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Section 1. Introduction

The Self-Management Mapping Guide (SMM Guide) has been developed to support Primary Care Partnerships (PCPs)
and member agencies to undertake a mapping of self-management support in their local catchment.

The SMM Guide provides:

« An overview of the benefits of mapping self-management

+ An outline of the self-management mapping exercise

« Definitions of terminology used

* Examples to support definitions

» An explanation of items in the self-management mapping exercises

« Instructions and examples for completing the self-management mapping templates

Rationale

The Department of Human Services (DHS) has endorsed the Chronic Care (Wagner) Model' approach for developing
models to support clients with chronic disease. The Chronic Disease Management Program Guidelines for

Primary Care Partnerships and Community Health Services’ provides a description of the model and outlines six
interdependent elements that encourage high quality chronic disease care. Self-management support is one element.

Self-management promotes the concept of consumers being actively engaged in their own health care. Self-
management principles aim to optimise people’s capacity to manage the risk or impact of chronic illnesses over
the lifespan and along the care continuum. Support is provided to clients through a range of self-management
approaches to empower and educate them to manage their own health and health care.

Self-management has been identified in the National Chronic Disease Strategy® as a key component of routine health
care. For self-management principles to be embedded throughout the continuum of chronic disease prevention and
care, a major cultural shift in work practices and service delivery is required.

All PCPs now receive recurrent funding for Integrated Chronic Disease Management (ICDM)* to facilitate service
system integration and change management in support of a coordinated approach to the planning and delivery of
services for clients with chronic disease. An identified priority for this funding, reflected in PCP Community Health
Plans, is systems support to enhance the provision and coordination of self-management approaches across PCP
catchments. All PCPs are expected to map self-management interventions within their local catchments.

Purpose of mapping self-management activity

The mapping of self-management activity within PCP catchments aims to provide DHS, PCPs and agencies with a
greater understanding of the current service system and to build capacity within the sector. Itis intended that the
mapping exercise will provide:

« information at the local level about self-management support including: providers; access and equity; types of
interventions; service capacity; barriers and enablers; workforce capacity and training needs.

« an overview of current practice to inform future policy development and both integrated chronic disease
management and self-management activity more broadly.

Mapping templates (refer Appendix 1 and 2) have been developed to assist in the collection of baseline information.

Wagner, E., Austin, B., Von Korff, M. (1996) Organizing care for patients with chronic illness. Milbank Quarterly, 74, 511-544.
? http:/ /www.health.vic.gov.au/communityhealth /downloads/cdm_program_guidelines.pdf
® National Health Priority Action Council (NHPAC) 2006, National Chronic Disease Strategy, Australian Government Department of Health and Ageing, Canberra
* http://www.health.vic.gov.au/pcps/strategy/index.htm#reporting
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Benefit of participating in the self-management mapping exercise

The self-management mapping exercise provides an opportunity for PCPs and agencies to:

* identify gaps in self-management support

« define agency self-management support roles and responsibilities.

PCPs may also wish to take advantage of the mapping exercise to collect additional data or local information. For
example, there may be interest in having more information concerning training needs; understanding the application
of self-management practice in the context of other conditions eg. drug and alcohol programs, or mental health; a
better understanding of the supervision practice for self-management practitioners; exploring the commitment to the
further development of self-management approaches in the sector.

Outline of self-management mapping exercise

The self-management mapping exercise involves a number of key steps, including completion of the mapping
template. The mapping template will form part of a broader exercise to provide local information about referral
pathways, feedback, access and the GP role in self-management support.

Many PCPs may already have commenced preliminary work in planning the mapping of the local self-management
interventions, in particular, the identification of the local agencies to be involved. The key steps in the self-
management mapping exercise are:

Step 1:

Timeframe:
Responsibility:

Self-Management Mapping Templates and Self-Management Mapping Guide provided
to PCPs

An electronic copy of the Sel-Management Mapping Template and the Self-Management
Mapping Guide to be sent to PCPs and available on the DHS website.

October 2007
DHS

Step 2:

Timeframe:
Responsibility:

Forward Self-Management Mapping Guide and templates to identified agencies

Agencies currently involved in self-management support and participating in the mapping exercise
are sent or able to access the Self-Management Mapping Guide and Templates.

October 2007
PCPs

Step 3:

Timeframe:
Responsibility:

Complete Self-Management Mapping Template with agencies

PCPs need to develop appropriate mechanisms and processes to collect the self-management
information. In consideration of local needs and agencies, PCPs may also choose to collect other
local information in addition to the data questions in the template.

October — end November 2007
PCPs

Step 4:

Timeframe:
Responsibility:

Self-management mapping information sent to DHS

Completed self-management templates submitted to DHS for collation on DHS database and for
statewide analysis.

November /December 07
PCPs/agencies
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Step 5:

Timeframe:
Responsibility:

DHS Reports sent to PCPs

Agreed information products including catchment information mapped against statewide
averages and local burden of disease data provided to PCPs for distribution to agencies.

January 08
DHS

Step 6:

‘Analysis’ of catchment information

The DHS report, which includes both statewide and catchment level information, is interpreted in
the context of the local catchment demographics and informs planning and any additional work
required to progress local sel-management service support.

Timeframe: | January to April 08
Responsibility: | PCPs
Step 7: | PCP document action plan
The updated ICDM section of the PCP Community Health Plan includes actions to enhance local
self-management such as:
+ addressing identified gaps in self-management support activity
* a process for agencies to define their roles and responsibilities in relation to the provision of
self-management interventions for people with chronic disease.
Timeframe: | June 08
Responsibility: | PCPs

Roles and Expectations

The following table provides an outline of the roles and expectations for stakeholders:

Stakeholder

Roles and Expectations

DHS

* Provide Self-Management Mapping Template and Guide

* Provision of support to PCPs

+ Data entry of completed paper based Self-Management Mapping Templates

+ Administration of database to collate and analyse mapping templates

+ Provide report back to PCPs providing both statewide and catchment level information

PCP

+ Identify agencies to complete the survey
+ Develop methodology for local collection (eg identify who will administer; organise focus group etc)

+ Determine additional information required (if any) which is outside the scope of the mapping
template

« Facilitate agency completion of the Self-Management Mapping Template using the
Self-Management Mapping Guide and DHS support as required

« Develop an action plan in consultation with member agencies

Agency/
Program area
within an
organisation

* In consultation with the PCP
- identify the appropriate person to complete the Self-Management Mapping Template
- gather available information to complete Self-Management Mapping Template
- identify additional information required to develop an action plan
- complete the template or provide PCP with information to complete
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Section 2. Scope of self-management mapping exercise

This section describes:
« the scope of the self-management mapping exercise

« information about the Self-Management Mapping Template and how it should be used. (Refer to Section 4 for
instructions in using the mapping template.)

Scope of the exercise

+ Self-management Models

While there are a variety of chronic disease self-management models, both formal and informal, in Victoria, this
mapping exercise is focused on the dominant evidence-based models. It encompasses self-management support
interventions for both group and individual settings. These include:

« Stanford University School of Medicine Chronic Disease Self-Management program (‘Stanford’ also known as
‘Lorig’ or ‘Better Health Self-Management’)

* The Flinders Model of Chronic Condition Self-Management (‘Flinders’)

» Motivational interviewing

* Health coaching including:
- Coaching patients On Achieving Cardiovascular Health (COACH) program
- Patient Engagement And Coaching for Health (PEACH) program

+ Self-management Skills and Outcomes

For the purposes of this survey, an approach which promotes in the client the development of 3 or more of the 5 skills
described in Wagner’s Chronic Care Model is considered a sel-management intervention. Eg.

* Problem solving

 Decision making

* Resource utilisation

« Patient-provider relationships

» Taking action

Similarly, for the purposes of this exercise, an approach which has 3 or more of the following 5 client outcomes as
described in the Flinders Model’ is also considered a self-management intervention.
ie clients:

+ Know their condition and various treatment options;

» Negotiate a plan of care;

» Engage in activities that protect and promote health;

» Monitor and manage the symptoms and signs of the condition/s; and,

» Manage the impact of the condition on physical functioning, emotions and interpersonal relationships.

° Flinders University Model of Chronic Condition Self-Management. Refer to: http://som.flinders.edu.au/FUSA/CCTU/Self-Management.htm
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* Mapping templates
Mapping templates have been developed to collect minimum data relating to self- management support, as well as
providing the opportunity to capture data on other evidence-based self-management interventions. PCPs and
agencies will use the generic Self-Management Mapping Template whilst a specific template has been developed
for use by Divisions of General Practice.

The minimum data to be collected will include:

* Personnel: The number of staff trained and the number of staff active in delivery of the following models/
approaches: Flinders; Stanford; motivational interviewing; health coaching; disease-specific self-management
models/ approaches; and other models/ approaches.

* Barriers and enablers to providing self-management interventions
* The setting of the delivery of self~-management interventions
« For group programs only in the financial year 06,/07:
- Program frequency: The frequency of group programs for 06/07.

- Average group size: The average number of participants per group during 06/07

Refer also to Section 3 for further information and definitions concerning self-management and core concepts.

Who should complete the exercise?

With support from the PCP, the template is to be completed by the relevant person in an organisation or where more
appropriate, a relevant person in the program area within an organisation, which is providing chronic disease self
management support. Section 3 provides a definition of self-management and its core concepts. Although the
primary interest is in programs that meet this definition and address the identified core concepts, other
interventions/approaches should be included in the survey (refer page 17-18).

Chronic disease self-management interventions may be found in a wide range of agencies and be part of many
different types of services. There is an expectation the Community Health Services will complete the mapping
template as part of the requirement to participate in PCP reporting requirements as described in the Primary Health
Policy and Funding Guidelines 2006-09.°

The survey should attempt to include all relevant agencies and services where self-management support is being
provided. To ensure that mapping of these programs is as comprehensive as possible, PCPs should approach their
member agencies as well as other agencies that are likely to deliver chronic disease self-management support within
their catchment. Other providers may include’:

» Peak bodies (eg Arthritis Victoria, Diabetes Australia Victoria, International Diabetes Institute, Heart Foundation)
 Support or self-help groups

« Commonwealth-funded rehabilitation facilities

* Private hospitals

« Private foundations and rehabilitation facilities

+ Care coordination services

« Divisions of General Practice*

» Women’s and Youth Health centres

¢ Primary Health Policy and Funding Guideline 2006-09. http:/ /www.dhs.vic.gov.au/rrhacs/primarybranch.htm#pfplan
” NB: As some of the listed agencies may provide services across multiple PCPs catchments some co-ordination may be required to minimise duplication.



6 Self-Management Mapping Guide

PCPs and member agencies will need to use local knowledge of self-management service delivery to identify the
appropriate person to complete the template. Other strategies may be necessary to locate additional providers who
may contribute to the mapping exercise and / or the broader PCP work around self-management mapping.

As required, DHS support will also be available.

* NB. A specific template has been developed for use by Divisions of General Practice. Divisions are to use this
template in preference to the generic SMM template. Refer to Section 5.

Where to access the guide and templates

Both the generic template and the template for use by Divisions of General Practice are located at:
http:/ /www.health.vic.gov.au/pcps/publications/self-management.htm

Where to send completed template

Email to: caroline.frankland@dhs.vic.gov.au or send to Caroline Frankland, Primary Health Branch, Department of
Human Services, Level 19, 50 Lonsdale St, Melbourne 3001.

What will happen to the information submitted to DHS as part of the exercise?

The information will be collated by DHS and analysed to provide a statewide picture both of the workforce capacity as
well as the actual provision of self-management support. It is envisaged that this information will be collected over
time to demonstrate the development of the service system in relation to self-management support.

What information will be provided back to PCPs?

Information will be reported back to PCPs at local catchment levels against the statewide picture. The Department
has developed a feedback template which will include the following information:

« Number of health professionals trained in providing self-management support
» Number of health professionals involved in self-management support delivery
« Types of interventions provided

» Major barriers and enablers to the provision of self-management support

Local catchment information in relation to burden of disease data for comparison

How can the information be used and built on by PCPs?

The information provided through the self-management mapping template will provide a basic picture of self-
management support across the state. It is anticipated that further questions and discussion will be required to
identify gaps and determine what action is required to build self-management support capacity.

Where can | get assistance?

In addition to the workshop for PCP staff outlining the self-management mapping, the Department will provide
telephone and email advice and support to PCPs and where required agencies.

For further information, please contact:
» Caroline Frankland — 90966934 or caroline.frankland@dhs.vic.gov.au or
* Jane Canaway — 9096 7424 or jane.canaway@dhs.vic.gov.au or

 Barbara Whyte — 9096 7203 or barbara.whyte@dhs.vic.gov.au
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Section 3. Definitions

What is Integrated Chronic Disease Management?

According to Weingarten et al.?, chronic disease management is

‘an intervention designed to manage or prevent a chronic condition using a systematic approach to care
and potentially employing multiple treatment modalities’.

From a DHS perspective, integrated chronic disease management is the provision of person-centred care in which
health services work together with the client (and / or their carer) with a chronic illness to ensure coordination,
consistency and continuity of care for clients over time through the different stages of disease progression.

While the focus of the current mapping exercise is self-management support, it is important to note that chronic
disease management is more than this. As articulated by Wagner and colleagues in their discussion of their Chronic
Care (Wagner) Model’, chronic disease management has a focus upon six key interdependent elements:

* health care organisation

« delivery system design

* decision support

« clinical information systems
+ self management support

+ and community resources.

For further information, refer to Chronic Disease Management Program Guidelines for Primary Care Partnerships
and Community Health Services - Guiding Principles, page 11".

What is self-management?

In their systematic review of chronic disease management, Zwar and his colleagues" concluded that the aim of self-
management is

‘to develop skills and confidence within patients and their families so that they can take responsibility of their own
care’ (p. 54).

They identify the Flinders Model, Stanford Model, and Expert Patient Program (EPP) as current programmatic models
of chronic disease management grounded in the practice of self-management. Self-management interventions can be
delivered in group settings as well as in one-on-one occasions of service by health care professionals.

What is meant by self-management support and/or interventions?

Self-management interventions and support aim to develop client self-efficacy. Support is provided by the practitioner
(and/or agency) and assists the client to develop their skill and capacity to ‘self-manage’ and to live with their condition.

The range of self-management interventions is broad and interventions may take a variety of forms and be provided
via a range of modalities eg. internet, telephone, mentoring or coaching, face-to-face individual or group-based
activities. The aim of most, however, is that clients develop five key self-management skills.

Weingarten, S.R., Henning, J.M., Badamgarav, E., Knight, K., Hasselblad, V., Gano, A., Jr, & Ofman, J.J. (2002). Interventions used in disease management
programmes for patients with chronic iliness - which ones work? Meta-analysis of published reports. BMJ, 325 (7370), 925-. Available at:
www.bmj.com/cgi/content/full /325/7370/925

? Wagner, E., Austin, B., Von Korff, M. (1996) Organizing care for patients with chronic illness. Milbank Quarterly, 74, 511-544.

° Available at: www.health.vic.gov.au/communityhealth /downloads/cdm_program_guidelines.pdf

" Zwar, N., Harris, M., Griffiths, R., Roland, M., Dennis, S., Powell Davies, G., Hasan, I. (2006) A systematic review of chronic disease management. Research Centre
for Primary Health Care and Equity, School of Public Health and Community Medicine, UNSW. Available at:
www.anu.edu.au/aphcri/Domain/ChronicDiseaseMgmt/Approved_3_Zwar.pdf



8 Self-Management Mapping Guide

What are the key self-management skills?

In the Chronic Care Model, Wagner and his colleagues identify five self-management skills that form the core of self-
management programs. The skills are:

* Problem solving

 Decision making

» Resource utilisation

« Patient-provider relationships

» Taking action

Similarly, the Flinders Model™ views self-management as the client (and family/carers as appropriate) working in
partnership with their health care provider to:

« Know their condition and various treatment options;

* Negotiate a plan of care;

» Engage in activities that protect and promote health;

» Monitor and manage the symptoms and signs of the condition/s; and,

» Manage the impact of the condition on physical functioning, emotions and interpersonal relationships.

NB: For the purposes of this exercise, an approach which incorporates the development of 3 or more of the 5 skills
and / oroutcomes above is considered a self-management intervention.

Is client education a self-management intervention?

Client education is the information-based instructions clinicians provide to clients and/or carers. In itself education
is not a sel-management intervention, as it does not achieve client self-management outcomes as detailed above.
However, client education is seen as a core component of self-management as it is essential that the consumer
develops knowledge about the condition and an ability to identify and manage symptoms to be able to positively and
actively engage in their own health care.

Program-based approaches to self-management

There are a number of program-based approaches to self-management, some of which require specific training and
others that do not. Three program-based approaches are described below:

1. The Stanford Chronic Disease Self-Management Program®

Developed by Stanford University, the model is a structured group program that runs over six sessions for people
with arthritis or osteoporosis, or any chronic health problem. The program is often referred to as Better Health
Self-Management or the Lorig Model. Two trained leaders (may include a peer leader) facilitate the sessions. Topics
include:

» Techniques to deal with problems such as frustration, fatigue, pain and isolation
* Appropriate exercise for maintaining and improving strength, flexibility and endurance
* Appropriate use of medications

" Flinders University Model of Chronic Condition Self-Management. Refer to: http://som.flinders.edu.au/FUSA/CCTU/Self-Management.htm
¥ Stanford Chronic Disease Self-Management Program. Refer to: http://patienteducation.stanford.edu/programs



Self-Management Mapping Guide 9

» Communicating effectively with family, friends and health professionals
* Nutrition

« Strategies to evaluate new and alternative treatments.

Training requirements:
+ 3 day training (for both health professional and peer leader)
+ Capacity to become an accredited trainer

+ Alicence is required to run the program

2. The Flinders Model™

Developed by the Flinders Human Behaviour and Health Research Unit, the one-on-one model is a generic set of
tools and processes where the interventions and actions in the care plan are tailored to the identified needs and
priorities of the individual. The model enables clinicians and clients to undertake a structured process that allows for
assessment of self-management behaviours; collaborative identification of problems and goal setting; and the
development of individualised care plans. The tools include:

» Partners in Health Scale
« Cue and Response Interview
* Problem and Goals Assessment

« Self-Management Care Plan

Training requirements:
« Certificate of competence

- 2 day training course

- Three completed Flinders assessments and care plans
» Accredited trainer

- Certificate of competence

- Additional 2 day training course

* Alicence is required to run the program

3. Expert Patient Program (EPP)"

Developed in the U.K., the Expert Patient Program (EPP) develops the role of the patient in their own care. Pilot EPP
courses began in May 2002.

The chronic disease self management program comprises a six-week generic training course for adults with a chronic
disease run in Primary Care Trust (PCT) sites. Although no formal evaluation has been undertaken to date, it has been
deemed a success in terms of the number of PCTs taking part and the numbers of courses run.

Training:
Local training is not available however EPP materials are available from the U.K. Department of Health website.

“ Flinders University Model of Chronic Condition Self-Management. Refer to: http://som.flinders.edu.au/FUSA/CCTU/Self-Management.htm
' Expert Patient Program (EPP). Refer to: www.expertpatients.co.uk /public /default.aspx
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+ Readiness to change is not a client trait, but a fluctuating product of interpersonal interaction

+ The relationship between practitioner and client is more like a partnership or companionship than an expert.
In many instances, strategies employed during motivational interviewing are based on the Stages of Change model.”

2. Health Coaching”

Health coaching is a practice in which trained health professionals apply evidence-based principles and techniques
from health and coaching psychology to assist their clients through attitude and behaviour change to achieve positive
health and lifestyle outcomes.

Health coaching interventions help health professionals to motivate clients with chronic illness toward readiness to
change; assist clients to change unhelpful thinking patterns; and encourage self-regulation and self-management of
lifestyle risk factors and treatment regimes.

Examples of telephone based, health coaching models include interventions such as:
« the Coaching on Achieving Cardiovascular Health (COACH) program
* Patient Engagement And Coaching for Health (PEACH)

3. Action Planning™

Action planning recognises that people may develop an intention to change their health behaviour however they
might not take any action. This discrepancy has been labelled the “intention-behaviour gap”. Action planning is
an approach by which ‘action’ (i.e. the uptake of desirable self-management behaviours) is facilitated in clients.
Action planning, self-efficacy enhancement, and action control play crucial roles.

Action planning involves two phases:

1. The motivational phase - where a person develops an intention to change, based on self-beliefs such as risk
perceptions, outcome expectancies, and perceived self-efficacy.

2. The volitional phase - where the intended behaviour must be planned, initiated, maintained and relapses
managed.

4. Building Habits”

The Building Habits approach to self-management suggests that ‘healthy habits’ are the product of automated
cognitive processes.

Healthy habits are capable of being automatically activated by situational features that normally precede these
behaviours. These habits enhance health as a result of their consistent performance over a long period of time.

Obstacles to the formation of healthy habits are identified and suitable interventions that may anticipate these
obstacles are planned for, and actioned as needed.

'® Refer to http://www.cellinteractive.com/ucla/physcian-ed/stages-change.html
' Refer to: www.healthcoachingaustralia.com

“ Sniehotta, F.F., Scholz, U. & Schwarzer, R. (2005). Bridging the intention-behaviour gap: Planning, self-efficacy, and action control in the adoption
and maintenance of physical exercise. Psychology and Health, 20(2): 143-160.

' Aarts, H., Paulussen, T., & Schaalma, H. (1997). Physical exercise habit: on the conceptualization and formation of habitual health behaviours. Health Education
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Section 4. Instructions for using the generic mapping template

In this section, the definitions provided in Section 3 are applied in the context of the template. To assist in completing the

data fields of the mapping template, examples are provided below for your reference.

The template is to be completed by the relevant person in an organisation or where more appropriate, a relevant person in a

program area within an organisation with support from their local PCP. Where required, support from DHS is also available.

The template is available as an interactive word document which may be completed on-line and emailed to
caroline.frankland@dhs.vic.gov.au

NB. Divisions of General Practice are to use the specific template developed for Divisions. Please refer to Section 5.

Tip: After arranging the mechanism to capture the information, PCPs should provide a copy of the template and the
SMM Guide to the agency contact person allowing sufficient time for questions to be clarified, consideration of any
additional information to be provided and the collection of relevant information.

In addition to basic information about the organisation, this part of the survey also provides basic information about the
organisation’s approach to chronic disease management.

1. Primary Care Partnership Details (ref. p12 SMM Guide)

1.1

PCP Name | My PCP

2. Organisation Details (ref. p12 SMM Guide)
2.1 Organisation Name Happy Valley Health Service
2.2 Type of organisation Bush Nursing Centre
2.3 Campus/site (if applicable) Happy Valley
2.4 Program/Department (if applicable) | Chronic Disease Management Program
2.5  Contact Person - Name Mary Smith
2.6 Contact Person - Email cdm@hvhs.org.au
2.7 Contact Person - Phone (03) 1234 5678
2.8 lIsIntegrated Chronic Disease Management (ICDM) an organisational priority? MYes " | No
Eg. ICDM work is included in the organisation’s strategic plan, program workplans and/or staff workplans;
OrICDM work is included as a standing agenda item in the organisation’s team meetings, executive meetings
or at Board Meetings
Or ICDM work is evaluated.
2.9 Is self-management an organisational strategic goal? MYes | No
eg Self-management is part of program and staff workplans
or Training in self-management is a workforce development priority
or sel-management is an agenda item at team meetings.
2.10 Does your organisation provide specific chronic disease management program/s? M Yes | | No

eg HARP-CDM, EIiCD, Diabetes self-management



3. Self-Management Staff Profile

Refer also to the Self-Management Mapping Guide, Section 3 - Definitions
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This part of the survey collects information about staff training and service delivery. This information will potentially
assist PCP staff and agencies to identify training needs and where programs /services may be required or further
developed. Given that the area of self-management is a relatively new area of work, the information will also be
used by DHS to identify further capacity building needs and to monitor training and service delivery changes of the
various self-management approaches over time.

Apart from the most commonly used interventions, the survey provides three additional fields to collect information
about interventions that fall into the category of ‘other’.

Survey fields for each approach include:

Number trained

enter number of staff trained

Number completed accreditation

enter number if applicable of fully accredited staff

Number providing self-
management support

enter number of staff providing self- management support to clients

(refer also Section 3 - Definitions)

Additional comments

enter text concerning additional local information about training.

For example:

* Availability of training

 Additional training to be undertaken

» Training that the agency would like to access
» Need for shared training or training calendar

* Issues and impact of staff turn over

« Capacity for mentoring within and / or across organisations

A completed example of a Self-Management Staff Profile follows:

Number | Number completed Number providing self- i
Approach . o ) Additional comments
trained | accreditation (if applicable) | management support
31 | Flinders 3 1 ’ The 2 staff delivering are about to
leave the agency
3.2 | Stanford 5 0 1 Also have 1 lay leader
3.3 | Expert Patient Program (EPP)
Not f Il h ff
3.4 | Motivational Interviewing 1 N/A 0 ot formally used Qwever, sta
member uses the skills learnt
3.5 | Health Coaching 0 N/A 0 The COACH telephone f;oachmg
is used — brokered service
3.6 | Action Planning
3.7 | Building Habits
. 4 Diabetes educators - have completed
.81 her - pl f N/A .
381 | Other - please specify 4 / 4 the course and provide diabetes courses
3.82 | Other - please specify
3.83 | Other - please specify
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4. Program based and other approaches

This part of the survey considers current service delivery activity. Again, apart from the most commonly used
interventions, the survey provides three additional fields to collect information about those self-management
interventions that fall into the category of ‘other’.

The collected data will provide useful information in terms of the numbers of programs delivered, mode of delivery,
service users accessing self-management interventions and referral pathways. The information will enable PCPs to
compare service delivery with current and predicted local catchment demographics and inform the development
of a service profile. This information will also contribute to building a statewide picture of current self-management
activity across the state and inform DHS in the further development of ICDM and self-management activity.

Survey fields for each approach include:

Number of groups held 2006-07

for group modes only enter number of groups held

Number of groups offered 2006-07*

for group modes only enter number of groups offered

Average size groups in 2006-07

for group modes only enter number for average size of attendance at groups

*If relevant, briefly explain why
the number of groups on offer
was higher than the number
of groups run:

enter text only if fewer group sessions were held than offered.
Reasons may include factors for example:

« Accommodation issues;
 calendar clashes;
* lack of demand;

« workforce issues such as staff absence; staff turnover; lack of
trained staff.

Disease Focus

enter value:

* Musculoskeletal - 1

« Cardiovascular - 2

* Respiratory - 3

+ Diabetes - 4

All chronic disease - 5
» Other- 6

Target population

enter value:

o All -1

* Women - 2

* Men -3

+ Older people - 4
» Young people - 5
ATSI - 6

CALD -7

* Other-8
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Delivery setting enter value:

+ Health Service - 1

+ Community Health Service - 2
+ Community setting - 3

* Home - 4

+ Telephone - 5

* Other- 6

Most common referral source enter value:

« Self - 1

« Significant others - 2

« GP/Specialist - 3

+ Health Services - 4 & 5

» Other -6

Item 4.6: Additional comments enter text for the inclusion of other information eg. referral pathways;

modifications intended for the future year; notes relating to agencies /
services that provide self-management as part of a regional service.

A worked example:

4.1 Stanford

411 Number of groups held in 2006 /07 1
412  Number of groups offered in 2006 /07* 4
413 Average size of groups in 2006 /07 6

*4.14 only if relevant Please explain why the number of groups offered was higher than the number of groups run:

Reasons why fewer groups were run than were offered was due to a number of factors
» eg: accommodation issues- appropriate size venue not available during renovation;
« calendar clashes -during Easter period the program clashed with several holidays including staff leave;
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m characteristics for each DISEASE focus program convened

Select one of the following progra
the table below using one line

using the code set provided below, completing your answers in
for each program used:
Most common

Disease Focus Target population Delivery setting referral source
Musculoskeletal - 1 All -1 Health Service - 1 Self - 1
Cardiovascular - 2 Women - 2 Community Health Significant others - 2
Respiratory - 3 Men - 3 Service - 2 GP/Specialist - 3
Diabetes - 4 Older people - 4 Community setting =3 peaith Service
All chronic disease - 5 Young people - 5 Home - 4 (external) - 4
Other (specify) -6 ATSI - 6 Telephone - 5 H_ealth Service

. (internal) - 5

CALD - 7 Other (specify) - 6
Other (specify) - 6

Other (specify) - 8

_ Target Delivery setting | Most common
nopulation referral source

mm-—_“_c—
-_ﬂ-_-_

()
Program 18
Program 19
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4.2 Flinders Model

Select one or more of the following program characteristics:

Disease Focus Target population  Delivery setting Most common referral source
|| Musculoskeletal MAII M Health Service M Self
|| Cardiovascular || Women || Community Health Service | | Significant others
|| Respiratory | Men || Community setting || GP/Specialist,
|| Diabetes || Older people || Home || Health Service
MAII chronic disease | | Young people | | Telephone || Other e,
] Other . | ATSI L] Other e
| CALD
|| Other e,

4.5 Disease Specific and other Self-Management approaches (refer definition p 10 SSM guide)

This section may include programs such as:

« disease specific education programs with a self-management focus (such as diabetes education or asthma
education).

« rehabilitation or other exercise programs with a sel-management focus

In this section it is important to capture programs that do not meet the criteria also (refer page 10). This will assist
in informing the PCP action plan. Comments regarding such programs may be included in section 4.6.

4.6 Additional comments:
« Flinders — demand is now increasing and is a time intensive approach - currently reviewing how to deliver
more effectively.

« Stanford — GP understanding and awareness of program is low. Working with the Division of General Practice
to improve. May look at doing Non-disease specific course to assist with demand issue above

» COACH - brokered service looking at brokering PEACH (diabetes coaching). Receive regular feedback from
the coach

+ Diabetes Education

- clients with gestational diabetes are seen as urgent and on an individual basis. Have noted a growth in
numbers coming through the service

- clients with Impaired Glucose Tolerance (IGT) are targeted through a funded initiative — funding due to cease
May 08 — no plan to continue dependant on funding

- clients with type 1 diabetes depending on assessment receive individual or group education and self-
management support. Practice nurse at local practice routinely assessing the clients

- clients with type 2 diabetes not routinely assessed for self-management skills due to client numbers -
self-management provision based on diabetes educator communication with client
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5. Supporting Implementation and Embedding of Self-Management

This section provides an opportunity for organisations to describe what they believe needs to occur to embed
self-management into practice and the potential role of the PCP. It may include things like:

» Development of a shared training calendar
« Facilitation of a workshop to explore referral pathways
» Development of a action plan to explore options to better meet the catchment population needs

It also specifically asks about feedback to general practice about self-management support as part of client care,
an important component of the self-management loop.

A worked example for Supporting Implementation and Embedding of Self-Management follows:

What is needed to further embed

is?
self-management into practice How can the PCP support this?

5.1 At the practitioner level

Opportunity for practitioners recently trained Schedule of skilled practitioners who are prepared
to access mentoring from skilled practitioners to mentor colleagues

5.2 At the organisational level

Development of way to better engage Facilitate workshop with Division, general
and feedback to general practice practice and CHS to identify issues and strategies

5.3 At the PCP catchment level

Increased knowledge of self-management Facilitate workshops and training sessions
delivery across the catchment to minimise for practitioners
duplication
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5.4 |s feedback about self-management support provided to general practitioners as
part of client care?

Routinely | | Sometimes M Occasionally | | Never | |

The final question on the template relates to barriers and enablers to the provision of self-management support
from the perspective of the organisation. This information will be beneficial for further discussion in progressing
self-management. The question aims to identify factors that have assisted organisations as well as the challenges
in the development and embedding of self-management across the PCP catchment.

An example:

5.5 What are the barriers to providing self-management support at an agency level?

Select up to three of the following.

Limited access to self-management traiNiNg .....oc.eoeoieee ettt
HIGN STAIT LU OV .ttt ettt et e ettt et e bt e ee e bt st enbeseeeneenees
Low demand for self-management iNtErVENTIONS ......oviiiiiieieeee e e
Limited facilitation of change management re ICDM including self-management support ....................
TIME INEENVENTIONS TAKE ..utiuieiietietieteet ettt ettt eb bttt s e st s e se s e e eneens
Other priorities fOr CIMICIANS ......oviiiiiieieeie ettt ettt ettt ste b e aeeteesseeseesseeseessesseessensens

VENUE AVAIADIIITY .ttt ettt ettt ettt ettt enes

T o m m O O W >

VEBINUE CAPACIEY ..etteute ettt ettt ettt ettt ettt ettt et e e et et e b e e st esbeeseestesseesbesse et e ensanseessenseeseanseeneansenseensanses

Peer leader availability (StaNfOrd ONIY) ....ooeeieeee e e
J Limited referrals from general PracliCe ..ot
K Staff resistance to ChaNGe PraCliCe ....o.uiiiiieeiee ettt

Lack Of MaN@ZEMENT SUPPOI .....cviiuieieitiete ettt ettt ettt ettt ettt ettt eete e e ebe s e beeaeesseeneessesnes

OO 00O OO OO

M Other: PIBASE SPECITY weouviiieiiiiieiieie ettt ettt ettt ettt et eete et e eaeesbesseeasesseeseesseeseessesseessensens
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Section 5. Self-Management Mapping — Divisions of General
Practice Template

The template for Divisions of General Practice undertaking the self-management mapping survey whilst similar to the
generic Self-Management Mapping Template, relates specifically to work and activities that Divisions undertake in
providing training and support to general practice.

For those sections that remain the same as those in the generic SMM template, the Divisions are referred to Section
4 for guidance in completing those areas. The following section has been specifically written to explain the
differences.

1: Primary Care Partnership Details

Please refer to Section 4, p12.

2: Organisation Details

Please also refer to Section 4, p12.
2.3 Areas Covered - A free text section allows for the listing of the postcodes that are relevant to this survey.

Free text sections (questions 2.7 & 2.8) have been included here to capture information about the specific
self-management programs that are promoted by GPs. Information about how the Divisions supports GP
referral to these programs is also asked.

2.7 What are the specific self-management programs that your Division promotes?
Please list / describe.

Please refer to Section 3 for a description of self-management interventions. For the purposes of this exercise,
an approach which incorporates the development of 3 or more of the 5 skills and / or outcomes described in
Section 3, p10 is considered a self-management intervention.

List the sel-management interventions that are promoted by the Division. For example:
« Stanford program at the community health service
+ Asthma education program at the health service
2.8 In what ways is the Division supporting GP referral to these programs / services?

An example is provided below of some responses:

+ The Division works closely with Happy Valley Health Service, chronic disease management program.
+ The program provides diabetes education which incorporates self-management skills.

+ The program manager has spoken at a couple of meetings about the program.

+ The Division provides program updates in the weekly fax.

+ The Division also provides dates of the Stanford arthritis program in the weekly fax.

+ As part of the GP liaison officer role, practice visits are undertaken which provide information about
self management support and how to referral to the chronic disease management program.
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3. Self-management courses/training facilitated by the Division of General
Practice during the 2006-07 financial year for practice nurses and general
practitioners

This section relates to training in self-management interventions that the Division of General Practice has facilitated
for practice nurses and general practitioners. It is anticipated that the data will provide insight into the exposure to
self-management support. Apart from the most commonly used interventions, the survey provides three additional

fields to collect information about interventions that fall into the category of ‘other’.

Please also refer to Section 3 — Definitions, p9.

Survey fields for each approach include:

Number practice nurses trained enter number of practice nurses trained in sel-management interventions
Number general practitioners enter number of general practitioners trained in self-management
trained interventions

Number of general practices

. enter number of general practices involved in training program
involved 8 P & Prog

Number completed accreditation enter number of fully accredited staff

or N/A if unknown

Additional comments enter text concerning additional local information about training.
For example:

+ Availability of training

+ Additional training to be undertaken

+ Training that the Division would like to access

+ Need for shared training or training calendar

* Issues and impact of staff turn over

A worked example:

Number Number of
. Number general Number
practice " General "
Approach Practitioner . completed Additional comments
nurses . Practices .
; trained . accredited*
trained involved
31 Flinders 3 1 : 9 1 practice nurge about to
leave the practice
3.2 | Stanford
Not f Il h
3.3 | Motivational Interviewing 1 N/A 0 ot grma y used owever.,
practice nurse uses the skills
3.41 | Other - please specify 2 0 1 2 Diabetes nurse educator
3.42 | Other - please specify
3.43 | Other - please specify

* N/A if unknown
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4. Program based and other approaches

This part of the survey considers current service delivery activity. Please refer to Section 3 for a description of the
various self-management interventions and Section 4, p16 for a description of the survey fields and a worked
example. Again, apart from the most commonly used interventions, the survey provides three additional fields to
collect information about self-management interventions that fall into the category of ‘other’.

5. Supporting Implementation and Embedding of Self-Management

Complete this question only if the Division of General Practice is engaged in direct service delivery of
self-management interventions.

This section provides an opportunity for Divisions to describe what they believe needs to occur to embed
self-management into practice and the potential role of the PCP. It also specifically asks about feedback
to general practice about self-management support as part of client care, an important component of the
self-management loop.

Please refer to Section 4, p 18 for a worked example.
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