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Introduction

The West Coast of the South Island
stretches from Karamea to Haast,
about the distance from Auckland to
Wellington. Only 31 000 people live
in this large, rugged area. When
combined with the low socioeco-
nomic status and high deprivation of
the region’ and also with the lowest
ratio of GPs to population in the
country,” the provision of consistent
high quality health care in the re-
gion is a challenge.

In 2004, diabetes services on the
West Coast were fragmented and did
not maximise resource use. Diabetes
care and annual diabetes checks were
provided both in general practice and
by the hospital-based Diabetes Clinic.
In that year, 55% of the expected 903
people with diabetes on the West
Coast had an annual review with their
general practice team and 38% had
a review at the hospital clinic. As
there was no central diabetes data-
base in the region, it was not known
if these groups overlapped. Anecdo-
tally, some people were having two
annual reviews in the same week,
with two sets of laboratory tests. Oth-
ers were declining their general prac-
tice-based annual review, because
they were being seen at the hospital
clinic.

There was no regionally agreed
guideline about diabetes manage-
ment, or who should be accessing the
secondary care diabetes clinics. Pa-
tients did not always receive a con-
sistent message and the service pro-
vided was not uniform across the re-
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gion. Some areas had a high turn-
over of general practitioners, which
led to problems of continuity of care.
As no ophthalmologist-led dilated

fundoscopy or retinal photography

service was provided on the West

Coast, the majority of people with

diabetes who were being seen by the
hospital-based diabetes clinic waited
at least two years to receive dilated

fundoscopy by the physician.

People newly diagnosed with dia-
betes were generally, but not univer-
sally, referred to the diabetes nurse
specialists and dieticians for educa-
tion and information. The West Coast-
wide Maori health provider arranged
disease state management through a
community-based nurse. The services
she provided were not well known
to the health provider community
and there were limited linkages with
other health care providers.

Podiatry services were limited
and there was a lack of clarity in the
community regarding podiatry access
for people with diabetes.

Consumers commented that the
messages being provided by the pri-
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mary and secondary sectors were not
always consistent.

Community pharmacists provided
a great deal of support, information
and advice to patients regarding their
medication use. With the low ratio
of general practitioners to patients
across the West Coast, the expertise
of the community pharmacists was
not being fully utilised.

A West Coast Primary Health Or-
ganisation (WCPHO) sponsored mo-
bile retinal screening service was
being planned for the West Coast. This
provided an opportunity for a serv-
ice redesign, as the need to attend
the hospital diabetes service for fun-
doscopy would be removed. It was
proposed to develop an integrated
diabetes service across the West Coast
that provided consistent care regard-
less of location and encouraged the
appropriate use of primary and sec-
ondary services.

Methods

The WCPHO was approached and
agreed to sponsor the West Coast In-
tegrated Diabetes Service (WCIDS)



working party for a twelve month
period from November 2004. The
group consisted of secondary and pri-
mary care clinicians (doctors and
nurses), the local diabetes societies,
community pharmacy, Maori consum-
ers, the local Maori health provider
and West Coast DHB management.

The aim of the working party was
to review the existing service provi-
sion for people with diabetes in the
region, to formulate a new look serv-
ice that would meet the needs of the
geographically large and isolated
rural community and to implement
the principles of chronic disease
management. International literature
was considered and group members
outlined their ‘ideal service’ for the
West Coast. These elements were com-
bined and refined through commu-
nity and provider consultation into
the final service plan.

It was envisaged that, over time,
the chronic disease management prin-
ciples established in the diabetes pro-
gramme would be expanded to in-
corporate the management of other
chronic illnesses on the West Coast.

The working party consulted with
the providers of services as there
would be a need for them to alter the
way they provided their services and
there was widespread support for the
changes put forward in the plan. Pa-
tients would be encouraged to take a
greater part in managing their own
health in the future and consultation
with the consumers of diabetes serv-
ices and local Maori revealed sup-
port for this direction towards greater
self-management.

Some changes suggested in the
new service required a change in the
way things were being done tradi-
tionally. The GP Liaison Officer un-
dertook the work to initiate these
changes. The GP Liaison Officer was
funded initially by the WCPHO and
West Coast District Health Board
(WCDHB), then latterly by the
WCDHB solely. The WCDHB also con-
tracted the services of a Chronic Con-
ditions Management project manager,

who also helped in the design and
implementation of the service, for
twelve months from mid-2005.

Other aspects of the new service
required new development and im-
plementation. The WCPHO agreed to
fund those new aspects of the service.

The effectiveness of the pro-
gramme would be evaluated in terms
of acceptability to consumers and
providers and improvements in meas-
ures of diabetes management over a
two year period (2006-2007). This
would be done through a patient® and
provider* survey assessing care pro-
vided from a Chronic Conditions
Management perspective in 2005 and
2008 and comparing the 2005 An-
nual Diabetes Review data for the
West Coast with the 2007 Annual Dia-
betes Review data.

Results

The WCIDSwas launched in Novem-
ber 2005. The new service is outlined
in Figure 1. The main changes from
the existing services were:

e Stratification of the intensity of
care provided based on clinical
need. Ongoing care would be pro-
vided in primary care for the
majority of people with well-con-
trolled diabetes, whilst shared
care with secondary services
would be provided for people
with poorly controlled diabetes
or complex health problems and
for children and adolescents.

e Implementation locally of agreed
protocols for diabetes management
based on the New Zealand Guide-
lines for Diabetes Management.®

e A common initial programme for
all patients newly diagnosed with
diabetes on the West Coast, in-
cluding dietician and diabetes
nurse specialist referral.

e Mobile retinal screening services
would be provided at three loca-
tions across the region.

e Publicly provided podiatry serv-
ices, following clear guidelines
that would be widely known
within the primary care commu-
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nity, would be provided for peo-
ple with high risk feet.

e The use of a patient-held record
that all providers could contrib-
ute to, to enhance the patient’s
self-management role.

e The inclusion of patients with
poorly controlled diabetes in the
CarePlus Program.

e The involvement of community
pharmacists as an integral part of
the health care team through im-
plementing funded annual re-
views for patients on hypoglycae-
mic medication, focusing side-ef-
fects and compliance issues.

e Offering the involvement of the
Maori Disease State management
nurse in the service for those peo-
ple who would prefer this.

e The establishment of a group-
based diet and exercise self-man-
agement course. All people with
newly diagnosed diabetes would
be encouraged to attend and all
people with diabetes would be
encouraged to attend the course
as a ‘refresher’ every five years.

e The feasibility of holding special-
ist diabetes clinics in primary care
settings would be investigated
and implemented if appropriate.

e A greater emphasis would be
placed on provider education in
diabetes management.

e A regional diabetes database
would be established to improve
information gathering and shar-
ing, as clinically appropriate, and
to monitor the outcomes of the
programme. Patient consent for
this would need to be gained. This
could be based upon the current
WCPHO diabetes database.

The MacColl Institute of Healthcare

Innovation, Group Health Coopera-

tive’s Assessment of Chronic Illness

Care* questionnaire was sent to all

providers as a postal survey over late

2005-early 2006. The companion

Patient Assessment of Chronic Illness

Care’® questionnaire was administered

by phone, postal and face-to-face sur-

veys during the same time to a quar-
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ter of the people known to have dia-
betes. These will be repeated early

in 2008 to assess whether the serv-
ice redesign has brought about an

improvement in the quality of care
provided from a chronic conditions
management perspective. As men-
tioned previously, the Annual Dia-
betes Review database will be used
to assess the effectiveness of the pro-
gramme by comparing 2005 with

2007 data on the process of provid-
ing diabetes care and on the outcome
measures recorded.

At this midpoint through the im-
plementation phase, people with
well-controlled diabetes are being
discharged from the hospital diabe-
tes clinics to receive care from their
primary care team. Re-referral for
specific problems is easily achieved.
The initial ‘package of care’ for peo-
ple with newly diagnosed diabetes
appears to be working well.

Provider education and dissemi-
nation of the New Zealand Guidelines
Group’s Management of Type 2 Dia-
betes guidelines has

Guidelines Group’s 2003 guidelines
and the Ministry of Health’s service
specifications, so our guidelines re-
flect the Ministry funding position,
rather than the national guideline.
The WCPHO agreed to fund pa-
tient-held records for all people with
diabetes. These were developed dur-
ing 2006 in consultation with pro-
viders and consumers, taking ideas
from other patient-held records, such
as those developed by Counties
Manukau District Health Board. They
were first used late in 2006 and will
also be used for people with other
chronic conditions. They include in-
formation about the person’s social
situation and medical problems,
medication information, and goals. In
addition to a place for the patient to
write questions or notes for their
health care providers, there is a place
for health care providers to write to
each other. Although there is patient
and provider enthusiasm for the con-
cept, the initial filling-in of the
record is a time consuming process
and the record is

been held for the
whole primary care
team, including
pharmacists, prac-
tice nurses and GPs,
by the local physi-
cian who has a par-
ticular interest in
diabetes. A Flinders
Self-Management
Support Training
weekend has also
been held on the

Good chronicillness care
...comprises components
of self-management
support, delivery system
design, decision support,
clinical information
systems, working within
the wider community
and the health system

being revised to
minimise the
amount of handwrit-
ing needed for those
using MedTech
practice manage-
ment software.

The initial plan
was to fund an an-
nual pharmacy re-
view for qualifying
patients for the two
year period. It was

West Coast, with

GPs, practice nurses, community
nurses and disease nurse specialists
attending. This was jointly funded by
the WCPHO and WCDHB.

The mobile retinal screening serv-
ice is well established and appears
to be functioning well.

There are now clear disseminated
guidelines outlining who qualifies for
publicly funded podiatry services.
There is a discrepancy around the sen-
sation loss needed to ‘qualify’ as a high
risk foot between the New Zealand

then recognised

that, as this would be a new style of
service delivery, it was worthwhile
evaluating the effectiveness of the
review service. The subsequent de-
sign of a study protocol and gaining
ethics committee approval has de-
layed the implementation of this as-
pect of the plan. It is hoped that a
study of its effectiveness will begin
early in 2007.

The WCPHO-funded diet and ex-
ercise self-management programme
is still being developed and has yet
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to be implemented. This has been
largely due to limited manpower,
and it is hoped that this will be im-
plemented during 2007.

Ongoing staffing and organisa-
tional issues at some general prac-
tices is reflected in the variation
across different practices in partici-
pation in the Annual Diabetes Review.
The WCPHO has included the Annual
Diabetes Review figures as a perform-
ance indicator for its Performance
Management Program, to encourage
practices to participate.

The integrated diabetes database
for the West Coast remains to be in-
stituted at this stage. The WCDHB has
implemented a new patient manage-
ment system that has the potential to
interact with primary care databases
but manpower and other priorities
continue to delay further discussions
on this aspect.

Discussion

Reducing the incidence and impact
of diabetes in New Zealand is one of
the 13 priority health objectives in
‘The New Zealand Health Strategy’®
An integrated approach to diabetes
service provision is congruent with
the ‘The Primary Care Strategy’” key
directions for primary health care.

The concept of chronic disease
management is changing the way
health care services are delivered
around the world.® Chronic disease
management has been described as ‘A
system of coordinated healthcare in-
terventions and communications for
populations with long-term conditions
in which patent self-care is significant

Wagner’s Chronic Care Model®
describes the interacting system com-
ponents that are important for pro-
viding good chronic illness care. It
comprises components of self-man-
agement support, delivery system
design, decision support, clinical in-
formation systems, working within
the wider community and the health
system. Active patient and health
provider involvement within this
health care environment activates the
success of the model.



Figure 1.
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West Coast Integrated Diabetes Service Plan

Patient newly diagnosed with diabetes

e |nitial review by GP, and initial annual diabetes review
e Patient-held record given, including:
- Results, targets, medications
- Contact details re resources (people and physical)
- Provider communication page
- Information/education materials:
O Nutrition
O Exercise
O Education re disease, complications
O Drug treatment
O Self monitoring
e Referral to diabetes nurse specialist, dietician, for introductory programme
® |f medications prescribed, to be dispensed once monthly until stable
® Participate in Diet and Exercise Self Management Program

Ongoing level of care based
on HbA1c, or other factors

Level 2

HbA1c >= 8, or other|
criteria, e.g.
children/adolescents,
significant co-
morbidities.

Case management

Level 1
HbATc <8
Care Management

Level 1 Care, PLUS

e Diabetes clinic annually,
and as indicated clinically

® Trial holding diabetes clinics
in primary care settings

® Annual diabetic review by
GP practice, at different time
to diabetes clinic review

® More intensive nurse input

from practice nurse through

CarePlus, or diabetes nurse

specialist in absence of PN

GP and practice/rural nurse care, following agreed Diabetes
Management Guidelines

Annual diabetic review by GP practice

Retinal screening

Podiatry if high risk foot/poor eyesight/can't reach own feet
Maori Disease State Management nurse involved at patient and
whanau's request

Annual Community pharmacy review re medication adherence
Diabetic nurse specialist, dietician and physician input by referral
from GP/practice nurse

Patient-held record, updated

Diet and Exercise Self Management refresher course attended at
five-yearly intervals

Green Prescription

Coast-wide shared diabetes database, with 1° and 2° access

HEALTH PROMOTION - Exercise, Nutrition, Sport West Coast, Smoking Cessation Program, Healthy Lifestyle Initiatives
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Service provision that involves
collaborative planning and delivery of
services between the primary and sec-
ondary sector, with appropriate IT sup-
port, and community input, has been
shown to be effective overseas, such
as in a large American Health Man-
agement Organisation'® and in urban
New Zealand in the Counties-Manukau
series of projects."'> We are interested
in seeing how well these principles
apply to our geographically very large
area (8.5% of New Zealand’s land
mass) with such a small population
(less than 1 000 people with diabetes).

The WCIDS has created a frame-
work to co-ordinate and standardise
diabetes care in our region. The
strength of the process has been in
its collaborative nature, including
primary and secondary providers,
the funders, consumers and Maori at
all stages of the process. This has led
to strong buy-in from these various
participant groups.

The implementation of this dia-
betes service framework is where the
challenge now lies. Workload factors
are influencing the ability of those
implementing the programme and
providing the services, particularly
in primary care, to embed some of
the changes outlined in the plan.

The nature of the West Coast com-
munity provides a unique opportu-
nity to plan and implement such a
programme. Because of the small

number of providers it was relatively
easy to reach consensus and buy-in
to changes. The local diabetes socie-
ties have enthusiastic members who
have contributed significantly to this
plan. The local physician with respon-
sibility for diabetes has also been very
supportive of the project. The WCIDS
working party became the revitalised
Local Diabetes Team in 2005 and con-
tinues to monitor the progress of the
service implementation.

The same smallness that has ena-
bled good progress to be made is a
two-edged sword. The ability to im-
plement aspects of the programme as
described is more person-dependant,
rather than system-dependant, as may
be the case in a larger region or or-
ganisation. Key personnel changes
and absences have had a significant
impact on some aspects of the serv-
ice implementation and provision. It
is also reflected in different general
practices’ ability to provide high lev-
els of annual diabetes review cover-
age during periods of understaffing.

These unique aspects of the West
Coast community may somewhat limit
the applicability of our service re-
design to other areas. Despite that,
the principles of collaboration and
frequent consultation during the de-
velopment of a service are universal
in gaining successful buy-in from the
community of providers, and the
wider community at large.

The true test of the service’s ef-
fectiveness will be when the results
of the survey and annual diabetes
review data are compared in 2008.
These will be reported on and will
inform any further changes to the
system that may be required. We will
then see if we have met the goal of
the service; that the service would
allow people to receive the right care
by the right person at the right place
at the right time.
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