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A refresher on what we are talking about when we say Integrated Chronic Disease Management.
Ed Wagner’s definition is ….. [READ SLIDE]
Acknowledge that our health system is largely designed to cater to acute conditions, broken legs and car accidents, and long-term needs of people with chronic diseases like diabetes and many other conditions are not well supported.  We need a new approach, and the new approach calls for broad system change.
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Risk factor prevention and chronic disease management aims to deliver:
decrease in chronic disease presentations
delay in the development of chronic disease; and 
reduction in complications associated with chronic disease
LaTrobe University provides this depiction of the decreased morbidity that may be possible from effective management of chronic disease and risk factors.  
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The Wagner model, which has been endorsed by the Primary Health Branch,  identifies the essential elements FOR IMPROVING CARE in a health care agency or system at the community, organisation, practice and patient levels. The elements are interdependent components, building upon one another. 

Evidence-based change concepts under each element, in combination, foster productive interactions between informed clients and health care providers. 

As its ultimate goal, the chronic care model envisions an informed, activated client interacting with a prepared, proactive practice team, resulting in high quality, satisfying encounters and improved outcomes.

Developed in US in 1998 - Most chronic care policies in developed countries draw on the Wagner model to some extent:
UK, Canada, Australia, Ireland, New Zealand – Wagner visited one PHO (Counties Manakau) in New Zealand and declared it the best implementation of the model he had seen 
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Work was done by improvement teams, known as collaboratives involving clinicians, managers and sometimes patients using change management and improvement practices eg PDSA cycles 

Early Collaborative were also supported through sharing forums and consultancies from Wagner et al
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Canadians have focused on these components of the model and aligned them with health promotion language and evidence – Expanded Chronic Care Model – Barr, Robinson, Marin-Link et al published in Hospital Quarterly Journal in 2003.
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Self-management support is what health care practitioners provide to assist a person with their self-management practices, and to support their self-efficacy and ability to effectively self-manage.
can be provided through a range of strategies and approaches – individual and group based, face-to-face or by phone, a part of a clinical intervention and/or as a separate interaction with the person with chronic disease
Includes not only the provision of information but assistance in practical application of health information through goal setting and problem solving
Is not just an intervention, it is a philosophy to entire approach to how a clinician works in partnership with people with chronic disease. 
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RATIONALE FOR DECISION SUPPORT:

DIABETES
Using Medicare data, it is estimated that only
27 per cent of people with diabetes met the
minimum testing frequency for HbA1c tests in
1999–2000.
2007 UPDATE: No new Medicare data available , and other studies have shown highly variable results (46% - 80%) but only count 'registered' clients.

SMOKING CESSATION
GPs in Australia typically identify 65 per cent of
their patients who smoke and provide cessation
advice or counselling to only about half of
these.[7–9] These figures have remained
virtually unchanged for the past 10 years.[10]
2007 UPDATE: Advice rates have not changed but it has been found that advice rates are higher where clinicians have received feedback
or incentives to become involved in smoking cessation. 

ASTHMA
Half the people with asthma for whom preventers would be beneficial
are not taking them regularly.

PREVENTING STROKE
16 per cent of patients (with atrial fibrillation) studied were receiving warfarin
to prevent stroke, but a further 64 per cent
could have been receiving it if published clinical
guidelines were applied.
2007 UPDATE:  Increase in studies and awareness of issues.  NSW study found that of those with AF, 46 per cent were taking warfarin if they were from an English-speaking background but only 5 per cent were doing so if they were from a non-English speaking background.[22]
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A significant amount of work is underway to implement chronic disease self-management approaches.
Didactic education doesn’t work:
TWO COHRANE REVIEWS – SYSTEMATIC REVIEWS FO ALL AVAILABLE QUALITY EVIDENCE
People with Type 2 diabetes receiving group-based training, when compared to 'routine care' are more likely to:
reduce their diabetes medication
have a higher level of diabetes-related knowledge 
have decreased glycated haemoglobin levels in the short, medium and long term 
show improved fasting blood glucose levels 
have lost weight in the longer term (12 to 14 months) 
have lower systolic blood pressure in the short term 
feel empowered or adjust to illness better 	

There is also a Cochrane review looking at diabetes specialist nurses more broadly:

Specialist nurses in diabetes mellitus
It concludes: 
The presence of a diabetes specialist nurse / nurse case manager may improve patients' diabetic control over short time periods, but from currently available trials the effects over longer periods of time are not evident. 

There were NO significant differences overall in hypoglycaemic episodes, hyperglycaemic incidents, or hospital admissions. Quality of life was not shown to be affected by input from a diabetes specialist nurse/nurse case manager.

Self-management and ideally group-based, peer-learning efforts do improve outcomes and sustain changes.

Findings of all attempts to implement highlight the need to work not just on clinical practice but on other elements of health service – as well articulated in the CCM.

For example:

Intensive (and effective) form of self-management support is a 6 week program with HP and peer leaders, eg Stanford/EPP.

SLIDE

How this occurs is not just about clinical practice change but cooperative, broad-based improvement in many different areas of the health system to achieve the necessary change:
Delivery system design – clear responsibilities for different parts of team – and relationships between them
Community resources – availability of programs to make referrals
Clinical information systems – monitoring improvements in clients health; sharing goals set during such programs
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Increasingly, it is being acknowledged that the Wagner model work needs to be undertaken at what the United States call a regional level, but we might call a catchment or PCP level, or in some instances across a whole DHS region.

A seminal publication by Wagner and colleagues in 2006 is “It Takes a Region: Creating a Framework to Improve Chronic Disease Care”.  

Whilst this work acknowledges that there has been little if any evaluation of regional improvement and change programs to date – it calls for such research to be done immediately – and instead of waiting for the most solid evidence, draws on what is available to create a framework for regional work – ‘observational evaluations of experience’:
10 years of implementation of the CCM – practical learnings from work of Collaboratives doing this – both those 4 as part the sponsored collaboratives and others on their own

This ask two questions for ‘regions’ getting started in this work [READ SLIDE]

This is work that has been done by PCPs since their establishment, and is a perfect foundation for ICDM.
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HOT OFF THE PRESS – PUBLISHED THIS WEEK!

Senior Leaders: allocate resources, remove roadblocks, spread change
Clinical Champions: practicing providers, usually physicians or nurses, respected opinion leaders
Day-to-day Champions: administrative leaders keep up momentum, convene and coordinate colleagues, oversee implementation

Improvement strategies:
CCM
Model for Accelerating Improvement, includes PDSA
Going Lean in health Care – Toyota
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