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Key Demographics:
e 21.5 million people
e 550,000 Indigenous (2.5%)

e 625,000 New Zealanders (15% of NZ)

Health Score Card

Life expectancy: 83Y (#10)
Spend: 3,800 pp (SUSD)
9.5% of GDP
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The world’s worst newspaper



NT Health Providers
- Aboriginal Medical Services

AMSANT Alliance Northern Territory

Aboriginal

Shared health

NT Government information



Clinical context — tough job

e 34,000 mobile patients over 1.4 million Km?

e Triple whammy: IFD/Low SES/Chronic diseases
* Nurse led primary care + Aboriginal workers

e High staff turnover (non-Aboriginal)

e Language/Cultural barriers

e Evolving IT

 Distance!



Indigenous Demography



Social Determinants of Health dominate

Major health risk factors and contribution to
the total burden of disease in NT

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the Northern Territory, 1999-2003 (Draft) Unpublished.™
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NT Trends in avoidable hospitalisation

1998-2006

Hospital
separations NT Indigenous
per 100 000 _
E vaccine
18000
O Acute
16000

O chronic
14000

12000
10000
8000
6000
4000
2000

0

e & ¢ & &

)
) S
) %) Q QA Q9 o »
3 ) Q Q Q S Q

N S N N

Hospital _
separations NT non-Indigenous
er 100 000 .
P [ vaccine
18000
O Acute
16000 )
O Chronic
14000
12000
10000
8000
6000
4000 o
)
Q &V $) > 2] ©
¥ DI M

Li SQ et al. (2009) Avoidable Hospitalisation in Aboriginal and non-Aboriginal people in

the Northern Territory MJA




Medical/Nursing Workforce

o Multiple strategies implemented over decades

® Undergraduate
Rural Health clubs, Rural training schools, Rural student intake
Bonded medical school placements
Rural training rotations, John Flynn Scholarships
® Prevocational
Electives
Placements in rural medicine
® Vocational

Regional training providers

Flexible training, Incentives

~
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Figure A.6
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Take-home Messages?
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Chronic Care Management Model

Functional and Clinical 1

| Outcomes
Productive Interactions
; ‘ P d
Informed A A
Activated Community Family

Patients Toame

Specialist Proactive
@ @ Clinic services Practice

Cultural competency

Community
Self management
System Organization
Delivery systems
Decision support

Information systems

Wagner 6 CCM pillars







Policy &
Community Environment

* Free healthcare
* Free medication
e Aboriginal governance

e Local health networks
e Hospital + PHC

e Primary Health Care
* NGO collaborations

e Specialist integration &
outreach

RED LILY HEALTH BOARD

WORKING TOGETHER FOR BETTER HEALTH IN WEST ARNHEM



IT system + Data linkage



Decision Support

e Standard treatment manuals
e Standing orders
e EBM — peer reviewed
e Care plan protocols

e Electronic prescribing
e Safety functions

e Electronic FFS billing
e 24/7 phone support



Delivery System

e Team based PHC

e Womb to grave
e Cross-training

e Care pathways
e STM — common conditions

* Integrated specialist care
e E—consults

e Qutreach support
 allied health

e Telemedicine
e 24/7 access to care
e Radiology



Self-management



Organisation of Care

Strong leadership
Strategic policy work
Collaborations
Teaching

Data driven improvements
— AHKPIs
— CQl

— Functional reporting

Data linkage/Research



Key Performance Indicators (N=22)



Quality Improvement



Levels of system improvement (measured by ACIC scores
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Systems assessment tool
Staff ratings of health centre systems

Organisational influence

Integration - ~ External linkages

Information systems { X\ /"7--) Self-management sopport

Delivery system design - ~Decision support

Baseline @ Year 1 @ Year 2



Traffic Light Report

Version 8.2

Program Targets

PCD Annual Review past year :
Cardiovascular Risk Assessment ;
CVRAHigh and BP<130:
CVRAHigh and Total Chol <4 :
Diabefic and HbAlc <8%:
Diabefic and ACR<30 :

NON Smoker :

NT AHKPI's

KPt 1.7 (Diab/HD GPMP last 2 years )

KP!I 1.8" (Diabetics & HbA 1c past year)
KP! 1.9 (Diabetes, 1 ACR on ACEorARB)
KPf1.10 (AHC 15-55 years age)

KPI1.11 (AHC 55 years and alder)

Cardiovascular Risk
ATSI Clients age 20 and over:

ATS| Clients w ith CVRA last 2 years

Cardiovascular Risk Category
HIGH RISK :

MOD RISK:

LOWRISK:

NO CVRAASSESSMENT :
Total CVRA Assessments :

CVR Manageme nt Journey

Cardiovascular Risk - HIGH : 136
Systolic BP (target < 130) :
Total Cholesterol (target <4.0) :
Smoking Status :
Diabetes AND HiCVRA : 76 patients

Current
%

Current
200%
89.1%
66.7%
1.7%

791
328

All clients
136
63
129
463

328
41.5%

PROCESS
Measured

127
126
121

Program Goal
80%
80%
80%
80%
80%
80%
90%

PCD Clients
132
37
3
34

202
86%

INTERVENTION
On Rx

73 on BP meds
71 on statin

50 on aspirin

e 0®

415%

Non PCD

4
26
96

429
126
23%

OUTODME
To target

7
30
32
50

CONFIDENTIAL INFORMATION : Restricted to use in Remote Health Clinics

Total Population : 1574

ATSI Population: 1359 Dato Extract:  Now13
Non-ATSI Population: 215
Program Target Progress Known Data Issues
rg 1. Some Care plans which have
"ICurrent  Goal 2014 [1Goal 2015 “completed"” as opposed to being "de-|
100% activated” may still appear an list ag
90% | active.
0% 2, Afew AHC plans which have been
10% 14% :F recently de-activated may still
70% 18% 19% B - | 26% appearon listas active. This will be
60% b 4 rectified with next Business Objects
e 14% (a4
50% 19% | - .
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10% Ziy 25%-49% O
0% <25% @
Anrual CVRA BP< 130 (hol <A  HbAIc<8% Diab ACR<30 NON Smoler
Reniew
ATSI Cardiovascular Risk Profile by Age
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aox | ' -
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20% | i
10% |
|
The GAP INERTIA 0% —
>targeton R« >target no Rx 20-35 3545 45-55 55-65 65-75 Al
31 out of 50 19 out of 50
Aoutdrds | 4routolis SHIGHRISK wMODRBK =LOWRISK [NotDone
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Diabetes

PROCESS

INTERVENTION

OUTCOME The GAP

B SysBP @Total Chol O Smoking Status

Diabetes Management Joumey

Number of Diabetics : 110

100%

Systolic BP (target < 130) :
Total Cholesterol (target <4.0) :
HbA1c (interimtarget <8%) :
Diabetes & Raised ACR : (target <30) 73

PROCESS

INTERVENTION

OUTODME
To target

PROCESS INTERVENTIDN
Measured On Rx

100 59 on BPmeds 57
98 58 on statins 25
98 62 on diab drugs 51
39 onAce_ARB 55

OUTCOME The GAP

W SysBP M Total Chol BHbAlc TACR

>target on Rx

INERTIA

INERTIA
> target no Rx
17 out of 43
32 out of 73
17 out of 47
5 out of 18

The GAP

26 out of 43
41outof 73
30 out of 47
13 outof 18

INERTIA

Non Smoker

Smoker
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Functional reporting
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Average hospitalisations by average clinic visits
per person-year, NT Indigenous communities, 2007-2011
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Harkness Project

* How have health organisations extended upon
the medical home to proactively identify and
address the needs of vulnerable populations?

 Multi-level case study analysis
— Context: policy/funding/ACA
— Leadership
— Operational
— Consumer experience



Case study sites

North Carolina

Oregon

Vermont

Alaska

Blueprint for Héfﬂh

: Prori
Southcentral Foundationsgs/









