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hronic disease contributes

substantially to the health gap

between Indigenous and non-
Indigenous Australians."? A major challenge
for clinicians, health service managers and
funders is to provide an adequate and
culturally appropriate primary health care
(PHC) response. Interventions to manage
chronic disease in remote Indigenous
communities have been tested in the
research environment®** and documented in
best practice clinical guidelines;>¢ however,
implementation into routine practice has not
been consistently achieved.

In the mid-1990s, the MacColl Institute
described the Chronic Care Model (CCM), a
conceptual model that identified essential
elements of a health care system and
encourages high-quality chronic disease
care.”®The Innovative Care for Chronic
Conditions Framework described by the
World Health Organization in 2002 represents
an expansion of the CCM, and recognises

a broader environment that encompasses
clients, their families, health care services,
and communities.’ Effective chronic disease
management requires well-organised service
delivery systems, supported by modern
information technology that facilitates active
client engagement and fosters development
of self-management skills among clients.™

The health care needs of Aboriginal and
Torres Strait Islander people with chronic
conditions are often complex and managed
in a cross-cultural context. Indigenous Health
Workers (IHWs) are important members of
multidisciplinary PHC teams in Aboriginal and
Torres Strait Islander communities in Australia,
due to their knowledge of community and
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culture and, when trained, their ability to
provide regular health checks and education
about health risks and self-management.”
In many developing countries, the role

of community health workers has been
identified as invaluable in the management
and prevention of chronic health conditions.
Community health workers are usually
members of the local community and from
the same race/ethnicity as client groups,'?
which means they are well positioned to
build strong community connections and
educate the community about the prevention
of chronic conditions.” In the Australian
Indigenous health context and the Getting
Better at Chronic Care (GBACC) study
reported here, the terms ‘community health
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worker'and’Indigenous health worker’are
used interchangeably.

The GBACC project in north Queensland was
developed in partnership with Apunipima
Cape York Health Council and Queensland
Health." The project aimed to test the
effectiveness of intensive community-based
case management delivered by trained
IHWs. Clients were Aboriginal or Torres

Strait Islander people with poorly controlled
diabetes, and at least one other chronic
condition. Twelve communities in north
Queensland participated in the trial; six were
randomised into the intervention group and
six in the wait list group. Of the intervention
sites, one was managed by an Aboriginal
community-controlled organisation, three
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were Queensland government-managed
services and two sites had a partnership
arrangement where the GBACC worker

was employed by a community-controlled
provider, but delivered the service from

the government health facility. Phase one

of the project (2012-13) was a pragmatic
cluster randomised control trial (RCT)

where the model of care was tested in the
six intervention sites. The primary clinical
outcome measure was a reduction in

HbA1c after 18 months and the study was
powered to detect a clinically meaningful
mean change of 0.5%. A range of secondary
outcome measures related to care processes,
hospitalisations and quality of life. The initial
results of the trial showed a modest impact
on clinical outcomes, despite achieving a
significant reduction in the primary outcome
measure, HbA1c, in the intervention sites."

Phase one included a process evaluation

of the RCT. The aim was to explore how the
GBACC model was implemented in each

site and to understand the experiences of
key stakeholders engaging with the model.
During phase two, the findings from the
process evaluation and results of the RCT
were used to review and reflect on the
project, and to plan the rollout of the model
to wait-list sites during the final third phase.
Here, we report on the results of the phase
one process evaluation, the experiences of
GBACC IHWs with implementing the GBACC
model, the other PHC multidisciplinary team
members and clients engaging with the
model, and the key learnings from the RCT to
inform future model implementation.

Intervention

The intervention was to employ experienced
IHWs with a Certificate IV in Aboriginal and
Torres Strait Islander Primary Health Care

to deliver chronic disease management

for a caseload of clients. Participants were
recruited in regional and remote Indigenous
communities in the Cairns, Cape York and
Torres Strait regions of northern Australia.
The logic of the intervention approach was
that IHWs would use client engagement
strategies to facilitate the development of
general practitioner (GP) management plans
and team care arrangements for their clients.
GP management plans are action plans
developed by mutual agreement between a
client and their GP, with the aim of providing
an organised approach to care. Health needs

for clients with complex needs involve at
least two other health care professionals.
The team works together to help coordinate
their clients’ primary health care needs

more effectively. Examples may include a
pharmacist performing home medication
reviews to improve medication adherence
and appointments with a diabetes educator
to promote lifestyle changes and client
capacity for self-management. Improvements
in clinical outcomes (e.g. HbA1c and blood
pressure) and reductions in avoidable
hospitalisations are expected to follow from
this investment in whole-person care that is
integrated with other health professionals'®
(Figure 1).

The GBACC IHWs were employed by the
local health service and managed as usual
members of the PHC team. This strategy was
adopted to promote integration of chronic
disease activities into usual business. The
IHWs had a specific caseload and a condition
of funding was that their position was
supernumerary to existing team members
to enable the model to be tested in the
community setting. The GBACC IHWs had
ongoing professional support from an
Indigenous Clinical Support Team (ICST)
based in Cairns.

When employment began, the GBACC

IHWs were provided with three weeks of
orientation and intensive clinical refresher
training delivered in Cairns by the ICST.

The training was in a group environment

to promote and support the establishment
of a peer network. Training topics included
research project orientation, type 2 diabetes
and other chronic conditions, chronic disease
guidelines, education and engagement
strategies, medication management, client
self-management, care planning, care
coordination and work planning. Ongoing
professional support for the GBACC IHWs
included weekly reflective practice sessions
by telephone with an ICST member, monthly
video-linked meetings, and in-service training
in Cairns for one week every six months.

In summary, the role of the GBACC IHWs
was to participate as a member of the local
multidisciplinary team. They had a defined

role to provide clinical and preventive care
to a specified client caseload using a holistic
approach with a strong home-visiting
component. They were required to manage
care coordination and provide advocacy

to enhance access to medical, allied health
and community-based services to complete
GP management plans and team care
arrangements. A key element of the approach
to care was to deliver effective education

to build self-management capacity among
clients and their families.

Methods

A two-step process using two qualitative
methods was used to conduct the process
evaluation of the RCT. First, a review of
documents generated by routine project
activities was completed to understand the
experience of GBACC IHWs with implementing
the GBACC model. The issues reported

by IHWs were coded and grouped into
themes. These themes were used as the
analytical framework for the interviews with
community-based stakeholders to saturate
the themes. The findings from both activities
were synthesised to gain an understanding
of the experience of the GBACC workers

and community-based stakeholders with
implementing the model. Figure 2 illustrates
the process evaluation design.

Document review

The GBACC project routinely produces a
range of documents to manage project
activities and record communication
between IHWs and members of the ICST.
These include minutes of IHW meetings, IHW
weekly reports and ICST supervisors’ reports
from reflective practice sessions with IHWs
or site visits. The IHW weekly reports provide
structure to support IHW with systematic
evaluation of chronic disease care provided
and to encourage self-reflection on the
outcomes of their practice. The reporting
template includes data about service activity
related care coordination, and free text
boxes to report on issues affecting their

role. In the ‘barriers to progress or enablers

Figure 1: GBACC Program logic.
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to success’ section of the report, the IHWs
document internal or individual client issues
affecting their practice over the past week.
The’‘community’ section is used to record
any events that affect service delivery, e.g.
funerals or sporting carnivals. The report is
used to inform weekly reflective practice
discussion with the ICST to build the IHWs’
capacity to solve problems and to identify
opportunities for better engagement with
the client and other service providers. The
ICST supervisor's report records the key
points from the reflective practice discussions
and outcomes to be followed up at the next
session. The IHW meeting minutes record the
outcome of monthly discussions among IHWs
about issues affecting them. Project records
provide a robust data source to explore day-
to-day service delivery and factors that affect
the IHWs, from their perspective, with data
collected in real time.

All the GBACC IHW weekly reports, ICST
supervision reports and IHW meeting
minutes for a 12-month period from the
commencement of the intervention in March
2012 were included in the document review.
This period covers the establishment and
implementation phases of the GBACC model
in each community.

Semi-structured interviews

The experiences of local community
stakeholders relating to implementation

and delivery of the GBACC intervention were
explored through semi-structured interviews
at each intervention site. The interviews were
conducted in each community between 24
June and 30 August 2013 by an Aboriginal
researcher who was not involved with

the GBACC project, but was familiar with
Indigenous health in far north Queensland.

The study used purposive sampling, guided
by explicit selection criteria to ensure that
respondents from three important categories
in each of the participating communities were
included: i) GBACC clients; ii) clinical and allied
health staff; and iii) supervisory health service
staff. The sampling approach was intended

to provide variation to bring together a
diverse range of thoughts and experiences.

Chronic disease care by Indigenous health workers

Figure 2: Process evaluation design.
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Manager and were approached directly by
the interviewer. Clients were contacted with
the assistance of the GBACC IHW or another
IHW from the PHC team and invited to
participate in an interview. Prior to any data
being collected, plain language explanations
about this component of the trial were
provided to interviewees and informed
written consent obtained.

Data was collected by face-to-face, open-
ended, narrative interviews according to
interview guides developed in consultation
with the GBACC research team. The interview
guides varied between participant categories;
however, all participants were asked to
describe and critique chronic disease care in
their community. Client interviews included
questions about home visiting, their access

to information about their health condition
and their satisfaction with care. Community
PHC providers and health service supervisory
staff were asked about how they viewed the
role of GBACC IHWs and how well that role
had been integrated with usual health service
practice. Interviews were audio-recorded with
permission of the participant and transcribed
independently.

Data analysis

Data from the document review was analysed
manually in Word tables. Free text from the
‘barriers to progress or enablers for success’
sections of IHW weekly reports and the notes

from the ‘topics’and 'key points for discussion’
sections of the ICST supervision reports for
the same week were extracted and inserted
into the adjacent cells of the Word table. There
was no capacity to analyse data from the
‘community’section of the report. Arranging
the data in tables enabled information from
the IHW and ICST to be viewed simultaneously
in chronological order. Separate tables were
established for each community. The tables
and the minutes of the IHW monthly meetings
were reviewed by one researcher (BS) to get
an understanding of the types of information
contained in the documents. The review
revealed that the IHW weekly reports were
usually the primary source of information
about issues of concern to IHWs, which were
then shared at the IHW monthly meetings if
the IHW felt comfortable talking about the
issue. Therefore, IHW meeting minutes were
excluded from further analysis.

An emic approach used in grounded theory
studies was applied to analyse and code

the documents to enable the IHWs' voices

to define the issues of interest. Content
analysis was completed by the researcher (BS)
using open coding based on key words that
categorised the issues raised by the [HWs and
ICST in reports. The issues were then grouped
into themes to provide the lens for analysis
of the stakeholder interviews. The analysis of
the interviews was conducted by the second
researcher (SC). Passages of the transcripts

ories and characteristics of stakeholders in semi-structured interviews.

For example, the sampling among clients Category  (Category Characteristics of stakeholders interviewed
aimed to include 'negative’ cases (people who No.
1 Clients A sub-sample of participant clients from intervention sites.

may have beneﬁte(? from the care.offered by 2 (linical & allied health Health care providers whose professional role involves the provision of chronic disease
the trial but, for various reasons, did not fully staff management to participants falling within Category 1. The professions of participants included
participate or benefit). Table 1 explains the IHWs (excluding GBACC IHWS), nurses, medical officers and allied health staff (e.g. diabetes
stakeholders in each category. educators).

. ) ) 3 Supervisory health  Health service management staff associated with primary health care centres located in the
Health service stakeholders were identified service staff participating communities. This category included nurses in supervisory positions (e.g. charge
with the assistance of the GBACC Trial nurses or directors of nursing) not providing clinical care to participants in Category 1.
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that contributed data to the themes were
coded manually and then collated under
theme headings. Once the analysis of the
interviews was completed, the data was
discussed and synthesised by the researchers
together and there was some rationalisation
of theme categories to present the results.

The GBACC process evaluation received

ethics approval from the University of South
Australia, the University of Queensland, and
the Far North Queensland Human Research
Ethics Committees with support from the peak
community-controlled services organisation,
Apunipima Cape York Health Council.

Results

A total of 388 project documents were
reviewed. Eleven project documents (IHW
monthly meeting minutes) were excluded
because data saturation was reached. In
total, 377 documents were included in the
document review analysis. A total of 21
face-to-face interviews from participating
communities were included (Table 2).

All the supervisory staff approached to

be interviewed agreed to participate.

Four clinical and allied health staff were
approached and did not participate (three
medical staff were too busy and an allied
health professional had relocated to a
non-participating community and declined
participation when contacted by phone).
The GBACC IHWs were invited but only

two of six agreed. A decision was taken to
exclude the IHW interviews from the analysis
because they revealed no new information

in addition to the comprehensive real

time data about IHW views and concerns
available from project records included in the
document review. Five clients of 15 who were
approached did not participate. There was an
intention to include enrolled clients who were
obviously not engaged with the projectin
the interview process; however, of the three
approached, none agreed and two clients did
not present at a pre-arranged time and place.

Content analysis identified a range of
themes evident in both datasets. Enablers
and barriers to model implementation are
presented under the theme headings:

1) service management; 2) training; 3) client
engagement; 4) clarification of GBACC IHW
care coordination role; 5) infrastructure; and
6) team approach. The results are ordered
so that the experiences of GBACC IHWs
(identified through the document review)
are generally presented first (in roman

text, indented), followed by stakeholder
perspectives generated by the face-to-face
interviews (italics, indented).

1. Service management

Service management includes issues that
arose from staff management practices
during implementation of the model. Key
sub-themes were: quarantining the GBACC
IHW role to case management of GBACC
clients; onsite supervision of trainee IHWs;
and responsibilities around day-to-day
supervision of GBACC [HWs.

In their weekly reports, GBACC IHWs at three
sites consistently reported staff shortages in
their respective clinics as a barrier to effective
model implementation. They were regularly
required to assist with duties outside their
case management responsibilities. For
example:

Unable to perform duty of care to the

client due to staff shortages. (GBACC IHW:

Community 6)

Due to limited staff — unable to visit clients.

(GBACC IHW: Community 3)

This situation arose in smaller communities
where the GBACC IHW is employed part-
time and the overall health team has fewer
members. Interview participants articulated
the tensions experienced by GBACC IHWs in
their daily practice as they attempted to fulfil
community expectations and obligations

to provide care, regardless of their care
coordination role:

Table 2: Breakdown of documents reviewed by type and interview source.

[The health worker] was always a little bit
caughtbetween theresearch project and then
the demands of the clinic as well. (Medical
officer: Community 1)

... wealways have great plans [to support the
model of care] and then basically we're a bit
overrun by the clinic presentations. (Clinical
nurse coordinator: Community 1)

They're from the community so the
community look to them for support and
they can't exactly say “sorry,|am only here to
look after this area and | can't attend to you”.
(Manager: Community 3)

The GBACC project sought to recruit
experienced IHWs with Certificate IV
Aboriginal Torres Strait Islander Primary
Health Care so that they have the training
and professional experience to be effective
in aspects of their care coordination role
that require independent activity. At two
intervention sites, trainee IHWs were recruited
when there were no alternative candidates.
These workers participated in intensive
chronic disease care clinical training to
provide them with the skills to deliver health
checks and care coordination. Industrial
regulations in Queensland state that trainee
IHWs require a higher level of supervision
for client care planning and home visiting."”
If appropriate supervision was not available
for trainees, these key elements of the model
of care could not be implemented. This was
reflected in the document review and in an
interview with a supervisory health service
staff member:

Unable to do home visit, need to be

supervised. (GBACC IHW: Community 5)

So she was actually a trainee health worker

here when she was put in this project so in

some ways | guess she was set up to fail.

(Nurse manager: Community 5)

The situation was resolved at one site when
the trainee GBACC IHW resigned and a
qualified worker was recruited to the position,
and at the other site the IHW was successful

in achieving IHW qualifications.

The Cairns-based ICST provided direction and
support to the GBACC IHWs; however, day-

Documents Total . Interviews® . to-day supervision for operational matters
Community Weekly IHW Supervisor Clients Clinical and Supervisor Total th ibility of local health .
e o Allied Health was : e respo.nS| ility of local hea : serylce
1 2% 17 3 3 3 1 7 providers. While the document review did not
2 39 3 72 2 I8 5 reveal any confusion on the part of GBACC
3 34 37 Al 2 2 IHW d their li £
1 20 3 71 1 1 1 3 s around their lines of management,
5 27 23 50 1¢ 1 health service supervisory staff expressed a
6 4 27 70 2 1 3 view that there were problems associated
Total 209 168 377 10 6 5 21 . X
a: Five clients, three medical officers and an allied health professional that were approached did not participate with managing the health worker roles.
b: This interviewee worked in two communities . and then there’s the sort of line of
< This interviewee had a dual clinical and supervisory role management, so that she had two lines of
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management. One was through Cairns and lifeand a bit of excitement for their job. (Allied A health service manager pointed out
the research project asking for things to be health: Communities 2 and 3) benefits to the clinic team when the GBACC
done, reports, figures ... (Medical officer: IHW was able to engage clients in accessing

However, local health service staff also talked

Community 1) N
about limitations to reinforcing learning chronic disease care.

from the Cairns training, due to what they .. It makes my job easier because those
particular clients that are on the GBACC,

they're all up to date with their health issues,

Iam (the IHWs) supervisor for everything else
but the project. (Manager: Community 4)

perceived as poor communication about
This was problematic if the GBACC IHW was

training delivered.

viewed differently by the local health service
team despite efforts to integrate their role in
the team.
... [the GBACCIHW ] is partoftheteambutapart
from the team. (Manager: Community 4)

... so other health workers or colleagues
would sometimes see that if she’s out doing
home visits that might not be seen as being
doing (sic) work or being helpful to the clinic.
(Medical officer: Community 1)

2. Training

The Cairns-based customised group training
delivered by the ICST to GBACC IHWs was
designed to provide an understanding of the
project objectives and the competencies to
enable planning, delivery and coordination of
chronic disease care for client caseloads. All
GBACC IHWs completed each module in the
training program.

Statements recorded in the IHW weekly
reports indicate that the training was a key
enabler for improving client engagement
and access to services and for facilitating
positive change in client behaviour. GBACC
IHWs reported increased confidence in their
knowledge and skills to deliver education,
support and direction to their clients.

| have gained more confidence in my

Idon't know exactly whattraining she had. . .|
felt | suppose, you get trained, then you need
follow-up of it. So it is possible to get trained
and have that follow-up training here at
the clinic because there are opportunities.
(Medical officer: Community 1)

| don’t know what training was given...
maybe ifl had known ... it would have been
helpful because | could have said “well, I'll
support you. I'll help you with this” (Clinical
nurse coordinator: Community 1)

That has been a bit of a limiting factor. |
haven’t been given feedback [about the
training]. (Clinical nurse coordinator:
Community 4)

work and role now that | have found my
footing and worked out how the whole
system operates and it makes a huge
difference when | find | can set out and go
about my duties confidently. (GBACC IHW:
Community 4)

The document review revealed that GBACC
IHWs became frustrated when they were not
able to “get on with the job”and complete
clinical follow-up tasks and other duties.
Many of the GBACC IHWs faced challenges
using basic word processing, which was a
barrier to completing planning, reporting,
and resource development responsibilities.
Lack of venipuncture skills were also raised as
a barrier to progressing care for clients.
Iwould like to have (venipuncture training)
happen. We might get a doctor or RN
who is too overloaded for weeks at a time
and | can have clients’ pathology request
formes sitting there for weeks. (GBACC IHW:
Community 4)

Practical stuffwas hindering her performance.
Practical stuff was around pathology, simply
because she couldn’t do venipuncture. Then

with their appointments ... we don’t have
to worry, the clinic doesn’t have to worry
about that particular client or that particular
referral ... (Manager: Community 6)

Interviews with clients enrolled in the project
generally spoke positively about it and their
experience of the GBACC IHW.

... [the GBACC IHW] tells me how to handle
[diabetes], how to use [medication]. It’s really
helpful you know. They tell me, explain to me
and allthat. Even I learn myself. If | see a book
about diabetes or type 2 diabetes, | always
read. (Client: Community 2)

[The GBACC IHW] told me to go there and
she tell me everything, like what's happened,
all those results, like them things, that | was
happy myself. As long as | know, like how’s
my body. (Client: Community 3)

Yeah it’s got better [since GBACC]. | just start
walking everywhere. Well you know when
[the GBACC IHW] wasn’t around | couldn’t
walk much. | sad ah ... and | went then and
see [the GBACC IHW]. | say “What's good
food?” He tells me all. He tell me don't have
white bread and all that. And | asked for
butter. “What sort of butter?” He showed
me the picture and | bought that same
butter from the shop. I feel real good. (Client:
Community 6)

The document review revealed that GCACC
IHWs experienced problems with client
engagement similar to other members

of the PHC team, but they were able to
articulate reasons for non-engagement.

o ) A range of factors that were barriers to
They talked about innovative strategies they tha;; was walt(ljng.t;me f.o.r patlﬁn;s. ('Ij'hey get client engagement were documented in
adopted to provide support, address barriers really annoyed with waiting. She had to wait
to care and achieve care goals. Examples forother staffto take bloods andrely on them.
of innovation by GBACC IHWs included (Manager: Community 1)

developing goal-setting contracts for clients,
constructing exercise equipment from

weekly reports. They included: clients are
working, sorry business, family issues, client
dissatisfaction with the service, community
events, difficulty in finding people for

3. Client engagement
follow-up and lack of interest/response from

drink bottles and sand, coordination of local Client engagement includes issues that affect ticipant
home visits and using how clients connect with the GBACC IHW and participants.
transpor.t t° support. . ) ] Some clients are at work. (GBACC IHW:
storytelling to explain health conditions and the service. In their weekly reports, GBACC Community 3)
medicines. IHWs documented an increase in client . . .
. ] ... was tired of having different doctors.
Benefits of the training in building confidence ~ €ngagement with the services as a result of (GBACC IHW: Community 4)
of the GBACC IHWs were confirmed during regular follow-up.

Community activity happening, clients get

stakeholder interviews.

The health workers were excited about
learning...what it did was gave them
confidence...to say “well, yes | know this and
| can do this”...it gave them a new lease on

2015 ONLINE Australian and New Zealand Journal of Public Health

One of the most positive points for me
is that a client, who would not keep an
appointment with the GP, health workers
and RN at the clinic, is now beginning to
access all of the these health professionals.
(GBACC IHW: Community 2)
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slack to come down Health Centre. (GBACC
IHW: Community 1)

A health service provider expressed a view
that some community members did not
access services because they are resigned to
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the fact they will develop diabetes and there
is little that can be done about it.
Some young people think that no matter
what|do, Iwilleventually get it because mum
had it and grandma hadit, sol must be going
to get it. (Generalist IHW: Community 1)

4. Clarification of IHW care coordination
role

The document review did not reveal any
issues with the GBACC IHWs' understanding
of their role. They appeared to be clear about
what was expected of them.
| see a lot deeper into each of our clients and
it'swonderful how they discuss anything with
me and we work as a team in partnership
to achieve what we plan together. (IHW:
Community 4)

Health service managers and supervisors also
demonstrated clear and positive views about
the role of the GBACC IHWs.
A dynamic person, someone who can think
on their feet, someone who can run on their
feet. You know, it’s not a laid-back role, it's
a get out there, get into it’ role. (Manager:
Community 6)

Look you can't do it without a health worker.
You know the cultural mentoring side of that
roleis huge, let alone the clinical. [The GBACC
IHW role is] more education and more cultural
mentorship. (Manager: Community 6)

[The GBACC IHW] was able to monitor them
more sstringently and she could monitor them
intheirhome... She could sit down and discuss
a lot more individual needs. | think wed be
lostwithout their cultural knowledge... it was
concentrated care on the people concerned
and they seemed to be happy to be on the
project. They can actually take people aside
and explain to them what it's about and get
them to understand in their own language
and things like that, what it means for them.
(Nurse manager: Community 5)

When other team members had a good
understanding of the GBACC IHW role, this
became an enabler for them to be effective in
care coordination.

5. Infrastructure

The provision of high quality chronic disease
care relies on health service infrastructure
including client information systems,
adequate clinical space and equipment, as
well as community infrastructure such as
access to transport.

Lack of access to transport to support home
visits or health services within or outside the
community was a common problem for all
GBACC IHWs.

Clients who had appointments or surgery
booked...has been cancelled due to
ferry’s mechanical problems. (GBACC IHW:
Community 3)

No public transport (GBACC IHW
community 1), no vehicle (GBACC IHW
community 5) and no transport. (GBACC
IHW community 4)

However, lack of transport infrastructure was

not considered a problem by everyone.
Should be walking anyway. | tell them they
should be walking - if they can walk up to
gamble, they can walk to the health centre.
(Generalist IHW: Community 1)

All the GBACC IHWs reported issues with
electronic patient information systems. Most
were related to information technology
problems and slow systems; however, in three
communities, GBACC IHWs had no access

to the patient information system used by
medical and nursing staff because there were
a limited number of software licences per site.
Clinical team members at one site were able
to assist with access to the clinical information
systems when required, but only limited
opportunistic access was possible at the other
two sites.

At a fourth site, difficulties arose due to

organisational agreements between various

health service providers.
[The GBACC IHW] has access to the
[paper medicall files, yes, and that’s in the
[organisational] agreement, but not to [the
electronic information system] and it’s been
contentious. (Clinical nurse coordinator:
Community 4)

Being unable to electronically record daily
activities and episodes of client care led
to other PHC clinicians concluding that
some routine client follow-up remained
outstanding.
... we'vehadduplication of [client]invitations,
clients getting confused and | guess that’s
what'’s led to where we are now. (Clinical
nurse coordinator: Community 4)

Lack of access to private clinic space to meet
clients was a barrier to care for the GBACC
IHWs and their colleagues.

The doctor left early after lunch due to being
frustrated by the fact he had no available
room in which to see to clients.(GBACC IHW:
Community 4)

Access, though, | mean where will she sit?...
clinical space here — this clinic was designed
for 60 people and we have one treatment
room, one consulting room - and now we
have 300 regular clients. (Clinical Nurse
coordinator: Community 4)

6. Team approach to care

The GBACC model of care aimed to promote
GBACC IHWs as key members of the
multidisciplinary chronic care team with a
defined role to support care coordination

of complex clients. This was achieved with
mixed levels of success.

In two communities, medical officers were
unwilling to collaborate to complete care
plans and team care arrangements. This was a
major barrier to GBACC IHW:s facilitating care
coordination. In lieu of care plans, the GBACC
IHWs used the standard clinical guidelines to
plan care needs for clients. However, requests
to clinicians to complete care requirements
were not always responded to positively. This
was perceived as lack of professional respect
by GBACC IHWs in their weekly reports. On
occasion, clinicians rejected their requests
to order routine investigations, despite
the recommendations being consistent
with Queensland Health Chronic Disease
Guidelines.
The doctor said the client didn't need an
ECG as he had no symptoms. (GBACC IHW:
Community 2)

It was stressful for the GBACC IHWs when they
saw that their clients or other community
members were not receiving recommended
care.

If it weren't for this project some clients
would fall through the cracks. (GBACC IHW:
Community 2)

In most communities, positive engagement
with other PHC team members was evident.

You don't know how good it is to know the
person more, tosit with them and understand.
(Medical officer’s feedback to GBACC [HW
aboutahome visit they attended together:
Community 4)

I thought that the health worker’s judgment
on how someone was travelling and their
priority issues was very good and | found
the health worker to be a real resource and
a real help to my work. (Medical officer:
Community 1)

Oh completely [trusted the clinical judgement
ofthe GBACCIHWs]. I had already established
a relationship with them and | knew | could
trust them, but this took them into another
level of assessment and judgement. So yeah,
they were good. (Allied health: Communities
2and3)

Discussion

The key objective of the GBACC project
was to implement a model of intensive
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case management for clients with chronic
disease. GBACC IHWs were trained to deliver
education, support, clinical care and care
coordination to a defined group of clients. The
process evaluation explored the experience of
implementing the GBACC model of care from
different perspectives and identified a number
of issues that explain why the intervention
was not fully implemented, particularly in the
important area of care coordination. Barriers
included demands on the IHWs outside their
chronic disease care coordination role and
chronic care plans not being developed for all
participants to direct care needs. This suggests
that the case management model of care was
not fully integrated within existing services as
intended.

Key enablers to effective care coordination by
IHWs integrated in the GBACC model were:
provision of training to support the IHW

role; communication of the IHWs role to the
individual workers and their colleagues; IHWs
knowledge of their clients and environment;
and ongoing support by the ICST. Collectively,
these strategies increased IHWs' confidence
and capacity to provide chronic disease

care and service coordination. The training
appeared to address the significant barrier to
IHWs developing their role in chronic disease
care identified in the Northern Territory.*

Key barriers to care coordination identified
by the GBACC IHWs included: clinic staff
shortages and lack of a consistent team with
accessible medical and allied health staff;
working with staff whose practices did not
always adhere to chronic care guidelines; lack
of awareness by clinical colleagues around
training and competencies of the GBACC IHW;
and infrastructure issues, in particular, those
that impede access to a common patient
information system. Except for infrastructure
and clinic staff shortages, which were issues
common to all sites, the reported barriers
primarily related to state government service
sites. The community-controlled service
model is based on a philosophy that the IHW
is a key member of the multidisciplinary team
and central to facilitating access to locally
based and visiting clinicians.

In a systematic review to assess the
effectiveness of community health workers in
supporting the care of diabetic clients, Norris
et al.”? found it was difficult to determine
which intervention components led to
positive outcomes. They did establish that
improved client physiological outcomes were
related to the health worker being involved
in clinical care, liaising to give assistance to
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other health staff to provide care and having
a direct client teaching role. The role of IHWs
in improving access to services was confirmed
in a recent study from the Northern Territory
where Aboriginal and Torres Strait Islander
patients reported that they preferred to
receive services from Indigenous workers
who understood their language and
community.' The GBACC model incorporated
these elements into the role of the IHWs as
part of their case management. The process
evaluation confirmed implementation of
these elements of the model of care, but it
was not always easy to maintain. Significant
organisational change and restructuring
within the Queensland Department of Health,
high staff turnover and limited orientation

of new staff were all factors that affected

the GBACC IHWs' ability to be effective.

High staff turnover and limited orientation
are often factors that are identified as

barriers to implementing the chronic care
model in remote Indigenous communities

in Australia.*? Despite the organisational
difficulties, a high level of satisfaction was
reported with their role by the GBACC IHWs
and by many clients about delivery of care.

Norris et al. suggest that to understand how
much community health workers contribute
to improved health outcomes for clients

with diabetes, researchers need to identify
appropriate settings for the care, as well as the
health workers’ optimal role in care provision.'?
The systems assessment tool, derived from the
MacColl CCM”?" and modified for application
in the Australian Indigenous primary health
context by the Audit and Best-practice for
Chronic Disease (ABCD) project,?*? provides

a useful framework to describe the care
delivery system required to support chronic
disease management in the Indigenous
health context. The tool prescribes the need
for integration of Indigenous knowledge

into clinical practice and community based
activities as well as cultural competency
among staff. It recommends appropriateness
of a health setting or system be assessed
against the following broad domains:

1) delivery system design; 2) information
systems and decision support; 3) self-
management support; 4) links with the
community, other health services and other
services and resources; and 5) organisational
influence and integration.

In their daily practice, the GBACC IHWs seem
most able to strengthen systems for chronic
disease care in domains where they are able
to influence practice, based on their skills
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and knowledge of the community and their
local health system. These domains are client
self-management support, and linking with
community and other health services, and
other services and resources. A systematic
review of the effectiveness of the chronic care
model to improve diabetes care highlighted
that improving the delivery system design

is one of the most important components

in achieving improved diabetes care.® In the
GBACC study, there appeared to be a number
of barriers inherent in the organisation of the
health systems and delivery system design
that prevented individual clients, health staff,
families and communities from reaching
their full potential in accessing and providing
effective chronic care. This would suggest that
more work is required to improve clarification
of the IHW's role with team members and
consistent engagement with medical officers
to complete care planning.

Analysis of chronic disease care through the
lens of continuous quality improvement by
the ABCD project found system weaknesses
similar to barriers to care coordination in the
GBACC project. They included: understaffing
generally as well as underfunding for IHW
positions; poor training of IHWs; irregularity
of doctors and frequent new nurses; lack

of communication among teams; poor
coordination of the work of doctors, nurses
and IHWs; complexity of clinical information
systems and lack of information technology
maintenance; and having to prioritise acute
care demands.***?* The ABCD evaluators
suggested that chronic care quality and client
outcomes improvement could be achieved
by shifting the focus of systems thinking away
from individual clinicians and towards the
broader health systems they work in.

A key challenge for IHWs was integrating case
management into the usual approach to care
in an environment where acute care demands
take priority. GBACC IHWs were part of the
PHC team and employed by the local service
to promote integration into existing service
delivery systems, but with a quarantined

role to ensure that care coordination was
delivered. There was an assumption in the
project design that the PHC teams were
supportive of this change because the
concept was welcomed at the organisational
level and the IHWs were an additional
resource to PHC teams. This may not have
been the case. Change management theory
and key learnings from the implementation
of CQl to improve chronic disease care would
suggest that a greater emphasis on engaging
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