidelines, there is a lack of consistency due to these

factors.

Chronic Disease Programs in NTDH&CS clinics and community health

In 2001, Clarke attempted to record w hat chronic disease activities were taking place in
NTDH&CS clinics. She reported that residents of Darwin and Alice Springs could access a range of
services for prevention, early detection and best practice management. A number of these were
offered through the non-government sector: GPs, Specialist Physicians, Lifestyle interventions
through nutrition counselling, regular incentives and opportunities for physical activity, support

groups and counselling for those with chronic diseases to engage in self- management practices.

Clarke found that a number of health zones appeared to have less access to chronic disease
services including: Northern Barkly, Pitjantjatjara, Darwin (Belyuen), Top End West and South
East Arnhem ©? . She also found preventive services were scant for physical activity and nutrition,
and tobacco cessation programs only occurred spasmodically. Screening programsdid occur in
mo st communities, but |l acked targeted menos
management showed widespread gaps in the self-care management and rehabilitation focused
programs ©?. Clarke recommended: highly prioritising primary prevention especially in the area
of community interventions to improve nutrition, increase exercise, and decrease smoking. She
also recommended improving the coverage and quality of best practice management. A strong

focus of the next phase should be in professional development for remote area staff on how to
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use guidelines, recall systems and care planning®?. Specialist multi disciplinary teams to address
the specific needs of those with chronic disease should also be a priority i diabetes educators,

cardiac educators, foot care specialists for diabetics and eye specialists.

3.4.2 Staffing chronic disease programs

Since 2001, a total of eight Public Health Nurse positions have been created in the Northern
Territory to enhance the capacity of remote health services to establish and manage chronic
disease programs. These positions have played a key role in training staff about chronic disease

prevention and management and the implementation of systems to support care.

In addition to the Public Health nurses an additio nal Chronic Kidney disease nurse was employed
in the Top End in renal services in 2004, to complement a similar position that was established in
Central Australia in 1998. These positions play an important role in supporting people with kidney
disease to maintain their health and slow the transition to renal replacement therapy. In the 2007
financial year, the number of chronic kidney disease nurses is expected to increase with an
additional six positions funded by the Northern Territory Government and four positions to be
funded by the Australian Government located with AMSANT. These positions will be spread
across the Northern Territory with three to be placed in Central Australia, two in the Top End,
and with one full time educator position to support wor kforce development for renal services. An
additional four positions will be located with AMSANT to support community controlled health
services to support intensive management of renal clients. Finally, a further three positions will
be located with the Preventable Chronic disease team to support intensive case management of

renal clients in remote areas.

Table 3.6 Positions created in the NT by year commenced and funding source
Positions Location M Funding Source
Commenced
1 x Renal Central Australia 1998 NTG
1 x PHN Darwin 2001 NTG
Katherine (transferred to Sunrise HS
LxPHN 2003 as part of CCT) 2001 S100
1 x PHN East Arnhem 2001 S100
1 x PHN Cental Australia 2001 S100
1 x PHN Central Australia 2001 S100
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1 x AHW Central Australia 2001 S100

0.5x CDC N4 | Millingimbi 2001 S100

0.5 x DCC N4 | Ramingining 2001 S100

1xDCC N4 Oenpelli 2001 S100

1x DCC N4 Maningrida 2001 S100

1xDCC N4 Wadeye 2001 S100

1 x Renal Top End 2002 Industry (Janssen-Cilag)
1 x CDC N4 Groote Island 2003 S100

1 x AHW4 Groote Island 2004 S100

1 x PHC, N4 Ntaria 2005 PHCAP through CAAC
1 x PHN, N4 Yeindemu 2005 PHCAP through CAAC
1 x PHN, N4 Angininyi for Tennant Creek 2005 PHCAP through Angininyi
1 x CDC N4 Tiwi Health Services 2006 NTG

1x CDC N4 Douglas Daly region, Adelaide River 2006 NTG

1 x CDC N4 Boroloola 2006 NTG

1 x PHN, N4 Angininyi 2006 DoHA (regional funds)
| X PHC , N5 Groote Eylandt 2006 NTG

1 X PHC P3 Maningrida 2007 OATSIH

NEW POSITIONS JULY 2 007

1xPCD NT Wide 2007 NTG

Educator

1 x Renal PHN | Central Australia Congress 2007 OATSIH (AMSANT)
1 x Renal PHN | Anginyinyi, Tennant Creek 2007 OATSIH (AMSANT)
1 x Renal PHN Wurliwurlijang Katherine 2007 OATSIH (AMSANT)
1 x Renal PHN | panila Dilba, Darwin 2007 OATSIH (AMSANT)
1 x PHN N4 Barkly 2007 NTG

2 x PHN, N4 Darwin 2007 NTG

2 x PHN, N4 Nhulunbuy 2007 NTG

3 x PHN, N4 Central Australia (PCD team) 2007 OATSIH

The four PHCAP funded PHN positions were envisaged as having a similar role with the
improvement of clinical systems, auditing, and training. However as they have different
employers, they have taken on a community health promotion role and a stronger focus on adult
health checks. The PCD team and CAAC meet regularly to discuss how best to use these roles

and how to support those in them.

The expanded PCD team will work more closely with a smaller number of communities to

improve disease management and provide hands on support for adult health checks. They will
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also manage a small load of six to eight advanced kidney disease patients and have more

engagement with community organisations through sharing information and resources ©®.

Aboriginal Health Worker Positio ns

In June 2007, Remote Health has started to recruit to the vacant AHW positions with people

dedicated to program work, of which chronic disease is a high priority. There are also a number

of AHWb6s who achieved Certi f i carbDiseaseMn 200506DThea b et es an
training was delivered by Healthy Living NT and PCD team have assisted those AHW in

completing their coursework for accreditation. The main barrier identified is health centre

managers requiring AHWOs fcate care nathér thanesolety ovorkingint i ci pat e
chronic disease programs©?.

The establishment of the public health nurses and the PCD teams has provided leadership for
chronic disease activities in remote areas and increased the capacity to deliver screening and
chronic disease care. The PCD team have assisted remote services to update the systems that
support a planned approach to screening and prevention. At most remote sites staff reported
they are overwhelmed with the acute workloads in clinics and that it often falls to the Public
Health Nurse to do follow up and the Aboriginal Health Workers on the PCD team to initiate and
drive screening activities. A similar relationship has not been established with urban community
health services. Interviews in the urban community health services revealed that there was very

little interaction or collaboration with the PCD team.

3.4.3 Chron ic Disease Programs in non -NTDH&CS clinics

In June 2004, Healthy Living NT received funding from the NTDH&CS to provide education and

training to selected non-government health clinics throughout the Northern Territory. This

program ran until December 2004 in ten clinics across the Top End ©®®. This program found:

1 In the majority of clinics, staff appeared vague about care plans and required further
explanation

1 Chronic disease management took a low priority to acute cases either due to lack of time or
inadequate staffing

1 Three clinics stated they had 100 per cent of chronic disease clients managed under care
plans; one clinic stated it had 75 per cent; and one clinic estimated it had 10 per cent

1 Four clinics could not give the information or did not know. However one of these cl inics

advised that it had just appointed a person dedicated to chronic disease, and
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1 One clinic stated it had no care plans®®.

The review noted that it is possible that these responses may more accurately reflect the lack of
knowledge/awareness about coordinated and systematic chronic disease management than the

actual situation at any particular clinic ©®.

ACCHOs

With the introduction of the Healthy for Life program in 2006 many Aboriginal Community

Controlled Health services now have dedicated plans to improve chronic disease prevention and
care. Services funded in Round 1 of the program include: Central Australian Aboriginal Congress,

Anyinginyi Health Tenant Creek, Sunrise Health Service, and Wurliwurlijang Services funded in

Round 2 include: Katherine West Health Board, Mathakal Homelands Resarce Centre,

Laynhapuy Homelands, Ltyentye Apurte Community Govt Council, NTDH&CS Millingimbi and
Oenpelli.

Services participating in the Healthy for Life program reported that there were dedicated chronic
disease activities occurring, supported by a systems approach to care. Some services have
established discrete chronic disease programs (Wurliwurlijang and CAAC) while other have
enhanced the capacity of all staff to use a systems approach to deliver chronic disease care. The
approach to implementing this program and the resources provided has enabled services to have
a good look at their approach to chronic disease and to develop a planned approach to improving
the quality and scope of service delivery. All services have been able to employ new staff and

invest in training and development for their staff.

A similar situation has developed in the PHCAP zones where new resources have been allocated
from the Australian Government. New programs have been established with a dedicated focus on
chronic disease. The five zones are:

1. Anmatiere Zonei Laramba (Napperby); Yuelamu (Mt Allen), Pmara Jutunta (Ti Tree 6
Mile), Nturiya (Ti Tree Stn), Engwala (Alcoota), Mulga Bore, Wilora (Stirling), Tara
(Neutral Junction), Ti Tree, Luritja Pintubi, Kintore, Papunya, Ik untji (Haasts Bluff), Mt
Liebig
Waripiri Zone - Yuendumu, Willowra, Nyirripi
Pitjangatara Zone | Finke (Apatula), Imanpa.

Areyonga
Barkly Tablelands

N
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General Practice programs

General practices are present in urban, rural and remote Northern Territory. There are a wide
range of general practice organisations in the NT and Australia-wide who represent different
preferred interests. Many of these organisations have developed chronic disease programs and

guidelines.

In most states, there is a state based organisation for Divisions of General Practices, and a Rural
Workforce Agency. In the NT, these two organisations i the NT Remote Health Workforce
Agency and General Practice Divisions NTi merged in 2004 to form the General Practice and
Primary Health Cae NT (GPPHCNT). It is the new peak body representing and providing
professional support for general practitioners working in private practice and non -government

organisations.

In 2005, the GPPHCNT began coordinating the National Primary Care Collaboraties program in

the NT, of which two major themes are diabetes and heart disease. Over the three years of this

program, lead personnel in participating practices and non-government services have been linked

up with other participating practitioners across Australia, and they have been working on

improving an aspect of their practice within these specific theme areas. The aim is to implement

systems to improve care within practf®cedhesiNPECbbe
have been instrumental in bringing about a change in general practice to implement evidence-

based guidelines, care planning and recall systems supported by enhanced use of EPC Medicare

items. In the Northern Territory overall 220 people have participated in the NPCC program with

22GRs involved in the program, which is estimated to

the NT.

TEDGP conducts a humber of programs concerned with chronic disease management, which they
see as a core role in supporting general practices/GPs to provide optimal care and to contribute
to the achievement of the best possible health outcomes for patients with diabetes ©®. Among
other roles the TEDGP:
9 Identifies and engages organisations, service providers and consumer/carer groups to
facilitate patient access to optimal diabetes care in the Top End
I Secures consumer opinion and direction through co-ordination with consumer reference

group to support chronic disease management strategies
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91 Identifies priority practices to increase usage of recall systems via clinical information
systems and endorses Osystematicd approach to si
based systems

T Conducts generic training in IM /1T systems on a
management strategy

1 Organises diabetes CPD sessions for GPs and practice nurses (and other CD)

Collects and disseminate, Australian Best Practice Guidelines for diaetes care®.

The Central Australian Division of PHC provide similar support particularly with linking in to allied

health services through the more allied health program.

General Practice Incentives

There are incentives in place for General Practice to deliver a high level of care through the
Practice Incentive Program (PIP). PIP payments were originally introduced by the Federal
government in 1995 (the scheme was known as the Better Practice Program until July 1998).
Practices accredited by Australian General Practice Accreditation Limited (AGPAL) are able to
claim payments for evidence of high level of practice in a number of defined areas including
electronic prescribing and information transfer, teaching medical students, and diabetes

screening and outcomes.

A PIP diabetes incentive payment was introduced in November 2001 to practices that use a
patient register and recall reminder system to assist in managing patients with diabetes.
Payments are made to practices that reach overall screening targets. In addition, a Service
Incentive Payment (SIP) was developed for providers who complete an annual cycle of care for
patients with established diabetes mellitus (annual funding $8.7 million Australia -wide from
2002). Australia-wide, 82 per cent of PIP practices were participating in this scheme by May
2002. An outcomes component for participating PIP practices that reach target levels for the

diabetes annual cycle of care for patients was introduced in 2003.

In 2004 the Australian Institute of Health and Welfare published a report on the uptake of PIP
items for that year. Data from this report suggested that the proportion of general practice
services provided by accredited practices participating in the PIP exceeds 70 per cent of the total
number of GP services in every state except the Northern Territory where fewer practices were
accredited ®®. (Figure 3.3)
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Figure 3.3 Number of accredited practices participating in the PIP and the proportion of

General Practice services provided by these practices.®®
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Source. Australian Govaernment Department of Health and Ageing (unpub. ).

The report also looked at the proportion of people with diabetes mellitus who have received an
annual cycle of care within general practice. Australia wide, there were an estimated 744,975
people with known diabetes mellitus whose condition was managed by PIP practices during 2002.
Of these people, 18.2 per cent received an annual cycle of care for diabetes. Large rural areas
had the highest proportion of people who had received an annual cycle of care (20.1 per cent),

closely followed by other metropolitan areas (19.5 per cent ). T he proportion was lowest for
remote centres (9.3 per cent ) eligible for claims not receiving services? Because the NT had far
fewer accredited practices compared to the rest of Australia, the proportion of people receiving

an annual cycle of care in diabetes would probably be even smaller than these figures suggest.

Discussion

The growth in positions funded by the NTDH&CS to deliver chronic disease programs has largely
been in nursing with a slight change in skills mix to target people with public health skills to take
on the PCD program role. There has been very few Aboriginal Health Worker positions or
Aboriginal specific positions. In fact over the last 7 years there has been a decline in the number
of health workers employed in remote communities, du e to recruitment and retention issues,
with many positions reported as being vacant. This has compromised the effectiveness of the
PCD program particularly in their capacity to deliver regular screening and an active chronic

disease recall system in communities.
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There has been a significant growth in the number of people employed in health services that
were funded in round 1 of the Healthy for Life program and increases will also occur in the near
future for round 2 sites as funding for their implementa tion plan is released. These will
predominantly be in ACCHOs. There has also been growth in staff in the PHCAP zones. In
Central Australia this has included 2 medical officers, 2 additional community nutritionists, a

public health nurse (as identified previously).

While there is some coordination across all these bodies and some shared use of resources, such
as the CARPA guidelines used by all AHSs, there is the potential for any organisation to develop
its own separate guidelines and policies. Similarly, the ability to audit what is done across

different organisations is also limited, unless services participate in programs such as the Audit
and Best Practice for Chronic Disease extension project (ABCD) and the NPCC, but this

information is only released with the permission of the service

Within the NTDH&CS, there is a need for coordination of a large number of programs directed at
chronic disease management scattered across most Divisions. Interviews revealed that
coordination between the PCD team and the remote health services could improve, particularly in
Central Australia where communication, coordination and planning between these services is less
than optimal. It appeared better in the Top End and this may be assisted by the collocation of
the PCD with the Remote Health Services. Whereas, in Central Australia the PCD team and the

Remote Health services are accommodated in 2 distinct locations.

There are also a number of general practice representative bodies, which have policies about
chronic diseases or programs in this area. General practices are largely reimbursed by federal
funding arrangements with support from programs offered through the Divisions to assist with

systems and professional development. The Australian Government has attempted to increase
multidisciplinary care and continuity of care, by providing reimbursement for these activities but

the uptake in general practice and community controlled organisation has been lower than other

areas because of the lack of access to allied health professionals, who can claim the EPC items or
incentives offered. This was identified as being a particularly acute problem in Katherine as most
of the services in and around Katherine have chronic disease programs with people on care plans
who need access to allied health services. Priority areas for action included access to dieticians

and podiatrists.
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In the regional health zones in Central Australia the revenue raised through Medicare is
monitored and transferred back to communities. A similar transparent process is not in place for
other NTDH&CS clinics and as such there are no incentive for the local team to be more diligent

in completing chronic disease activities to claim EPC items.

Assessment against objective

There has been a definite shift in the general understanding across the Northern Territory of the
need for dedicated and focused chronic disease activities. The PCD program has been tasked
with the development of chronic disease programs and activities, and there is evidence of strong
leadership in this endeavour. Where additional resources have been provided dedicated staff and
strategies have been implemented to address chronic disease issues, but chronic disease
programs with dedicated staff are not consistently in place in all remote clinics. The key barrier
identified in achieving this is financial resources, community infrastructure and the declining

Aboriginal Health Worker workforce numbers.

3.5 FUNDING & INDIGENOUS GOVERNANCE

The provision of resources is key to enhancing the core range of services required for
comprehensive primary health care and building capacity in communities. There are 4 objectives
related to funding that will be discussed in this section. They include: financing objectives to
support community control of health services, funding community controlled health services and
non government agencies to deliver prevention and health promotion programs and investment

in intersectoral action to support health promoting actions.

In addition to providing a n overview of the activities related to these objectives, other funding
strategies that have contributed to the chronic disease activities are discussed in this section.
They include S100, the use of EPC items and NT growth funding for priority service

developments.

Funding arrangements at baseline
In the late 1990s, it became apparent that the economic and social costs of chronic diseases in
the Northern Territory were escalating, and that the current health system had limited capacity to

deal with these increasing costs. Altogether it was estimated that chronic disease accounted for
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about 25 per cent of the hospital budget in 1997, about 40 per cent in 1999 and, if uncontrolled,

was predicted to consume 56 per cent of the budget by 2004 9. Figures in 2005 show that in
the three years between 2000/01 and 2002/03, excluding renal dialysis, about 7 per cent of
hospital resources were used for hospitalisations directly caused by acute manifestatons of
chronic diseases, and including renal dialysis about 45 per cent of hospital resources were due to

chronic disease related hospitalisations ™.

Figure 3.4 below taken from the 2006 NTDH&CS Annual Report indicates the realities of these

predications, where the budget for same day renal hospital treatment cost $18M.

Figure 3.4 Same-day renal treatments, 1996-97 to 2005-06
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chronic disease. In 1995, CoAG proposed a threeyear plan to reform health and community
services. Key aspects included:
f movement towards outcomel/-banhgungduofli pgogndmeépr oad
1 allocation of capital to care streams including coordinated care;
1 proposals for trials of new care arrangements with built -in incentives for the most cost-
effective use of funds;
1 multilateral and bilateral agreements to cover all relevant services and

the establishment of nationally consistent payment and information systems ©7.
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Subsequent Federal Budgets reflected these proposals. In 199697, allocations were developed to

improve access to health care in rural and remote areas, and to address the perceived rural

health workforce crisis.™ In 1997-98, additional funds were directed to improving health

services in regional Australia, including development of innovative models of service delivery and

specific purpose payments for States and Territories. Examples included the coordinated care

trials. In 1999-2000, funding was developed for Primary Health Care Access Program (PHCAP)

zones. Under these arrangements health O6zones6 coul
which a single funding agreement could be established between the Commonwealth, NT

Government and the zonal ACCHOs to allow all health-care funding to that community to be

pooled @

Five key focus areas that were identified in the Territory Health Services 1996-97 Annual Report
were congruent with the new Federal policy initiatives. These were: increased access to
Commonwealth funding particularly for health services to rural and remote communities
preventive health, increased emphasis upon chronic disease including renal disease, community
care and community based services, and workforce recruitment and retention. Limite d funding,
was a major issue. The 1996-97 Annual Report for Territory Health Services noted:
The NT is further challenged by the need to fund services in rural and remote
communities that the Commonwealth Government directly funds in other States and
Territories. This anomaly happens as a result of the low number of private medical
practi tioners servicing the Territorydés rural an
provides these communities with medical services that would otherwise be provided by
private medical practitioners directly billing the Commonwealth. This results in a
substantial shortfall of funds (approximately $45M per year) and presents the NT with a
major financial barrier to the provision of health services at a level equal to tha t of other

States and Territories .

3.5.1 Greater community control over health services

Objective 7 : There will be a greater degree of community control over health services,

through a variety of mechanisms.

The primary method used by the NTDH&CS to increase the degree of community control over
health services, since the Coordinated Care Trials, is through the roll out of the Primary Health

Care Access Program (PHCAP), which was announced in the 1992000 Commonwealth budget.
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The level of funding provided by the Commonwealth was to b e based on the average Australian
Medicare expenditure multiplied by two, in acknowledgement of higher Indigenous needs, and by

another factor of two, if remote.

Sunrise Health Service is a Community Controlled Health Service that was established in 2002
based on a funds pooling model. In the early years of the establishment of the service Medicare
for the region was cashed out, but following the establishment phase in 2005, the funding
arrangement changed with the service required to generate Medicare income to supplement the

NTDH&CS and specific DoHA program funding.

A total of 21 Health zones were defined and priority zones were nominated in the Barkly and
Central Australiaz Anmatjere, Eastern Arrernte-Alyawarra, Luritja-Pintubi, Northern Barkly and
Warlpiri, and two health zones in the Top End: South East Top End and Darwin, as well as the

former Aboriginal Coordinated Care Trial sites at Katherine West and in the Tiwi Islands.

Figure 3.5 NT Primary Health Care Access Program Zones 2008 .
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The structure and process adopted for the implementation of PHCAP was complex, involving

three layers of decision-making processes, across 21 zones, to a population of around 50,000
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people (Figure 3.5). Each layer brought together the four main stakeholders and members of the
Health Forum i AMSANT, ATSIC, Territory Health Services and the Commonwealth Department
of Health & Aged Care.

The 2003 Aboriginal Health Strategic Framework reasserted the 1989 National Aboriginal Health

Strategyp s commi t ment t o | ndi g e nronarg healtb cam senvicas,ynamingnt r ol | ed
the new PHCAP as the mechanism and making a commitment to supporting the development of

Indigenous Health Boards. The document was signed by all State and Territory Health Ministers.

Despite this support by 2005 arenalphysi ci an noted AAt the time of writ
zone strategic plans for primary health care are in

This is evident in the lack of recent documentation about the health zones.

3.5.2 Funding C ommunity Controlled Health Services

Objective 8 : Aboriginal community controlled health services will be funded to deliver
key preventive programs, and early detection and best practice clinical management

services, to defined segments of the population in specific locations.

There are 12 Aboriginal Community Controlled Health Organisations (ACCHOS) in the NT. The
peak body for ACCHOsin the NT is Aboriginal Medical Services Alliance of the NT(AMSANT),
which was formally established in 1994. Aboriginal Health Services were funded by the
Commonwealth Government through ATSIC until 1 July 1995. In 1995, the funding responsibility
for Aboriginal primary health care was transferred from ATSIC to the Office of Aboriginal and

Torres Strait Islander Health, in the Department Health and Ageing.

Following the transfer, AMSANT became involved in the detailed work of setting up the new
arrangements, including drafting and commenting on the provisions of the Framework
Agreements that each State/Territory Government would sign (along with the Commonwealth,
ATSIC and the community controlled sector) specifying the roles and responsibilities of these
players, and setting up the actual planning structures. The NT Framework Agreementwas signed

off by the Northern Territo ry Health Minister in April 1998.

Since then, AMSANT has chaired the N7 Aboriginal Health Forum (NTAHF) and the Central
Australian and Top End regional planning bodies (CARIHPC and TERIHPC). By 2001, AMSANT,
working with the NTAHF planning partners, secured PHCAP funding for five health zones in
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Central Australia and two zones currently proposed in the Top End. Through the NTAHF
structure, AMSANT has continued to play a key role in the roll-out of other interim financing
options (such as RCI, RHS and regimal planning funds), through targeting available funding
against the health needs of Aboriginal people prior to the full roll -out PHCAP, and to implement

these interim financing options in accordance with agreed regional plans.

ACCHOs provide key primarycare services in many urban and remote communities. A common
model for service provision in these organisations is that Aboriginal Health Workers provide the
first contact point for all patients; they then refer on to a GP employed by the ACCHOs if
necessay. In the past, this service model resulted in a lack of Medicare funds provided to
ACCHOs compared to other primary health sectors. Since 2002, doctors working in ACCHOs have
been able to bulk bill patients, with the proceeds from Medicare flowing back t o the practice pay
group under section 19 (2) of the Health Insurance Act. This means that billing items such as
EPC item 710 Adult Health Check Screen and more recently EPC item 708 Child Health Screening

are able be used to provide Medicare funding to ACCHOs.

3.5.3 Funding of non -government organisations for preventive

programs

Objective 9 : Non-government organisations in the wider society will be funded to

deliver specific preventive programs.

The 2005-06 NTDH&CS Annual Report states that there was a 14.1per cent increase in grants

and subsidies to community organisations but is not explicit about which organisations @.

The major NGOs concerned with the chronic diseases identified in the NTPCDSare:
U the National Heart Foundation NT (IHD and HT),
U Healthy Living NT (Diabetes and IHD),
U the Lung Foundation and Asthma Foundations (COAD),
U the Australian Kidney Foundation (Renal Disease), and

i the Arthritis and Osteoporosis foundation 9.

Other groups that have received funding for chronic disease activities include: NGOs such as Life

Be /n /It T Physical activity programs, communities such as Gapuwiyak for the Strong Women,
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Strong babies, Strong culture program, ACCHOs such as Wurliwurlijangi Nutrition programs, and
Health Boards for operational funding.

The National Heart Foundation (NT Division), Healthy Living NT, the Asthma Foundation, the
Arthritis and Osteoporosis Foundation, Kidney Health Australia and the Cancer Council of the NT
are all members of the Good Health Alliance NT, which is a coalition of NT chronic disease non
government organisations. The mission of this group is to reduce the impact of chronic disease
on the Northern Territory population through active collaboration, encouragement of prevention,
advocacy and formation of strategic alliances. The strategic goals of the organisation are to

advocate for:

1. Strengthening of the Preventable Chronic Diseases Strategyand recognition of its
importance within the Department of Health & Community Services specifically, and the

NT Government as a whole.

2. Realistic funding for implementation of the Preventable Chronic Diseases Strategym the
2004/05 NT budget and beyond.

3. A whole of community approach to the Preventable Chronic Diseases Strategytaking

into the account the diversity of the NT&6s cultur

4, The establishment of a sustainable alliance to act as the peak body for preventable

chronic disease in the NT.

5. Recognition by federal government of the impact of chronic disease in the NT through

national alliances and organizations.

Healthy Livi ng NT

In 2003-04, Healthy Living NT (HLNT)received recurrent funding from the NTDH&CS for:
1 cardiac rehabilitation and secondary prevention services,
i afree needle and syringe program, and

1 Diabetes community education and support services in Darwin and Alice Springs.

In 2003, HLNT also attracted a grant from the Department of Health and Ageing to chronic
disease training in remote communities and develop culturally appropriate Indigenous diabetes
education and awareness resources. This series of 5 Indgenous diabetes information kits was
launched in July 2004 V.
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The diabetes education teams at HLNT include: diabetes Clinical Nurse Consultants, Dieticians,
Diabetes Nurse Educators, health promotion staff, and diabetes Aboriginal Health Workers. In
2003, HLNT in Darwin provided diabetes education, management and support to a total number
of 2,070 clients in Darwin and 904 people in Central Australia and information and assistance to a
a (71-73).

further 3,888 people in Darwin and 2392 in Central Australi
where HLNT employsa 0.5 FTE Aboriginal Health Worker (funded by NTDH&CS and outsourced

In contrast, in Alice Springs,

from Congress) Indigenous clients make up 33 per cent of their overall case load . In 2006

they report 10 per cent of their clients as Indigenous 2.

Healthy Living NT also provides cardiac education and rehabilitation services in both Darwin and
Alice Springs. In 2004 annual report, HLNT in Alice Springs reported that 59 per cent of patients
in Alice Springs Hospital with an acute cardiac syndrome were provided with education . A

similar program is conducted in Darwin.

Asthma Foundation

The Asthma Foundation of the Northern Territory is funded by the NT Government to provide
education, information and support to people with asthma and their families including all health
care providers both government and non government that provide services to people with

asthma.

In 2005 the Asthma Foundation NT Education team provided asthma information and support to
244 individuals with asthma, 285 health professionals and over 1300 members of the wider

community.

In addition to programs funded by the NT Government the Asthma Foundation NT in two national

programs funded by the Commonwealth Government. They are the Asthma Friendly School
program and the Asthma Community Support Program. The Asthma Friendly School program
aims to raise community awareness of asthma and improve knowledge and self-management of
asthma amongst children. The Asthma Community Support program promotes best practice
asthma management to the wider community and assist people with asthma to develop
relationships with general practitioners and allied health professionals in order to establish

appropriate asthma self management skills.

Locally the Asthma Foundation NT administers the following:

1 The Asthma Friendly Chld Care program
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1 The Conoco Phillips Asthma Swim Program

T The devel opment and production of the Ashort wi

National Heart Foundation

The National Heart Foundation NT is primarily responsible for implementing national projects in
the NT but they have worked collaboratively with Healthy Living to develop the NTDH&CS funded
Cardiac Rehabilitation. The National Heart Foundation is linked in via an MOU to provide
resources for this service. In Central Australia the NHF is involved in Community development

activities.

In 2004 the Heart Foundation NT was funded for 0.2 FTE for an Indigenous nutrition worker but
this ceased in 2006. In 2007 a full time worker was employed to work on the national Childhood

Healthy Weight program.

Cancer Council of the Northern Territory

The Cancer Council of the Northern Territory receives funding from the Northern Territory
government in addition to funding received from the Australian government and revenue raised
through fund raising. There have not been any specific services implemented to address the
PCDS, but general health promotion information is available to the general public to promote

good health.

Arthritis and Osteoporosis Foundation
The Arthritis and Osteoporosis Foundation has been the sponsor of self management training
both for people with Arthritis and Osteoporosis but for chronic disease self management

generally and provides support for physical activity to arthritis sufferers.

One major difficulty for health providers in the NT is that organisational structures often do not
allow productive relationships between hospital and community services. NGOs often provide a
useful link between acute services in NT hospital and community-based services because NGO
educators are able to see people in hospital and follow them up in the community. For example:
Healthy Living NT provides rehabilitation and maintenance services in the community in addition
to their hospital services, which results in continuity between these services. In Alic e Springs in
2004, HLNT provided a four-week exercise program, individual consultation with the Cardiac
Educator and the Nutrition Educator, cardiac education, and rehabilitation services to 72 patients,

of whom 42 per cent had received prior inpatient edu cation. HLNT also supports active cardiac
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maintenance group for people with longstanding cardiac conditions. These involve an exercise

session per week, under the supervision of a physiotherapist and the cardiac educator.

Assessment against objective

The NTDH&CS funds a wide variety of ron-government organisations to deliver specific
preventive programs. These organisations play a key role in providing these services.
Unfortunately, funding is often project -specific and time-limited. This results in limit ed long-term

benefits for some programs, and little time to monitor progress.

3.5.4 Intersectoral Action For Healthy Living

Objective 10 : There will be intersectoral action promoting good nutrition, adequate
environmental health standards, greater physical activity, safe alcohol consumption and
non-smoking. Such intersectoral action will take a whole-of-life approach supporting

mothers, infants, children, adults and the elderly to remain healthy.

A number of legislative changes have taken place since the NTPCDS to support changes to
alcohol consumption and a reduction in child sexual abuse and its underlying causes. Proposed
changes to the 2003 Liguor Act and a new Antisocial Behaviour Actin 2005 will decrease the
supply of alcohol by regulating its sale, provision, promotion, and availability, while new dry

areas, alcohol management plans and Alcohol Courts are designed for harm minimisation and
reduction in demand . Reporting of child sexual abuse is already mandatory under the
Community Welfare Act and the 2007 Wild/Anderson Inquiry into the Protection of Aboriginal

Children from Sexual Abuse is in the process of canvassing other legislative, educational and

remedial options .

Inthelead-up to the PCDS, Weeramanthri suggested

t he

devel

on Primary Preventiond or an o6lntersectoraf. Taskforce

This body however, was never formed. The major body that was set up by the NT Government
for intersectoral action for healthy living was the NT Chronic Disease Networki a network of
community and government bodies working with chronic diseases, supported by administrative

staff situated within th e NTDH&CS.

An evaluation of the Chronic Disease Networkwas undertaken in 2000, it noted that the CDN
had:
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éefostered an I ncreased [ evel of trust and the
between Territory Health Services and non-government organisations. Members
identified the fact that there now exists a viable and sustainable basis for

working coll®boratively .é

This view was endorsed by interview participants. Since this time, the CDN largely develop and
circulate The Chronicle a two-monthly newsletter addressing chronic disease issues, and
convene a yearly chronic disease conference. By 2005, the numbers attending the conference
had increased to greater than 400, involving members and non-members of the CDN. In late
2005 the CDN began attempts to provide a better forum for intersectoral action, and plans for

this are currently in progress.

Assessment against objective

There has been some increase in the community control of health services with the establishment

of Sunrise Health Servicesand Aboriginal Health Boardsin the PHCAP zones. Very little progress
has been made with allocating sustainable NT funding to Aboriginal Community Controlled Health
Services however the Australian Governmenthas provided these additional resources. Similarly
it was difficult to find many examples of specific ongoing prevention and health promotion

programs that were being delivered by non-government agencies.

Some evidence of intersectoral action was identified, but without a clear implementation plan to
target the social determinants of health, there was not a mechanism to tie other government and

non-government services into action, or to monitor their progress.

3.5.5 Funding sources for NTDH&CS PCDS activities

EPC ltems

In November 1999, the Australian Government introduced a range of Medicare items that were

intended to provide a framework for the multidisciplinary care of chronic conditions. The EPC

items provide a Medicare rebate when GPs undertake or participate in specific clinical activities,

such as care planning and case conferencing for people with complex needs. EPC items of

relevance to preventable chronic diseases include:

1 Rebates for undertaking comprehensive annual health assessments for older people- over 75
years for non-indigenous and over 55 years for indigenous people

1 Rebates for developing multidisciplinary care plans for patients with chronic, complex or

terminal conditions and complex care needs
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1 Rebates for participating or arranging multidisciplinary case conferences for patients with

complex care needs

From May 2004, an additional item for two -yearly health checks for Aboriginal and Torres Strait
Islander people aged 15-45 years was introduced (Item 710). In May 2006 this list was extended
to include a child health screening (Item 708) and work is currently underway in 2007, to

develop a Medicare item for antenatal care.

EPC items can be claimed by NTDH&CS remote health services and Aboriginal health services. In
these cases the rebates do not go back to the practitioner, since practitioners are usually
salaried, but instead go back to their employer. This has allowed increased Medicare funding to
return to the Territory, potentially addressing imbalances pointed out in the 1996 -07 THS Annual

Report quoted above.

The uptake of Medicare EPC items by GPs increased from 23 per cent in quarter four in 2000, to
46 per cent in quarter two in 2002, and remained at 44 per cent during the following two
quarters Figure 3.6. The lowest uptake was in the NT. In 2004 the estimated Divisional t ake up
was 33 per cent in the Top End and 46 per cent in Central Australia, accounting for a total of 394
adult health checks, item 710, claimed for NT Aboriginal adults during this year ®. Data after

this date is not published or is | abelled by Medicar e

Figure 3.6 Percentage of dbactive' GPs wusing Medicare EPC
December quarter 2002. %

The need to maximise funding opportunities and provide better chronic disease care has lead the
remote services of the NTDH&CS to increasetheir use of the EPC care planning items. Data
available does not tease out whether these items have been used more remotely or in urban
environments, however between the March quarter of 2004 and the December quarter of 2004

the uptake of these items in the NT more than doubled from 313 to 662. Additional sourcing
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