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Foreword

The Northern Territory has the highest burden of disease in Australia,
and our response to improve this situation presents a significant
challenge for all Territorians. The Northern Territory Chronic Conditions
Prevention and Management Strategy 2010-2020, provides the
framework for improving population health and wellbeing across the
Territory through reducing the incidence and impact of chronic conditions
on our communities.

Building on our achievements and impact on health outcomes over the
past ten years, we will continue to provide high quality care for people
with chronic conditions as well as extending our current services. The
Strategy, has a strong focus on health promotion and prevention across
the continuum of care and emphasises the need for a more proactive
approach.

The strategic nature of this document and the ten year timeframe,
reflects the importance and complexity of the task. Never before has
there been a greater need to empower individuals and the community
through an understanding of what causes ill health and what can prevent
it. There is not only a need to change lifestyle habits and behaviours to
enhance wellness but to create systems and environments that support
healthy behaviours.

Historically, our health system has mainly focused on detecting,
diagnosing and treating health problems. This essential change in
emphasis to prevention requires consolidating a broad range of effective
partnerships between individuals, families and communities and their
local health and family services, non-government organisations and
private sector providers.

The Northern Territory Department of Health and Families Corporate
Plan 2009-2012 identifies the prevention and management of chronic
conditions as priority policy objective. We will achieve this through
implementing evidenced based policy that targets common risk factors,
important emerging health challenges, and the social determinants of
health.

I would like to thank all those involved in the development of the Strategy
for their contribution and efforts, and | urge you all to remain engaged
and committed to improving the health outcomes of Territorians.

twd B2

Dr David Ashbridge
Chief Executive
Department of Health and Families




Executive Summary

The Northern Territory (NT) Department of Health and Families has worked
with partners in the non-government, private and Aboriginal health sectors and
consulted widely with other stakeholders to develop the Strategy. It identifies
key evidence based strategies and serves as the framework for building and
strengthening a system-wide response to prevent and reduce the impact of
chronic conditions for all people in the NT and across the continuum of care.
This is from infancy to old age, those living in urban and remote settings,
Aboriginal and non Aboriginal people.

The rapid rise in the prevalence of chronic conditions is impacting on health and
social systems nationally and internationally and is predicted to increase over
the coming decades. The prevalence of chronic conditions in the NT reflects
this national trend with the added burden of even higher rates in the Aboriginal
population. This situation makes it imperative that the NT places a priority on
the prevention and management of chronic conditions.

Strategy aim:

To improve the health and wellbeing of all Territorians by reducing the
incidence and impact of chronic conditions.

The Strategy focuses on the following conditions:

+ Cardiovascular disease

* Rheumatic heart disease

* Type 2 diabetes

* Chronic airways disease

* Chronic kidney disease

* Chronic mental illness

* Cancers (associated with common risk factors for other chronic conditions)

The Strategy highlights the impact of the social determinants of health on
chronic conditions and identifies that a broad holistic approach that is equitable
and sustainable is required. Reducing inequity through targeting disadvantaged
populations underlies the strategy.

To fully achieve the goals of the Strategy a collaborative approach is required
and needs to be supported by all partners including the Australian Government,
various NT Government departments, public and private health professionals,
non-government and community organisations, consumer representatives and
education and research organisations.

Reducing the incidence and impact of chronic conditions is a key to closing the
gap between Aboriginal and non Aboriginal health outcomes and this strategy is
consistent with Australian and NT Government strategies to close this gap.

The Strategy adopts population wide and at risk group approaches to the key
risk factors that underlie many chronic conditions:

Effective actions:

* reducing smoking

* improving nutrition

* increasing physical activity

* reducing rates of harmful and hazardous alcohol consumption
« improving social and emotional wellbeing

* improving socioeconomic status




There are four key elements to the framework:
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1. Individual, carer, and family centred care.

2.  Community capacity.

* Positive policy environment
* Investment and resources
* Health system organisation
* Delivery system design

* Decision support

» Workforce capacity

3. Strategic supports to enable interventions to be effectively implemented:

* Information, communication and disease management systems

4. Interventions across the care continuum:
* Primary prevention
* Early detection and secondary prevention
» Management and tertiary prevention
 Multidisciplinary care planning and review
* Care co-ordination
 Evidence based clinical management
* Self management support
* Psycho social support
» Ongoing monitoring
» Rehabilitation
* Palliative care

" % % we s

P e s s

In order to progress the strategy the following key action areas

have been identified:

Action on social determinants of health
Primary prevention

Secondary prevention and early intervention
Self management support

Care for people with chronic conditions
Workforce planning and development

ONoaR BN =

Quality improvement

Information, communication and disease management systems

The ten year timeframe of the Strategy reflects the long term approach that
is needed to reduce the incidence and impact of chronic conditions in the

population. Ongoing three year action plans addressing
these key action areas complement this document and will
provide direction for collaborative actions across the NT.

The implementation of the Strategy will support better
access to primary health care, improve and support an
integrated and coordinated approach to key risk factors
and provide more efficient and targeted use of health
resources across the health continuum.

Why treat people...

...without changing what makes them sick?




A framework for
the prevention,
early detection and
management of
chronic conditions
at the individual,
whole of population
and system-wide
levels.

Introduction

1.1

1.2

1.3

Background

The rapid rise in the prevalence of chronic conditions is impacting on
health and social systems nationally and internationally and is predicted
to increase over the coming decades. Chronic conditions currently
account for 70% of the total disease burden in Australia due to death,
disability and reduced quality of life. This is expected to increase to 80%
by 2020'. This places increasing demand for and expenditure on health
care as well as impacting on individuals, families and communities.

In the Northern Territory (NT) the prevalence of chronic conditions in
the non Aboriginal population is increasing at similar rates to the rest of
Australia. For Aboriginal Territorians, the incidence is much higher. This
requires that all health service providers and governments prioritise the
prevention and management of chronic conditions.

Revision and purpose of the Strategy

The Northern Territory Department of Health and Families (NT DHF) has

worked with partners in the non-government sector (Good Health Alliance

of the Northern Territory and General Practice Network Northern Territory)
and the Aboriginal Medical Services Alliance Northern Territory to revise
the Strategy. The following evidence has informed the revision:

« burden of disease in the NT,

» recommendations from the Evaluation of the Northern Territory
Preventable Chronic Disease Strategy (NT PCDS) 20072,

« evidence in relation to chronic conditions prevention and management
from NT, Australia and overseas,

« chronic conditions initiatives nationally and in other jurisdictions,

« feedback from background papers (A Comparison of Frameworks and
Models of Care, and Preventable Chronic Diseases in Aboriginal
Populations)?, and

« consultation with a broad range of stakeholders.

The Strategy provides an overarching framework for the prevention, early
detection and management of chronic conditions by identifying evidence
based strategies at the individual, whole of population and system-wide
levels. The strategy is for all Territorians - from infancy to old age, those
living in urban and remote settings, Aboriginal and non Aboriginal people.
It is intended that this document will be used by policy makers, health
care providers, public health specialists, the wider health community
including Aboriginal Community Controlled organisations, government
departments, the non-government and private sectors, research and
education organisations and consumers.

Related policies and programs

At the NT level

* Northern Territory Department of Health and Families Corporate
Plan 2009-2012

* Closing the Gap of Indigenous Disadvantage: The NT Government
Generational Plan of Action

« Local disease or risk factor strategies e.g. GoNT, Tobacco Action Plan,
Northern Territory Nutrition and Physical Activity Action Plan 2007-2012

 Aboriginal health and families: a five year framework for action 2005

* NT Renal Services Strategy



At the National level

» National Chronic Disease Strategy 2005

 National Primary Health Care Strategy (2009 draft)
* National E-Health Strategy

» National Mental Health Policy 2008

Resources have been provided to improve care planning and
quality improvement, with funding from:
* Australian Primary Care Collaboratives Program
» Sharing Health Care Initiative
* Enhanced Primary Care Program
* Council of Australian Governments’ National Action Plan
on Mental Health 2006-2011

Behavioural risk factors

* National Preventative Health Strategy 2009

* National Tobacco Strategy 2004-2009

* National Public Health Partnership’s Nutrition Strategy and Action
Plan - Eat Well Australia 2000-2010

* National Alcohol Strategy 2006-2009

* Be Active Australia: A Framework for Health Sector Action
for Physical Activity 2005-2010

» Smoking, Nutrition, Alcohol, Physical Activity (SNAP) Framework
for General Practice

Maternal, Child and Youth Health
* Report of the Maternity Services Review 2009

Aboriginal Health

* National Partnership Agreement on Closing the Gap in Indigenous
Health Outcomes 2008

* The National Strategic Framework for Aboriginal and Torres Strait
Islander Health 2004

* Healthy for Life Program

* National Strategic Framework for Aboriginal and Torres Strait Islander
Peoples’ Mental Health and Social and Emotional Well Being 2004—-2009

The Australian and NT Government commitments to closing the gap
between Aboriginal and non Aboriginal Australians provides many
opportunities to address chronic conditions in Aboriginal populations.
Primary Health Care (PHC) Reform initiatives are providing significant
funding increases for both Aboriginal Community Controlled Health
Organisations (ACCHO) and NT DHF health services to ensure that all
Aboriginal people have access to a basic suite of comprehensive PHC
services. This provides opportunities for improving a broad range of
programs for Aboriginal people in urban and remote areas related to the
prevention and management of chronic conditions.

A Healthier Future for All Australians - Final Report of the National Health
and Hospitals Reform Commission (NHHRC) 2009 identifies further
opportunities for improving prevention and management of chronic
conditions. A number of reviews and long-term planning processes are
being undertaken in specific areas relevant to chronic conditions e.g. the
work of the National Preventative Health Taskforce, review of rural health
programs, development of a Fourth National Mental Health Plan, National
Men’s Health policy, National Women’s Health Strategy and the work of
the National Advisory Council on Mental Health.

Northern Territory
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The social
determinants of
health — education,
employment,
occupation, income,
social inclusion,
nutrition, substance
abuse.

1.4

1.5

The Northern Territory context

The NT population is unique in many ways. It has 1% of the total Australian
population, the smallest jurisdiction in Australia in population and in density,
occupying a land area of 1.3 million square kilometres. It has the highest
proportion of Aboriginal people (29% compared with 2.4% for Australia). It
is a relatively young population with a median age of 30 years compared
the Australian median age 36 years.

The initial NT Preventable Chronic Disease Strategy (PCDS) was launched
by the Department of Health and Families (formerly Territory Health
Services) in 1999. Based on the best available evidence, this 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 key documents related to the strategy were the
‘NT PCD Strategy - Overview and Framework’® and ‘The Evidence Base®.
This was a ground breaking development in Australia and informed the first
National Chronic Disease Strategy’ in 2001.

Evaluation of the NT PCDS® in 2007 identified changes in approaches

to chronic diseases in remote communities across all health sectors. It
identified key outcomes from the strategy as significant improvements

in maternal and child health, increased vaccination coverage in remote
communities, development and use of best practice guidelines across

the NT, expansion of dedicated chronic disease staff, inclusion of chronic
disease issues in orientation and training and more systematic approaches
in primary health care to chronic disease programs. There were limited
additional resources dedicated to health promotion or prevention.
Recommendations were to:

* increase the focus on prevention and health promotion programs

« strengthen partnerships

* improve clinical information systems

* increase workforce capacity with a specific focus on the Aboriginal workforce
 develop an implementation plan and evaluation framework.

A collaborative approach to the social
determinants of health

Many factors determine and influence health including a complex
interaction of social, economic, environmental, behavioural and genetic
factors. They have either a positive or a negative influence on health at the
individual or population level.

The social determinants of health are the key drivers of chronic conditions
and include early life circumstances, education, employment, occupation,
income, social inclusion, nutrition and substance use. To fully achieve

the goals of the Strategy a collaborative, whole of government approach
supported by the non-government, private and industry sectors is required.

It is imperative that the health sector provides leadership in strengthening
this approach. This leadership has to date focused predominantly on

an advocacy role however to effectively address chronic conditions
requires that the health system take action to ensure that interventions

are ongoing and system-wide, and at a level sufficient to achieve broad
based population-wide outcomes, as well as reduce health inequalities
across population sub-groups. The World Health Organisation recommends
focusing on three broad areas to improve the social determinants of health:
« improve daily living conditions

« tackle the inequitable distribution of power, money and resources

» measure and understand the problem and assess the impact of action®.
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Chronic Conditions and Risk Factors
in the Northern Territory

2.1 Defining chronic conditions

The terms chronic disease, preventable chronic diseases, chronic
conditions, long term disease/conditions are commonly used
interchangeably. In this Strategy, the term ‘chronic conditions’ is used
as an overarching term. Chronic conditions are those which in most
cases can not be cured, only controlled. They have a gradual onset but 0000 00 0F0 0RO G0N0 OROHO

are long term and persistent; occur across the life cycle although they
become more prevalent with older age; are usually not immediately life

threatening but can compromise quality of life through physical limitations S
and disability. Chronic conditions are influenced by the underlying social

determinants of health that are largely preventable, and if addressed can R

minimise the onset of chronic conditions. The table below illustrates the PooO

difference between acute and chronic conditions.

Differences between acute and chronic conditions

Acute Chronic

Onset Abrupt Generally gradual and often
insidious
Duration Limited Lengthy and indefinite
Cause Usually single Usually multiple and changes
over time
Diagnosis
and prognosis | Usually accurate | Often uncertain
Outcome Cure possible No cure
Knowledge Professionals Professionals and patients
knowledgeable have complementary knowledge
and patients and experiences
inexperienced
2.2 The burden of disease NT has highest
The NT has the highest burden of disease among all jurisdictions in purden Of_ disease
Australia, due to a higher rate of burden for most causes, particularly in Australia

cardiovascular disease, diabetes, and injury. Despite improvements there
are a number of areas where the chronic conditions burden is increasing
in part due to population ageing, improvements in health care and the
changing risk profile of the population.

The leading category of burden of disease for both males and females in
the NT in 2003 was mental health conditions (16.3%). This was followed
by cardiovascular disease (12.4%), diabetes (10.5%), cancer (9.4%)
and chronic respiratory disease (7%). Females had a greater proportion
of mental health conditions (18.3%) and males a greater proportion of
cardiovascular disease (13.9%)".




Chronic conditions
and their
complications
constitute the
largest proportion

of avoidable
hospitalisations

in the NT in all
population groups.

2.3

2.4

Proportions of disability adjusted life years by disease
category, Northern Territory, 1999-2003

Others 8%

Skin 2%

Infectious 2%
Musculoskeletal 2%
Digestive 3%

Neonatal 4%

Mental 17%

Genitourinary 5% Cardio-Vascular 12%

Intentional injuries 5%

Unintentional injuries 6% Diabetes 10%

Chronic respiratory 7%
P ry % Cancer 9%

Neurological 8%

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

Avoidable hospitalisations

‘Avoidable hospitalisations’ measure the proportion of morbidity that
could be avoided by timely and effective care outside hospital and involve
a selected group of conditions for which hospitalisation could be avoided
by preventive measures or early diagnosis and treatment in primary

care. This is used as an indicator of access to primary care and its
effectiveness and as a measure of the potential health gains from
primary care interventions.

Chronic conditions and their complications constitute the largest
proportion of avoidable hospitalisations in the NT in all population groups.
The top four causes were diabetes complications, chronic obstructive
pulmonary disease, congestive heart failure and angina. The rate of
avoidable hospitalisations for non Aboriginal people was similar to the
Australian rate however the rate for Aboriginal Territorians was four
times the Australian rate. The average annual increase was 11.6% in
Aboriginal people and 3.9% in non Aboriginal’?. The significantly higher
and increasing rates in Aboriginal people reflect the increasing level of
disease, highlight the impact of barriers to Aboriginal people accessing
effective primary health care and emphasise the potential health gains
with appropriate interventions.

Risk factors for chronic conditions

Risk factors are characteristics or behaviours that are associated
with an increased risk of developing a particular disease or condition.
Some risk factors cause diseases, others indicate risk, and others
may be statistically associated for unknown reasons.

It is important to identify these risk factors to provide opportunity to
address these at the individual or community level before disease
develops or once disease has developed to reduce progression to
complications. The factors associated with the social determinants of
health are equally as important in reducing the risk factors. The rise in
obesity in populations across the world is a clear example of how the
environment has changed in ways that promote consumption of excess
energy and reduce the expenditure of energy through physical activity.



The following risk factors impact significantly on conditions identified in
this Strategy as well as on other conditions and reduction may therefore
have a broader impact on overall health.

Broad influences
(may or may not
be modifiable)

Modifiable risk factors

Behavioural Biomedical

« Tobacco smoking | * Excess weight « Socio environmental

* Poor diet * High blood factors

» Excess alcohol pressure * Psycho social factors

* Physical inactivity | ¢ High blood « Early life factors
cholesterol * Political factors

* Albuminuria » Socioeconomic factors

Northern Territory
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Non modifiable risk
factors

* Age
» Gender
* Indigenous status
* Ethnic background
» Family history
» Genetic make up

Source:AIHW Chronic Diseases and Associated Risk Factors in Australia 2006

The largest contribution to the burden of disease in the NT was low socio
economic status that accounted for 26.8% of the burden of disease™.
Poverty is associated with chronic conditions in many ways e.g. high

fat foods are cheaper than lower fat foods, environments may not be
conducive to physical activity, higher rates of smoking among people from
low socio economic groups makes it harder for people to stop smoking.

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 Unpublished.

Behavioural and biomedical risk factors are often able to be modified

at the individual level by changes in behaviour or through medical
intervention. However for these risk factors and the broader influences on
health, interventions at the community and population level are frequently
needed to produce change. The non modifiable risk factors can be used
to identify groups at increased risk to ensure that strategies are targeted
and appropriate to these groups.

Much of the burden of disease caused by chronic conditions can be
prevented by effectively taking action against key risk factors that underlie
many chronic conditions:

* reducing smoking

* improving nutrition

* reducing rates of harmful and hazardous alcohol consumption

* increasing physical activity

« improving social and emotional well being

* improving socio economic status.

Effective actions:

* reducing smoking

* improving
nutrition

* reducing rates
of harmful and
hazardous
alcohol
consumption

* increasing
physical activity

* improving social
and emotional
well being

* improving socio
economic status.




The addition of social and emotional wellbeing as a
risk factor recognises the increasing impact of social
stress on health outcomes including those associated
with chronic conditions. These stresses impact on
individual, family, community and the broader society
across all populations.

2.5 Co-morbidity

Co-morbidity between chronic conditions is high.
This includes co-morbidity between physical
chronic conditions e.g. heart failure and chronic
obstructive pulmonary disease, as well as
between physical chronic conditions and mental
ill health e.g. cardiovascular disease and
depression.

A recent study in NT remote communities™
showed that: 40% of people had at least two
chronic conditions before the age of 50 years.
After the age of 50 years 60% had at least two
conditions and 30% had at least three conditions.
The more common interactions were between
hypertension, diabetes, ischaemic heart disease
and kidney disease. Co-morbidities and
complications of chronic conditions were
common and strongly associated with increasing
age.

Co-morbidity of chronic condition has been
shown in international studies to increase health
care costs with rates of hospitalisation increasing
linearly with each chronic condition.




Health System and Service
Delivery Reform

Important health system changes during the life of this Strategy are many of
the reforms identified in the Final Report of the National Health and Hospitals
Reform Commission 2009. Other National and NT health reforms also provide
many opportunities for improving the prevention and management of chronic
conditions. The effective management of chronic conditions is predominantly
provided in the primary health care setting, with support from specialist services
and tertiary care.

3.1

3.2

3.3

Urban primary health care and General Practice

Reform in the urban primary care setting is currently being addressed

with an increasing focus on a multidisciplinary team approach and

integrated care coordination within the practice team and with external

providers. National initiatives to improve collaboration and information

sharing between practitioners are being led by NT DHF, GPNNT and

Aboriginal Community Controlled Organisations. These reforms include:

* changing the focus from healing the sick to preventing chronic iliness

» promoting wellness

* improving referral pathways and communication with allied health
professionals

* slowing the progression of diagnosed iliness

» promoting better self management

 implementation of a shared electronic health record

* a focus on quality improvement.

NT DHF Community Care Centres are contributing to this reform through
an increased focus on chronic conditions including improving health
promotion and prevention; and collaboration and integration of care
between General Practitioners and other service providers.

Aboriginal primary health care

Australian and NT Government PHC reform initiatives provide
opportunity to ensure that all Aboriginal people have access to a suite of
comprehensive PHC services including those related to the prevention
and management of chronic conditions. Significant funding increases for
Aboriginal Community Controlled Health Organisations (ACCHO) and

NT DHF services are being provided through the Council of Australian
Governments Indigenous health reforms. This will increase the number of
practitioners as well as increasing Aboriginal community control of health
services.

Primary / tertiary care interface

Reform of service delivery that integrates primary and tertiary care

has been shown to improve care for individuals through providing care
closer to home, facilitating continuity of care and enabling individuals
and families to access high quality clinical care. These reforms need to
be supported by policy initiatives and engagement of service providers
at all levels. Care coordination is a comprehensive approach that has
been shown to achieve continuity of care for people with chronic kidney
disease to ensure care is delivered in a logical, connected and timely
manner so that the health and personal needs of people are met's.
This approach facilitates improved integration between primary and
tertiary care sectors and can be applied to other complex conditions.

Northern Territory

Chronic Conditions Prevention
and Management Strategy
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Effective
management is
predominantly
provided in primary
health care
settings.



Reducing Inequity Through Targeting
Disadvantage

Chronic conditions are experienced disproportionately by different population
groups. Underlying these inequities is a complex interaction between socio-
economic and other factors as opposed to individual modifiable behaviours
that may be seen as inherent weakness in individuals rather than situational
restraints.

S e s s s e e e eSS e . e The Strategy uses a targeted population health approach to address health
inequities. Aboriginal people in particular experience significantly greater
morbidity and mortality from chronic conditions. Other disadvantaged groups
are those in low socioeconomic circumstances; people from rural and remote
areas, and prison inmates. These groups require targeted attention.

4.1 Aboriginal populations

A high priority in the NT is the Aboriginal population. The NT has the
shortest ‘health-adjusted’ life expectancy at birth (67.7 years) among all
jurisdictions, 5.2 years shorter than the national average (72.9 years)".
The cause of this gap in life expectancy is the gap of 17 years between
the life expectancy of Aboriginal people and all other Australians’®.
Recent analyses show that while there have been some improvements in
life expectancy for Aboriginal women there has been no improvement for

Target populations Aboriginal men.

* Aboriginal

» Low socioeconomic Most of the extra burden of disease experienced by Aboriginal people

e Rural and remote occurs in chronic conditions with modifiable risk factors such as

o Dri : ischaemic heart disease, diabetes, chronic kidney disease and chronic
Prison inmates airways disease. Aboriginal people have a higher prevalence of some
risk factors that contribute to chronic conditions e.g. 54% of NT Aboriginal
people smoke, 28% are overweight and 29% are obese™.

It is important to view this disparity in the broader context of the social
determinants of health and the socio-cultural disruptions experienced by
Aboriginal people including the effect of racism on health?.

Evidence indicates that improvements in health status require strategies
that address structural issues such as Aboriginal community control and
reliable access to comprehensive primary health care (including health
promotion and prevention) as well as addressing the social determinants
that underlie poor health outcomes.

4.2 People in low socio-economic circumstances

Compared with those who have social and economic advantages,
disadvantaged Australians are more likely to have shorter lives, higher
levels of disease risk factors and lower use of preventive health
services?'. There are large differences between higher and lower
socio-economic groups in relation to chronic conditions. This is not

only at the opposite ends of the social spectrum but there is a graded
relationship between social position and health with a recent study
showing that death rates decrease progressively with increasing socio-
economic status?. In the NT, low socioeconomic status contributes 26.8%
of the burden of disease?.

While Aboriginal populations account for a significant proportion of the
burden of disease due to low socio-economic status, there is also a
substantial proportion of non Aboriginal people living in poverty in the NT.




4.3

4.4

Rural and remote communities

People living in rural and remote areas tend to
have shorter lives and higher levels of iliness
and disease risk factors compared with those

in major cities?*. Aboriginal people make up a
significant proportion of the rural and remote
population in the NT. According to the Australian
Institute of Health and Welfare (AIHW)?, this
poorer health and lower life expectancy in

rural and remote areas is due to factors such
as higher levels of low socio-economic status;
higher levels of behavioural and biomedical risk
factors; less access to health services; poorer
access to employment and other environmental
issues.

Prison inmates

Prison inmates tend to have poor mental health
and high levels of health risk behaviours, such

as drug and alcohol use and smoking?.

A disproportionate number of prison inmates in
the NT are Aboriginal males.
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To improve the
health and wellbeing
of all Territorians

by reducing the
incidence and impact
of chronic conditions.

NT Framework

5.1 The scope, aim, goals and principles

5.1.1

5.1.2

Scope

The approach to chronic conditions described in the Strategy can

be applied to all chronic conditions, however the conditions below

are prioritised for the following reasons:

* cause the greatest burden of disease in the NT

* are preventable

* share common risk factors

* have complex causes

* have a gradual onset but are long term and persistent

* occur across the life cycle although they become more
prevalent with older age

« are usually not immediately life threatening but can compromise
quality of life through physical limitations and disability.

These conditions are commonly associated with the social
determinants of health and contribute significantly to the gap in
life expectancy between Aboriginal and non Aboriginal people.

The following conditions are the focus for the strategy:

Cardiovascular disease Ischaemic heart disease, heart
failure, hypertension, stroke

Rheumatic heart disease

Type 2 diabetes

Chronic airways disease Chronic obstructive pulmonary
disease, asthma

Chronic kidney disease Micro/macro albuminuria,
decreased GFR

Chronic mental illness Depression anxiety, psychoses

Cancer Those cancers associated with

the common risk factors for other
chronic conditions

Chronic mental illness and cancer were not identified in the
NT PCDS in 1999. They are included in this Strategy as both
contribute significantly to the burden of disease in the NT, have
risk factors common to other identified chronic conditions and
the approach to prevention, early detection and management
using a systematic approach to service delivery are similar to
other chronic conditions. Chronic mental ilinesses, particularly
depression, are a common co-morbidity with other chronic
conditions. Cancer incidence among Aboriginal Territorians is
increasing particularly cancers related to tobacco and alcohol
abuse.

Aim
To improve the health and wellbeing of all Territorians by
reducing the incidence and impact of chronic conditions.



5.1.3

5.1.4

Goals

» Promote and support healthy lifestyles and wellbeing in the
community.

» Reduce the prevalence of risk factors in the population.

* Prevent or delay the onset of chronic conditions.

» Maximise the wellbeing of those living with chronic conditions.

* Reduce health disparities among different population groups
with regard to the conditions and risk factors in the framework.

» Reduce the gap in life expectancy associated with chronic
conditions between Aboriginal and non Aboriginal people.

* Increase self management.

* Improve collaboration and integration across all sectors.

Principles

The Strategy recognises that an effective response to chronic
conditions requires a focus at three major levels - whole of
person, whole of community and whole of government. The
following guiding principles underpin all aspects of the Strategy
and provide an impetus for continuing improvements in the NT.

» Addressing the social determinants of health

» Demonstrating effective leadership and governance

» Working in partnership and collaboration

» Encompassing prevention across the continuum of care

» Focusing on the early years of life

» Addressing services for Aboriginal populations

» Promoting respectful and committed person centred care

» Addressing social and emotional wellbeing

* Promoting active self management support

* Providing evidence based care

» Promoting integrated multidisciplinary care

* Providing care coordination by multidisciplinary teams

» Promoting effective organisational and service delivery
systems

» Demonstrating commitment to monitoring,outcomes and
evaluation

Addressing the social determinants of health
Addressing the underlying social, economic, political, cultural

and environmental contexts that enable or hinder the adoption

of healthy behaviours is pivotal to effectively addressing chronic
conditions and achieving health equity. This is in contrast to the
focus on ‘lifestyle’ approaches that are limited to behavioural risk
factor reduction and are less likely to enable the populations most
at risk to take action.

Consideration needs to be given to ensuring accessible and
equitable services that are inclusive of ethnicity, culture, religion,
linguistics, sexuality, stage of development, age, gender and
geographic diversity.
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‘... Aboriginal
communities control
the planning,
development and
management of
primary health

and community
care services in a
manner that is both
commensurate with
their capabilities
and aspirations

and consistent with

the objective of
efficient, effective
and equitable health

J

systems functioning’.

NT Aboriginal Health Forum
(NT AHF) Pathways to
Community Control; An agenda
to further promote Aboriginal
community control in the
provision of primary health
care services.

Demonstration effective leadership and

governance

Ensuring mechanisms for clinical and management
leadership are in place to drive and support
organisational change processes needed for effective
chronic care and ongoing monitoring of quality of care.
Effective leadership and governance also involves
ensuring appropriate community participation in service

planning and development processes.

Working in partnership and collaboration
Effective interventions for the prevention, early detection
and timely management of chronic conditions requires intersectoral
action and commitment and goodwill from the community, government,
non-government and private sectors. The establishment of partnerships
on a number of levels is critical to improving care through clarification
of roles and service providers, reducing duplication of services and
better utilisation of resources. This includes partnering with people with
chronic conditions, their families and carers, their communities and
other service providers involved in their care. Of particular importance,
is the crucial role of establishing partnerships between general
practitioners and other providers.

There is also increasing recognition that citizens and communities
should be involved in decisions about how health services are
delivered at a broader level with a variety of mechanisms such as
citizens juries and public consultations being useful in priority setting
and health service planning.

Encompassing prevention across the

continuum of care

The Strategy encompasses primary, secondary and tertiary prevention
and health improvement into all aspects of the continuum of care,
from infancy to old age, and in the full range of health settings and
other sectors. This includes identifying and minimising risk at the
population level, early detection, management, rehabilitation and end
of life care.

Focusing on the early years of life

Early child development, including the physical, social/lemotional
and language/cognitive domains, has a determining influence on
subsequent life chances and health through skills development,
education, and occupational opportunities.

The focus on the early years of life needs to include prenatal nutrition,
maternal health, pregnancy outcomes, exclusive breast feeding for six
months, and child and adolescent health with strategies that promote
healthy lifestyles and prevent the uptake of risky behaviour. With the
high incidence and prevalence of chronic conditions in the Aboriginal
population, proactively addressing the needs of Aboriginal children
and young people is of particular importance.

Addressing services for Aboriginal populations
Community control of primary health care services enhances effective
service delivery. The NT Aboriginal Health Forum (NT AHF) describes
the principles associated with community control in Pathways

to Community Control; An agenda to further promote Aboriginal
community control in the provision of primary health care services? .
These principles include support for Aboriginal communities in the
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planning, development and management of
primary health and community care services
in a manner that is both commensurate

with their capabilities and aspirations and
consistent with the objective of efficient,
effective and equitable health systems
functioning.

Cultural security is critical in the provision of
health services.

The principles underlying cultural security
are described in Aboriginal Cultural
Security: An outline of the Policy and its
Implementation?.

Promoting respectful and committed . OVIgIn lale Health =
person centred care R -3 SUMMIt 20 )€

The needs of individuals living with chronic L s Y wwwcascor B kst inio

conditions require positioning at the centre 3
of care, including their interaction and
experience with the health system, for
particular episodes of care, in different
clinical settings and across the course of life.
It involves tailoring of care for and working in
partnership with individuals and their carers
and families.

W | 2Ky e oy
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Addressing social and emotional wellbeing
This issue has become more pressing in recent years with increasing
recognition of the relationship between social and emotional wellbeing
and chronic conditions. Guiding principles to support people in this
area include:

* recognition of individual differences in relation to the experience of
chronic conditions for the individual and the family e.g. depression
and anxiety are common,

 assessment of psychological and social health status and
appropriate responses and referral.

Promoting active self management support

Active self management support recognises that individuals live with
their conditions on a daily basis and are experts in the management of
their health in collaboration with health professionals. This approach
recognises the person in their totality of physical, psychosocial and
spiritual needs. Promotion of this approach requires commitment to
incorporating self management support into all relevant models of
care and related programs. A key to self management support is the
approach by all health professionals in contact with the individual,
carer or families and the design of systems that support the individual.

Providing evidence based care

Effective interventions are those that achieve the desired outcome,
based on the best available evidence at the time. Evidence based
interventions may also be amenable to modification to suit the context
of a particular individual, family or community. The evidence needs

to be made available for health service providers to inform decision-
making and care delivery. This includes implementing and building

on best practice models of service delivery and policy development,
disseminating and evaluating best practice models and progressing
research to inform the evidence base.



Promoting integrated multidisciplinary care
Integrated care recognises the total care and support needs

of people with chronic conditions or those at risk of developing
these conditions, including consideration of care planning,
psychosocial issues, co-morbidities and regular monitoring and
reviews. Integrated care also recognises the importance of other
sectors in the development, care and community response to
chronic conditions. The focus is on health professionals and
health services working together in an integrated, seamless,
and coordinated way and enhancing the interface between
health and other sectors.

Providing care coordination by multidisciplinary teams
Ensuring that care for people with specific complex needs related
to chronic conditions or social circumstances is coordinated by
one or more members of the multidisciplinary team involved in
service delivery. Care coordination relates to both chronic care
and social and other support services, and is based on ongoing
assessment and review of the needs and goals of individuals with
chronic conditions.

Promoting effective organisational and service
delivery systems

Robust and efficient systems are required to support effective
service delivery. Continuous quality improvement strategies can
be utilised to identify system issues and improvement strategies.
Systems should maximize the benefits of technologies and
available resources.

Demonstrating commitment to monitoring,
outcomes and evaluation

Embedding systems in all levels of service delivery to monitor
outcomes and effectiveness and ensure the provision of care
within a quality and safety framework.

5.2 NT Framework

This framework builds on the initial NT Preventable Chronic Disease
Strategy 1999 and adaptations of the Queensland conceptual framework
for chronic disease prevention and management?® and the NSW Chronic
Disease Strategic Framework®°.

Key components of the framework are:

1.

Individual, carer, and family centred care

2.

Community capacity

Strategic supports to enable interventions to be
effectively implemented

Interventions across the care continuum

« from a population level to an individual level

* across the spectrum of care, including prevention, early
detection, treatment, continuing care (including rehabilitation)
and palliative care

« across the lifespan, including infants, children and young
people, adults and older people

* across primary, secondary and tertiary health services.
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* Positive policy
environment

* Investment and
resources

* Health system
organisation

* Delivery system

design
 Decision support
* Information,

communication
systems

» Workforce
capacity

5.3

5.4

5.5

Individual, carer, and family centred care

The person with chronic conditions, their carer and family are at the
centre of chronic care service delivery. All aspects of care are centred on
the individual and their needs. Until recently a person centred approach
to chronic care relegated carers, families and the social context to

a secondary role of providing positive social support. The carer and
family focused approach in this framework requires their involvement

in decisions regarding care and acknowledgement that carers, families
and the social setting play a far more substantial role. For example,
evidence increasingly supports the premise that a person’s emotional
and psychosocial environment impacts on their physiologic systems.
For Aboriginal populations, the important role played by extended family
and community must be acknowledged in supporting individuals with
chronic conditions.

An effective individual, carer and family focused approach requires:

« understanding of relationships and the cultural context

* inclusion of the home environment and the carer, family members and
community in interventions as appropriate to the individual’'s needs and
expectations

* addressing the educational, relational and personal needs of the carer
and family as well as those of the person with the chronic condition

* viewing the conditions not as a series of acute episodes but as an
ongoing process requiring continuity of care between the health care
team and the carer/family

« involvement of carers and family members in decision making processes

* including the individual and carer/family in outcomes assessment.

Community capacity

Community capacity is a key factor in reducing the impact of chronic
conditions through supporting preventative strategies and providing
ongoing support for people with chronic conditions. Partnerships with
communities can:
« strengthen partnerships between community organisations
and other sectors
» mobilise and co-ordinate community resources and services
* raise community awareness, reduce stigma and facilitate positive
attitudes to chronic conditions
* provide leadership support and advocacy.

Strategic supports to enable interventions to be
effectively implemented

5.5.1 Positive policy environment

A positive policy environment is the combined set of policies at
national, Territory and health service levels that provides the
overall context for the prevention and management of chronic
conditions for all sectors of the population and across the
lifespan. These policies include those that impact on the social
determinants of chronic conditions.

A positive policy environment for chronic conditions involves:

* leading and facilitating change management and advocacy
across health and related sectors

* sharing and building consensus and commitment among all
stakeholders

« strengthening inter-sectoral liaison and collaboration between
government and non-government agencies



5.5.2

5.5.3
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* developing and implementing
supportive policy and legislative
frameworks across government sectors

* supporting continuous development
and implementation of chronic
conditions care within a quality
framework

» acknowledging and addressing the
socio-economic determinants

* increasing public awareness of chronic
conditions

* ensuring appropriate placement
of chronic conditions care in
organisational structures

« developing and integrating policies across health and
community organisations.
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Investment and resources

Recognition of the importance of chronic conditions and the L e e o o s 0 s e s s s e 0 0 s
services and systems that need to be in place to deal with this
requires adequate investment from the NT and the Australian
governments across a range of sectors. Appropriate allocation
of resources needs to be made for high needs populations

e.g. Aboriginal people. Securing appropriate investment and
resources also requires the identification of supplementary
resources from related initiatives and funding sources which are
not chronic conditions specific.

Appropriate investment and resources for chronic conditions

involves:

* ensuring adequate designated resourcing of and advocacy for
chronic conditions initiatives

» promoting equitable and consistent financing and resourcing
across regions and across diseases and population groups

* ensuring long term investments in chronic conditions
infrastructure

« allocating/targeting quarantined funds for high need population
groups

« identifying and linking with related initiatives that are not chronic
conditions specific

* supporting reinvestment of resources and savings from the
acute health sector into the primary health sector

* seeking opportunities for synergy of effort and optimisation of
resources which can benefit chronic conditions service delivery.

Health system organisation

The organisation of the health system underpins the capacity

to maximise the available resources. Evidence from continuous
quality improvement initiatives shows that improvements in
system organisation impacts significantly on health service delivery.

System organisation needs to:

* encourage safe, high quality care

* increase the emphasis on primary prevention

« focus on the needs of disadvantaged groups

« focus on home or community based care

« strengthen partnerships between the community, primary care
providers and the acute sector

* improve co-ordination across the acute and primary care sectors
and across the continuum of care.



5.5.4

5.5.5

5.5.6

5.5.7

Delivery system design

Assists teams to deliver systematic, effective, efficient clinical
care and self management support and requires:

* integrated service and workforce planning

» multi disciplinary care

* clear roles for all health team members

* embedding community resources in health service design

« coordinated and integrated care

« support self management and prevention

* cultural competency

 workforce education and training.

Decision support

To ensure clinical care is consistent with evidence based

guidelines involves:

* ensuring evidence based information for clinical decision making
is up to date

* links to specialist clinical advice

* integrated service and workforce planning

» workforce education and training.

Information, communication and disease
management systems

Organising information for quality clinical care involves the use
of tools such as disease registers, care plans, recall systems,
follow up systems, intake and appointment booking systems
that operate in an efficient, timely and accessible manner. It also
includes ensuring appropriate information is available for people
with chronic conditions and community members regarding the
prevention and management of chronic conditions. Improving

all of these areas would be facilitated by the use of common
systems across all health sectors.

Optimal use of information systems requires the following:

* Providing clinical decision support systems for service providers.

* Integrating information systems to reduce duplication.

» Developing patient held or accessible records and information
systems.

* Providing training and support for the workforce to ensure
optimal use of information systems.

* Monitoring and reviewing the quality of chronic disease care and
standards for chronic disease care.

» Making available organised and current population data
including information on specific populations for service
planning.

* Making available appropriate and accessible information for
people with chronic conditions, carers and the community
relating to the prevention and management of specific chronic
conditions and support and services available.

» Ensuring that information is available in culturally appropriate
formats and is appropriate to literacy levels.

 Disseminating research and best practice widely to all
stakeholders including community members.

Workforce capacity

A highly skilled and well-supported workforce able to demonstrate
clinical leadership and to work in providing multidisciplinary

care is required. The increasing numbers of people with chronic



Northern Territory

Chronic Conditions Prevention
and Management Strategy
2010 - 2020

conditions along with the ageing health
workforce requires a particularly clear
focus on building workforce capacity.
Capacity needs to be built beyond
clinical service delivery to include policy,
research, workforce supply, education
and training and for specific needs
groups such as Aboriginal populations.

5.6 Interventions across the care
continuum

Using an evidence-based approach, the
following elements of care are considered to be
critical to the provision of optimal chronic care
across population groups and settings.

5.6.1 Primary prevention

The focus of primary prevention is

on prevention and reduction of risk
factors in the well population to prevent
movement of the well population to the
‘at risk’ population. An important focus
is paying particular attention to sensitive
developmental periods in the lifespan.
The chronic conditions identified in the Strategy are linked by
common modifiable risk factors related to lifestyle and behaviours
- tobacco use, unhealthy diet, alcohol misuse, physical inactivity
and emotional wellbeing. They are also strongly related to the
social determinants of health and therefore actions to prevent
these conditions should not only focus on lifestyle and behaviour
modification but also on broader community strategies.

Since most of the modifiable risk factors are associated with
many different conditions, prevention and management of these
risk factors can have substantial benefits. Action should focus

on controlling the risk factors in an integrated manner using a
multidisciplinary approach. Of particular importance is a focus on
the early years of life, including the antenatal period, childhood
and adolescence, given the evidence that the early years provide
a window of opportunity to affect health and development
throughout life.

In any population, those at moderate risk contribute more to the :
total burden of disease than those at high risk. Consequently, a . Pr/mary.
comprehensive prevention strategy needs to blend an approach prevention
aimed at reducing risk factor levels in the population as a whole
with one directed at high-risk individuals. Substantial reduction

* Early detection

in the levels of risk factors and disease outcomes requires and secondary
investment in a multi-strategy approach at a level of sufficient prevention
population reach and intensity over time. Even modest changes

in risk factor levels at a population level will have a substantial * Management and
public health benefit. tertiary prevention

5.6.2 Early detection and secondary prevention

Secondary prevention strategies are important for those already
diagnosed with chronic conditions and associated disease
markers. Addressing the risk factors in these populations through
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brief intervention and the provision of advice, support and referral
where appropriate, in addition to exposing these populations

to universally targeted initiatives (such as social marketing
campaigns), can prevent progression to established conditions
and prevent or delay progression to complications.

Screening

This focuses on the early detection and early management of risk
factors and disease markers to reduce the likelihood of progression
from wellness to having an established chronic condition or
developing worsening conditions. Screening should focus on risk
factors and early markers for which there is evidence that the
provision of screening is both effective and ethical.

Screening may be opportunistic or targeted. Targeted screening
identifies different levels of the population:

» whole population who are not identified on the basis of risk

* population groups at increased risk of disease

* population groups at very high risk of chronic conditions.

Particular attention is required for Aboriginal populations where
a high proportion of people are at risk of developing chronic
conditions.

It is essential that there is a systematic approach to following
up those people with identified risk factors or early markers of
disease and for referral for assessment for the presence and
severity of disease and subsequent referral for management.

Assessment

Comprehensive assessment to establish the presence and
severity of chronic conditions is an essential first step to
appropriate ongoing care for individuals with a chronic condition.
The requirement for assessment is not confined to any one stage
of the patient journey but applies across the disease continuum.

Targeting and streamlining of care can result in better outcomes
for the individual. This can be achieved more effectively by
stratifying people by disease severity and complexity of care
requirements.

Management and tertiary prevention

Tertiary prevention focuses on reducing the consequences of
established disease through effective management of the person
to reduce the progress or complications of established disease
and improve patient wellbeing and quality of life.

Multidisciplinary care planning and review

This is a dynamic, collaborative process involving the individual,

their carer/family and appropriate multidisciplinary service

providers including:

* identifying and assessing the needs of the person

« developing a practical care plan that includes specific goals and
actions aimed at achieving desired or optimal outcomes

* regular monitoring and review to ensure that the care plan is
revised and adjusted as required over time to meet changing
needs and goals.

Effective communication between members of the
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multidisciplinary team through well de-lineated communication
structures and processes enhances multidisciplinary team
effectiveness. A linkage between hospital and primary health care
providers as well as other sectors is also important.

Care coordination

Care coordination is a collaborative and ongoing process that
ensures services are used in a timely and appropriate way. Care
provided by a range of clinical and social providers is coordinated
and enables optimal disease management and chronic care. It
should be targeted at those people with the most complex needs. D I A I SN A N
Critical to care co-ordination is assessment of life problems
and goals, care planning with the individual, management, e s e,
communication between service providers, ongoing monitoring
and review. S

.
P e s s

Evidence based clinical management
Evidence-based clinical management refers to the systematic £’ 000000000 O0O0O0OQOaC
defining and application of the best available evidence to guide
clinical decision-making and management.

Self management support

Self management support aims to improve the ability of
individuals to manage their condition effectively. It involves

the person with the chronic condition engaging in activities

that protect and promote health, monitoring and managing the
symptoms and signs of illness, managing the impact of the
condition on functioning, emotions and interpersonal relationships
and adhering to treatment regimes®'.

The principles of self management are applicable to all chronic
conditions across all settings and to all health encounters with
people with chronic conditions. The role of health professionals
and partnerships with other organisations is critical. Self
management support promotes collaborative care planning, goal
setting, the provision of health information and referral to specific » Care coordination
services where needed.

» Multidisciplinary care

» Evidence based

Psychosocial support clinical
Psychosocial support is the provision of psychological, social and management
spiritual care that is tailored to meet individual needs. People with
chronic conditions face practical, emotional and psychological » Self management
challenges in addition to dealing with physical aspects of their support
medical condition. These psychosocial needs have a significant
impact on the wellbeing of individuals but are often unrecognised * Psychosocial
and unmet. It is widely recognised that optimal chronic care must support
incorporate effective physical and psychological care.

* Ongoing
Ongoing monitoring monitoring
Ongoing monitoring is a key activity that guides and informs o
service providers and people with chronic conditions in tailoring * Rehabilitation

the elements of chronic care to changing individual requirements.
Self monitoring, a key component of self management, plus
ongoing contact with and monitoring by health professionals

help with:

* improving symptom control

* managing treatment and medication

* Palliative care




« identifying and addressing changes in psychosocial status,
self management capacity and care plan requirements
* providing self management and psychosocial support.

Rehabilitation

Rehabilitation aims to maximise the physical, psychological
and social functioning of people with a chronic condition. Itis a
coordinated, multidisciplinary approach designed to maximise
a person’s function and independence and reduce the risk of
developing further complications. It requires a multifaceted
approach that can include assessment, education, counselling,
risk factor modification and other appropriate interventions

and involves the person with a chronic condition and, where
appropriate, their family and carer.

The efficacy of rehabilitation using established models of service
delivery is well documented as are its positive outcomes in terms
of symptom control and management, improved adherence,
improved psychological health, functional capacity and quality

of life.

Rehabilitation is provided in many settings, with a variety of
disease groups, to meet local needs and resources. A major
challenge is providing these services for a small number of
individuals in remote settings where flexibility is critical to ensure
maximal benefit for individuals.

The functioning and quality of life for people with other chronic
conditions can also be enhanced through health promotion
programs targeting key risk factors.

Palliative care

Palliative care is care provided for people of all ages who have

a life-limiting illness, with little chance of cure, and for whom the
primary treatment goal is quality of life. It aims to reduce pain
and other distressing symptoms and supports people to live as
actively as possible until death. The palliative care approach is
well developed for people with cancer however this model is also
suitable for people with other chronic conditions. This has been
demonstrated in relation to people with chronic kidney disease
and can be applied to people with other chronic conditions.

Service providers need to think proactively and holistically about

the care of people with progressive chronic conditions including:

« early recognition of worsening illness and appropriateness of
palliative care

« developing links between chronic conditions and palliative care
services that facilitate referral

« training and supervision for staff

* incorporating advance care planning and advance care
directives into routine chronic conditions care

* close consultation with carers and family.

The NT Palliative Care framework 2005%2, describes the key
principles and elements for effective palliative care.



Implementation and Evaluation

6.1

6.2

Implementation and funding

Implementation of the Strategy requires reform of current practice by
all partners, support for change management and redirected or new
investment.

The key objectives and strategies are outlined in section 9. The actions
required to achieve these strategic objectives are documented in the
Northern Territory Chronic Conditions Prevention and Management
Strategy Action Plan. This is available on the NT DHF website at
www.health.nt.gov.au/Preventable_Chronic_Disease

Agreements on responsibility for actions and partnerships between NT
DHF, General Practitioners, non-government organisations and the
Aboriginal Community Controlled sector will be critical to achieving the
changes needed to implement the Strategy. The action plan will be
updated every three years to reflect further investment by partners and
changes in implementation indicated through the evaluation and the
emergence of new evidence.

Monitoring and Evaluation

Monitoring and evaluation throughout the life of the Strategy is critical to
measure effectiveness, efficiency and outcomes. The development and
application of an evaluation framework will be incorporated into the
action plan.

Indicators and collection systems already in existence will be utilised
where possible. These indicators may require modification as new
evidence or new data becomes available or new strategies are
implemented.

A formal evaluation and report will be undertaken in 2014 and 2018 and
will inform further action plans and strategy development.

Timeline for monitoring and evaluation

Financial year 09/10 10/11 11/12 12/13 13/14 14/15
Strategy 2010-2020

Action plan

Annual Monitoring

Review/update action plan

Update strategy
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Social determinants of health

Increase the focus on primary prevention to prevent and reduce risk factors
Early detection and secondary prevention

Self management

Care for people with chronic conditions

Workforce planning and development

Information, communication and disease management systems
Continuous quality improvement
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For each key action area an objective and a number of strategies and indicators
have been developed. These key action areas can be used to direct the
planning, implementation and evaluation of future services in the prevention and
management of chronic conditions in the NT. A comprehensive action plan is to

be developed for each key action area that will accompany this document.

Objective

literacy.

Contribute to improving the social determinants of health
(SDOH) impacting on chronic conditions through improving living
conditions, food security, education, employment and health

Strategies

Indicators

* Raise awareness of the impact of
SDOH on chronic conditions and
increase capacity to take action.

* Provide leadership to strengthen
intersectoral collaboration in
relation to chronic conditions.

* Improve access to health services
for all Territorians.

* Increase Aboriginal employment in
the health sector.

* Health professionals and community
members’ awareness of the impact
of SDOH on chronic conditions.

* Intersectoral action on SDOH led by
the health sector.

» Standard of daily living conditions in
remote communities is similar to
rural and urban communities.

* Access to health services for people
in disadvantaged populations.

* Level of Aboriginal employment in
the health sector.

Objective

To reduce the impact of behavioural and lifestyle risk factors and
create supportive environments for healthy behaviours.

Strategies

Indicators

* Increase community awareness
about risk factors and promote
consistent messages.

» Community awareness of risk
factors and impact on chronic
conditions.




* Encourage behaviours that promote health
and wellbeing.

» Support communities to create healthy
environments.

* Increase the focus on the early years of life,
children and young people.

* Build workforce capacity to plan, implement
and evaluate primary prevention strategies.

» Ensure health sector reforms are responsive
to the need for primary prevention.

* Increase monitoring and surveillance,
evaluation and intervention research.

* Health professionals’ level of knowledge,
understanding and action on the prevention
of chronic conditions.

» Behaviours and environments that promote
health and wellbeing.

* Initiatives that focus on early years of life,
children and young people.

* Health sector reforms that support primary
prevention.

* Evidence of utilisation of risk factor data and
best practice in relation to primary
prevention.

Objective

Increase the early detection and management of disease markers in the ‘at risk’
population to delay or halt the progression of chronic conditions.

Strategies

Indicators

» Enhance primary health care capacity to
implement a coordinated, systematic
approach to early detection and
management of disease markers that targets
vulnerable/at risk populations.

* Develop implement and evaluate flexible
approaches to early detection and follow up
of disease markers in a range of settings
based on local needs of at risk populations.

* Health professional knowledge,
understanding and action on early detection
and risk factors.

 Implementation of systems that increase
the uptake of adult health checks in at risk
populations.

* Implementation of systems that address risk
factors through supporting behaviours that
promote health and wellbeing.

Objective

Implement a Territory wide approach to self management.

Strategies

Indicators

» Develop and implement a framework for
self management to support consistent
approaches for people with chronic
conditions across the NT.

» Empower and prepare individuals/carers
to be active participants in monitoring and
management of their chronic condition.

 Develop a workforce skilled to support
individuals to manage their health and health
care.

* NT framework for self management agreed
by key stakeholders.

 Health professional’s knowledge,
understanding and support of self
management approaches.

 Uptake of self management programs in the
community.

« Participation in self management by people
with chronic conditions.




Objective

Ensure clients with chronic conditions receive high quality clinical care and
co-ordinated and integrated multidisciplinary care across services, settings and time.

Strategies

Indicators

 Improve communication and education about
chronic conditions for individuals/carers/
families.

* Provide access to high quality evidence
based clinical care.

* Provide access to quality, co-ordinated and
integrated multidisciplinary care.

* Implement care co-ordination for people with
complex chronic conditions.

* Raise awareness of co-morbidity of chronic
mental illness with other chronic conditions
and enhance early detection, appropriate
management and referral for care for these
people.

* Improve rehabilitation services for people
with chronic conditions to maximise function,
improve quality of life and reduce the risk of
further complications.

* Provide people with chronic conditions
access to integrated palliative care services.

* Prevalence/incidence of priority chronic
conditions.

* Mortality from priority chronic conditions.
 Reduction in avoidable hospitalisations.

« Utilisation of chronic disease management
plans in care for people with chronic
conditions.

* Early detection of chronic mental iliness and
referral to appropriate care.

 Access to multidisciplinary care,
rehabilitation and palliative care for people
with chronic conditions.

« Utilisation of care co-ordination process for
people with complex chronic conditions.

Objective

Recruit, develop and retain an appropriately skilled workforce.

Strategies

Indicators

* Provide education, training and professional
development opportunities that encompass
all aspects of the chronic conditions
prevention and management strategy.

* Build workforce capacity to meet future
population needs through research and
innovation initiatives.

* Develop and support employment of
Aboriginal people in management, policy
and operational areas related to chronic
conditions.

¢ Increase in chronic conditions education
provided across disciplines and settings.

* Increase the number of Aboriginal people
employed in chronic conditions area.




Objective

To improve connectivity, sharing of useful information and access to appropriate
services to support chronic conditions prevention and management.

Strategies

Indicators

« Utilise existing and emerging information
management (IM) and information
communication technology (ICT) to facilitate
efficient and effective chronic conditions
prevention and management including
decision support tools.

Support and develop continuity of care
initiatives that support health professionals
and health services working together in an
integrated, seamless, and coordinated way
and enhancing the interface between health
and other sectors.

Utilise up to date ICT to share information
about chronic conditions prevention and
management with health professionals and
community members.

* Number of health services with electronic
care planning and recall systems.

* Number of health service IT systems that
communicate effectively with other services
and sectors.

* Number of health professionals and
consumers accessing information through
information communication technology.

« Utilisation of decision support tools by health
professionals.

Objective

Improve chronic conditions prevention and management through continuous

quality improvement activities.

Strategies

Indicators

* Increase continuous quality improvement
(CQI) activities in all aspects of chronic
conditions prevention and management.

+ Disseminate information about effective
CQl strategies and promote incorporation of
learnings into practice.

 Improve service delivery through research
and innovation initiatives.

» Health services in which continuous quality
improvement is integral to service delivery.




Acronyms

ACCHO  Aboriginal Community Controlled Health Organisation
AIHW Australian Institute of Health and Welfare

AMSANT  Aboriginal Medical Services Alliance Northern Territory
GHANT Good Health Alliance Northern Territory

GPNNT General Practice Network Northern Territory

NHHRC National Health and Hospitals Reform Commission

NT AHF Northern Territory Aboriginal Health Forum

NT DHF  Northern Territory Department of Health and Families
NT PCDS Northern Territory Preventable Chronic Disease Strategy
PHC Primary Health Care

Glossary

References to “Aboriginal people” should be taken to mean “Aboriginal and Torres
Strait Islander people” throughout this document.

Aboriginal community control

Aboriginal communities control the planning, development and management
of primary health care and community care services in a manner that is both
commensurate with their capabilities and aspirations and consistent with the
objective of efficient, effective and equitable health systems functioning.

Avoidable hospitalisations

Measure the proportion of morbidity that could be avoided by timely and effective
care outside hospital and involve a selected group of conditions for which
hospitalisation could be avoided by preventive measures or early diagnosis and
treatment in primary care.

Burden of disease

Burden of disease is a measure of population health that uses fatal health
outcomes (years of life lost) and non-fatal health outcomes (years of life lost due
to disability) to measure health outcomes by conditions, causes and risk factors.

Care coordination

Is a collaborative and ongoing process that ensures that services for people with
specific complex needs related to chronic conditions or social circumstances is
coordinated and enables optimal disease management and chronic care.

Chronic conditions

Chronic conditions are those which in most cases can not be cured, only
controlled. They have a gradual onset, are long term and persistent; occur across
the life cycle, become more prevalent with older age; are usually not immediately
life threatening and can compromise quality of life through physical limitations and
disability.

Determinant:
Any factor that can increase the chances of ill health (risk factors) or good health
(protective factor) in a population or individual.

Health literacy
Having access to the information necessary, as well as the skills and resources
required, to make decisions for one’s own health.
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Health promotion

Health promotion is the process of enabling people to increase control over,
and to improve, their health. To reach a state of complete physical, mental and
social wellbeing, an individual or group must be able to identify and to realise
aspirations, to satisfy needs, and to change or cope with the environment.
Health is, therefore, seen as a resource for everyday life, not the objective of
living. Health is a positive concept emphasising social and personal resources,
as well as physical capacities.

Lifestyle

Lifestyle is a way of living based on identifiable patterns of behaviour which are
determined by the interplay between an individual’s personal characteristics,
social interactions, and socioeconomic and environmental living conditions.

Living conditions
Living conditions are the everyday environment of people, where they live,
play and work. These living conditions are a product of social and economic
circumstances and the physical environment - all of which can impact upon
health - and are largely outside of the immediate control of the individual.

Prevention

Approaches and activities aimed at reducing the likelihood that a disease or
disorder will affect an individual, interrupting or slowing the progress of the
disorder or disability.

Primary Health Care

PHC encompasses a range of health services and activities spanning the
prevention, early intervention and management continuum. PHC services are
supported by a holistic view of health that recognises that many factors influence
the health and wellbeing of individuals, families and communities such as
healthy environments, access to employment and the degree to

which people can exert control over their lives.

Primary prevention

Primary prevention incorporates widespread changes that reduce the average
risk in the whole population or reduce particular exposures among identified
higher risk groups or individuals.

Risk factors

Any factor that represents a greater risk of a health disorder or other
unwanted condition. Some risk factors are regarded as causes of disease,
others are regarded as contributors.

Secondary prevention
Secondary prevention interrupts, prevents or minimises the progress of a
disease or disorder at an early stage.

Self management

Self management requires the person, the family and carers, service providers
and the health system to work together to achieve better health outcomes.
Self management is underpinned by the person being at the centre of their
own health care and involves the skills and resources that a person needs

to negotiate the health system and maximise their quality of life across the
continuum of prevention and care.

Social determinants of health
The range of personal, social, economic and environmental factors which
determine the health status of individuals or populations.

Tertiary prevention

Tertiary prevention focuses on reducing the consequences of established
disease through effective management of the person to reduce the progress or
complications of established disease and improve patient wellbeing and quality of life.




References

1 Australian Institute of Health and Welfare 2002, Chronic Diseases and Associated Risk
Factors in Australia 2001, AIHW, Canberra.

2 RhED Consulting & Northern Territory Department of Health and Community Services
2007, Evaluation of the Northern Territory Preventable Chronic Disease Strategy, RhED
Consulting Pty Ltd, Ocean Shores NSW. Available at www.health.nt.gov.au/Preventable_
Chronic_Disease/PCD_Strategy_and_Evaluation

3 www.health.nt.gov.au/Preventable_Chronic_Disease

4 National Health and Hospitals Reform Commission 2009, A Healthier Future For All
Australians - Final Report of the National Health and Hospitals Reform Commission June

5 00000000O0O0COOOO O 2009. Available at www.nhhrc.org.au/internet/nhhrc/publishing.nsf/Content/nhhrc-report

T 5 Northern Territory Department of Health and Community Services 1999, Preventable

© Chronic Disease Strategy - Overview and Framework, NT DHCS, Darwin. Available at

www.health.nt.gov.au/Preventable_Chronic_Disease/PCD_Strategy_and_Evaluation

e 06 6 o o 0 0 0 0 0 0 0 0 o o 6 I|bid.

7 National Public Health Partnership 2001. Preventing Chronic Disease: A Strategic
Framework, NPHP, Melbourne.

8 RhED Consulting et al, op. cit.

9 Commission on Social Determinants of Health 2008, Closing the gap in a generation:
Health equity through action on the social determinants of health, World Health

I R I R R Organisation. Available at whqlibdoc.who.int’/hq/2008/WHO _|IER_CSDH_08.1_eng.pdf

10 Zhao'Y, You J, Guthridge S 2008, Burden of Disease and Injury in the Northern Territory
1999-2003, unpublished.

11 Ibid.

12 Shu QL, Gray N J, Guthridge S L, Pircher S L M 2009, Avoidable hospitalisation in
Aboriginal and non-Aboriginal people in the Northern Territory, MJA 190 (10):532-6.

13 Australian Institute of Health and Welfare 2007, Chronic Diseases and Associated Risk
Factors in Australia 2006, Cat. no. PHE 81, AIHW, Canberra.

14 Zhao'Y, You J et al, op. cit.

15 Zhao'Y, Connors C, Wright J, Guthridge S, Bailie R 2008, Estimating chronic disease
prevalence among the remote Aboriginal population of the Northern Territory using multiple
data sources, ANZJPH 2008, 32 (4): 307-13.

16 Patel, B 2009, Personal communication, IM OK Project Facilitator.

17 Zhao'Y, You J et al, op. cit.

18 Wilson T, Condon JR and Barnes T 2007, Northern Territory life expectancy improvements,
1976-2004, ANZ JPH31 (2): 184-8.

19 Trewin, D 2006, National Aboriginal and Torres Strait Islander Health Survey, Australia
2004-05, Cat. No. 4715.0. Australian Bureau of Statistics, Canberra. Available at www.
ausstats.abs.gov.au/ausstats/subscriber.nsf

20 Larson A, Gilles M, Howard P J, Coffin J 2007, It's enough to make you sick: the impact of
racism on the health of Aboriginal Australians, ANZJPH 2007,31, (4): 322 9.

21 Australian Institute of Health and Welfare, 2008, Australia’s health 2008, Cat. no. AUS 99,
AIHW, Canberra.

22 Korda J K, Butler J R G, Clements M S, Kunitz S J 2007, Differential impacts of health
care in Australia: trend analysis of socioeconomic inequalities in avoidable mortality,
International Journal of Epidemiology 2007, 36 (1):157-165.

23 ZhaoY, You J et al, op. cit.

24 Australian Institute of Health and Welfare 2008, Australia’s health 2008, Cat. no. AUS 99,
AIHW, Canberra.

25 Australian Institute of Health and Welfare 2005, Rural, regional and remote health
Indicators of health, AIHW, Canberra, Cat. No. PHE 59: AIHW (Rural Health Series no. 5).

26 Australian Institute of Health and Welfare 2008, op. cit.

27 Northern Territory Government 2008, Pathways to Community Control: An agenda to further
promote Aboriginal community control in the provision of primary health care services 2008,
NT Aboriginal Health Forum, NTG, Darwin.

28 NT Department of Health and Families, Aboriginal Cultural Security: An outline of the Policy
and its Implementation, Northern Territory Government, Darwin. Available at www.health.
nt.gov.au/Aboriginal_Health/index.aspx

29 Queensland Health 2005, Queensland Strategy for Chronic Disease 2005-2015,
Queensland Health, Brisbane.

30 NSW Department of Health 2006, NSW Chronic Care Program Phase Three: 2006 2009,
NSW Chronic Disease Strategy. NSW Department of Health, Sydney.

31 Flinders Human Behaviour and Health Research Unit 2006, The ‘Flinders Model’ of Chronic
Condition Self Management Information Paper, Flinders University, Adelaide. Available at
som.flinders.edu.au/FUSA/CCTU/self_management.htm

32 Palliative Care Strategy 2005 — 2009, Northern Territory Government, Department of Health
and Community Services, April 2005.







Across the lifespan

Aboriginal and
non Aboriginal

Urban and remote
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