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Clinical context tough job

A34,000 mobile patients over 1.4 million Km
ATriple whammy: IFD/Low SES/Chronic diseases
ANurse led primary care + Aboriginal workers
AHigh stafturnover (nonAboriginal)
ALanguage/Cultural barriers

AEvolving IT

ADistance!




Indigenous Demography

Age group
75+
70-74
65 -69
60 - 64
55-59
50-54
45 - 49
40-44
35-39
30- 34
25-29
20-24
15-19
10-14
5-9
0-4

Non
Indigenous

Indigenous

15 10 5 0 5 10 15
Percentage of population



Social Determinants of Health dominate

Risk Factor Attributable Proportion

Low socio-economic status 26.8%
High body mass 11.1%
Physical inactivity 11.0%
Tobacco 8.1%
Alcohol 4.5%
High blood cholesterol 4.2%
High blood pressure 3.9%
Low fruit and vegetable intake 3.3%

Source: Zhao Y, You J and Guthridge S 2008. Burden of Disease and Injury in
the Northern Territory, 1999-2003 (Draft) Unpublished.™



NT Trends In avoidable hospitalisation
19982006
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Li SQ et al. (2009) Avoidable Hospitalisation in Aboriginal and non-Aboriginal people in
the Northern Territory MJA



Organisation of Care

Northern

AStrong leadership

NORTHERN TERRITORY

AStrategiC pOlICy work Chronic Conditions

Prevention axvo Management

. STRATEGY
ACollaborations Pl

ATeaching

AData driven improvements
AAHKPIs
ACQI
ACCMM: Functional reporting

AData linkage/Research




Health Care Home Delivery System _

ATeam based PHC _
AWomb to grave ~
A Crosstraining

ACare pathways
ASTMc common conditions

Alntegrated specialist care
AEcconsults

AOutreach support
A alliedhealth

ATelemedicine
A24/7 access to care
ARadiology




Significant Health Improvements

Figure A.6  Death rates per 100 000 standard population, 19981 2031, Northern Territory
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CCMM Background
“

* 10 year history of CQI with noted limitations:
* Sample size, manual audit, time delay, patient identification

* Functional reporting commencedAugust2012
* Based on Chronic Care Model (Wagner et al.)
*O#EOTTEA #11TAEOEITO - AT AcCAIl Al

* November2012 commencedNT-wide distribution of

functional reporting to NT government primary care services
(N=49)



Informed

Activated Community Family

Patients

Chronic Care Management Model

Functional and Clinical J

Outcomes

Community

Productive Interactions
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Cultural competency

Self management
System Organization
Information systems

 Wagner 6 CCM pillars
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Decision support

Specialist
services

Prepared
Proactive
Practice
Teams




Primary Care EHR

Program Support RMP




Primary Care EHR functions

Primary Care Information System
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Northern Territory

ADecision support
A Structured care plans based on diagnostic groups
AAnnual cycle of care delegated to team members
AElectronic prescribing
AElectronic billing (fee for service)
A5Y Cardiovascular risk calculation (Framingham + 5%)

ACoordination of care
ASecure messagintiab/Radiologgnd discharge summaries
AElectronic referrals



Chronic Conditions Management Model
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* Inputs z one project manager, partime data analyst
* Qrientation and training, projectgovernance, guality assurance
* Report production

* Outputsz O E£O0T AOET T A1 8 OADPI OOET C
* Monthly patient recall lists
* 3-Monthly servicelevel report

* 3-Monthly management report



GP / SRMP, Monthly Visit List, Community Health Centre, 05-14

Client Name Client Id DOB Age Item Description Due Date
HRN 10/1/1964 49 yrs PCD GP Midyear REVIEW 4/2/2014
HRN 3/8/1964 50 yrs PCD GP Annual REVIEW 4/2/2014
HRN 2/20/1986 28 yrs PCD GP Midyear REVIEW 4/2/2014
HRN 4/24/1957 57 yrs PCD GP Midyear REVIEW 4/7/2014
HRN 10/3/2000 13 yrs 7 mths Echocardiogram 4/8/2014
HRN 4/20/1998 16 yrs RHD Consult by GP/RMP 4/10/2014
HRN 8/15/1965 48 yrs PCD GP Annual REVIEW 4/15/2014
HRN 10/18/1969 44 yrs PCD GP Midyear REVIEW 4/18/2014
HRN 9/17/1969 44 yrs PCD GP Midyear REVIEW 4/21/2014
HRN 8/23/1983 30 yrs PCD GP Midyear REVIEW 4/23/2014
HRN 2/15/1979 35 yrs PCD GP Midyear REVIEW 4/27/2014
HRN 2/27/1991 23 yrs Echocardiogram 4/30/2014
HRN 2/11/1954 60 yrs PCD GP Midyear REVIEW 5/1/2014
HRN 5/1/1965 49 yrs PCD GP Midyear REVIEW 5/1/2014
HRN 1/1/1954 60 yrs PCD GP Annual REVIEW 5/3/2014
HRN 9/8/1966 47 yrs PCD GP Midyear REVIEW 5/5/2014
HRN 4/15/1984 30 yrs RHD Consult by GP/RMP 5/6/2014
HRN 6/17/1981 32 yrs PCD GP Midyear REVIEW 5/7/2014
HRN 1/1/1945 69 yrs PCD GP Midyear REVIEW 5/8/2014
HRN 7/4/1987 26 yrs PCD GP Midyear REVIEW 5/8/2014
HRN 3/14/1957 57 yrs PCD GP Midyear REVIEW 5/9/2014
HRN 1/1/1937 77 yrs PCD GP Midyear REVIEW 5/10/2014
HRN 4/6/1983 31 yrs RHD Consult by GP/RMP 5/12/2014
HRN 2/5/1972 42 yrs RHD Consult by GP/RMP 5/13/2014
HRN 7/1/1951 62 yrs PCD GP Midyear REVIEW 5/14/2014
HRN 10/31/1989 24 yrs PCD GP Annual REVIEW 5/16/2014
HRN 7/1/1948 65 yrs PCD GP Annual REVIEW 5/20/2014



3 Monthly Traffic Light Reports
\’

* Empowerment tool for frontline primary health care teams
* Includes all clients, diagnoses, meds, labs

* Key components
* Program goals & NT Key Performance Indicators
* Management journey for T2DM and CVD
* Medication reports (safe prescribing)
* Workload management



