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In 2009, the Northern Territory Department of Health (then the NT Department of Health and Families) together with partners from non-Government and Aboriginal community-controlled health services developed a 10 year strategy – the Northern Territory Chronic Conditions Prevention and Management Strategy 2010-2020 (the CCMPS).  The Strategy or the CCPMS was launched in November 2009 and the CCPMS Implementation Plan 2010-2012 in May 2010.

The CCPMS was developed to encourage a consistent approach across all NT health services to reducing the incidence and impact of chronic conditions, in both planning and implementation of services.  The CCPMS Implementation Plan was developed to support services to strategically plan evidence-based activities and integrate these activities into the business plan of the organizations.

This first Annual Report 2010 provides readers with a snap shot of the Northern Territory profile of chronic conditions and the progress against each of the eight key action areas outlined in the CCPMS Implementation Plan.   In section A of this Report, various data sources have been utilized to describe the prevalence and incidence of chronic conditions. This has included self reported data from surveys as well as available epidemiological data from clinical systems and research. In section B of this Report, qualitative and quantitative data have been utilized to report against each of the eight key action areas.

Summary of Chronic Conditions Profile

	In the NT, the life expectancy for Aboriginal and non-Aboriginal population has improved significantly over the past forty years. The gap between Aboriginal and non-Aboriginal women is closing due to rapid improvements in life expectancy observed in Aboriginal females. However, the gap has widened for Aboriginal men in comparison to non-Aboriginal men due to limited improvement in life expectancy.  During 1967-2006 there was an improvement in life expectancy of 16 years in Aboriginal females and 8 years in Aboriginal males compared to 16.5 years in non-Aboriginal females and 12.4 years in non-Aboriginal males. Mortality in the Northern Territory 1967-2006, Department of Health.  Northern Territory Government 2011 


	During 1991-2005, there has been a 25% reduction in cancer mortality rates for Aboriginal women (mainly cervical cancer) and an increase by 25% in cancer mortality rates for Aboriginal men. Zhang X, Condon J, Dempsey K, Garling L. Cancer Incidence and Mortality. Northern Territory 1991-2005. Department of Health and Families, Darwin 2008.


	The leading causes of death from 1985 to 2006 for all population groups were due to chronic conditions from cardiovascular disease, cancer and respiratory disease.  The Aboriginal population has much higher mortality rates than the non-Aboriginal population.


	There is an observed decline in death rates from stroke (by 11.7% for males and 7.1% for females) and COPD (by 1% for males and 6.1% for females) in NT Aboriginal people, but increased deaths from ischemic heart disease (IHD) for both Aboriginal males (by1.3%) and females (2.9%), and renal failure for Aboriginal females (by 4.4%).  Amongst the NT non-Aboriginal population, there is an observed decline in death rates for all of these five diseases. Fernley E, Li SQ, Guthridge S. Trends in chronic disease mortality in the Northern Territory Aboriginal population, 1997-2004: using underlying and multiple causes of death. Australian and New Zealand Journal of Public Health 2008; 33(6): 551-55 


	Disease prevalence and incidence:
	Cardiovascular disease: Between 1992 and 2004, the incidence of Acute Myocardial Infarction has declined by 23% for NT non-Aboriginal population, however for Aboriginal population it has increased by 60%. You J, Condon JR, Zhao Y, Guthridge S. Incidence and survival after acute myocardial infarction in Indigenous and non-Indigenous people in the Northern Territory, 1992-2004.  MJA 2009. 190; 6: 298-302 
Diabetes: Prevalence is high for the Aboriginal population (7.9% in Aboriginal compared to 4.4% in NT non-Aboriginal). General comparison was made as the prevalence figures were obtained from two separate studies, one through NT CATI 2000 (diabetes prevalence of 4% for NT non-Aboriginal population) and  NATSIHS 2004/05 (diabetes prevalence of 7.9% in NT Aboriginal)  Higher rates are seen in Central Australia (13.4%) than the Top End (6.3%), Zhao Y, Connors C, Wright J, Guthridge S, Bailie R. Estimating Chronic Disease Prevalence among the Remote Aboriginal Population of the Northern Territory using Multiple Data Sources. ANZPH 2008; 32(4): 307-13 and in Aboriginal females (11.5%) than males (7.5%). This is consistent with the higher rates of obesity observed in Central Australia. Ibid 

Chronic Kidney Disease: In 2005, prevalence is much higher in Central Australia (25.2%) than the Top End (15.8%) and in Aboriginal females (23.1%) than males (17%). Ibid This is consistent with the higher prevalence of diabetes and hypertension in Central Australia region and amongst the female population. These two conditions were the leading causes of End Stage Kidney Disease in the NT in 2010. The number of new dialysis patients has increased from 57 clients in 1997 to 89 clients in 2008; figures in 2009 (72 clients) and 2010 (57 clients) have shown decreasing numbers.


Chronic Airway Disease: In 2008, the prevalence of Chronic Obstructive Pulmonary Disease (COPD) is higher in the Top End (8.1%) than Central Australia (5.4%), Ibid consistent with higher prevalence of smoking in the Top End, with highest rates in Arnhem Land
Chronic Mental Illness: Population data are available from self reported surveys. In 2008, 28% of NT Aboriginal people reported having high to very high levels of psychological distress. For NT non-Aboriginal people, the detailed CATI survey in 2000 showed 22% of people reported anxiety and depression. Australian Bureau of Statistics, 4714.0. National Aboriginal and Torres Strait Islander Social Survey 2008. Available from: http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4714.02008?OpenDocument
Cancer: Overall during 1991-2005, NT population has a lower aged standardised cancer incidence rate (426 per 100,000 population) than the Australian population (456 per 100,000 population). Tobacco-related cancers were among the top most common cancers for all NT Aboriginal and non-Aboriginal people. Zhang X, Condon J, Dempsey K, Garling L. Cancer Incidence and Mortality. Northern Territory 1991-2005. Department of Health and Families, Darwin 2008.

Chronic condition risk factors:
Compared to the total Australian population, the NT has a higher prevalence of tobacco smoking (33.4% NT, 21% Australia).  In Aboriginal males, the trend from 1994-2008 appeared stable (approximately 60%) and increasing for Aboriginal females (from 35.5% in 1994 to 48.6% in 2008).  During 1998-2007, in non-Aboriginal population, the trend appeared declining for both males and females from 32.8% to 31.1% in males (1998) and from 39.3%% to 24.1% in females (2007). Northern Territory Government, 2010.  Smoking Prevalence.  Department of Health, Health Gains Planning Information Sheet September 2010
Consumption of alcohol in the NT is higher than the national average.  The NT non-Aboriginal population is more likely to consume alcohol than Aboriginal population (88.7% compared to 49.2%); however, among Aboriginal population who consume alcohol, 30.1% reported drinking alcohol at risky levels (compared to 17.2% of non-Aboriginal). Northern Territory Government, 2010.  Alcohol use in the Northern Territory.  Department of Health, Health Gains Planning Information Sheet September 2010 Alcohol consumption and consequent alcohol-attributable deaths and hospitalisation for both Aboriginal and non-Aboriginal population in the NT have occurred at levels far higher than elsewhere in Australia. Skov S et al.  How much is too much? Alcohol consumption and  related harm  in the Northern Territory. MJA 2010; 193:269-272 
Various surveys on nutrition and physical activity utilised different indicators, which makes comparison across surveys difficult.  Overall, for all population groups, the prevalence of consuming adequate fruits and vegetables and having adequate physical activity is low.  Almost 50% of all NT adults are found to be overweight or obese. Data derived from various surveys: NATSIHS 2004/05, AusDiab Study 2000, NT CATI Survey 2004, NHS 2007/2008 and NT Physical Activity Survey 2003. 
The socio-economic findings affirm the degree of social disadvantage observed in the NT Aboriginal population. Australian Institute of Health and Welfare 2008. Aboriginal and Torres Strait Islander Health Performance Framework, 2008 report: Detailed analyses. Cat. No. IHW22. Canberra: AIHW
	

Progress against the CCPMS Implementation Plan
Key Action Area 1 – Increase the focus on the Social Determinants of Health

Raising awareness of the Social Determinants of Health (SDoH) – There are various activities by health sector to raise awareness of SDoH for health professionals but there is a current lack of a strategic and systematic approach to raising awareness of SDoH. The incorporation of SDoH teachings into tertiary education in the NT is essential to develop the future health workforce who will understand the impact of SDoH and who are expected to act on the wider determinants of health.  Better coordination of efforts are needed across sectors to address this gap. 
	Inter-sectoral collaboration – There are a number of existing partnerships between Department of Health (DoH) and other government departments on a wide range of projects related to addressing social determinants of health.  Some of these partnerships are stronger than the others in terms of real collaborations resulting in tangible outcomes.  These types of partnerships can and should be utilised to progress the health sector’s agenda on social determinants of health.  For example an inter-Government partnership involving DET, DoH, DCF, NTPFES, DHLGRS, DCM was formed to guide the development and implementation of an NT wide Early Childhood Development Plan that will seek to improve early childhood development outcomes by identifying priority strategies for more coordinated cross-agency activities, and by delivering high quality services and programs for young children and their families.

	Increasing health care access through improving health literacy – The 2010 Chronic Disease Network (CDN) Conference provided the forum for sharing of information, experience and lessons between health workers.  The majority of activities undertaken to improve health literacy driven from operational levels have taken on a reactive rather than strategic approach.  Planning for health literacy activities at the systems level will yield significant benefits as this will include the development of benchmark measures.

Aboriginal employment – The proportion of Aboriginal employment in DoH (6%) does not reflect the demographic profile of Aboriginal people in the NT (approx. 30%).  The majority of Aboriginal people are employed in lower job classifications with very small numbers in executive or professional levels.  Whilst there are efforts to increase Aboriginal workforce, the development and implementation of better strategies to improve the recruitment and retention of Aboriginal staff are imperative.

Key action area 2 - Increase the focus on primary prevention to prevent and reduce risk factors

There were a number of tobacco control activities happening across the NT.  Some of the key highlights were: (a) regulatory changes related to smoke free areas, an effective population-based approach to reduce smoking rates and safeguard against environmental tobacco smoke, (b) implementation of Smoke Free Policy in DoH, (c) increased taxation on the price of cigarettes (Federal’s initiative) (d)  mandatory reporting of tobacco wholesales data that will enable the monitoring of tobacco consumption in the NT and provide timely data for policy planning, (e) development of a tobacco control framework, and (f) expansion of the tobacco workforce, especially in remote communities, and (g) increased research effort.  The area that requires further effort is good coordination of tobacco control programs, especially at community levels to prevent duplication of efforts and promote sharing of ideas and resources.
	There are a number of activities to tackle high obesity rates including key initiatives to improve the availability and affordability of food in remote settings and the implementation of healthy school canteen policies, for example ongoing partnership with outback stores to facilitate the supply and demand for healthy food choices in remote communities.  The majority of physical activity and nutrition programs are limited to urban areas.

The use of Health Impact Assessments (HIA) is very limited in the NT with a lack of initiatives/partnerships that support the creation of healthy environments, especially in remote settings. There are however, opportunities through the Territory Growth Towns to initiate partnerships with other government departments.

There are a number of well-established programs in place for the early years and good partnerships established to improve the delivery and integration of early childhood services.  In 2010, the prevalence of Aboriginal low birth weight babies is 14.4% (compared to non-Aboriginal 7.7%), highlighting that further work needs to be done during antenatal care to reduce the prevalence of smoking during pregnancy.

Key action area 3 – Early detection and secondary prevention

The new edition of CARPA was released in 2010 and contained changes to several sections in chronic conditions, including a section on cardiovascular risk assessment. The cardiovascular risk assessment (CVR) tool was incorporated into electronic primary care systems.
The rates for health checks (adults and children) are low at national and state/territory levels. Menzies Centre for Health Policy.  Indigenous Health Checks: a failed policy in need of scrutiny.  Available on http://www.menzieshealthpolicy.edu.au/other_tops/pdfs_research/atsihealthchecks2.pdf Accessed on 30/8/2011  In 2009-10, only 12% of eligible Australian Aboriginal population received a check.  National data also showed that 80% of health checks showed health problems that needed follow-up service; however the delivery of such follow-up service has legged.  In 2009-10, an average of 8.4% of eligible Australian Aboriginal children received a check; the NT had the highest proportion (12.4%) of its eligible NT Aboriginal children (<15 years) received a health check. Menzies Centre for Health Policy.  Indigenous Health Checks: a failed policy in need of scrutiny.  Available on http://www.menzieshealthpolicy.edu.au/other_tops/pdfs_research/atsihealthchecks2.pdf Accessed on 30/8/2011  Within non-Aboriginal population, in 2010 a total of 197 people received a health check; this is a decline from 2009 figure of 594.  
GPNNT have continued measures to improve the uptake of this item number, such as promoting at conferences, forums and in face-to-face visits, supporting practices to identify clients for health assessments through motivational interviewing workshops and installation of the Pen Cat data collection tools and ongoing promotion of lifescripts to support the Item number.
There are various strategies in place in both primary and tertiary settings to improve the assessment and recording of risk factors but this is an area that still needs ongoing improvements.
Greater utilization of the PHC clinical data available on electronic systems would enable the provision of timely data to inform clinical practice and policy planning.

Key action area 4 – Self Management

An NT Chronic Conditions Self Management Framework is currently being developed.  The Framework will identify key principles which are fundamental for the implementation of self management.  The Framework will guide and inform: (a) service providers across a range of health settings about how a self-management approach can be promoted and integrated into current practice, (b) health staff to deliver evidence based self management initiatives including to ensure clients are prepared and empowered to manage their chronic conditions, and (c) policy makers on how to better structure the health services in order to support health staff to provide self-management initiatives to clients, and to create an appropriate environment conducive to clients participating in self management.
	There are a number of self management programs in the NT, the majority of which are disease specific and are mostly held in urban areas. Further work needs to be done to expand programs to remote areas and program evaluation needs to be included as part of the whole program.
There were a number of training opportunities about self management for health professionals organised by various health services.

Key action area 5 - Care for people with chronic conditions

Evidence based clinical care: During 2008-2010, there has been a steady increase in the proportion of management plans prepared by GPs for clients with Type 2 Diabetes. In 2008, approximately 39% of clients have management plans prepared by their GPs.  In 2009 and 2010, this figure has increased to 74% and 81% respectively. Similarly, for the same period, there has been a steady increase in the proportion of clients with Type 2 Diabetes who have had an HbA1c test in the last 6 months.  In 2008, 54.4% of clients had an HbA1c check in the last 6 months. This figure increased to 76.5% in 2009 and 76.7% in 2010. Department of Health 2008-2010 data - unpublished
Specialist outreach services have been extended to include more medical specialties and allied health through Medical Specialist Outreach Assistance Program-Indigenous Chronic Disease and increase coverage of geographical areas. NT Renal Services have established regular telephone case conferencing with remote PHC centres for over 2 years; other chronic conditions are interested to explore this type of service. 

There are several care coordination models of service in place for renal, cardiac and respiratory disease. Renal care coordination is the most established of the three and provides a good model of care for other conditions to replicate.  There are also initiatives in place to improve care coordination at the PHC / Community Health level.  
One of the identified gaps is linking mental health services with other services and introducing screening for co-morbidities of chronic mental and physical illness.
There are limited cardiac, pulmonary and other rehabilitation services in the NT, in particular for clients in remote areas.  Further work needs to be done to increase these services.
In the area of palliative care, 25% of referrals to palliative care were due to chronic conditions.  Of this, over half were referrals from end stage CKD patients, where a model of referral pathways has been developed.  Work needs to be progressed to translate this model for other conditions.

Key action area 6 – Workforce planning and development

The collaborative work between DoH and CDU has resulted in the establishment of the new Bachelor of Health Sciences degree through CDU.
Flinders University and CDU have established a fulltime medical school with an     emphasis on training Aboriginal doctors.
	There are a range of educational programs organised by key education/research organisations, DoH and NGOs in the form of professional development courses, lectures/seminars, symposium or group sessions.  A number of accredited chronic conditions professional development courses can be utilised towards gaining Continuing Professional Development points.  However, coordinated approaches to the planning and delivery of education sessions in the NT are required to maximise the use of the limited current resources.

Key action area 7 – Information, communication and disease management systems

With the exception of four DoH remote health clinics that are still paper-based, all of the other Aboriginal PHC centres in the NT have electronic patient information and recall systems, and plans are underway to connect the four paper-based centres. This helps facilitate chronic disease management activities by having a uniform, effective and efficient system that will support the work of PHC and other 

multidisciplinary teams. 
	There are existing collaborations in place between the information communication technology teams on a variety of projects relating to chronic conditions care. These collaborations should be strengthened and progressed further to enhance the system and incorporate the needs of chronic conditions prevention and management into systems. 

The development of a system to generate routine electronic reports relating to chronic conditions care in PHC should be made a priority. The development of these could be undertaken in a coordinated and structured approach to include both government and the Aboriginal community-controlled health services.  This will enable a NT-wide reporting system similar to the approach that is being implemented for the NT AHKPI data system. 
The continuing expansion of the e-health initiative to enable the sharing of electronic health records and other added features further support the integration and coordination of care for patients. 
The activities of the Chronic Disease Network (CDN) continued to facilitate networking and information sharing between a wide range of stakeholders working across the health sectors in the NT. The main activities of CDN include the annual CDN conference, quarterly newsletters, fortnightly e-CDN news and the sharing of information through CDN website.

Key action area 8 – Continuous quality improvement

Remote:
There is a wide range of CQI activity / programs being implemented across the NT. This included the Quality Assurance for Aboriginal and Torres Strait Islander Medical Services (QAAMS) monitoring quality of Point of Care testing, Audit and Best Practice in Chronic Disease (ABCD - now One21Seventy, the National Centre for Quality Improvement in Indigenous Health) an action research project led by Menzies School of Health Research, Healthy for Life,  Australian Primary Care Collaboratives (APCC) and GP accreditation through Australian General Practice Accreditation Limited (AGPAL). 
	A wide range of CQI tools and techniques were used. The common tools that were used were ABCD audits, ABCD Systems Assessment Tools, file auditing, clinical case reviews and action planning, followed by client feedback, charts and process mapping.
	Ongoing development of the NT AHKPI collection covering the Government and Non-Government sectors to improve the quality and robustness of data collection in PHC service planning and management through CQI.

The Audit and Best Practice in Chronic Disease action research, has been a collaboration between MSHR, NT Department of Health and more recently AMSANT. The project has extended its national reach in 2010 with the successful awarding of an NHMRC partnership grant, collaboration between Health Departments, research institutes and community controlled peak bodies in NT, Queensland, SA and WA.
	Point of care testing and electrocardiograms (ECGs) with electronic transmission to specialist centres enable primary health care staff to initiate best practice treatment for heart attacks in remote settings which reduces heart damage and risk of heart failure. NT Department of Health, 2011.  Annual Report 2010-2011.  Government Printer of the Northern Territory, 2011.  Available on http://health.nt.gov.au/Publications/Corporate_Publications/index.aspx

Urban:	

Oral Health – The Oral Health Service NT (OHS-NT) of the Department of Health is focused on organisational wide quality improvement. As part of the ongoing accreditation process, in 2010, the OHS-NT undertook a number of activities in order to prepare themselves for a full accreditation in 2011. Activities in 2010 included: 
	Providing training for staff on the use of Quality Improvement Program Planning System (QIPPS), and 

Developing a comprehensive work instruction for staff (including clinical guidelines) to ensure the provision of timely dental care for Rheumatic Heart Disease clients in particular all priority one (most severe) clients.

Community Health – The accreditation of the Department of Health Community Health Branch including: its six clinics in cities and towns across the Northern Territory, the home visiting services in those towns and cities, the school health services, immunisation services, and, the family and child health services, is undertaken by the Institute for Healthy Communities Australia Ltd using the Quality Improvement Council (QIC) standards and review process (corporate and clinical reviews).  

The QIC review cycle emphasises population (community) and individual client outcomes and is a cycle of continuous quality improvement utilising an organisational development model of quality management.  It has a strong consumer focus that encourages adoption of primary health philosophy and therefore it enhances the capacity of individuals and communities to take control of their own healthcare.  

In 2010, QIC released its 6th Edition Standards and replaced the 5th Edition published in 2004, upgrading their requirements for governance, safety and quality integration, assessment & planning, and consumer rights.

In 2009-2010, the Community Health Branch, as part of its continuous quality improvement cycle, conducted an annual Staff, Clients and Stakeholders Satisfaction Survey. A review of its policies and procedure documents were also undertaken.  Recommendations out of these activities were included in the Community Health six monthly quality work plan to improve and strengthen service delivery.  The Branch was accredited in December 2009 by the Quality Improvement Council for a period of 3 years.

Hospital – Five of the NT public hospitals have current accreditation.  In 2009-2010, the Royal Darwin, Alice Springs, Gove District and Tennant Creek Hospitals underwent accreditation surveys and have been granted full accreditation by the Australian Council and Healthcare Standards (ACHS) through their Evaluation and Quality Improvement Program (EQuIP). http://www.achs.org.au/memberorglist/#NT

Hospital accreditation addresses clinical, support and corporate functions through assessment against the following standards: The Australian Council on Healthcare Standards (ACHS), The ACHS EQuIP5 Guide: Book 1 – Accreditation, Standards and Guidelines – Clinical Function. Sydney  Australia; ACHS; 2010., The Australian Council on Healthcare Standards (ACHS), The ACHS EQuIP5 Guide: Book 2 – Accreditation, Standards and Guidelines – Support and Corporate Functions. Sydney Australia; ACHS; 2010.


	Clinical function: Continuity of care, Access, Appropriateness, Effectiveness, Safety, Consumer focus.

Support function:  Quality improvement and risk management, Human resources management, Information management, Population health, Research.
Corporate function:  Leadership and management, Safe practice and environment.



