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Chronic Disease Services – Service Plan – 2012 to 2016

Foreword
It is with great pleasure that we present to you the Western NSW Local Health District Chronic
Diseases Services – Service Plan – 2012 to 2016.
Improving outcomes for people with chronic disease is a significant challenge that all health
services face, both nationally and internationally. Current estimates suggest that 70% of the total
burden of illness and injury across Australia is attributable to chronic disease and this is expected
to increase to 80% by 2020.
The Western NSW Local Health District Chronic Diseases Services – Service Plan – 2012 to
2016 aims to prepare the Local Health District (LHD) to best meet the challenges of the future by
matching resources to need, and developing strategies to deliver high quality care that is safe,
makes effective use of resources and is focussed on improving the patient experience and patient
outcome.
This Plan has been developed with a range of underpinning philosophies which include:








Emphasis on hospital avoidance through comprehensive primary health care
The early identification and treatment of exacerbations in the community
A focus on patient self management, risk reduction and behaviour modification
A structured approach to chronic care management across the continuum of care driven by
robust standards of practice, clinical guidelines and action plans
The LHD wide identification of persons with severe chronic disease and the enrolment of
these people into programs which provide partnerships between the patient, designated care
coordinators and the patient‟s General Practitioner (GP) to optimise care planning and to link
these patients into appropriate community supports
Targeting modifiable risk factors early

This plan is informed by a comprehensive suite of documents that include:









The former Greater Western Area Strategic Plan – A New Direction For Greater Western
2010-2012 (2010)
The former Greater Western Area Health Service Healthcare Services Plan
The NSW State Plan „NSW 2021‟
The Western NSW LHD Future Directions for Rural Health: A Strategic Response document
(2011)
Caring Together: The Health Action Plan for NSW, the NSW Government response to the
Special Inquiry into Acute Services in NSW Public Hospitals
National Chronic Disease Strategy
NSW Severe Chronic Disease Management Program
NSW Chronic Care Program
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1. Executive Summary
The impact of death, disability and reduced quality of life for people with chronic disease is
significant. The World Health Organisation (WHO) warns that the global burden of chronic
disease is increasing rapidly and predicts by the year 2020 chronic disease will account for
almost three quarters of all deaths.
In the Western NSW LHD over 70% of the populations‟ death rate is attributable to chronic
diseases including: cardiovascular disease, cancer, respiratory disease and diabetes. More than
4.9% of the Western NSW LHD hospital separations, for the five year period 2006/07 to 2010/11
are attributed to the specific chronic diseases addressed in this plan: diabetes, heart failure,
chronic obstructive pulmonary disease (COPD) and asthma and 5.9% of the total beddays, with
COPD hospital admissions accounting for 2% of these total separations and 2.8% of the LHDs
total beddays.1
The leading causes for potentially avoidable hospitalisations (also referred to as ambulatory care
sensitive conditions) for the Western NSW LHD residents between 2009 and 2010 included
COPD; diabetes complications and congestive heart failure. Given this data, the development of a
Western NSW Local Health District Chronic Disease Services Plan – 2012 to 2016 has therefore
been identified as a priority. This Plan will guide the provision of services to people accessing
specialist and generalist hospital and community services, and encompasses the chronic disease
journey from prevention to end stage care.
The Plan has been developed in context of the strategic directions of NSW Health and the
Australian Government. The principles underpinning the Plan are consistent with the principles of
the National Chronic Disease Strategy and NSW Chronic Disease Strategy, which are:









Adopt a population approach and reduce health disadvantage
Prioritise health promotion and disease/illness prevention
Achieve person-centred care and optimise self-management
Provide the most effective care
Facilitate coordinated and integrated multi-disciplinary care across services, settings and
sectors
Achieve significant and sustainable change
Monitor and evaluate progress
Promote a self management approach to patient care

Consultation undertaken to develop the plan has facilitated input from a broad range of generalist
and specialist services and disciplines across the Western NSW LHD, consumers and external
stakeholders.
The Western NSW LHD Chronic Disease Services have identified five key issues and priorities
that impact significantly on current and future service provision for people living with chronic
disease in the LHD. The five issues and key priorities are:
1.
2.
3.
4.
5.

The predicted increase in demand
Access to specialist services
Workforce capacity – current and future
Coordination of care
Data quality

For the Western NSW LHD several elements of chronic disease management have been
identified as priorities, for people at risk of chronic disease these include:

1
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The prevention of disease by targeting modifiable risk factors – obesity, tobacco smoking,
physical inactivity, poor diet, hypertension and/or dyslipidemia
Health promotion to prevent or delay the onset of co-morbidities – introducing and
encouraging behaviours that may minimise risk

For people with mild to moderate chronic disease these include:
 Health promotion to optimise function and prevent disease exacerbations
 Promoting patient self-management via the development of a district wide health coaching
model
 Facilitating self-management via clinical guidelines and policies that educate, empower and
link patients into support networks
 Developing a framework for chronic disease management that flows across the inpatient/
outpatient continuum of care
 Early detection and intervention of disease exacerbation and health deterioration
For people with severe chronic disease these include:
 Identifying the patients who have severe chronic disease and frequently admit to hospital.
 Enrolling these patients into a model of care that provides enhanced communication between
the patient, their GP and the LHD to provide individual care coordination and intensive case
management
 Reducing avoidable hospital admissions for COPD and chronic heart failure (CHF)
The following six priorities action areas are in essence how the Western NSW LHD chronic
disease services plan to address the identified service issues and challenges. Demand
management necessitates the implementation and progress of these priority action areas and this
will require changing the way we do business so we are better placed to meet the projected
increased demand for this service. The six priority action areas are:
1.
2.
3.
4.
5.
6.
7.

Prevention and health promotion across the continuum of care
Early detection and early management
An active supported self-management approach
Strengthening workforce capacity
Improved and timely access to services
Coordinated and integrated multidisciplinary services
Improved data to support service delivery

Effective partnerships with external service providers are an essential element for improving
chronic disease management. This Plan includes strategies that focus on building partnerships
with general practice, and other relevant government and non-government agencies, such as
Aboriginal Medical Services (AMS).
Aboriginal communities experience a disproportionately high burden of chronic disease. This Plan
recognises the need to target interventions to Aboriginal people and includes strategies aimed at
redressing this health inequality.
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2. Introduction
2.1 Background
The Western NSW Local Health District Chronic Disease Services – Service Plan – 2012 to 2016
has been developed to assist in meeting the current and projected demands for chronic disease
services, guide the development and delivery of chronic disease services across the Western
NSW LHD and to align the chronic disease services with the strategic directions set out in the
National Chronic Disease Strategy and the NSW Health Chronic Care Program. This Plan will
promote:








A LHD strategic focus
A person-centred approach
Cost effective use of the available resources
Equitable access to appropriate multi-disciplinary clinical services
Effective partnerships
Alignment with relevant policies, plans, frameworks and strategies
An evidence-based approach to the provision of chronic disease services across the LHD

2.2 Definition of Chronic Disease2
The term chronic disease, as used in this document, is in accordance with the definition used by
the NSW Department of Health and the National Health Priority Action Council (NHPAC). Chronic
disease has been defined by the following elements:







Having complex and multiple causes leading to their onset
Usually having a gradual onset (long development period), although can have sudden onset
and acute stages
Occurring across the life cycle, although becoming more prevalent with older age (may last
indefinitely, generally never cured)
Can compromise quality of life through physical limitations and disability (associated
functional impairment or disability)
Being long term and persistent, leading to a gradual deterioration of health (prolonged course
of illness, perhaps leading to other health complications)
While usually not immediately life threatening, they are the most common cause of premature
mortality and morbidity

Both communicable and non-communicable diseases can become chronic, although the term is
generally applied to non-communicable diseases. Chronic diseases include diabetes,
cardiovascular disease (including stroke and heart failure), cancer, asthma, COPD, arthritis and
musculoskeletal disease, dementia and mental health problems and disorders. Chronic diseases
often come in clusters, for example: diabetes can lead to heart disease, blindness and kidney
failure. Co-morbidities are commonly reported, not surprisingly, because they are age-related or
causally related.

2.3 Scope of Plan
This Plan focuses specifically on service provision for people with:




Diabetes
Chronic Heart Failure (CHF)
Chronic Respiratory Disease including COPD and Asthma

The Western NSW Local Health District Chronic Disease Services Plan does not include cancer
care, renal disease and mental health disorders as individual service plans have, or are being
developed for these services. The Greater Western AHS Renal Services – Service Plan to 2014

2

Australian Government Department of Health and Ageing, National Chronic Disease Strategy, 2006
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and the Draft Greater Western AHS Cancer and Palliative Care Services – Service Plan (2009)
have informed and complement this Service Plan.

2.4

Policy Context - Relationship to Other Plans and Relevant
Documents

The Western NSW Local Health District Chronic Diseases Services – Service Plan – 2012 to
2016 has been developed in the context with the Western NSW LHD, NSW Health and Australian
Government Policy. Policy documents of relevance to service development in chronic disease
management are listed below and in the reference list; these policy documents establish the
framework for the best practice management of chronic disease across the care continuum.
This Plan provides a framework for chronic disease management and development in the
Western NSW LHD, addressing the issues and interventions that are common across multiple
chronic disease categories as well as disease specific strategies to appropriately address the
needs of patients, carers and staff working in both generalist and specialist services. Service
plans developed for Clinical Service Networks should reflect the principles and elements of
chronic disease management described in this Plan. This will be particularly relevant to the
Clinical Service Networks for Mental Health, Aged Care, Rehabilitation, Renal, Cancer, Children
and Young People and any Clinical Service Network coordinating service delivery for people with:




Diabetes
Cardiovascular disease (acute cardiac syndrome, stroke, angina, heart failure)
Respiratory disease (COPD and Asthma)

The Western NSW Local Health District Chronic Disease Services – Service Plan – 2012 to 2016
is informed by a variety of strategic directions and policy statements, including but not limited to:










The former Greater Western Area Strategic Plan - A New Direction For Greater Western
2010-2012 (2010)
The former Greater Western Area Health Service Healthcare Services Plan
The NSW State Plan „NSW 2021‟
The Western NSW LHD Future Directions for Rural Health: A Strategic Response document
(2011)
National Chronic Disease Strategy 2006
NSW Chronic Disease Prevention Strategy 2003 – 2007
NSW Aboriginal Chronic Conditions – Area Health Service Standards
NSW Severe Chronic Disease Management Program
NSW Health Rural Health Plan – 2002

The Greater Western AHS Strategic Plan Towards 2012 is aligned with the State Plan: A New
Direction for NSW and State Health Plan: A New Direction for NSW. The corporate plan provides
a 5 year strategic direction, addresses the challenges that lie ahead, and informs staff, public and
key stakeholders about the organisation‟s priorities. It also provides a common direction with the
vision: “Healthy People – Now and in the future”. „RESPECT‟ summarizes the agreed vision and
strategic direction articulated in the Western NSW LHD Future Directions for Rural Health: A
Strategic Response document which underpins all activities, services and provides a platform for
developing the vision for the LHD.
R – Right treatment, Right time, Right Place; Responsive to the needs of the rural communities;
Respectful of the people and their cultures
E – Equitable health care where services are targeted to reduce health disadvantage particularly
for Aboriginal people; improving Emotional wellbeing
S – Sustainable and Safe innovative health services
P – Progressive and coordinated Patient centred services, building collaborative Partnerships
and networks to provide a wider range of integrated services
Version 2.0 - August 2012
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E – Effective and Efficient services that are tailored to local community needs and continually
striving for Excellence,
C – Cultural appropriate health care provided by Committed Caring staff, Collaboration and
Consultation with staff and Communities working together to improve the health of rural
people
T – Transparency and Teamwork
The Australian Government Department of Health and Ageing, National Chronic Disease Strategy
has two elements, firstly to provide an overarching strategy of national direction for improving
chronic disease prevention and care and secondly by providing six frameworks which cover the
areas of asthma, cancer, diabetes, heart, stroke and vascular disease and a framework for
osteoarthritis, rheumatoid arthritis and osteoporosis.
The NSW Chronic Disease Prevention Strategy 2003 – 2007 lays out the strategic principles of
chronic disease prevention for NSW from a population health perspective emphasising primary
prevention. It aims to harness the benefits and value-add to existing health promotion programs
within the portfolios dealing with tobacco smoking, nutrition, alcohol consumption, physical activity
and mental health promotion with management of psychosocial risk factors. The Strategy
provides an overarching framework for several existing State „sub-strategies‟, and focuses on key
settings such as primary health care, local government and schools.
The NSW Aboriginal Chronic Conditions–Area Health Service Standards relate to cardiovascular
disease, diabetes, renal disease, chronic respiratory disease and cancer. The Standards aim to
improve health outcomes for Aboriginal people and to optimise the accessibility and
appropriateness of health services and programs for the prevention and management of chronic
conditions through local partnerships and in collaboration with a range of other services and
organisations. These Standards incorporate the principles of:







Self-management and self determination of Aboriginal people
Promoting Aboriginal community participation
Placing individuals and community at the centre of care
Emphasising a primary health care approach
Fostering an integrated, coordinated approach across the continuum of care
Fostering multi-disciplinary care.

The NSW Severe Chronic Disease Management Program is a state-wide initiative rolled out in
2010 that aims to identify people with severe chronic disease who are at risk of admission with 1
of 5 illnesses including COPD, heart failure, diabetes, coronary artery disease and/or
hypertension. The program seeks to identify these patients and enrol as many as possible. The
current algorithm tracks patients over 65 (or 45 if Aboriginal) who have had 3 or more unplanned
admissions in the one year. Care coordinators are appointed by each Divisions of General
Practice and their role is to ensure comprehensive case management occurs and to work with the
patients GP to ensure each patient has a management plan, is on a booked system of recall, has
an action plan where appropriate, is assessed and linked into all appropriate community support
services and to look at a myriad of other services such as pharmacy review. The over pinning
benefits of this program are to reduce avoidable admissions and to optimise the quality of life.
Within the Western NSW LHD, service level agreements have been signed between the LHD and
the Divisions of General Practice and all divisions have appointed these coordinators. As of
November 2010, over 306 patients have been enrolled with the program.
The NSW Health Rural Health Plan 2002 defines issues that are important for the provision of
care for rural and remote populations, including a policy approach that advocates for increasing
services closer to people‟s homes, and providing a sustainable and skilled workforce for current
and future service provision.
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3. Profile of the Western NSW Local Health District
The Western NSW LHD serves an estimated resident population (ERP) of 266,135 people, 3.9%
of the NSW population. The population is dispersed across a large geographic area – 246,676
square kilometers, representing more than 30% of the landmass of NSW. There are 23 Local
government areas (LGAs) within the LHD including: Bathurst Regional, Blayney, Bogan, Bourke,
Brewarrina, Cabonne, Cobar, Coonamble, Cowra, Dubbo, Forbes, Gilgandra, Lachlan, MidWestern Regional, Narromine, Oberon, Orange, Parkes, Walgett, Warren, Warrumbungle,
Weddin and Wellington.
Diagram 1: The Western NSW LHD

Source: NSW Health, Statewide Service Development Branch, Service Planning Series, NSW Local Health Networks
Planning Information Pack, Updated 28 January 2011

Within Western NSW LHD there are 38 inpatient facilities (including Lourdes Hospital and
Community Health Service) with a total built bed capacity of 1,159 acute/sub acute beds. These
services range from small Multi Purpose Service (MPS) facilities with only two acute beds, to the
largest facility Orange Health Service, Bloomfield Campus, which has 193 general beds and 235
mental health beds.
The Western NSW LHD provides inpatient health services in referral, district hospitals, small rural
hospitals and Multipurpose Service (MPS). During the twelve month period 2009 to 2010 there
were 63,407 separations3 from Western NSW LHD inpatient facilities.
Each of the health services provides community health services. In addition, there are stand
alone primary and community health centres in many of the smaller communities. In 2009/10
Western NSW LHD health services provided 926,262 non-admitted patient occasions of service
(NAPOOS) through 79 outpatient, community health, primary health care services, oral health
services and LHD programs.

3
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Demographics
Demographics for the Western NSW LHD are detailed in Table 1. The Dubbo, Bathurst Regional
and Orange LGAs are the most populated areas in the Western NSW LHD representing 14.8%,
14.1% and 13.9% of the total Western NSW LHD population respectively. In contrast, from 0.8%
to 1.4% of the total catchment population live in Brewarrina, Bogan, Warren, Bourke and Weddin
LGAs.
Table 1: Western NSW LHD - Total Population by LGA and Aboriginal residents
LGA of Residence

Bathurst Regional
Blayney
Bogan
Bourke
Brewarrina
Cabonne
Cobar
Coonamble
Cowra
Dubbo
Forbes
Gilgandra
Lachlan
Mid-Western Regional
Narromine
Oberon
Orange
Parkes
Walgett
Warren
Warrumbungle
Weddin
Wellington
Western LHN
NSW

37,587
6,877
2,998
3,249
2,044
12,889
5,146
4,392
13,011
39,618
9,733
4,711
5,108

Total
Population –
ABS Place of
Usual
Residence
35,844
6,594
2,880
3,094
1,945
12,399
4,915
4,212
12,481
37,845
9,362
4,519
6,675

Minus Lake
Cargelligo

22,011
6,826
5,273
37,108
14,895
7,273
2,871
10,236
3,797
8,482
266,135

Total
Population –
NSW Health
ERP 2006

No. of
Aboriginal
Residents

% Total
Population

1,235
157
339
904
1,159
279
518
1,069
754
3,907
634
567

3.4
2.4
11.8
29.2
59.6
2.3
10.5
25.4
6.0
10.3
6.8
12.5

Includes Lake
Cargelligo

991

14.8

21,087
6,507
5,031
35,335
14,283
6,943
2,747
9,807
3,639
8,124
256,268
6,549,177

577
1,029
104
1,544
1,027
1,956
335
750
56
1,241
21,133
138,506

2.7
15.8
2.1
4.4
7.2
28.2
12.2
7.6
1.5
15.3
8.2%
2.1%

Source: Australian Bureau of Statistics (ABS) 2006 Census Data – Place of Usual Residence
NSW Health – Population Projections Series 1:2009 – 2006 Estimated Residential Population

Analysis of the Western NSW LHD population data reveals the following characteristics:
(Please note these characteristics are based on the Place of Usual Residence population unless otherwise stated)



The number of persons aged 0–14 years in the Western NSW LHD is 56,956 or 22.2% of the
total population which is slightly higher than the NSW percentage of 19.8%



The number of persons aged 0 -19 years is 75,051 or 29.3% of the total population which is
slightly higher than the NSW figure of 26.7%



The number of persons aged 20 – 39 years is 59,330 or 23.2% of the total population, lower
than the NSW percentage of 27.6%



The number of persons aged 40 - 69 years is 94,929 or 37% of the total population which is
slightly higher than the NSW figure of 35.9%



The number of persons aged 70+ years is 26,958 or 10.5% of the total population is slightly
higher than the NSW figure of 9.9%
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There are 8,147 residents of non-English speaking background (NESB) representing 2.8% of
the total population. This figure is substantially lower than the State percentage of 15%



There are 15,140 residents or 5.9% of the total population who identify as having a birthplace
elsewhere other than Australia



There are 5,814 residents or 2.3% of the population who speak another language at home
other than English



There are 21,133 Aboriginal people living in the LHD, representing 8.3% of the total
population. This is significantly higher than the NSW average of 2.1%. The LGAs with the
highest proportions of Aboriginal people are Brewarrina (59.6%), Bourke (29.2%), Walgett
(28.2%) and Coonamble (25.4%)

Population Projections
Table 2 shows the population projections for the Western NSW LHD to 2026 by LGA. There is a
projected small increase in the overall population. The most significant projected population
growth will occur in the Bathurst Regional, Dubbo, Orange, Blayney and Oberon LGA‟s. The most
significant projected population decline is predicted to occur in the Warren, Coonamble, Bogan
and Brewarrina LGA‟s. People aged 70 years and over will increase from 10.2% of the ERP in
2006 to 16.6% in 2026. This represents an increase of 67.6% and will have a significant impact
on the demand for chronic and aged care services, including dementia specific services.
Table 2: Western NSW LHD Population Projections 2006-2026 by LGA
LGA
Bathurst Regional
Blayney
Bogan
Bourke
Brewarrina
Cabonne
Cobar
Coonamble
Cowra
Dubbo
Forbes
Gilgandra
Lachlan
Mid-Western Regional
Narromine
Oberon
Orange
Parkes
Walgett
Warren
Warrumbungle
Weddin
Wellington
Total

2006
37,587
6,877
2,998
3,249
2,044
12,889
5,146
4,392
13,011
39,618
9,733
4,711
5,108
22,011
6,826
5,273
37,108
14,895
7,273
2,871
10,236
3,797
8,482
266,135

2011
39,122
7,003
2,816
3,095
1,917
13,046
4,934
4,095
13,123
41,186
9,465
4,559
4,951
22,215
6,720
5,389
38,288
14,836
7,010
2,665
9,868
3,670
8,626
268,599

2016
40,651
7,118
2,645
2,963
1,811
13,196
4,745
3,830
13,219
42,773
9,198
4,417
4,765
22,411
6,616
5,490
39,449
14,797
6,789
2,483
9,537
3,539
8,379
270,822

2021
42,126
7,219
2,475
2,838
1,708
13,328
4,548
3,573
13,283
44,165
8,926
4,262
4,551
22,503
6,491
5,570
40,545
14,744
6,569
2,313
9,199
3,405
8,118
272,461

2026
43,475
7,306
2,307
2,718
1,603
13,422
4,341
3,320
13,294
45,274
8,638
4,091
4,313
22,470
6,346
5,623
41,497
14,655
6,343
2,153
8,845
3,268
7,843
273,144

Difference

+ 5,888
+ 429
- 691
- 531
- 441
+ 533
- 805
- 1,072
+ 283
+ 5,656
- 1,095
- 620
- 795
+ 459
- 480
+ 350
+ 4,389
- 280
- 930
- 718
- 1,391
- 529
- 639
+ 7,009

% Change

+ 15.7%
+ 6.2%
- 23.0%
- 16.3%
- 21.6%
+ 4.1%
- 15.6%
- 24.4%
+ 2.2%
+ 14.3%
- 11.2%
- 13.2%
- 15.6%
+ 2.1%
- 7.0%
+ 6.6%
+ 11.8%
- 1.6%
- 12.8%
- 25.0%
- 13.6%
- 13.9%
- 7.5%
+ 2.6%

Source: NSW Health Population Projection Series 1.2009
Department of Planning & Statewide Services Development Branch, NSW Health
March 2009

Socio-Economic Status
Social factors such as a person‟s income, socio-economic status, employment status and
educational attainment are all associated with inequalities in health and wellbeing. Socioeconomic
disadvantage is intrinsically linked with a higher prevalence of health risk factors, higher rates of
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hospitalisation, increased mortality and other adverse health outcomes. Socio-economic status
declines with distance from major cities and increasing remoteness. The following information
reveals that the residents of the Western NSW LHD have higher risk factors for ill health.
Income
The Western NSW LHD has a lower incidence of residents reporting no income (6.6%) than the
State (7.8%), although there are 4 LGAs that have a higher than State average of negative or nil
income (8.2%). There is a high percentage of residents (39.9%) in the low income bracket and
this is significantly higher than the state average (33.7%). This is consistent with the ARIA scores
& SEIFA indices of the Western NSW LHD communities which show a larger number of remote
communities, lower education and employment opportunities, higher socio-economic
disadvantage and less economic resources. The percentage of the population (25.2%) on a
medium income is on par with the state average (23.1%); however there is a much lower
percentage of the population (19.8%) on a high income than the state average of 26.3%.
Education
At the time of the ABS Census in 2006, 9.4% of the Western NSW LHD population 15 years and
older were educated to Year 8 or below, 29.6% completed Year 12 or equivalent, with a further
0.5% not having attended school at all.
Labour force and Industries of Employment
Within the Western NSW LHD 58.9% of the population 15 years and over participate in the labour
force, 60.0% are employed full-time and 27.35% work part-time.
The main industries of employment across the Western NSW LHD are agriculture, forestry and
fishing employing 13.1% of the labour force, followed by healthcare and social assistance
services employing 10.4%, the retail trade employs 9.8%, education and training 8.2% and
manufacturing services employing 7.7%.
Unemployment
At the time of the ABS Census 2006, the unemployment rate (expressed as a percentage of the
total labour force) for the Western NSW LHD was 6.3% compared to the NSW figure of 7.2%. The
unemployment rate ranged from 3.7% in the Cabonne LGA to a significant 12.1% in the
Brewarrina LGA.
ARIA Indices
Eight of the LGAs within the Western NSW LHD (Bogan, Bourke, Brewarrina, Cobar, Coonamble,
Lachlan, Walgett and Warren) have an ARIA classification of „remote‟. The ARIA methodology is
purely geographical based on distance measures. The ARIA remoteness areas are geographical
classifications used to group areas with similar characteristics. Remote equates to very restricted
accessibility of goods, services and opportunities for social interaction.
SEIFA Indices
The NSW Chief Health Officer reports on a number of health indicators by LGA. The general
status of a LGA is characterised with Socio-Economic Indexes for Areas (SEIFA). These indexes
allow comparison of the social and economic conditions across Australia. The mean value is 1000
and is derived from attributes such as low income, low educational attainment, high
unemployment and jobs in relatively unskilled occupations. The higher an index value the less
disadvantaged that Area is compared to other Areas. Comparing with the Australia SEIFA of
1,000, Bathurst and Cabonne LGAs have slightly higher indices of 1,004.32 and 1,006.68
respectively, while other LGAs have significantly lower indices with the lowest SEIFA of 764.57
for Brewarrina.
Sixteen (16) of the 23 LGA‟s in the LHD are in the lowest SEIFA quintile (Bogan, Bourke,
Brewarrina, Cobar, Coonamble, Cowra, Forbes, Gilgandra, Lachlan, Narromine, Parkes, Walgett,
Warren, Warrumbungle, Weddin and Wellington), indicating a high level of disadvantage, and
therefore, increased vulnerability to ill health.
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The Population’s Health4
People living in rural and remote areas generally have worse health than people living in
metropolitan areas. The reasons for this health differential includes geographical isolation, socioeconomic disadvantage, shortage of health care providers, lower levels of access to health
services, greater exposure to injury risks, and poor health among Aboriginal people who comprise
a significant proportion of the population in rural and remote areas.
Compared with people who live in „major cities‟, people who live in „remote‟ areas5:








Can expect to live about five fewer years
Are more likely to die prematurely, and from causes classified as „potentially avoidable‟
Report greater difficulties in getting health care when they need it
Are more likely to be hospitalized for conditions for which hospitalisation can be avoided
through prevention and early intervention
Are more to be overweight and obese
Are more likely to die in motor vehicle crashes
Are more likely to be hospitalized for heart disease

In NSW in 2006-07, life expectancy at birth decreased with increasing geographical remoteness,
which reflects higher death rates from many causes in rural and remote areas. The Western NSW
LHD has a life expectancy at birth of 77.0 years in females and 76.9 years in males. Both these
figures are significantly lower than the NSW figures of 84.4 years in females and 79.6 years in
males.
The leading causes of hospitalisation for Western NSW LHD residents between 2009 and 2010
were: factors influencing health – renal dialysis 13% of separations; injury and poisoning 12.2%;
digestive system diseases 9.9%; factors influencing health – other 9.2% and symptoms, signs
and abnormal findings 7.4%. The leading condition types for potentially avoidable hospitalisations
(also referred to as ambulatory care sensitive conditions) for Western NSW LHD residents
between 2009 and 2010 were: COPD; dehydration and gastroenteritis; diabetes complications;
dental conditions and congestive heart failure.
Leading causes of death for residents of the former Greater Western AHS for the period 2003 to
2007 were: cardiovascular disease, COPD (65 years and over), cancer (highest being lung
cancer), fall related (65 years and over), injury and poisoning and diabetes related.
The percentage of residents (persons aged 16 years and over) in the Western NSW LHD
overweight and obese in 2010 was 57.2% for females and 60.4% for males. The percentage for
males is comparable with the NSW figure of 60.7% while the percentage for females is
significantly higher than the NSW figure of 48.2%.
The percentage of residents (persons aged 16 years and over) in the Western NSW LHD who
were current daily and occasional smokers in 2010 was 19.6% which is significantly higher than
the NSW percentage of 15.8%.
The health profile of the residents of the Western NSW LHD indicates the need for an emphasis
on health promotion including community development to improve the health of our communities.
When compared to the state average indicators of disease burden, the Western NSW LHD
indicators that are significantly higher than the state averages for the following health related
components:

4
5

Smoking attributable deaths in the Bourke, Brewarrina, Coonamble, Walgett and Warren LGA

NSW Health, Health Statistics New South Wales, Data Book: Western NSW Local Health District, 2011
NSW Health, The health of the people of NSW – Report of the Chief Health Officer. Summary Report, 2010
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Smoking attributable hospitalisations in 18 of the 23 LGAs including Bathurst Regional,
Blayney, Bogan, Bourke, Brewarrina, Cobar, Coonamble, Cowra, Dubbo, Gilgandra, Lachlan,
Mid-Western Regional, Orange, Parkes, Walgett, Warren, Warrumbungle and Wellington
Alcohol attributable deaths in the Walgett LGA
Cardio-vascular disease caused deaths in the Bathurst Regional, Bogan, Brewarrina,
Coonamble, Cowra, Dubbo, Forbes, Gilgandra, Narromine, Walgett, Warrumbungle and
Wellington LGAs
Potentially avoidable deaths in the Bathurst Regional, Bourke, Brewarrina, Cowra, Lachlan,
Walgett, Warren and Wellington LGAs
Potentially avoidable deaths from preventable causes in the Bourke, Brewarrina, Cowra, MidWestern Regional, Walgett and Warrumbungle LGAs
High body mass attributable hospitalisations in 15 of the 23 LGAs including: Bogan, Bourke,
Brewarrina, Cabonne, Cobar, Coonamble, Dubbo, Forbes, Gilgandra, Lachlan, Parkes,
Walgett, Warren, Warrumbungle and Wellington
Ambulatory care sensitive conditions hospitalisations in all LGAs

Aboriginal People6
The relative socio-economic disadvantage experienced by Aboriginal people in NSW continues to
place them at greater risk of exposure to behavioural and environmental health risk factors.
Aboriginal people generally have poorer health than the than the rest of the population. The
Aboriginal population experience a higher infant mortality, lower life expectancy, higher rates of
chronic disease risk factors, higher prevalence and earlier onset of chronic illnesses (in particular
respiratory illness, diabetes and renal disease), higher rates of hospitalisations and deaths from
injuries and assaults and higher rates of sexually transmitted diseases. Compared with rates for
non-Aboriginal people, hospitalisation for Aboriginal people in NSW are:





200% higher for diabetes
70% higher for cardio-vascular disease
100% higher for chronic respiratory disease
60% higher for injury and poisoning

Aboriginal people are more than 3 times as likely as non-Aboriginal people to die as a result of
diabetes and more than 1.5 times more likely to die from injury and poisoning than non-Aboriginal
people. Aboriginal people are admitted to hospital at about 1.7 times the rate of non-Aboriginal
people and renal dialysis accounts for the largest number of hospitalisations for Aboriginal
people.
Reported rates of current smoking for Aboriginal adults are around double those of the general
population across all age groups: while reported rates of risk drinking is around 1.4 times the
general population rates across all age groups.
Aboriginal Health is core business for the Western NSW LHD. It is mandatory that all planning
consider the special needs of Aboriginal people, and that all services and programs are
appropriate and accessible to Aboriginal people as well as non-Aboriginal people. All services will
have strategic direction in collaboration with AMSs to improve access for Aboriginal people living
in the LHD.
Within the Western NSW LHD there are AMSs located at Bourke, Brewarrina, Condobolin,
Dubbo, Orange, Peak Hill, Walgett and Wellington. In collaboration the Western NSW LHD and
AMS run programs addressing the health issues prevalent amongst the Aboriginal population,
specifically focussing on early identification and intervention programs and the objectives of
„Close the Gap‟.

6

NSW Health, The health of the people of NSW – Report of the Chief Health Officer. Summary Report, 2010
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Challenges and Priorities
The Western NSW LHD has various challenges and therefore priority issues when planning
health services to meet the needs of its population. These include:











The poorer health status of our residents in particular the health inequalities of our Aboriginal
population
Issues of rurality and their impact on the provision of services
The increasing demand for services due to an ageing of the population and increased
prevalence of chronic illness
Recruitment and retention of a skilled workforce
Skills maintenance, training and development
Infrastructure development
Enhancing and integrating primary and community health services
Chronic disease and aged care services
Improving access to quality and culturally appropriate services
Working with communities to improve the health of our communities
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4. Profile of Chronic Disease
The impact of death, disability and reduced quality of life for people with chronic disease is
significant. Over half the burden of chronic disease in Australia is attributed to five major
diseases: cardiovascular disease (CVD), cancer, COPD, musculoskeletal disease and diabetes.
The burden of chronic disease is higher in the socio-economic disadvantaged and Aboriginal
people. Chronic disease accounts for almost one third of the health expenditure7.
The rise in prevalence of chronic disease is relatively recent. It is within the 20th century that
chronic diseases surpassed infectious disease and injuries as the dominant health concerns. This
change is attributed to a range of factors, including8:


Major changes in the prevention and treatment of infectious disease and injuries, which have
reduced their incidence and prevalence (resulting in markedly reduced incidence and
prevalence)



Demographic changes; people are living longer and the average age of the population is
substantially older. The prevalence of chronic disease is strongly related to older age, and
health expenditure for people aged 65 years and over is three times that for the population as
a whole. (decrease in fertility and increase in life expectancy, both contributing to an ageing
population)



Lifestyle changes, which have increased exposure to risk factors for chronic disease. The
Australian Institute of Health and Welfare (AIHW) has identified seven major largely
preventable risk factors that impact adversely on the incidence and prevalence of many
chronic diseases. About one third of the chronic disease burden can be attributed to these risk
factors, most of which are increasing in prevalence:
-

tobacco use (smoking)
risky and high risk alcohol use – alcohol misuse
physical inactivity, sedentary lifestyle
poor diet and nutrition
excess weight – obesity
high blood pressure – hypertension
high blood cholesterol – dyslipidemia

Chronic diseases are most prevalent in the more disadvantaged sectors of the population, and
this makes prevention and treatment more complex. Population groups with higher prevalence of
chronic disease include older people; people experiencing socio-economic disadvantage; and
people with mental illness, physical and intellectual disabilities. Of particular note is the higher
prevalence of chronic disease in Aboriginal people.
Chronic diseases pose special challenges for the health system. People with chronic diseases
use health services and medicines frequently and over extended periods of time. They often
develop complex conditions with associated co-morbidities, including mental illness such as
depression. Consequently chronic diseases are associated with high health care expenditure.
Chronic diseases are the leading cause of disability in the community and are associated with
high use of disability and community support services. People require a wide range of services,
which are provided in a range of settings including inpatient services, home and community, and
through the public, private and non-government sectors.
Most importantly, a number of the major chronic diseases can be prevented and their onset
delayed. Other chronic diseases cannot be prevented on the basis of current knowledge, but their
progression can be slowed and associated complications reduced. An understanding of the risk
5

National Health Priority Action Council (NHPAC), National Chronic Disease Strategy, Australian Department of Health and Ageing,
2006
6
Ibid
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factors for chronic disease and concerted efforts to reduce risk for all Australians must be a major
platform for action.
Furthermore, for people who develop chronic disease, health system responses must be matched
to the level of health care need. Figure 1 shows the three levels of health care the health system
must have the capacity to provide. These correspond to different levels of disease complexity.
Notably, there is considerable scope for improved self-management of chronic disease. Greater
flexibility and responsiveness of the health system to changing patient needs will ensure an
appropriate level of care and quality of life for people living with chronic disease, their families and
carers.
Figure 1: Levels of health care for people living with chronic disease

Source: NHS service delivery model- adapted from Kaiser’s triangle

Management of chronic disease has traditionally been reactive, with disease exacerbation and
health deterioration being managed in the acute care setting. It is broadly recognised that
effective chronic disease management requires a multi-faceted approach incorporating a range of
service delivery elements and aspects of the human condition. Historically the level three (highly
complex patients with severe chronic disease) would only receive intensive management on
admission and often be lost on the „radar‟ until they represented. It has been recognised that
there is a need for health services to identify these patients and implement a model of case
management and care coordination as although they only make up a small percentage of the
overall population they contribute to a disproportionate amount of admissions. The severe chronic
disease management program seeks to address this need.

4.1 Incidence and Prevalence
Four out of every five Australians are affected by at least one chronic disease9. The WHO has
identified chronic diseases as the leading cause of death and disability worldwide 10. Australia
reflects the global situation, with chronic disease estimated to be responsible for nearly 80% of
the total burden of disease and injury and more than two thirds of all health expenditure11.

9

Australian Institute of Health and Welfare (AIHW), Chronic diseases and associated risk factors in Australia, 2006
WHO, Preventing chronic disease: a vital investment, 2005
11
AIHW, Chronic disease and associated risk factors in Australia, 2006
10
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As the Australian population ages, chronic disease will have an increasing effect on our health
and wellbeing. The National Chronic Disease Strategy states that “Australia‟s health system must
be able to respond in an appropriate and cost effective way to this challenge. Failure to prevent,
detect and treat chronic disease at an optimal stage in its course impacts on affected individuals
and their families and carers in terms of pain and suffering, and on the whole Australian
community in productivity losses and high health care costs”12.
In the Western NSW LHD over 70% of the populations‟ death rate is attributable to chronic
diseases including: cardiovascular disease, cancer, respiratory disease and diabetes. More than
4.9% of the Western NSW LHD hospital separations, for the five year period 2006/07 to 2010/11
are attributed to the specific chronic diseases addressed in this plan: diabetes, heart failure,
COPD and asthma and 5.9% of the total beddays, with COPD hospital admissions accounting for
a significant 2% of these total separations and 2.8% of the LHDs total beddays.13
The leading causes for potentially avoidable hospitalisations (also referred to as ambulatory care
sensitive conditions) for the Western NSW LHD residents between 2009 and 2010 included
COPD; diabetes complications; and congestive heart failure.

4.2 Risk Factors
The AIHW reports that risk factors contribute to over 30% of Australia‟s total burden of death,
disease and disability14. By addressing lifestyle/behavioural risk factors for chronic disease, the
impact of chronic diseases can be reduced, population health enhanced and health system
sustainability improved. At the same time, the nations productivity can be strengthened by
ensuring people are sufficiently healthy to remain active and productive participants in the
workforce.
Risk factors for developing chronic disease include:











Tobacco use (smoking)
Risky and high alcohol use/misuse
Physical inactivity
Poor diet and nutrition, unhealthy eating habits – a lack of fruit and vegetables
Excess weight, overweight and obesity
High blood pressure - hypertension
High blood cholesterol – dyslipidemia
Depression, chronic stress
Low socio-economic status
Early life factors (for example: low birth weight, infections, abuse and neglect)

Lifestyle factors contribute significantly to the burden of disease, ill-health and increase the risk of
developing chronic disease. Several high risk factors (significantly higher than state indicators)
have been identified for the people of the Western NSW LHD such as:




The percentage of residents (persons aged 16 years and over) who are current daily and
occasional smokers is significantly higher than the NSW percentage
The percentage of residents who are overweight and obese (persons aged 16 years and over)
is significantly higher than NSW percentages
A considerable number of remote and lower socio-economic communities

4.3 Risk in Specific Populations
Chronic disease is more prevalent in the marginalised and disadvantaged in the community in
particular, the elderly, Indigenous Australians, those who are socially and economically
disadvantaged and people with physical and intellectual disabilities or mental illness. This
12

National Health Priority Action Council (NHPAC), National Chronic Disease Strategy, Australian Department of Health and Ageing,
2006
FlowInfo Version 10
14
AIHW Australia’s Health 2010, 2010
13

Version 2.0 - August 2012

16

Chronic Disease Services – Service Plan – 2012 to 2016
highlights the complexities associated with a response to chronic disease and clearly identifies
the presence of co-morbidities in those with a chronic condition. Of particular note is the
disproportionately high burden of chronic disease in the Aboriginal community. For example15:


Diabetes-related death and illness is 10 times more for Aboriginal people than non-Aboriginal
people. Type 2 diabetes mellitus (later onset, usually non-insulin dependent) has a high
prevalence among Aboriginal people. The onset of diabetes occurs earlier among Aboriginal
people, which leads to a greater burden of illness associated with the complications of
diabetes, including kidney damage, loss of vision, peripheral nerve damage and peripheral
vascular diseases.16. Diabetes is a significant health problem for Aboriginal Australians, the
hospitalisation rates in NSW for diabetes in 2009/11 were consistently higher in Aboriginal
people than the rate in non-Aboriginal people17



Aboriginal people die six years before their non-Aboriginal counterparts from cardiovascular
disease



Most of the increased morbidity and premature mortality is due to the increased incidence of
cardiovascular disease, diabetes, kidney disease, respiratory disease and cancer



The uneven burden of social, economic and environmental circumstances in which many
Aboriginal people live (poverty, poor housing and inadequate food supply) place Aboriginal
people at greater risk of chronic conditions



Risk factors for chronic conditions such as high blood pressure, smoking, physical activity
and poor nutrition continue to occur at higher rates in Aboriginal people

In addition Aboriginal people have had a consistently poor level of access to appropriate health
care services. Primary health care services are under-utilised for a complex range of reasons,
including a lack of bulk billing, transport issues and discrimination. As a consequence many
Aboriginal people are presenting to health services late in the course of their diseases and
experience significantly higher rates of preventable complications and death. A national
integrated Closing the Gap strategy has been agreed through the Council of Australian
Governments (COAG), the peak intergovernmental forum in Australia. Closing the Gap is a
commitment by all Australian governments to improve the lives of Indigenous Australians, and in
particular provide a better future for Indigenous children.

4.4 Burden of Disease and High Costs
Most of the burden of disease for Australians is due to chronic disease, and its prevalence is
rising. Chronic disease is estimated to be responsible for around 80% of the total burden of
disease, mental problems and injury, as measured in terms of disability-adjusted life years.
Effective responses to this significant health challenge must be found to protect the quality of life
and wellbeing of all Australians, and to ensure that the health system has the capacity to meet the
demands placed upon it.18
The impact of death, disability and reduced quality of life for people with chronic disease is
significant. Over half the burden of chronic disease in Australia is attributed to five major
diseases: CVD, cancer, COPD, musculoskeletal disease and diabetes. The burden of chronic
disease is higher in socio-economic disadvantaged and Aboriginal populations.19
Chronic disease accounts for almost a third of health expenditure. It is estimated the cost of
chronic diseases such as diabetes, cardiovascular disease and musculoskeletal conditions will
increase from approximately $3.3 billion in 2000/01 to $6.1 billion in 2020/2120.
15

NSW Health, NSW Aboriginal Chronic Conditions Area Health Service Standards, 2005
NSW Health The Health of the People of New South Wales - Report of the Chief Health Officer, 2008
17
www.healthstats.nsw.gov.au/Indicator/atsi_diaatsihos
18
NHPAC, National Chronic Disease Strategy, Australian Department of Health and Ageing, 2006
19
Bellew, B et al. Chronic Disease – The Sleeping Giant of Health Expenditure, 2005
20
Ibid
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4.5 Projected Demand
The rapid rise in the prevalence of chronic disease is predicted to increase over the coming
decades. This presents a major challenge through escalating health and social care demands
and concomitant costs. Contributing to the rise in chronic disease prevalence is the: ageing of the
population, technological and therapeutic advances in medicine, and increasing longevity and
changing patterns of disease and lifestyle behaviours that predispose to the development of a
range of chronic diseases. The diseases contributing most to the increase include: CVD,
diabetes, chronic respiratory disease, cancer, arthritis and musculoskeletal diseases, dementia
and mental illness. The prevalence of Type 2 diabetes in particular is rising and set to escalate
further with increasing obesity in the population.21
NSW Health estimates the following trends in the incidence and prevalence of chronic diseases
from 2001 to 202622:


The incidence of CVD will decrease by 6%, with the number of people living with these
diseases increasing by 2.5%



The number of people with COPD will decline by 24%, representing a 37% decline in males,
but a 7% increase in females



The incidence of Type 2 diabetes will increase by 127%, with the number of people living with
diabetes increasing by 176%. In fact the overall prevalence of diabetes has more than
doubled in the last two decades and is estimated to affect around one million Australian
adults. It is projected that within 20 years, there may be over 3 million Australians with
diabetes23



Type 2 diabetes is predicted to have the largest increase of all the chronic diseases by 2020

Within the Western NSW LHD, CVD and diabetes trends appear to be in line with these
projections, however COPD admission data suggests an increase in COPD numbers rather than
a decline, with separations increasing from 1,165 in 2006/07 to 1,260 in 2010/11 (an increase of
95 separations) and avoidable admissions for COPD are also increasing from 1,074 to 1,201 in
the same period.
The AIHW highlights that an aging population, improved survival from heart attack and the
increasing prevalence of diabetes and obesity may result in a rise in the number of people with
heart failure in the future24.

21

NSW Health, NSW Chronic Care Program Phase Three: 2006-2009 NSW Chronic Disease Strategy
ibid
Baker IDI Diabetes: the silent pandemic and its impact on Australia, 2012
24
AIHW Australian Health 2010, 2010
22
23

Version 2.0 - August 2012

18

Chronic Disease Services – Service Plan – 2012 to 2016

5. Diabetes
Diabetes mellitus is a serious chronic disease causing substantial morbidity, premature death,
disability, reduced quality of life and significant financial cost. Diabetes mellitus is a major cause
of illness and disability in Australia. It is a leading cause of blindness, renal disease, lower limb
amputations and can lead to pregnancy related complications for both the mother and baby.
Risk factors include genetic factors, obesity, low birth weight, increasing age, physical inactivity
and poor diet. Diabetes is also an important risk factor for several other chronic diseases
including heart disease, stroke and renal disease.
Clinically diabetes is marked by high blood glucose levels resulting from defective insulin
production, insulin action or both. The three main forms of diabetes are Type 1, Type 2 and
Gestational diabetes. Type 1 is estimated to be present in 10-15% of people with diabetes and
there are no modifiable risk factors for this form of diabetes as it is caused by a combination of
genetic and environmental factors. Type 2 diabetes accounts for about 85-90% of all diabetes
cases and primarily affects people over 40 years of age. Several modifiable risk factors play a
role in the onset of Type 2 diabetes, including obesity, physical inactivity and poor nutrition, as
well as genetic deposition and ageing. Gestational diabetes mellitus occurs during pregnancy in
about 3-8% of females not previously known to have diabetes. It is a temporary form of diabetes
and usually resolves after the baby is born.25
For people with diabetes, careful control of blood glucose levels through diet, exercise and in
some cases medication and insulin injections is vital to prevent complications. Chronic high blood
glucose levels (hyperglycaemia) is associated with long-term damage, dysfunction and failure of
virtually every body organ, especially the heart and blood vessels, eyes, kidneys and nerves.
Consequently diabetes predisposes those suffering from it to many severe conditions, including
CVD, as well as visual loss, amputations and renal failure. Sustained, individualised management
substantially reduces the risk of complications. A combination of diet, exercise and medication is
used and very frequent monitoring of blood glucose levels and other risk factors (such as blood
lipids and blood pressure) is required, as is regular screening for complications.26
In 2003, diabetes accounted for over 5% of the total disease burden in Australia and in 2009
diabetes was ranked as the sixth leading cause of death up from the ninth in 2000. It was the
underlying cause of death for 4,170 people (or 3% of all registered deaths), the highest number of
deaths from diabetes in the past ten years. Diabetes contributed to almost 14,300 deaths in 2009
(10% of total deaths) as either an underlying cause or associated cause of death.27
It is known that some population groups are at higher risk of developing diabetes, namely
Indigenous Australians, Australians born overseas, Australians living in rural and remote areas
and Australians living in areas of lower socioeconomic status. Diabetes and its complications also
contribute significantly to mortality, poor quality of life and loss of potential years of life. CVD is
the most common cause of death among people with diabetes.28
The psychological impact of living with diabetes is described in the Diabetes Attitudes, Wishes
and Needs (DAWN) study, where it was found that the level of depression was higher for people
with diabetes (24%) compared to people without diabetes (17%)29. In addition, the Australian
Bureau of Statistics National Health Survey (NHS) collects information on ”self assessed health
status” and people with diabetes were more likely to report high or very high levels of
psychological distress (18%) compared with those without diabetes (12%)30.
25

NSW Health The Health of the People of New South Wales - Report of the Chief Health Officer, 2008
Ibid
27
www.abs.gov.au/ausstats
28
Australian Institute of Health and Welfare (AIHW) Diabetes Australia Facts, 2008
29
Rubin R, Peyrot M and Siminerio L on behalf of the International DAWN Advisory Panel Health Care and Patient-Reported
Outcomes: Results of the cross-national Diabetes Attitudes, Wishes and Needs (DAWN) study Diabetes Care 29: 1249-1255 Novo
Nordisk and the International Diabetes Federation 2001
30
Australian Institute of Health and Welfare (AIHW) Diabetes Australia Facts, 2008
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It is estimated that Type 2 diabetes costs Australia $3 billion per year. The cost of diabetes to the
community for a person with no complications is estimated to be $9,652 per year and if
complications are present, this cost increases to $15,850.31
It has been estimated that the direct health care expenditure on diabetes was $812 million, which
is equivalent to 1.6% of the total health expenditure. The major components of expenditure are
hospital care, medical services and pharmaceuticals.32

5.1 Diagnosed Diabetes Prevalence
Throughout the developed and developing world, diabetes is reaching epidemic proportions. In
December 2006, the WHO officially recognised that the global threat of diabetes is equivalent to
infectious diseases such as tuberculosis, malaria and HIV. Over the past 11 years diabetes
prevalence rates have been increasing steadily, due to the increasing incidence and improved
screening and diagnosis. Diabetes prevalence increases with age and socioeconomic
disadvantage and is more prevalent among Aboriginal people.
There are three main sources of national data for monitoring diabetes prevalence in Australia.
The first is the NHS, in which prevalence estimates are based on self-reported information. The
second in the National Diabetes Services Scheme (NDSS) database, in which prevalence
estimates are based on doctor-or-nurse-certified diabetes status for people registering with the
scheme. The third national source, the 1999-2000 Australian Diabetes, Obesity and Lifestyle
Study (AusDiab study), estimates diabetes prevalence from measured blood glucose levels33.
The key findings of the AusDiab study regarding Diabetes prevalence were34:
 Every year 0.8% of Australians adults developed diabetes
 Every day in Australia approximately 275 adults develop diabetes
 Those with pre-diabetes were 10-20 times more likely to develop diabetes than those with
normal blood glucose levels (the term pre-diabetes is used to include all those with either
impaired glucose tolerance and impaired fasting glucose)
 Obesity, hypertension, dyslipidemia, physical inactivity and the metabolic syndrome each
increased the risk for developing diabetes
The AusDiab study indicated that the proportion of people with diabetes increased with age.
Fewer than 3% of adults aged 35-44 years had diabetes. The rate then steadily increased to 23%
for people aged 75 years and over. The rates were higher in males than females in most age
groups, particularly for people aged 55 to 74 years.35
The 2007-08 NHS estimated that over 818,200 persons (4.0% of the total population) had been
told by a doctor or nurse that they had diabetes (excluding gestational diabetes. According to the
NSW Population Health Survey (2009) fewer than 1 in 10 adults (8.2%) had been told by a doctor
or hospital they had diabetes or high blood sugar, a figure considerably higher than the National
percentage of 4%. A significantly higher proportion of males (9.4%) than females (7.0%) had
been told by a doctor or hospital that they had diabetes or high blood sugar. Since 1997, there
has been a significant increase in the proportion of adults who had been told by a doctor or
hospital they had diabetes or high blood glucose (4.7% to 8.2%). The increase has been
significant in males and females, in adults aged 35 years and over, in all quintiles of
disadvantage, and in urban and rural health areas.36
In the former Greater Western AHS, diabetes or high blood glucose prevalence in adults aged 16
years and over was 9.2% (12.0% in males and 6.6% in females) is significantly higher compared
to the NSW figure of 8.2% (9.4% in males and 7.0% in females). The Greater Western AHS rate
31

DiabCost Assessing the burden of type diabetes in Australia, 2003
AIHW, Chronic Disease and Associated Risk Factors in Australia, 2006
33
AIHW Australians Health 2010, 2010
34
Barr ELM, Magliano DJ, Zimmet P, Polkinghorne KR, Atkins RC, Dunstan DW The Australian Diabetes, Obesity and Lifestyle Study
(AusDiab) 2005, 2006
35
AIHW Diabetes: Australian Facts 2008, 2008
36
NSW Health, NSW Population Health Survey 2009 Summary Report on Adult Health, 2010
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has grown significantly since 1997 (from 5.1% to 9.2%) as has the NSW rate (4.7% to 8.2%).
Prevalence is also higher in males than females.37
Table 4 presents the number of people registered on the National Diabetes Services Scheme
(NDSS) with diabetes by Local Government Area (LGA) in December 2009 and September 2011.
The diabetes rates were estimated using 2006 Census data. Registration on the NDSS is
voluntary and therefore, it is likely that a proportion of people with diagnosed diabetes are not
registered with the scheme. Diabetes Australia estimates that the NDSS covers 80-90% of people
with diagnosed diabetes.38
Table 4: Diabetes Reported Registrations on the NDSS – Comparison 2009 and 2011
LGA

Bathurst Regional
Blayney
Bogan
Bourke
Brewarrina
Cabonne
Cobar
Coonamble
Cowra
Dubbo
Forbes
Gilgandra
Lachlan
Mid-Western Regional
Narromine
Oberon
Orange
Parkes
Walgett
Warren
Warrumbungle
Weddin
Wellington
LHD Total
NSW (State) Total
National Total

2006
Total
Population

35,844
6,594
2,880
3,094
1,945
12,396
4,916
4,211
12,480
37,845
9,362
4,519
6,672
21,087
6,509
5,031
35,337
14,284
6,942
2,747
9,808
3,637
8,124
256,264

NDSS
Registrants
Dec 2009

1,691
390
240
260
233
686
219
297
836
2,024
544
244
422
1,198
392
261
1,683
939
531
201
648
229
567
14,735

% of
Population

Sept 2011

Difference

1,937
427
251
289
250
777
247
327
874
2,360
587
272
458
1,339
444
299
1,891
1,056
568
224
718
247
623
16,465

+ 246
+ 37
+ 11
+ 29
+ 17
+ 91
+ 28
+ 30
+ 38
+ 336
+ 43
+ 28
+ 36
+ 141
+ 52
+ 38
+ 208
+ 117
+ 37
+ 23
+ 70
+ 18
+ 56
+ 1,730

Dec
2009

Sept
2011

4.7
5.9
8.3
8.4
12.0
5.5
4.5
7.1
6.7
5.3
5.8
5.4
6.3
5.7
6.0
5.2
4.8
6.6
7.6
7.3
6.6
6.3
7.0
5.8

5.4
6.5
8.7
9.3
12.9
6.3
5.0
7.8
7.0
6.2
6.3
6.0
6.9
6.3
6.8
5.9
5.4
7.4
8.2
8.2
7.3
6.8
7.7
6.4

LGA %
compared to
National %
Dec
2009

Sept
2011

6,549,175
332,802
375,801
+ 42,999
5.1
5.7
19,852,968
945,746 1,089,554 + 143,808
4.8
5.5
Source: Australian Diabetes Map – Derived from the NDSS Registrant database December 2009 and September 2011
- shows people diagnosed with diabetes and registered on the scheme. The data tool utilizes 2006 ABS
Census Data. Table prepared by the Western NSW LHD Planning and Service Development Unit – May 2012

Tables 4 to 6 Key:
Red = Very High
Pink = High
Purple = Comparable
Light Blue = Low
Dark Blue = Very Low

Diabetes Australia identifies that the Western NSW LHD has the 6 of the top 7 LGAs in NSW with
the highest number of NDSS registrants per population, and the top 7 are:
1. Brewarrina – 12.9% of the total population
2. Central Darling (Far West LHD) – 10.1%
3. Broken Hill (Far West LHD) – 9.8%
37

NSW Health, NSW Population Health Survey 2009 Summary Report on Adult Health, 2010
AIHW, Diabetes Prevalence in Australia, October 2009
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4. Bourke – 9.3%
5. Bogan – 8.7%
6. Walgett and Warren – 8.2%
As Table 5 reflects, the Western NSW LHD overall has a significantly higher number of Type 1
diabetes NDSS registrants when compared to the National figure and is comparable to the State.
The Bathurst Regional, Blayney, Bourke, Brewarrina, Cobar, Cowra and Orange LGAs have a
very high number of Type 1 NDSS registrants when compared to both the National and State
figures. The number of Type 1 NDSS registrants has grown by 40 from 2,239 in December 2009
to 2,279 in September 2011. More significantly the number of Type 2 NDSS registrants has
increased by 1,675 from 12,269 in December 2009 to 13,944 in September 2011. The number of
Type 2 diabetes registrants residing in the Western NSW LHD is comparable to both the National
and State figures.
Table 5: NDSS Registrations (September 2011) by Diabetes Type and % of Registrants
LGA
Bathurst Regional
Blayney
Bogan
Bourke
Brewarrina
Cabonne
Cobar
Coonamble
Cowra
Dubbo
Forbes
Gilgandra
Lachlan
Mid-Western Regional
Narromine
Oberon
Orange
Parkes
Walgett
Warren
Warrumbungle
Weddin
Wellington
Western NSW LHD Total
NSW Total
Australia Total

Type 1

%

Type 2

%

333
69
33
48
46
105
38
39
129
290
84
35
47
186
54
37
302
130
66
26
77
25
80
2,279
49,043
129,382

17.2
16.2
13.1
16.6
18.4
13.5
15.4
11.9
14.8
12.3
14.3
12.9
10.3
13.9
12.2
12.4
16.0
12.3
11.6
11.6
10.7
10.1
12.8
13.8
13.1
11.9

1,574
353
217
241
204
661
207
282
737
2,032
493
233
404
1,126
381
254
1,561
908
492
195
637
221
531
13,944
316,138
932,778

81.3
82.7
86.5
83.4
81.6
85.1
83.8
86.2
84.3
86.1
84.0
85.7
88.2
84.1
85.8
84.9
82.5
86.0
86.6
87.1
88.7
89.5
85.2
84.7
84.1
85.6

Gestation
22
4
0
0
0
7
0
4
3
27
5
3
3
16
5
6
22
13
6
0
0
0
9
155
8,248
21,819

%
1.1
0.9
0.0
0.0
0.0
0.9
0.0
1.2
0.3
1.1
0.9
1.1
0.7
1.2
1.1
2.0
1.2
1.2
1.1
0.0
0.0
0.0
1.4
0.9
2.2
2.0

Other
8
0
0
0
0
4
0
0
5
10
6
0
4
10
4
0
6
4
3
3
0
0
0
67
2,321
5,523

Source: Australian Diabetes Map – Derived from the NDSS Registrant database September 2011 - people diagnosed
with diabetes and registered on the scheme. The data tool utilizes 2006 ABS Census Data. Table prepared by
the Western NSW LHD Planning and Service Development Unit – May 2012

Table 6 shows the number of Aboriginal and Torres Strait Islander people who are registered on
the NDSS. It is important to note that the number Aboriginal registrants from the Western NSW
LHD are significantly higher than both the State and National figures.
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Table 6: Diabetes Reported Registrations on the NDSS (September 2011) by Aboriginality
LGA
Bathurst Regional
Blayney
Bogan
Bourke
Brewarrina
Cabonne
Cobar
Coonamble
Cowra
Dubbo
Forbes
Gilgandra
Lachlan
Mid-Western Regional
Narromine
Oberon
Orange
Parkes
Walgett
Warren
Warrumbungle
Weddin
Wellington
Western NSW LHD
Total

1,234
159
334
904
1,159
279
514
1,070
759
3,911
632
568
993
570
1,031
108
1,544
1,027
1,955
335
749
60
1,242

3.4
2.4
11.6
29.2
59.6
2.3
10.5
25.4
6.1
10.3
6.7
12.6
14.9
2.7
15.8
2.1
4.4
7.2
28.2
12.2
7.6
1.6
15.3

No. of
Aboriginal
NDSS
Registrants
22
3
12
41
45
9
9
32
19
131
16
13
32
12
33
0
31
31
62
12
11
0
39

21,133

8.2

615

No. of
Aboriginal
People

% of Total
Population

% of
Aboriginal
Population

%of NDSS
registrants in
LGA

1.8
1.9
3.6
4.5
3.9
3.2
1.8
3.0
2.5
3.3
2.5
2.3
3.2
2.1
3.2
0
2.0
3.0
3.2
3.6
1.5
0
3.1

1.1
0.8
4.9
14.2
18.0
1.2
3.6
9.8
2.2
5.5
2.7
4.8
7.0
1.0
7.4
0
1.6
2.9
10.9
5.4
1.5
0
6.3

2.9

3.7% of LHD

registrants
1.0% of
NSW
138,506
2.1
3,619
2.6
registrants
1.9% of
Australia
454,802
2.3
20,783
4.6
registrants
Source: Australian Diabetes Map – Derived from the NDSS Registrant database September 2011 - people diagnosed
with diabetes and registered on the scheme. The data tool utilizes 2006 ABS Census Data. Table prepared by
the Western NSW LHD Planning and Service Development Unit – May 2012

5.2 Current organisation of Diabetes Services
In the Western NSW LHD a range of health care providers including GPs, Medical Specialists,
Endocrinologists, Nurse Practitioners, Dietitians, Credentialed Diabetes Educators, Podiatrists,
Diabetes Resource Nurses, Optometrists and Ophthalmologists deliver diabetes services. The
large geographical area continues to present challenges and while many services provide
outreach clinics there remains variable access to services, particularly for people in isolated
communities.
GPs within the LHD provide the fundamental base of services for diabetes care. These services
are enhanced by a hub and spoke model of diabetes educator staff and allied health which tend
to be based in larger areas and provide outreach services to smaller communities. Where
services are not provided locally and there are no visiting services, people are required to travel.
Figure 2 illustrates the current diabetes educator hub and spoke model within the Western NSW
LHD and the outreach services provided. Please note: the circles signify sites where diabetes
educators are based, where outreach occurs from these sites this is signified by arrows.
Coonabarabran is currently being supported by the LHD Chronic Care Program to train a
diabetes staff member.
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Figure 2: Centres where diabetes educators are based and outreach from these sites

5.2.1 Hub Services
Hub services are provided from the major centres at Orange, Bathurst, Dubbo, Mudgee, Lightning
Ridge and Bourke. These centres provide outreach services to a number of smaller sites as
describes in the individual service information below in the form of diabetes educator visits and /or
clinics. Note: the service profiles only refer to services provided directly by the Western NSW LHD
staff. It is recognised that other organisations also have staff working in these fields.
Orange Diabetes Service
Table 6 provides a breakdown of the Orange Diabetes service profile by position classification
and also lists the relevant external service partners.
Table 6: Orange Diabetes Service Profile
Western NSW LHD - Services Available
FTE
Endocrinologist (vacant at time of writing)
0.6
Diabetes Clinical Nurse Consultant (CNC) - Grade 2
1.0
Diabetes Clinical Nurse Specialist (CNS) - Grade 2
1.0
Diabetes Registered Nurse (RN)
0.5
Dietitian- Grade 3
0.6
Relevant External Service Providers
Podiatrist (via contract- vacant at time of writing)
Visiting specialists provide a paediatric endocrinology clinic 2 days per year via Westmead
Children‟s Hospital. Priority list in place as clinic only able to see around 20 children.
Outreach Services:
Currently clinics are held in Grenfell, Parkes and Tullamore 2nd monthly by the CNC. Education
and in-services are given to Canowindra, Molong, Forbes, Condobolin, Yeoval, Peak Hill,
Grenfell, Parkes and Tullamore as requested or when clinical need and /or issues arise.
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Programs provided by the Orange Diabetes Service:
 Diabetes clinics
 Hospital patient service
 Dietetic group education
 Continuous Insulin Infusion therapy
 Monthly paediatric diabetes clinics
 Twice yearly outreach paediatric clinics with Paediatric Endocrinologists from Westmead
 Education of school staff in caring for a child with diabetes
 Pharmacy in-services and awareness
 Health promotion
Bathurst Diabetes Service
Table 7 provides a breakdown of the Bathurst Diabetes Service profile by position classification
and also lists the relevant external service partners.
Table 7: Bathurst Diabetes Service Profile
Western NSW LHD - Services Available
FTE
Transitional Nurse Practitioner – Diabetes
1.0
St Vincent’s Diabetes Services (contracted by the Western NSW LHD)
Diabetes CNC - Grade 2
1.0
Diabetes RN
0.5
No specific diabetes hours however
Dietitian – community
significant caseload
No specific diabetes hours
Podiatrist – Aged Care (vacant at the time of writing)
Relevant External Service Providers
Paediatric Endocrinology - 2 days per year. Funded and provided via Westmead children‟s.
Priority list in place as clinic only able to see around 20 children.

Services provided by the Transitional Nurse Practitioner – Diabetes
 GP Clinics for complex clients with diabetes
 Management of clients with diabetes identified by the Connecting Care Program
 1:1 intensive education and self management
Services by St Vincent’s Outreach Service Diabetes:
This service covers Bathurst, Oberon, Blayney, (Kandos and Rylstone. The St Vincent‟s Outreach
(SVO) service also receives a significant amount of Lithgow referrals particularly for children as
they access Bathurst Hospital when diagnosed and continue with the Bathurst Diabetes Service.
All aspects of Diabetes care are covered via the Bathurst service to include education for all age
groups - Type 1, Type 2, gestational diabetes, Continuous Insulin Infusion Therapy.
Programs provided by the St Vincent’s Diabetes Service:
 Clinics are conducted one day per month in both Blayney and Oberon. Some Blayney and
Oberon referrals also access the Bathurst service.
 Paediatric clinics are conducted twice monthly at BBH. Paediatric outreach Telehealth clinics
(provided by Westmead) occur eight times a year. All paediatric clinics are fully co-ordinated
by the CNC at the SVO. Children are also seen at the SVO as required.
 Group education sessions with the Dieticians and Diabetes Educator for Type 2 occur 1/52
intervals at the SVO.
 Daily outpatient clinics are conducted at SVO (individual consults).
 Insulin Pump Program
 Hospital visits
 High Risk Pregnancy Clinic At BBH weekly
 Health Promotion Education to Schools
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Dubbo Diabetes Services
Table 8 provides a breakdown of the Dubbo Diabetes Service profile by position classification and
also lists the relevant external service partners.
Table 8: Dubbo Diabetes Service Profile
Western NSW LHD - Services Available
FTE
Nurse Manager (part clinical)
1.0
Diabetes RNs
1.5
Podiatry Nurse
0.8
Physician/Nephrologists (x 2)
0.2 each
Pediatricians
2 day per month
Dietitian
1.0
Podiatrist (High Risk Foot Clinic)
Aboriginal Health Workers
2.0
Aboriginal Health Worker (trainee)
1.0
Relevant External Service Providers
Visiting Endocrinologist - from Royal Prince Alfred (available 1.5 days month)
Paediatric Endocrinology clinic 2 days year. Funded and provided via Westmead children‟s
Outreach Services:
Aboriginal Health Workers (AHW) provide outreach clinics in Thubbo, Allira and Bunninyong and
home visits within Dubbo. All other clients from the surrounding region need to travel to Dubbo to
access this specialist service.
Programs provided include:
 AHWs run school workshops - prevention Type 2 diabetes
 Participation in Australian Diabetes Council local support meetings
Mudgee Diabetes Service
Table 9 provides a breakdown of the Mudgee Diabetes Service profile by position classification
and also lists the relevant external service partners.
Table 9: Mudgee Diabetes Service Profile
Western NSW LHD - Services Available
Diabetes CNC
Works 7 days every 4 weeks to attend outpatient clinics at Rylstone 1 day a
month, Mudgee 1 day a month and Gulgong 2 days a month (0.25 FTE)

Generalist Social Worker
covering Mudgee, Gulgong, Coolah and Dunedoo

FTE
1.0
1.0

Relevant External Service Providers
Private Dietitian - works 5 days a month for the Medicare Local and the remainder as a private
Dietitian
Private Podiatrist - providing a service to Rylstone, Coolah and aged care facilities in Mudgee
once a month
Outreach Services provided include:
A Diabetes Support Group is run four (4) times a year to provide public education. The Mudgee
Diabetes CNC provides a Diabetes Clinic at Rylstone once a month. Services are provided to
Coolah and Dunedoo on request. A service is planned for Gulgong in the future.
Bourke Diabetes Service
Table 10 provides a breakdown of the Bourke Diabetes Service profile by position classification
and also lists the relevant external service partners.
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Table 10: Bourke Diabetes Service Profile
Western NSW LHD - Services Available
FTE
Diabetes Educator – providing services to Brewarrina and Bourke +
1.0
outreach and clinics at AMS
Nephrologist Staff Specialist from Dubbo visits Bourke AMS 1 day every 2 months and
Brewarrina 1 day 2nd monthly
Visiting Psychiatrists & Psychologist visit Bourke monthly
Relevant External Service Providers
Endocrinologist visits Bourke 1 day every 3 months and Brewarrina 1 day every 3 months
Ophthalmologist(s) & Optometrist visit Bourke every 6 weeks and Brewarrina every 3 months
Private Podiatrist visits Bourke 1 week per month.
Private Dietitian visits Bourke 2 days per fortnight.
Cardiologist from RNSH - Sydney visits Bourke AMS 2 days every 2 months.
Cardiologist from Poche School of Indigenous Health visits Brewarrina every 3 months
Podiatrist visits Brewarrina AMS 2 days per month
Nutritionist visits Brewarrina AMS 1 day per fortnight
Exercise Physiologist visits Brewarrina AMS 1 day per fortnight
* RNSH = Royal North Shore Hospital, AMS = Aboriginal Medical Service

Outreach Services:
The Bourke diabetes educator provides outreach services to Brewarrina plus the surrounding
localities of Enngonia, Weilmoringle, Louth, Wanaaring, Byrock and Ford's Bridge. A visiting GP
from the Far West NSW Medicare Local visits Enngonia fortnightly with a Diabetes Educator, and
AHWs from the AMS and Far West NSW Medicare Local. The Outback Eye team visit Enngonia
once a year.
Programs provided by the Bourke service include:
A Diabetes Australia NDSS sub agency which provides access locally to purchase diabetes
consumables such as test electrodes and insulin needles. The sub agency is run out of the
Bourke Primary and Community Health (PaCH) facility and is managed by the Diabetes Educator.
The Brewarrina/ Bourke diabetes educator reports a huge increase in people self monitoring their
blood glucose levels since the sub agency opened in 2006.
Programs provided by the Brewarrina service include:
There are numerous health programs which focus on health promotion and on awareness of
diabetes prevention. Regular screening programs are delivered from a variety of health care
providers. All attempts are made to share resources and to prevent duplication of programs by
using effective communication pathways amongst health care providers.
Some examples of the programs delivered in 2010 include:
'Shake a leg', 'Munch n Move', Bourke Lifestyle program, Men's Pitstop, Diabetes Awareness
Week activities, Diabetes Support Group (Bourke AMS), World Diabetes Day events, Outback
healthy kids, Healthy canteens, Birrang Kidney Health screening, 'Walk a Mile' exercise program,
various walking groups organised through the Western NSW LHD and the Bourke AMS.
Lightning Ridge Diabetes Service
Table 11 provides a breakdown of the Lightening Ridge Diabetes Service profile by position
classification and also lists the relevant external service partners.
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Table 11: Lightning Ridge Diabetes Service Profile
Western NSW LHD - Services Available
FTE
Diabetes Educator
0.5
Dietitian from Dubbo provides clinics 1 day a month
Relevant External Service Providers
Allied Central Podiatrist visits Walgett and Lightening Ridge employed 1 week a month and
works 2-3 days at each site
Podiatrist services Walgett AMS each month and also visits Goodooga and Collarenebri rotating
clinic every couple of months
Allied Central Dietitian/Exercise Physiologist alternate monthly between Walgett and Lightening
Ridge 2-3 days (same as Podiatrist )
Nutritionist /Dietitian visits Walgett AMS and this service is also available for other towns
Dietitian from Moree visits Collarenebri 1 day a month
Eye Specialist visits Walgett approximately every 6-8 weeks
Eye team for eye checks & glasses visits Walgett AMS
Cardiologist visits Walgett and Lightning Ridge 2 days a month
Outreach Services:
The Diabetes Educator from Lightning Ridge covers Walgett 1 day a week working out of the
Walgett AMS and GP surgery, and Collarenebri 1 day a month working out of the Collarenebri
Multi-purpose Service (MPS). The frequency of visits is driven by referral numbers. A visiting
service to Goodooga is provided 2-3 days a month supporting the new GP clinics at the MPS.
Lightning Ridge is serviced 1 day a week by a diabetes clinic working from the Community Health
Centre.
Programs provided by Lightning Ridge include:
 Cardiology clinic each month.
 Outback Division run exercise /walking programs each week
 Outback Division run Men's Shed program (ongoing program) and Weight - Ridge Reducers
program (12 week program providing various guest speakers such as a Dietitian, Diabetes
education, Exercise Physiologist - these programs usually run 3 times a year).
Indigenous Diabetic Foot Program
This program is funded by the Rural Division of Clinical Education and Training Institute (CETI).
There are four LHD staff who have completed the training as lead trainers (positioned at Bourke,
Orange, Condobolin and Dubbo). Several workshops have been undertaken throughout the LHD
and a number of AHWs, community nurses and allied health staff have completed the general
training. The course teaches staff to undertake a basic foot assessment, recognise any
abnormalities and undertake the appropriate treatment and/or referrals.

5.2.2 Spoke Services
As cited in section 5.2.1 the hub services generally provide outreach services to the surrounding
townships with the exception of Dubbo. The frequency of these visits depends on the demand for
review in the neighbouring sites and the staffing levels and workload in the respective hub units.
Typically spoke services involve visits by the diabetes educator. Outreach by GPs and external
service providers such as endocrinology and podiatry also occur where identified and
documented as per section 5.2.1.

5.2.3 Service Coordination
Diabetes services are largely individually managed at a facility level. In most cases the
Community Health Manager oversees the diabetes educators and any onsite allied health
professionals. The allied health workforce has a strategic line to the LHD Allied Health Advisor
and the diabetes educators/CNCs have a strategic line to the LHD Chronic Care Coordinator. A
second monthly LHD diabetes working party has been functional since December 2007 and one
of the aims of this group is to provide a forum for networking, the development of policy,
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resources and group direction. This group consists of diabetes educators, CNCs and Nurse
Practitioners and has been paramount in the development of this service plan.
A Diabetes Clinical Stream was established in the former Greater Western AHS in 2008 but was
soon disbanded due to the resignation of the Director. The proposed structure of clinical service
networks (CSN) within the Western NSW LHD includes diabetes in the Medicine and Continuing
Care CSN.

5.3 Utilisation of Services
Diabetes is a complex and long-term condition that requires a variety of health services to
manage it. The first aim of diabetes management is to prevent complications, mainly by
maintaining normal blood glucose levels. The second is to detect and treat any complications
early. This requires frequent attention and monitoring by patients, their doctors and other health
professionals. People with diabetes are therefore more likely than others to consult health
professionals and use hospital services. Analysis of health service activity data highlights the fact
that the use of health services by those with diabetes is increasing.39
Within NSW hospitalisations for which diabetes was recorded as the principal diagnosis increased
by more than 155% between 1989/90 and 2008/09, while Type 2 diabetes accounts for up to
90% of all diabetes cases in the community, it accounts for only around 74% of all hospitalisations
for diabetes. Type 1 accounts for around 18% of hospitalisations and gestational diabetes around
8%40.

5.3.1 Non Admitted Occasions of Service
Accurate figures for Non Admitted Patient Occasions of Service (NAPOOS) can be difficult to
obtain. According to Ferret in 2009/20010 there were 20,815 diabetes related NAPOOS that were
directly related to diabetes care covering: clinic coordination, education, foot care, foot screening,
medication delivery, monitoring, insulin, support and wound care. In reality this figure is probably
an underestimation of the true diabetes-related NAPOOS as poorly managed diabetes causes
significant secondary illnesses (such as renal disease, retinopathy, peripheral neuropathy and leg
ulcers) which unless linked back to the reason for the occasion of service are difficult to track.

5.3.2 Acute Inpatient Activity and Flows
Within the Western NSW LHD facilities in the 2010 /2011 financial year, Diabetes accounted for
428 admissions and 1,886 bed days coded by diagnostic related groups (DRG) K60A and K60B.
Table 12 shows the Western NSW LHD inpatient activity for people admitted with the principle
diagnosis of Diabetes (coded by Enhanced Service Related Group - ESRG) for the five year
period 2006/07 to 2010/11. A summary of the information shown in Table 12 for this five year
period (2006/07 to 2010/11) includes:


The majority of the LHDs Diabetes separations occurred at the three Base Hospitals



The majority of Inflows were from the Hunter New England, Nepean Blue Mountains and
Murrumbidgee LHDs. Inflows from these LHDs are considered natural flows to access
treatment closer to home for people who live in close proximity to a cross LHD border



The majority of Outflows were to Private Hospitals 69 separations (34% of the total outflows).
Outflows to Public Hospitals accounted for 66% (134 separations) of the total outflows (203
separations), most of these were to the Hunter New England LHD (23 separations or 11.3%)
and the Sydney Children‟s Network (20 separations or 9.8%)



Separations for this ESRG – Diabetes accounted for 0.8% of the total LHD hospitals
separations and 0.9% of the total bed days within the five year period 2006/07 to 2010/11
(LHD total separations excluding: chemotherapy, renal dialysis and unqualified neonate)

39
40

AIHW Diabetes: Australian Facts 2008, 2008
NSW Health The health of the people of New South Wales - Report of the Chief Health Officer. Summary Report, 2010
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Table 12: Western NSW LHD – Diabetes Separations 2006/07 - 2010/11
Data by Enhanced V32 SRG
Separations within LHD
Supply = Locals + Inflows
Bed Days
Average Length of Stay (Days)
No. that were Western NSW LHD
residents (Locals treated locally))
% that were Western NSW LHD
residents
No. that were Aboriginal
% that were Aboriginal
No. of Inflows from Other LHDs and/or
States
% that were Inflows from Other LHDs
and/or States
No. of Outflows to Private Hospitals,
Other LHDs and/or States
Total Separations - Western NSW LHD
residents for this SRG

2006/07

2007/08

2008/09

2009/10

2010/11

Total and %

570

506

512

489

428

2,505

2,851
5.0

2,169
4.3

2,345
4.6

2,261
4.6

1,886
4.4

11,512
4.6

539

482

491

471

414

2,397

94.6%

95.3%

95.9%

96.3%

96.7%

95.7%

103
18.1%

95
18.8%

105
20.5%

105
21.5%

81
18.9%

489
19.5%

31

24

21

18

14

5.4%

4.7%

4.1%

3.7%

3.3%

38

49

43

41

32

203

577

531

534

512

446

2,600

6.6%

9.2%

8.0%

8.0%

7.2%

7.8%

101
48
50
199

111
67
51
229

127
71
46
244

91
74
62
227

93
68
61
222

34.9%

45.3%

47.7%

46.4%

51.9%

464
106

408
98

455
57

420
69

381
47

2,128 (84.9)
377 (15.1)

44
117
235
142
32

57
128
164
130
27

64
122
180
119
27

70
110
193
95
21

54
119
145
96
14

289 (11.5)
596 (23.8)
917 (36.6)
582 (23.2)
121 (4.8)

55
515
570

75
431
506

69
443
512

58
431
489

47
381
428

304 (12.1)
2,201 (87.9)
2,505

108
4.3%

Demand = Locals + Outflows
% of total separations for this SRG that
were outflows

Base Hospital Separations
Dubbo
Orange
Bathurst
Total
% of total Diabetes Separations within
LHD

Urgency of Admission
Urgent
Non-Urgent (Planned & Other)
Age Groups
00 to 15 years
16 to 44 years
45 to 69 years
70 to 84 years
85 and over
Same Day Flag
Day Only Patients
Overnight(s) Patients
Total Separations

523 (20.9%)
328 (13.1%)
270 (10.8%)
1,121
44.7%

Source: FlowInfo V11.1 – Prepared By Western NSW LHD Planning and Service Development Unit, May 2012

5.4 Trends and Key Priorities
There are several trends in diabetes care that impact on current and future service delivery.
Those which are considered the most significant are listed below.
Continuous Subcutaneous Insulin Infusion (CSII) therapy:
There is an increasing demand for CSII therapy in the management of diabetes. In this form of
treatment an insulin pump delivers micro doses of insulin continuously at predetermined rates
with a bolus dose of insulin when required. The pump can be programmed to meet individual
lifestyle requirements. While this form of treatment can lead to improved glucose control, the
education of people commencing CSII requires a considerable investment of time and effort, and
the monitoring of people on CSII also requires resources and ongoing support.
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The clinical management required for CSII includes the processing of referrals, patient
assessment of suitability for CSII, pre-pump education, administrative processes for procurement
of the pump, pump set-up and immediate follow-up, post-pump education, and ongoing review
and monitoring.
In some areas of the Western NSW LHD, the generalist workforce has a limited knowledge of
pump technology and therefore there is a need for standardisation and dissemination of
information for all staff in relation to the management of insulin pumps. A policy and resource
manual for CSII therapy is at the endorsement stage.
It is paramount that a multidisciplinary team is involved in insulin pump initiation and ongoing
management, to ensure a systematic and integrated approach is used to achieve successful
outcomes for the person with diabetes. The NSW Insulin Pump Interest Group suggests this
multidisciplinary team should include a diabetes educator, an endocrinologist/physician, Dietitian,
and where resources allow, a social worker and/or clinical psychologist.
Orange commenced CSII therapy on 18 clients from July 2009 to June 2010. In this same period
Dubbo commenced 19 clients on CSII pumps. Each pump has been reported to take about 16
hours of educator‟s time. That includes the lead up the pump start and one week after and does
not include the long term stabilisation.
While this modality generally provides better glycemic control in suitable patients, the additional
resources required need to be considered in service planning and future patient predictions.
Diabetes Self-Management
One of the key principles of best practice diabetes care is that the person with diabetes selfmanages their chronic condition. Several models of self-management for chronic disease have
been developed including the Stanford Model from America and the Flinders Model of Care from
South Australia. The Stanford Model enables people to work in a group setting, uses peer
educators and standardized structured sessions, and provides effective on-going support. The
Flinders Model of Care is underpinned by cognitive behavioural therapy principles and offers a
generic approach to self-management that can be applied to a wide range of chronic health
conditions. The Flinders model provides a structured patient-centred framework for collaborative
problem definition, goal setting, care planning and review between an individual and health
professional, and is particularly useful in the early stages of chronic disease care.
National demonstration projects focusing on self management models of care with target groups
including Aboriginal people, culturally and linguistically diverse groups and low socio-economic
groups are currently underway.
The aim of the Western NSW LHD Diabetes Services is to ensure individuals with diabetes work
in partnership with their carers and health professionals to enable them to know their condition
and treatment options. This approach recognises that people‟s knowledge and understanding of
diabetes and its treatment is integral for managing their diabetes and preventing ill health.
Management of Inpatient’s with Diabetes
Credentialed Diabetes Educators: Diabetes can have a considerable impact on health activity
including increased length of stay and increased readmission rates. Currently in the Western
NSW LHD, people admitted with diabetes related conditions are usually managed by generalist
staff and/or GPs, with limited access to diabetes specialists. Generalist staff that care for people
with diabetes also have varying degrees of diabetes knowledge and skill in supporting selfmanagement.
The bulk of the diabetes educator workforce provides a community based, outpatient function and
do not have the resources to provide a service to acute in-patients. This is universal throughout
the Western NSW LHD with the exception of a 0.5 FTE position at Orange and a 0.5 FTE position
at Dubbo funded by chronic care program. These positions work out of community health but
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provide a service to admitted patients and fulfil a gap in services. In 2009/10 the Orange position
attended 420 consultations and the Dubbo position attended 105 consultations and 1,192 short
interventions.
Transition Services
Transition from paediatric to adult services typically occurs at around 16 to 18 years of age. Welldocumented barriers to successful transition increase the risk of young people being “lost to
follow-up”.41
Young people who fail to transition successfully to adult services are at increased risk of
developing life threatening acute complications such as diabetic ketoacidosis and long-term
preventable diabetes related complications including blindness, renal failure and cardiovascular
disease. Best practice guidelines recommend a structured formal preparatory phase prior to
transition, focusing on a holistic and proactive model of care. GPs as primary caregivers can
provide effective clinical and emotional support for adolescents and their families during this
change and should play a key role during the preparation phase for transition to adult services.
Outreach Services
The Western NSW LHD operates on a hub and spoke model, providing outreach services from
larger facilities to smaller rural towns. Within the Western NSW LHD there are still a number of
sites that do not have access to diabetes educator, podiatry or endocrine services. Centres
identified that do not have access to diabetes educator support are:







Coonabarabran
Coonamble
Baradine
Gilgandra
Nyngan
Cobar

Given the small populations of these sites and LHD financial constraints, it is not always possible
to provide additional FTE funding for the enhancement of the diabetes educator workforce. A
more sustainable strategy for these sites is to train and support local community health nursing
staff (where available) to fulfil the role of diabetes educators and to link these staff into the
existing network of educators.
Transport Issues
Transport is an issue for many people living within the Western NSW LHD, particularly in the
north western region where population density drops and distances between towns is increased.
In some of the smaller rural and remote sites there is a lack of public transport between towns, or
interconnecting services joining the rail network. This makes the use of public transport
inconvenient or difficult to access if it exists at all. Also, bus services connecting some towns
often have very early pick up times. Taxi services in smaller communities may be nonexistent,
and for those who have cars the cost of fuel can be an issue. Because these townships are often
very isolated the distances that need to be travelled for people to access outpatient services such
as specialist appointments may be considerable.
People with chronic disease are often elderly and/or frail and are often accompanied by a carer
(who may have to take leave from work) to assist with transport and to attend appointments. This
often necessitates extra accommodation and travel costs, which is an additional financial burden
to families. The Isolated Patients' Travel and Accommodation Assistance Scheme (Transport for
Health – IPTAAS) provides some monetary reimbursement for health related travel and
accommodation but does not cover the full costs incurred. Furthermore it may take up to eight or
nine weeks to process claims for reimbursement. The Western NSW LHD Walgan Tilly project
examined barriers for Aboriginal people accessing chronic care services. Stakeholder feedback
41

Flemming, E, Carter, B and Warren, G., “The transition of adolescents with diabetes from the children‟s health care service into the
adult health care service: a review of the literature”, Journal of Clinical Medicine 2002, 11
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gained during this project indicated that completing the complex IPTAAS paperwork is a barrier
for many people.
Transport has also been identified in other service plans as a significant issue for people
travelling from the more remote areas to larger centres to access treatment. As part of the
Walgan Tilly project, transport and access to chronic care services was identified as a major issue
and the LHDs Aboriginal Health Plan has allocated funding towards a specific Aboriginal transport
strategy to enhance access to chronic care services, including diabetes services.
The Western NSW LHD Health Transport Unit also provides some transport assistance. The Unit
brokers services to assist the transport of medically stable disadvantaged patients to travel
between health care facilities or to and from medical appointments.
Physical Activity
Participation in regular physical activity is one of the major recommendations of the evidence
based guidelines for the primary prevention of Type 2 diabetes. Exercise reduces the risk of
developing Type 2 diabetes, slows the progression from impaired glucose regulation to Type 2
diabetes and reduces diabetes related mortality. Exercise should include a combination of aerobic
activity, resistance exercise and flexibility training for thirty minutes at least five times per week.42
This Plan promotes the use of exercise as a treatment option and there are approximately thirty
sites in the Western NSW LHD that provide chronic disease rehabilitation. These units are open
to clients not just with chronic disease but also those with identified severe risk factors. As well as
this the health promotion branch is proactive in expanding the volunteer physical activity groups
across the LHD.

42

AIHW, Diabetes Australian Facts, 2008
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6. Chronic Heart Failure
Chronic Heart Failure (CHF) is a complex clinical syndrome with typical symptoms (for example:
dyspnoea and fatigue) that can occur at rest or on effort, and is characterised by objective
evidence of an underlying structural abnormality or cardiac dysfunction that impairs the ability of
the ventricle to fill with or eject blood (particularly during physical activity). Common causes of
CHF are ischaemic heart disease (present in over 50% of new cases), hypertension (about twothirds of cases) and idiopathic dilated cardiomyopathy, present in approximately 5–10% of cases.
CHF usually develops slowly, often over many years. People with mild heart failure may have few
symptoms, but in more severe cases it can result in chronic tiredness, a reduced capacity for
physical activity and shortness of breath.43
The most important risk factors for heart failure are coronary heart disease and conditions that
cause pressure overload (such as high blood pressure and aortic stenosis). Hypertension is the
most common risk factor for CHF. The hazard for developing heart failure in people with
hypertension increases twofold in men and threefold in women. Other common causes are
diseases of the heart muscle (cardiomyopathy), diseases of the heart valves, diabetes or
obesity.44
Cardiomyopathy refers to when the entire heart muscle or large part of it is weakened due to
various causes, which include viral infections and severe alcohol abuse. The heart can become
enlarged, thickened and dilated. Symptoms include shortness of breath, fatigue, lethargy,
palpitations and sometimes chest pains.

6.1 Diagnosed Chronic Heart Failure Prevalence
The overall pattern of CHF shows that its incidence and prevalence rises markedly with age.
Based on the 2007-08 NHS self-reports, 277,800 Australians (1.4% of the population) had heart
failure or oedema (swelling, which can be a sign of heart failure when it occurs in the lower legs).
Around 64% of those with the disease were females, with a prevalence of 1.7% compared with
1.0% for males. The estimated prevalence of heart failure or oedema increased significantly with
age from 2.6% in people aged 55-64 years to 8.2% in those aged 75 years and over. It is one of
the most common reasons for hospital admission and GP consultation in people aged 70 and
older.45
In 2007 heart failure and cardiomyopathy accounted for 4,055 deaths in Australia and an
unrecorded contributing cause in many more. Due to the nature of these diseases they are more
likely to be listed as an associated cause of death rather than an underlying cause. In 2007, heart
failure or cardiomyopathy was the underlying cause of death in 19,967 cases. Most of these
deaths occur among people aged 75 years and over (80.9% where it was as an underlying cause
and 83.5% where it was recorded as any cause of death in 2007).46
Heart failure was the principal reason for just over 14,500 hospitalisations in NSW for the year
2008 to 2009. Diseases of the circulatory system, including CHF, are the leading cause of death
for the residents of the Western NSW LHD. CHF has also been identified as one of the leading
causes for potentially avoidable hospitalisations for people of the Western NSW LHD between
2009 and 2010.47

6.2 Current Organisation of Heart Failure Services
There is a general shortage of cardiac specialists within the Western NSW LHD and the bulk of
Heart Failure episodes of care are managed by GPs within the community setting and by a mix of
GPs and General Physicians within the hospital sector.

43

Australian Heart Foundation, Chronic Heart Failure Guidelines, 2006
Australian Heart Foundation, Diagnosis and management of chronic heart failure. Updated October 2011
AIHW Australians Health 2010, 2011
46
Ibid
47
NSW Health The health of the people of New South Wales - Report of the Chief Health Officer. Summary Report, 2010
44
45
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Orange Base Hospital (OBH) is the hub of cardiology services within the LHD and greatly benefits
from the services of three onsite cardiologists as well as a coronary care unit and a cardiac
catheterisation unit. The cardiac catheterisation unit provides a range of diagnostic and invasive
procedures such as angiograms, stress testing and minor procedural work. The OBH cardiology
service provides access to all residents of the Western NSW LHD and as a result there is a large
catchment of cardiac patients from as far as Brewarrina and Bourke in the north-west to Bathurst
in the east, Cowra in the south and as far as Cobar in the west.
There is one cardiologist operating a private practice in Bathurst who has visiting rights to the
Bathurst Base Hospital (BBH) and also the Nepean Hospital. Cardiology services within Bathurst
are also provided by two general physicians and the city‟s GPs who have admitting rights to the
BBH. The majority of the cardiac inpatient episodes of care at BBH are managed by the admitting
GP. The BBH also has a Coronary Care Unit (CCU). Heart Failure patients requiring transfer for
higher acuity care either go to Orange or Sydney (depending on the patient‟s condition and bed
availability). Patients requiring angiography often are transferred to OBH, however more invasive
procedures are sent to Sydney. Echocardiography is available both at the BBH and privately via
the local cardiologist.
Dubbo Base Hospital (DBH) is serviced by two cardiologists. Stress tests and Echocardiography
is available on site, transfers when required, usually flow to Orange or Sydney, mostly Royal
Prince Alfred Hospital (RPAH).
Cardiac Rehabilitation
Cardiac rehabilitation includes, and complements, the support and individual medical care given
by specialists and GPs. Services include physical activity, health education, counselling,
behaviour modification strategies and support for self-management. Programs are tailored to
meet the individual and cultural needs of the patient and their family.
Contemporary secondary prevention services (including cardiac rehabilitation services and CHF
management services) are safe and beneficial for people of all ages, and have been associated
with reduced hospital readmissions, better quality of life and improved symptoms. Cardiac
rehabilitation improves: exercise tolerance, symptoms, blood lipid levels, sense of general
wellbeing, chances of quitting smoking, and survival rates. A study conducted in Victoria showed
a 35% increase in survival five years after acute myocardial infarction (heart attack) or
revascularisation procedures among people who attended cardiac rehabilitation compared with
people who did not.48
The cost-effectiveness of cardiac rehabilitation and multidisciplinary CHF management is well
established. An Australian study conducted in estimated that, among patients who have
experienced an acute coronary syndrome (heart attack or unstable angina), cardiac rehabilitation
costs approximately $42,535 per quality-adjusted life year saved (allowing for the effect on
survival), compared with standard care. This level of cost-effectiveness is consistent with the
levels accepted by decision-making authorities such as the Pharmaceutical Benefits Advisory
Committee.49
Within the Western NSW LHD there are approximately 29 sites that provide mainstream chronic
disease rehabilitation services. Of these 29, 18 provide programs which couple exercise with pre
and post program assessments, formal education and self management. As well as this there are
many volunteer physical activity groups. The later tend to be sporadic and not well linked into the
mainstream services, thus the transition from a formal supervised program to “step down”
community based maintenance activity group at times does not run smoothly.

48
49

NSW Health NSW Clinical Service Framework for Heart Failure: Overview of the framework and its standards – Volume 2, 2003
NSW Health NSW Clinical Service Framework for Chronic Respiratory Disease – Volume 2, 2003
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Self-Management
Within the Western NSW LHD 48 staff received self-management training via a two (2) day
Flinders University self management course in 2008. While the formalised Flinders Model of selfmanagement it not widely used within the LHD the philosophy has been widely incorporated into
chronic disease rehabilitation policy and the Heart Failure Clinical guidelines as evidenced by the
LHD push for:




Heart failure action plans
Clinical guidelines that seek to inform and educate
Rehabilitation policy that promotes customised individual programs, patient goal setting and
referral into support networks

Several staff members have also completed training for the Stanford Model of self management
however the Western NSW LHD is currently not licensed to provide this model.
The LHDs Severe Chronic Disease Management Program will be pursuing appropriate models of
care for telephone coaching and self management. Suitable models of care for the specific needs
of the Western NSW LHD are being carefully examined at the present.

6.3 Utilisation of Services
The management and treatment of people with CHF covers a variety of settings and types of
care. Cardiac rehabilitation activity and hospitals separations data is provided in this section.

6.3.1 Acute Inpatient Activity and Flows
In the 2010/2011 financial year there were 681 admissions for Heart Failure (DRGs F62A and
F62B) to facilities within the Western NSW LHD which accounted for a total of 3,657 bed days.
Table 13 details the inpatient activity within the Western NSW LHD of people admitted with the
principle diagnosis of Heart Failure and Shock for the five year period 2006/07 to 2010/11. Just
less than 50% of the LHDs admissions for Heart Failure occur within the three (3) base hospitals.
The rest are treated in the outlying facilities. DBH and OBH respectively have the highest number
of admissions. An analysis of the data provided in Table 13 includes:


The majority of Inflows were from the Murrumbidgee, Hunter New England and Nepean Blue
Mountains LHDs – Inflows from these areas are considered natural flows to access treatment
closer to home for people who live in close proximity to a cross LHD border



The majority of Outflows were to Private Hospitals - 134 separations (48.2% of the total
outflows). Outflows to Public Hospitals accounted for 51.8% (144 separations) of the total
outflows (278 separations), most of these were to the Sydney (32 separations) and Hunter
New England (19 separations) LHDs, and the St Vincents Network (17 separations).



Separations for this ESRG – Heart Failure & Shock accounted for 1.1% of the total LHD
hospitals separations and 1.6% of the total bed days within the five year period 2006/07 to
2010/11 (LHD total separations excluding: chemotherapy, renal dialysis and unqualified
neonate)
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Table 13: Western NSW LHD Heart Failure & Shock Separations 2006/07 - 2010/11
Data by Enhanced V32 SRG
Separations within LHD
Supply = Locals + Inflows
Bed Days
Average Length of Stay
No. that were Western NSW LHD
residents (Locals treated locally))
% that were Western NSW LHD
residents
No. that were Aboriginal
% that were Aboriginal
No. of Inflows from Other LHDs and/or
States
% that were Inflows from Other LHDs
and/or States
No. of Outflows to Private Hospitals,
Other LHDs and/or States
Total Separations - Western NSW LHD
residents for this SRG

2006/07

2007/08

2008/09

2009/10

2010/11

Total and %

667

668

663

631

681

3,310

4,857
7.3

4,328
6.5

4,477
6.7

3,657
5.8

4,227
6.2

21,546
6.5

632

645

650

619

660

3,206

94.7%

95.6%

98.0%

98.1%

96.9%

96.9%

41
6.1%

60
9.0%

73
11.0%

45
7.1%

32
4.7%

251
7.6%

35

23

13

12

21

5.3%

3.4%

2.0%

1.9%

3.1%

52

68

66

56

36

278

684

713

716

675

696

3,484

7.65

9.5%

9.2%

8.3%

5.2%

8.0%

128
118
73
319

89
126
80
295

127
90
78
295

122
121
64
307

131
127
66
324

47.8%

44.2%

44.5%

48.6%

47.6%

551
116

571
97

595
68

568
63

618
63

2,903 (87.7)
407 (12.3)

1
10
148
342
166

1
11
164
332
160

12
129
354
168

2
11
156
314
148

10
155
338
178

4 (0.1)
54 (1.6)
752 (22.7)
1,680 (50.7)
820 (24.8)

39
628
667

52
616
668

53
610
663

43
588
631

57
624
681

244 (7.4)
3,066 (92.6)
3,310

104
3.1%

Demand = Locals + Outflows
% of total separations for this SRG that
were outflows

Base Hospital Separations
Dubbo
Orange
Bathurst
Total
% of total Heart Failure &Shock
Separations within LHD

Urgency of Admission
Urgent
Non Urgent (Planned + Other)
Age Groups
00 to 15 years
16 to 44 years
45 to 69 years
70 to 84 years
85 and over
Same Day Flag
Day Only Patients
Overnight(s) Patients
Total Separations

597 (18.0)
582 (17.6)
361 (10.9)
1,510
46.5%

Source: FlowInfo V11.1 – Prepared By Western NSW LHD Planning and Service Development Unit, May 2012

6.3.2 Cardiac Rehabilitation Activity
During the 2010-2011 financial year there were 1,252 cardiac referrals received into the
mainstream chronic disease rehabilitation units (Bathurst, Blayney, Cobar, Condobolin,
Coonabarabran, Coonamble, Cowra, Dubbo, Forbes, Gilgandra, Grenfell, Lake Cargelligo,
Mudgee, Narromine, Orange, Parkes and Wellington Health Services), 552 (44.1% of referrals)
patient‟s commenced rehabilitation and 347 (27.7% of those initially referred) of the cardiac
patients completed the formalised rehabilitation program, a completion rate of 62.9%. In addition,
59 of the patients who commenced a cardiac rehabilitation program identified as indigenous and
significantly only 29 completed the program (a 49.1% completion rate).
Figure 3 shows the cardiac rehabilitation activity within the Western NSW LHD for the 2010/11
financial year.
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Figure 3: Western NSW LHD Cardiac Rehabilitation Activity 2010/11
Western NSW LHD Cardiac Rehabilitation Activity
2010-2011 (financial year)
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Source: Western NSW LHD Cardiac Rehabilitation Annual Report

6.4 Trends and Key Priorities
The identified current and future trends that require further development within the LHD are:





Self-management and maintenance of people living with CHF in our local communities
The identification and management of frequent presenters
Ensuring the appropriate patients are referred to and participating in cardiac rehabilitation
Follow-up of patients in the community and early detection/early management of
exacerbations and complications

Heart Failure Nurses
The allocation of designated Heart Failure Nurses at the Base Hospitals has the potential to
improve patient outcomes by providing clinical services in the patient‟s own homes, detecting and
treating exacerbation early, playing a pivot role in patient education, supportive counselling,
facilitating behaviour change and self management, and the implementation of the appropriate
discharge planning including referral to outpatient rehabilitation. While there is a framework
present within the LHD for the community management of heart failure, there is no specific
community out-patient Heart Failure programs run in the LHD apart from mainstream chronic
disease rehabilitation.
Funding for a Heart Failure Nurse is seen by the Orange cardiologists as a priority and each of
the three base facilities within the Western NSW LHD have sufficient presentations and
readmissions to greatly benefit from this specialist service. Given today‟s lean economic
environment, resources need to be prioritised to areas which would yield the highest returns for
the investment.
Table 14 shows the number of patients over 65 years or over 45 years if Aboriginal, who have
presented to each of the main facilities for more than 3 unplanned admissions with the principle
diagnosis of Heart Failure.
Table 14: Number of patients over 65yrs of age (45 if Aboriginal) who have had 3 or more
unplanned admissions with Heart Failure in a 12 month period
Medicare Local
Central West
Dubbo Plains

Patient numbers
84
97

Source: Data from Severe Chronic Disease Management Program (2010)
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Both Dubbo and Orange would be ideal locations for the introduction of Heart Failure Nurses for
the following reasons:





The high numbers of admissions – approximately 110 separations for each site per year
The high rate of readmissions
The presence of supportive Cardiology networks in each site
The presence of Ambulatory Care Units in each Base Hospital

The purpose of this position would be to undertake ward rounds to assess and enrol eligible
patients who are at risk of readmission and to provide a home based service identifying and
treating early exacerbations in the patient‟s home where possible. Duties would include:
monitoring for fluid overload and disease exacerbation via assessments such as daily weighs,
monitoring for ascites, poor perfusion, increased JVP, fatigue, palpitations or chest discomfort.
Ensuring patients are on action plans and fluid and sodium restriction, providing education and
helping coordinate care between the patient, GP and LHD services.
Dubbo currently has a chronic care Nurse Practitioner who focuses on heart failure (but also
covers COPD, diabetes and asthma). This position services the Dubbo area as well as many of
the surrounding towns including Gilgandra, Coonamble, Gulargambone, Trangie, Warren and
Wellington as well as providing smoking cessation in areas where no-one is available. At the time
of writing an Orange position is being recruited to.
Cardiac Rehabilitation
Analysis of the LHD cardiac rehabilitation activity data 2009/10 (shown in Figure 3) identifies a
lack of participation in programs and concerning low completion rates. Only 42% of patients
initially referred to cardiac rehabilitation services actually commence a program, and 55% of the
people who commenced a program actually complete it. The low completion rate could be due to
a number of factors including:








Patients not understanding the importance and potential benefits of cardiac rehabilitation
Patients believing they are “fixed” post cardiac stenting and/or surgery and not understanding
the importance of lifestyle change to minimise disease reoccurrence
Lack of motivation
Depression
Physical access issues such as parking and getting to rehabilitation classes
Conflicts with class times and other commitments, i.e. work
Transport

Future strategies need to be implemented to improve referral, participation and completion rates
particularly for Aboriginal people. The attendance of Aboriginal people at chronic disease
rehabilitation units is disproportionately poor within the LHD. Given the disease burden is also
markedly higher in this group, as a LHD we need to identify strategies that will promote access to
this service. The LHDs Aboriginal Health Education Officers (AHEOs) and AHWs will play a pivot
role in promoting the utilisation of local rehabilitation programs within the Aboriginal communities
by proactively helping recruit indigenous attendance and being present to mentor new Aboriginal
attendees.
A study was undertaken at the largest of the LHDs rehabilitation units (Orange) over a six month
period between July 2010 and December 2010 to examine the referral versus commencement
rates and inability to attend cardiac rehabilitation (Figure 4). During the 6 month period 183
patients were referred to the service. Of these 73 or 39.9% were assessed and enrolled. Of the
remaining 110 or 60.1% of patients referred:




45 or 40.9% of these declined the service outright
19 or 17.3% lived out of town and had access to service issues
17 or 15.4% were unable to be contacted
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16 or 14.5% said they would ring back and did not
6 or 5.5% were ineligible (still requiring further tests)
4 or 3.6% returned to work and were unable to attend program during office hours
3 or 2.7% were ineligible or did not require the service.

Figure 4: Cardiac rehabilitation referrals to Orange Rehabilitation Unit

Cardiac Rehabilitation July - December 2010
Total Patients Referred
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7. Chronic Respiratory Disease
For the purposes of this Service Plan, chronic respiratory illness refers to Chronic Obstructive
Pulmonary Disease (COPD) and Asthma/Bronchitis. Chronic bronchitis and emphysema are the
two main conditions comprising COPD. COPD is a serious, long-term and disabling respiratory
disease which mainly affects older people who have been exposed to tobacco smoke. Cigarette
smoking is almost always the cause of COPD. COPD is characterised by persistent and
irreversible airflow obstruction. People with this illness experience progressive shortness of
breath on exertion and reduced exercise capacity. In most cases this is due to destruction of the
lung tissue/air sacs (emphysema) and scarring or narrowing of the small airways.
COPD is most common among older people and Indigenous Australians. Furthermore there is a
significant mortality and morbidity associated with COPD. The shortness of breath experienced by
people with COPD can be disabling as it can interrupt daily living, sleep patterns and the ability to
exercise. Within 7 to 8 years of diagnosis, most people with COPD become incapable of
productive work (diagnosis often occurring late in the disease‟s course).50
The regular use of inhaled corticosteroids is now widely recommended for the management and
control of COPD. These drugs have long been shown to be beneficial for people with asthma and
have also been found to prevent COPD exacerbations (episodes where COPD becomes worse
and/or life threatening) and deaths. Exacerbations are the most likely cause of hospitalisations in
which COPD is the principal diagnosis.
People with severe COPD may additionally be managed with ambulatory oxygen therapy and
bronchodilating medications. Smoking cessation advice is also an important element of the
medical management of patients with COPD who continue to smoke. There is evidence that self
management can be beneficial for people with COPD which is a key component of the chronic
disease management program.
Asthma is a chronic inflammatory condition of the airways marked by episodes of wheezing,
breathlessness and chest tightness; these symptoms are associated with widespread narrowing
of the airways within the lungs and obstruction of airflow. Episodes can be triggered by a wide
range of exposures including: viral infections, exercise, air pollutants, tobacco smoke or specific
allergens such as house dust mites, pollen, mould spores, animal danders and occupational
allergens. Symptoms are usually reversible, either spontaneously or with treatment. The severity
of asthma ranges from mild, intermittent symptoms, causing few problems for the individual, to
severe and persistent wheezing and shortness of breath. It severely impairs quality of life and
may be life-threatening.51
Although the underlying causes of asthma are not well understood, there is evidence that
environmental and lifestyles factors, as well as genetic factors such as allergic tendency, may
increase the risk of developing asthma. Asthma can reduce a person‟s quality of life and require a
range of health services from consultations in primary care to emergency department
presentations to acute hospital inpatient stays. Asthma is a common cause of absenteeism from
school and also affects family, work and recreation.
Asthma is not a major cause of death in Australia; however, it causes particular problems in
children, for whom it is a frequent reason for medication, visits to GPs, admission to hospitals and
emergency departments. Older people, in whom the disease overlaps with COPD, also suffer
considerably from asthma. For these reasons, asthma is a substantial contributor to health care
expenditure in Australia. It is estimated that, in 2010, asthma will be the 10th leading contributor to
the overall burden of disease in Australia.52
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Asthma and COPD have common clinical features and can initially be difficult to distinguish. One
key distinction lies in the amount of improvement in lung function achieved through the use of
medication. Lung function in asthma is considered substantially reversible, whereas COPD is
considered poorly reversible.

7.1 Diagnosed Chronic Obstructive Pulmonary Disease Prevalence
Estimates of COPD prevalence differ according to the estimation method used. The most
important difference is whether the estimate is based on self report, diagnosis by GP, x-rays or
clinical measures of lung function (spirometry). It is estimated that 2.3% of the Australian
population (490,000 people) have emphysema or bronchitis, based on self reported information in
the 2007-08 NHS. This estimate is used as a guide to the prevalence of COPD but is considered
an underestimate because the symptoms overlap with those of other respiratory conditions, such
as asthma. A diagnosis of asthma, for example, may mask COPD. Also, COPD is not usually
diagnosed until its progression is substantial and it restricts a person‟s daily activities.53
Based on the NHS, the trend for the prevalence of emphysema and bronchitis has been
downwards since 1995. In 1995 the estimated prevalence was 4.1%. The consequences of
COPD for the health of the Australian population are best illustrated by the mortality attributed to it
and by the degree of hospitalisation it causes. COPD is a leading cause of death and
hospitalisation in Australia.
In Australia COPD is recorded as being the underlying cause of 4% of all deaths (5,152 deaths in
2007), over 1,700 of these deaths occurring in NSW. It is listed as an associated cause in another
7,336 deaths, most often with circulatory diseases and respiratory cancers as the underlying
cause. The number of deaths per 100,000 population where COPD was the underlying cause
was much higher in men (31) than females (16) in 2007. Figure 5 shows the former Greater
Western AHS COPD deaths by gender for the 5 year period 2002 – 2006. The former Greater
Western AHS averaged 45.5 deaths per 100,000 for males and 21.3 deaths per 100,000 for
females (the highest rates in the state). The high mortality rates for COPD may be due to a
number of reasons including: remoteness, access to services and a higher than average
Aboriginal population (8.2% compared to the NSW figure of 2.1%).54
It is estimated that about 74% of COPD deaths in Australia in 2003 could be attributable to
tobacco smoke, and the global estimate is 82%. Reducing tobacco use is the most effective
strategy for reducing the burden of COPD, early diagnosis and management of COPD is also
important. Clinical guidelines for the management of COPD are to include: primary prevention of
smoking, improving rates of smoking cessation and early detection of airflow limitation.
The AIHW identify that approximately 75% to 85% of COPD cases are attributable to a history of
tobacco smoking and Australia‟s success in reducing tobacco smoking is reflected in a downward
trend of deaths and hospitalisations from COPD. In Indigenous Australians, however, the
proportion of adults who reported being current smokers has not changed significantly over the
past decade.55
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Figure 5: COPD Deaths by Health Area Service and Sex 2002 to 2006 combined

Source: NSW DOH:http://www.health.nsw.gov.au/publichealth/chorep/res/res_copddth_ahs.asp

The Centre for Excellence in Indigenous Tobacco Control (CEITC) state that Aboriginal people
are nearly three times as likely as the non-Indigenous population to be daily smokers. An
estimated 51% of the Indigenous adult population smoke tobacco and smoking is the largest risk
factor contributing to Indigenous death rates. Figure 6 illustrates the disproportionately higher
smoking rates among the Aboriginal population, leading to increased episodes of chronic
respiratory disease in Aboriginal people.
Figure 6: Indigenous vs. Non Indigenous Smoking Rates - 2006

Source: CEITC 2006 www.ceitic.org.au
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7.2 Diagnosed Asthma Prevalence
Asthma is a significant public health problem in Australia and it is estimated that Australian
prevalence rates are among the highest in the world, although recent studies in children show no
further increase in prevalence. Based on self-reported data from the NHS (2007-08) an estimated
10.0% of the Australian population has current asthma, down from 11.6% in the 2001 survey.
Among children aged under 15 years, the prevalence of asthma is higher for males than females
but, among those aged 15 years and over, the reverse is true. Overall, females had a significantly
higher prevalence of current asthma (10.9%) than males (8.9%) in 2007-08, although the highest
prevalence occurred in males aged 5-9 years (15.1%).56
A significantly higher proportion of adults in rural health areas (11.8%) than urban health areas
(9.9%) had current doctor-diagnosed asthma. A significantly higher proportion of adults in the
former Greater Western AHS (16.5%) had current doctor-diagnosed asthma, compared with the
all Australian adult population. Since 1997, there has been no significant change in the proportion
of adults who had current doctor-diagnosed asthma; however, there has been a significant
increase in adults aged 45-64 years. Since 2008, there has been no significant change in the
proportion of adults who had current doctor-diagnosed asthma; however, there has been a
significant decrease in adults aged 35-44 years.57
According to the NSW Population Health Survey (2009) the former Greater Western AHS‟s
asthma prevalence in adults 16 years and over was 16.5% this rate has grown considerably from
11% in 1997, while the NSW rate from 1997 to 2009 has remained constant. For the period 2002
to 2006 combined, the overall death rate for asthma in NSW was 1.7 per 100,000 population.
Asthma death rates were higher in inner regional NSW (2.1 per 100,000) than in the other areas
of the state (1.6 per 100,000). In males, the highest death rate from asthma was in the former
Greater Western AHS (2.0 per 100,000).58
In 2009, Asthma was the underlying cause for 411 registered deaths, or 0.3% of all deaths.
Asthma was identified as either an underlying cause or associated cause of death for 1,344
deaths registered in 2009. The standardised death rate for asthma was 1.7 per 100,000
population in 2009, a decrease from 2.4 per 100,000 population in 2000. The standardised death
rate for males in 2009 was 1.3 per 100,000 population and 2.0 per 100,000 population for
females.59

7.3 Current Organisation of Chronic Respiratory Disease Services
A survey was completed in 2007 which examined asthma support within the former Greater
Western AHS. The survey identified 42 staff members who were providing specific asthma
education as part of their work agreement. They were predominantly Primary and Community
Health Nurses, the bulk of which were involved in the Asthma friendly school program. The
survey highlighted that only 6 of these had attended the formal Australian Asthma and
Respiratory Educators Association (AAREA) course. The remaining 36 had only received the one
day Asthma Friendly School Training. There were 12 sites that have no identified staff with any
training in Asthma management.
In 2007 the area chronic care program funded the following 16 staff to attend the five-day AAREA
Asthma Management Course, listed in Table 15.
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Table 15: Western NSW LHD AAREA Asthma Qualified Employees
Site
Condobolin
Cobar
Cowra
Molong
Gulgong
Parkes
Wellington
Cowra
Oberon
Oberon
Forbes
Tullamore MPS
Manildra
Canowindra
Cumnock/Yeoval
Bourke

Position
Community Nurse RN
Community Nurse EN
Community Nurse RN
Community Nurse RN
Chronic Care Nurse/ Community Nurse
Community RN, Asthma Educator
Physio- Chronic Care
Community Nurse RN
Community Nurse RN
Community Nurse RN
Community Nurse RN
Child Health Nurse (RN)
Primary Care Nurse RN
Physiotherapist
Community Nurse RN
Primary Care Nurse (EN)

Orange and Bathurst
The Orange and Bathurst Health Services run a Respiratory Coordinated Care Program (RCCP).
This program is modelled on the Saint George Hospital outpatient respiratory program. The
Orange and Bathurst programs specifically target patients with COPD.
Staff members participate in ward rounds and accept referrals from various sources to identify
and enrol patients with moderate to severe COPD. Patients are then invited to participate in a
program which provides home based community follow-up and support with the goals of:







Minimising avoidable readmission
Providing regular assessment and identifying and treating exacerbation early
Supporting the use of COPD action plans
Providing reassurance and anxiety support
Troubleshooting associated issues, for example: home oxygen
Maintaining communication of clinical issues between patient and GP and providing enhanced
care coordination

Anecdotal evidence based on patient stories and individual case histories from RCCP staff
members indicate that these clinics are effective in reducing avoidable admissions and some
preliminary evaluations have been done which suggest the overall incidence of admissions pre
and post program have reduced, however a formalised in depth evaluation is still required. Table
16 shows the workforce profile for the Orange RCCP program.
Table 16: Orange RCCP Staffing Profile
Position
RN-CNS 2

FTE
2.0 FTE

As at October 2010, Orange had 105 patients enrolled in the program. The high patient numbers
are causing increased pressure on the staff workload; the CNS has been regularly required to
work additional hours. Although there is no waiting list for the program there is an eligibility/priority
list. On Tuesdays and Thursdays an enrolled nurse is often utilised to help with the workload
however this depends on the district nursing workload. Table 17 shows the workforce profile for
the Bathurst RCCP program.
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Table 17: Bathurst RCCP Staff Profile
Position
RN- CNS 2

FTE
1.0 FTE

The Bathurst CAPAC (Community Acute/Post Acute Care) physiotherapist and occupational
therapist do lend some assistance to the Bathurst program however no formalised FTE
arrangement has been made. There is currently no dietician support for the Bathurst program.
As of October 2010, Bathurst had approximately 75 patients enrolled. Orange and Bathurst are
the only two sites which operate this type of program. Pending further evaluation there is
significant potential for the program to be implemented at the Dubbo Base Hospital.
The Western NSW LHD currently has one employed respiratory specialist based in Orange. A
private respiratory specialist from the RPAH provides a service to Dubbo once a month and a
private respiratory physician operates out of Millthorpe. Obtaining access to respiratory specialists
within the LHD is an issue with people required to travel to Sydney for specialist review or either
face lengthy waiting periods for review within the LHD.
Dubbo has no specialised outpatient programs for COPD apart from chronic disease rehabilitation
programs. Patients are generally managed by the GPs with or without the support of community
nursing services. Within the Western NSW LHD there are approximately 28 sites that provide
mainstream chronic disease rehabilitation services, 18 of these provide programs which couple
exercise with pre and post program assessments, formal education and self management. As
well as this there are many volunteer physical activity groups. The later tend to be sporadic and
not well linked into the mainstream services, thus the transition from a formal supervised program
to “step down” community based maintenance activity group at times does not run smoothly.

7.4 Utilisation of Services
People with COPD may require hospital care when symptoms worsen, disability increase or the
symptoms become life threatening. In 2007-08 there were 59,427 hospitalisations (1% of total
hospital admissions) for COPD as the principal diagnosis (nearly 20,000 of these occurring in
NSW). The average length of stay (6.9 days) was over twice the average of all hospital stays in
the year (3.3 days). The great majority (86%) of these COPD hospitalisations began with an
emergency admission. Hospitalisation for COPD occurs mainly among older Australians with a
history of smoking, with people aged 65 years and over accounting for 76% of stays.60
In terms of both the number of hospitalisations and the average length of stay, COPD accounts
for considerable health care resources. The estimated direct expenditure allocated to COPD in
2004-05 was $548.7 million, 61% being for hospitalisations.61
Hospitalisations for asthma is required when flare-ups or „attacks‟ are life-threatening or cannot
be managed at home. In 2007-08, there were 37,492 hospitalisations with a principal diagnosis of
asthma in Australia, representing close to 1 in 200 of all hospitalisations during that year.62

7.4.1 Acute Inpatient Activity and Flows
Chronic respiratory disease contributes to a significant number of hospitalisations and bed days
within the Western NSW LHD. For the year 2010/11 within the Western NSW LHD facilities:


COPD (DRG E65A and E65B) accounted for 1,260 admissions and 6,381 bed days. The
three (3) base hospitals accounted for just over a third of these admissions



Asthma and bronchitis (DRG E69A and E69B) accounted for 668 admissions and 1,834 bed
days
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Table 18 shows the Western NSW LHD inpatient activity for people admitted with COPD as the
principle diagnosis.
Table 18: Western NSW LHD COPD Separations 2006/07 - 2010/11
Data By Enhanced V32 SRG
Separations within LHD
Supply = Locals + Inflows
Bed Days
Average Length of Stay
No. that were Western NSW LHD
residents (Locals treated locally)
% that were Western NSW LHD
residents
No. that were Aboriginal
% that were Aboriginal
No. of Inflows from Other LHDs and/or
States
% that were Inflows from Other LHDs
and/or States
No. of Outflows to Private Hospitals,
Other LHDs and/or States
Total Separations - Western NSW LHD
residents for this SRG

2006/07

2007/08

2008/09

2009/10

2010/11

Total and %

1,165

1,326

1,327

1,340

1,260

6,418

7,230
6.2

7,969
6.0

7,297
5.5

7,303
5.4

6,381
5.1

36,180
5.6

1,108

1,284

1,293

1,307

1,225

6,217

95.1%

96.8%

97.4%

97.5%

97.2%

96.9%

154
13.2%

164
12.4%

163
12.3%

177
13.2%

197
15.6%

855
13.3%

57

42

34

33

35

4.9%

3.2%

2.6%

2.5%

2.8%

66

71

76

70

64

1,174

1,355

1,369

1,377

1,289

6,564

5.6%

5.2%

5.5%

5.1%

5.0%

5.3%

156
144
114
414
35.5%

217
168
103
488
36.8%

202
179
111
492
37.1%

164
174
114
452
33.7%

165
182
131
478
37.9%

904 (14.1)
847 (13.2)
573 (8.9)
2,324
36.2%

1,029
136

1,133
193

1,221
106

1,220
120

1,166
94

5,769 (89.9)
649 (10.1)

37
535
506
87

2
35
606
589
94

7
36
564
605
115

1
30
589
588
132

4
38
528
592
98

14 (0.20
176 (2.7)
2,822 (44.0)
2,880 (44.9)
526 (8.2)

56
1,109
1,165

104
1,222
1,326

86
1,241
1,327

80
1,260
1,340

86
1,174
1,260

201
3.1%
347

Demand = Locals + Outflows
% of total separations for this SRG that
were outflows

Base Hospital Separations
Dubbo
Orange
Bathurst
Total
% of total COAD Separations within LHD

Urgency of Admission
Urgent
Non Urgent (Planned & Other)
Age Groups
00 to 15 years
16 to 44 years
45 to 69 years
70 to 84 years
85 and over
Same Day Flag
Day Only Patients
Overnight(s) Patients
Total Separations

412 (6.4)
6,006 (93.6)
6,418

Source: FlowInfo V11.1 – Prepared By Western NSW LHD Planning and Service Development Unit, May 2012

A summary of the data contained in Table 18 includes:


The majority of Inflows were from NSW Unknown, Hunter New England and Murrumbidgee
LHDs. Inflows from these areas are considered natural flows to access treatment closer to
home for people who live in close proximity to a cross LHD border.



The majority of Outflows were to Private Hospitals – 129 (37.2%), with 218 separations or
62.8% of total outflows to Public Hospitals, the majority of these to the Hunter New England
(56 separations) and Murrumbidgee (27 separations) LHDs.
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Separations for this ESRG – COPD accounted for 2.0% of the total LHD hospitals separations
and 2.8% of the total bed days within the five year period 2006/07 to 2010/11 (LHD total
separations excluding: chemotherapy, renal dialysis and unqualified neonate.

Table 19 summarises the Western NSW LHD inpatient activity for people admitted with Bronchitis
and Asthma as the principle diagnosis.
Table 19: Western NSW LHD Bronchitis and Asthma Separations 2006/07 to 2010/11
Data By Enhanced V32 SRG
Separations within LHD
Supply = Locals + Inflows
Bed Days
Average Length of Stay
No. that were Western NSW LHD
residents (Locals treated locally)
% that were Western NSW LHD
residents
No. that were Aboriginal
% that were Aboriginal
No. of Inflows from Other LHDs and/or
States
% that were Inflows from Other LHDs
and/or States
No. of Outflows to Private Hospitals,
Other LHDs and/or States
Total Separations - Western NSW LHD
residents for this SRG

2006/07

2007/08

2008/09

2009/10

2010/11

Total and %

720

737

662

598

668

3,385

1,545
2.1

1,794
2.4

1,416
2.1

1,275
1.8

1,834
2.7

7,864
2.3

664

705

616

575

633

3,193

92.2%

95.7%

93.0%

96.1%

94.8%

93.3%

116
16.1%

142
19.3%

129
19.5%

134
22.4%

115
17.2%

636
18.8%

56

32

46

23

35

7.8%

4.3%

6.9%

3.9%

5.2%

37

51

51

52

53

244

701

756

667

627

686

3,437

5.3%

6.7%

7.6%

8.3%

7.7%

7.1%

113
85
110
308

143
92
95
330

129
97
109
335

104
107
77
288

119
121
77
317

42.8%

44.8%

50.6%

48.2%

47.4%

652
68

659
78

634
28

573
25

644
24

3,162 (93.4)
223 (6.6)

323
157
168
57
15

357
122
151
88
19

354
109
116
62
21

292
116
125
49
16

290
137
164
57
20

1,616 (47.7)
641 (18.9)
724 (21.4)
313 (9.3)
91 (2.7)

105
615
720

135
602
737

115
547
662

103
495
598

95
573
668

553 (16.3)
2,832 (83.7)
3,385

192
5.7%

Demand = Locals + Outflows
% of total separations for this SRG that
were outflows

Base Hospital Separations
Dubbo
Orange
Bathurst
Total
% of total Bronchitis & Asthma
Separations within LHD

Urgency of Admission
Urgent
Non Urgent (Other + Planned)
Age Groups
00 to 15 years
16 to 44 years
45 to 69 years
70 to 84 years
85 and over
Same Day Flag
Day Only Patients
Overnight(s) Patients
Total Separations

608 (18.0)
502 (14.8)
468 (13.8)
1,578
46.6%

Source: FlowInfo V11.1 – Prepared By Western NSW LHD Planning and Service Development Unit, May 2012

A summary of the data shown in Table 19 includes:


The majority of Inflows were from NSW Unknown, Hunter New England, Nepean Blue
Mountains and Murrumbidgee LHDs – Inflows from these areas are considered natural flows
to access treatment closer to home for people who live in close proximity to a cross state LHD
border.
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The majority of Outflows were to Public Hospitals 217 separations or 88.9% of the total
outflows (244 separations), they were mostly to the Hunter New England (48 separations) and
Murrumbidgee (39 separations) LHDs. Outflows to Private Hospitals accounted for 11.1% of
the total outflows – 27 separations.

7.4.2 Avoidable Admissions
Table 20 shows the LHDs potentially avoidable admissions for two targeted diagnostic related
groups (DRG‟s) – COPD and Bronchitis and Asthma. This information supports the need to focus
on ambulatory care, chronic disease management and rehabilitation programs. The data
presented in Table 20 reveals that avoidable admissions for COPD, Bronchitis and Asthma have
remained constant over the 5 year period. The majority of admissions for both DRGs were
unplanned and the number of admissions of people identifying as Aboriginal has been increasing
for COPD.
Table 20: Western NSW LHD Hospital Avoidable Admissions 2006/07 to 2010/11
DRG

Code Description

2006/07

2007/08

2008/09

E65B Chronic Obstructive Airways Disease W/O Catastrophic or Severe CC
Total Separations within the LHD
1,074
1,193

Supply = Locals + Inflows

Bed Days
% of total COPD separations
No. and % of Locals treated locally
No. and % Aboriginal Admissions
No. and % Urgent Admissions
No. and % Non Urgent Admissions
E69B Bronchitis and Asthma Age W/O CC
Total Separations within the LHD

Supply = Locals + Inflows

2009/10

2010/11

1,232

1,241

1,201

6,448
92.2%
1,019
(94.9%)
142 (13.2)
945 (88.0)
129 (12.0)

6,767
90.0%
1,157
(97.0%)
143 (12.0)
1028 (86.2)
165 (13.8)

6,568
92.8%
1,199
(97.3%)
148 (12.0)
1131 (91.8)
101 (8.2)

6,426
92.6%
1,211
(95.6%)
165 (13.3)
1127 (90.8)
114 (9.2)

5,930
95.3%
1,166
(97.1%)
191 (15.9)
1113 (92.7)
88 (7.3)

607

622

592

516

603

Bed Days
% of total Bronchitis & Asthma separations

1,157
1,291
1,075
992
1,512
84.3%
84.4%
89.4%
86.3%
90.3%
557
593
554
499
569
No. and % of Locals treated locally
(91.8%)
(95.3%)
(93.6%)
(96.7%)
(94.4%)
No. and % Aboriginal Admissions
93 (15.3)
115 (18.5)
117 (19.8)
119 (23.1)
102 (16.9)
No. and % Urgent Admissions
549 (90.4)
563 (90.5)
564 (95.3)
495 (95.9)
582 (96.5)
No. and % Non Urgent Admissions
58 (9.5)
59 (9.5)
28 (4.7)
21 (4.1)
21 (3.5)
Source: FlowInfo V11.1 – Prepared By Western NSW LHD Planning and Service Development Unit, May 2012

7.4.3 Pulmonary Rehabilitation Activity
RCCP: Currently the Bathurst and Orange RCCP program is well utilised and the current staff
FTE is unable to meet the increasing patient demand. The Saint George respiratory program,
upon which the Orange and Bathurst programs were modelled, utilise a staff ratio of 1:60
patients. The Orange and Bathurst RCCP are operating well above this ratio.
As reflected in Figure 7, during 2010 to 2011 respiratory rehabilitation services received 468
referrals (the bulk of these for COPD management). Of these 292 (62.4% of referrals)
commenced a program and 188 or 64.4% completed a program. Of those 292 who commenced a
program 47 or 16.1% identified as Aboriginal and 12 or 25.5% completed the program.
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Figure 7: Western NSW LHD Pulmonary Rehabilitation Rates 2010-2011
Western NSW LHD Respiratory Rehabilitation Activity
2010-2011 (financial year)
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Pulmonary Rehabilitation: units throughout the Western NSW LHD could be better utilised and
National data suggests that only 2% of respiratory patients actually receive formalised
rehabilitation. Out of the combined COPD and Asthma admissions (1,928 separations combined
for 2010/11) only 468 patients (24.3% of the separations) were referred to respiratory
rehabilitation, and then only 292 commenced and only 188 of these completed a program. The
reasons for the lack of participation and completion are many and varied and may include:






Peoples lack of awareness or having a poor understanding the benefits
Access issues including transport
Disengagement / apathy from patients
People being too unwell and/or palliative to participate
A lack of referral and proactive patient recruitment

7.5 Trends and Key Priorities
Key priorities for the Western NSW LHD include:


There is a need to support and encourage the utilization of the existing clinical guidelines for
the management of COPD in the acute setting



The use of COPD action plans by the discharging hospital medical officers and GPs



Minimization of avoidable admissions through the early detection and treatment of
exacerbation



Supporting specialist COPD programs in the base areas that represent 50% of the areas
admissions



Promoting referral, participation and completion of rehabilitation programs



Enhancing mechanisms to share patient information between all health care providers

The increasing enrolments and poor completion rates in the RCCP clinics highlight the need for
further investigation and investment by the LHD regarding resources such as the enhancement of
workforce and access to allied health support, particularly dietitian support, occupational therapy,
physiotherapy and allied health assistants to support the program.
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The Severe Chronic Disease Management Program
The Severe Chronic Disease Management Program acts to identify patients with COPD who are
over the age of 15 years and who are at high risk of frequent admission to hospital. Once
identified, each of these high risk patients are contacted and invited into a “Connecting Care
Program” which facilitates collaboration between their GP, the Western NSW LHD services and a
Medicare Local based Care Coordinator. The program seeks to ensure that a comprehensive
assessment is attended, a high level of case management occurs and people are linked into all
the support services they are eligible for.
Arterial Blood Gas (ABG) testing
Access to ABG testing is currently a challenge within the Western NSW LHD. These tests are no
longer being performed by the Orange or Bathurst pathology laboratories and the bulk of GPs do
not perform them. Currently the RCCP staff are not accredited to perform ABG testing. Blood Gas
testing is needed for home oxygen assessment (for patients to be eligible they have to have a
spo2<92% and pao2 of less than 55% on room air). Long-term patients also need to be retested
to maintain their eligibility and the Enable NSW Guidelines require “a review of client at 4-8 weeks
after commencing therapy, then annually to determine that they still meet the criteria, namely
daytime PaO2<55mmHg, measured at rest while breathing room air when clinically stable or
daytime PaO2 56-59mmHg, measured at rest while breathing room air when clinically stable and
evidence of end-organ damage due to hypoxia, for example: pulmonary hypertension, right heart
failure, polycythemia63”.

63

NSW Health Support Services EnableNSW, Adult Home Oxygen Prescription and Provision Guidelines, June 2011
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8. Consultation Process
Figure 7 details the consultation processes involved in the development of this Service Plan.
Figure 7: Flow Chart – Process for the Development of the Chronic Disease Services Plan

Process for the Development of The Area Chronic Care
Services Plan

Initial scoping workshop with Director PaCH and Planning Unit to determine
scope of plan, format, timeframes, reporting and sponsorship.

Literature search and reference resources obtained

Steering Committee formed to assist in the initial draft

Include admission profiling
Data from Julia McGintys
team

Meet with clinical experts, initial draft completed and circulated to
Planning and Director PaCH for comment

Liaise with Aboriginal Health
who are currently doing their
Service Plan
Factor in Allied Health
considerations- meet with
Richard Cheney
Factor in Health Promotion
considerations- meet with
Clint McKellar

Circulate to expert groups in area*

Heart Failure reference group

Diabetes: reference group

COPD/ Asthma reference group

Rewrite based on comments

circulation for comments and refining

Recirculate to expert groups for
2nd round comments

Approval
Yes

Send to Director PaCH and
Planning for comment

Approval
No

Foreword to Planning and CE for
endorsement
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8.1 Consultation Activities
As shown in Figure 7, a Steering Committee was setup to guide the process of developing this
Service Plan and to ensure adequate consultation was undertaken at each stage of development
and feedback has been built in from clinicians, managers and planners. The Plan has been
circulated to various clinical and non clinical groups including:


The LHD Chronic Care Clinical Stream Management Committee



The Mid West Cardiology group via David Amos and Ruth Arnold



LHD Allied Health via Richard Cheney (LHD Allied Health Manager)



LHD Aboriginal Health via Linda Williams (LHD Aboriginal Health Manager), Lesa Towers
(LHD Aboriginal Health Chronic Care Coordinator) and Deborah Kenna (LHD Manager of
Aboriginal partnerships and programs)



Respiratory Coordinated Care Program Staff including the Clinical Nurse specialists (Alison
Howard and Alison Croaker), their line managers (Judy Lovenfosse, Margaret Wright, Kim
Hansen and Jackie Corliss), the LHD Respiratory Physician (Dr Ali Parappril)



The Western NSW LHD chronic disease rehabilitation network



The Western LHD Chronic Care Nurse Practitioners (Michelle Baird, Maria Willis, Katrina
Wilkinson and Kerry Porter)



The Western NSW LHD Diabetes Group

8.2 Consultation Findings
All consultation findings have been considered in the prioritisation of issues and the determination
of future priorities. Results received were correlated and themed. Issues raised that were
considered out of scope for this Service Plan were communicated back to relevant stakeholders
such as operational managers and the specific service related groups.
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9. Chronic Disease Service Issues and Key Priorities
Five key issues and priorities have been identified that impact on the overall current and future
service provision for chronic disease services across the LHD. These highlighted issues will
provide the foundation for the future planning and development of chronic disease services
across the LHD.

9.1 The predicted increase in demand
As identified in section 4.5, there is a predicted Nation-wide rise in the prevalence of chronic
disease, contributing to this rise is an ageing population, advances in health care such as
improved survival from heart attack and the increasing prevalence of obesity that predispose
people to the development of a range of chronic diseases. The diseases contributing most to the
increase include: CVD, diabetes and chronic respiratory disease. Specialist chronic disease
services are required that focus on prevention and health promotion, and early detection and
early intervention in order to meet projected demand
The current Western NSW LHD chronic disease services are not well equipped to meet the
projected increase in demand, due to: limited workforce capacity, inequitable access, limited
outreach services, limited access to specialist services and allied health professionals. These
challenges need to be addressed, so that an efficient and timely specialist service can be
available to improve people‟s health outcomes.
The Western NSW LHD in particular will need to focus resources on those target groups which
are identified as those at higher risk of developing chronic disease; Aboriginal, aged, socioeconomically disadvantaged and remote sections of our communities.
The predicted rise in the prevalence of chronic disease and the significant level of high risk
groups within the Western NSW LHD requires innovation and collaboration in chronic disease
prevention and management. Chronic disease services need to be focussed on illness prevention
and health promotion across the care continuum, building and strengthening partnerships with
relevant key stakeholders (such as GPs and AHWs) and working together to promote early
detection and treatment.

9.2 Access to specialist services
For the residents of the Western NSW LHD there is significant inequity in the provision of chronic
disease services, particularly to the target groups identified as at higher risk: Aboriginal, socioeconomically disadvantaged and remote communities. Chronic disease services are fragmented
across the Western NSW LHD and a limited specialist workforce mean general business is
focussed on acute episodes.
Innovative methods of service provision need to be explored and developed in order to provide an
equitable and consistent service across the Western NSW LHD. Providing the services people
need closer to where they live, if not specialist services available in their local communities. The
LHD needs to aim for improving access to diabetes services, allied health professionals,
specialists, rehabilitation and diagnostic services such as ABG testing.

9.3 Workforce capacity – current and future
It has been identified that the current staff establishment for chronic disease services is unable to
meet current demand for service. This is evidenced by long waiting lists and limited outreach
services and is exacerbated by a high staff turnover, delays in recruitment, unsuccessful
recruitment and limited administration support.

9.4 Coordination of care
Despite best efforts many chronic disease services are fragmented across the Western NSW
LHD. Efforts are required to improve linkages and networking, and to therefore enable relevant
partnerships, collaboration and multidisciplinary care planning and management.
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There needs to be further development on Integrated Models of Care that facilitate early detection
and early intervention, risk reduction, rehabilitation and supporting self-management. While
significant work has been completed on COPD and heart failure guidelines, the development of
improved models of care, referral pathways and communication systems need to be done in
partnership with other relevant stakeholders such as GPs, AHWs, allied health professionals and
other health-related providers.
The Chronic Disease Services need the support and leadership of a well functioning CSN. The
Medicine and Continuing Care CSN Management Committee and the Diabetes Clinical Stream
Management Committee were established in 2007 but soon disbanded due to the resignation of
the Directors. There currently is a Chronic Disease Clinical Service Stream Management
Committee that provides support and leadership to the Western NSW LHD Chronic Disease
Services.
The aims of a CSN are to64:


Improve patient/client care is terms of quality, safety, access, convenience and coordination



Provide a virtual „area wide‟ service with single point of entry where, quality care is available
and systems are in place to facilitate a coordinated and timely „patient journey‟ to the required
level of care



Coordinate appropriate patient/client care across the continuum of care including prevention,
early intervention, primary care, acute and sub acute care, rehabilitation, continuing care and
end of life care



Integrate and coordinate clinical services within and across health facilities and services - so
that patients/clients can be in the “right place, for the right treatment at the right time” when
intervention is required



Allow the maximum range of services to be provided, including specialist consultation/liaison
services for sites without these services.

The Western NSW LHD CSNs require further development in order to improve efficiency and
health outcomes, future strategies include:








Increased linkage with primary health care providers, for example a GP engagement strategy
Agreed work plans involving the identification and agreement on annual work priorities
The development of CSN Service Plans and the associated annual action or work plans
An Evaluation Framework and self-assessment tool
Ongoing performance monitoring arrangements
Communication Strategy
Ongoing staff and consumer engagement and consultation

9.5 Data quality
There is currently no universal information system that provides data for service utilisation, quality
benchmarking and service planning across the Western NSW LHD. This is vital for appropriate
and equitable service development.
There is therefore a gap in the availability of meaningful and comprehensive data that can be
effectively used for the planning and improvement of chronic disease services.

64

Western NSW LHD, A Framework for Clinical Service Networks – Position Paper, Draft V1.1, July 2011
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10. Future Directions for Service Provision
In line with the National Chronic Disease Strategy, the following identified priorities for chronic
disease services aims to65:







Prevent and /or delay the onset of chronic disease for individuals and population groups
Reduce the progression and complications of chronic disease
Maximise the physical, psychosocial and social wellbeing and quality of life of individuals
living with chronic disease, and their families and carers, to enable them to lead fulfilling lives
Reduce avoidable hospital admissions and health care procedures
Implement best practice in the prevention, detection and management of chronic disease
Enhance the capacity of the health workforce to meet population demand for chronic disease
prevention and care into the future

In order to achieve these aims there is a need for: a comprehensive whole-of-health-system,
evidence-based, person centred approach; the cost effective use of available resources;
equitable access to appropriate multi-disciplinary services; alignment with the relevant policies,
plans, frameworks and strategies; and the development and strengthening of effective
partnerships.
For the Western NSW LHD several elements of chronic disease prevention and management
have been identified as priorities, for people at risk of chronic disease these include the:



Prevention of disease by targeting modifiable risk factors – obesity, tobacco smoking, physical
inactivity, poor diet, hypertension and/or dyslipidemia
Health promotion to prevent or delay the onset of co-morbidities – introducing and
encouraging behaviours that may minimise risk

For people with mild to moderate chronic disease these include:






Health promotion to optimise function and prevent disease exacerbations
Promote patient self-management via the development of a district wide health coaching
model
Facilitate self-management via clinical guidelines and policies that educate, empower and link
patients into support networks
Develop a framework for chronic disease management that flows across the inpatient/
outpatient continuum of care
Early detection and intervention of disease exacerbation and health deterioration

For people with severe chronic disease these include:




Identifying the patients who have severe chronic disease and frequently admit to hospital.
Enrolling these patients into a model of care that provides enhanced communication between
the patient, their GP and the LHD to provide individual care coordination and intensive case
management
Reduce avoidable hospital admissions for COPD and CHF

The following six priorities are, in essence, how the Western NSW LHD plans to achieve the
above mentioned directions. Demand management necessitates the implementation and
progress of these priority action areas. This will require changing the way we do business so we
are better placed to meet the projected increased demand for this service.

65

National Health Priority Action Council, National Chronic Disease Strategy, Australian Government Department of Health and
Ageing, 2006
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10.1 Prevention and health promotion across the continuum of care
A considerable proportion of the chronic disease burden can be prevented, and health promotion
and risk reduction must be prioritised for people at all stages of chronic disease, spanning across
the course of life – people without disease, at risk of disease, and with chronic disease at varying
levels of complexity. Disease/illness prevention and health promotion is applicable across the
entire continuum of care – to prevent disease itself, where possible, and to prevent progression of
the disease and its associated complication and co-morbidities.
Providing the most effective preventative care involves a whole-of-health-system approach across
the stages of the disease continuum: prevention and health promotion in the well population,
secondary prevention and early detection for those at risk, disease management and tertiary
prevention for those with established chronic disease.
Health services need to be proactive in connecting the prevention and management of chronic
disease in order to be prepared for the increase in demand. The natural history of chronic disease
without intervention is one of a continuum from disease-free state, to asymptomatic biological
change to clinical illness, impairment and disability, development of complications and, for many
conditions, ultimately death. At each point of the continuum of care the objective therefore is to
control the condition and to prevent or delay progression to more severe forms of disease or
complications. Each stage of intervention in this process therefore has a preventive component,
requiring not only best practice clinical management, but the active contribution of the patient to
their own healthy behaviours and environments such as physical activity, a healthy diet and not
smoking play a key role not only in the onset of disease, but also in management of many
conditions. The principles, approaches and messages of health promotion – for example,
empowerment, health literacy, supportive environments, recognising the links between mental
and physical health are therefore relevant across the spectrum of care, and not only at the
primary prevention end of the continuum.66
A large proportion of the premature mortality and much of the morbidity associated with the four
discussed chronic diseases are preventable. Chronic disease such as diabetes, CVD, renal
disease, COPD and asthma exhibit multifactoral patterns of causation and are linked by common
preventable risk factors such as: tobacco smoking, physical inactivity, poor diet and nutrition,
harmful alcohol use, high blood pressure, excess weight/obesity and high blood cholesterol.
Major gains are possible by strategically focussing on prevention interventions to control these
risk factors. These risk factors should be the focus of significant, targeted and coordinated action.
People should receive the most effective chronic disease prevention and care across the care
continuum, from detection and diagnosis to ongoing risk reduction, prevention of exacerbations
and health deterioration, management and end of life care. Effective care achieves the desired
patient outcomes based on the best available evidence at the time, including evidence of cost
effectiveness and practice needs to be updated in response to emerging evidence. The most
effective care will have the capacity to delay the progression of the disease and the onset of
complications, co-morbidities and disabilities. It will achieve outcomes desired by the person,
including improving quality of life, reducing hospitalisations, and maintaining functional capacity,
independence and participation in work and social activities.
Initiatives within the Western NSW LHD will focus on:







66

Prioritizing health promotion and maintaining functional capacity
Promoting access to physical activity and specialist rehabilitation programs
Promoting healthy environments
Ongoing preventive actions – risk factor reduction and modification (smoking cessation)
Promoting referral, participation and completion of rehabilitation programs
Promoting self-management
Preventing disease exacerbation and health deterioration and therefore hospital admissions
National Public Health Partnership, Preventing Chronic Disease: A Strategic Framework Background Paper, October 2001
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Giving priority to populations most at risk
Promoting public (or targets group) awareness and understanding of the risk factors for
chronic disease and opportunities for early intervention, particularly high risk groups such as
Aboriginal communities

10.2 Early detection and early management
The early detection and early management of disease markers and risk factors can result in a
decrease in mortality, complication and co-morbidities with the ensuing quality of life and
economic benefits. Early detection supports early treatment, which can improve health outcomes
by reducing premature mortality, delaying the progression and complications of disease,
improving quality of life and the ability to self manage, and preventing or delaying admission to
residential care. Early detection and treatment may also avoid unnecessary hospital admissions
and the high cost of complex treatments.
Early detection and early treatment should focus on reducing risks for disease progression and
complication. The same risk factors that impact on the development of chronic disease can also
affect their progression and cause unnecessary complications. There needs to be widespread
uptake of approaches such as the SNAP Framework. Lifestyle risk factors, in particular smoking,
nutrition, alcohol consumption and physical inactivity (SNAP) are the main behavioural risk factors
for developing chronic disease and a major cause of morbidity, mortality and impaired functioning.
Primary health care (PHC) has been shown to be an effective setting to address lifestyle risk
factors at the individual level, for example in general practice and community health. Community
health nurses and AHWs are well placed to provide lifestyle modification education and
encourage and support intervention as they often see clients in their own homes over an
extended period of time through repeated contacts. The primary health care setting is also
particularly well suited to encourage the early adoption of self-management principles. The
incorporation of opportunistic screening for SNAP risk factors and disease markers as part of the
routine assessment process would be beneficial. This would involve the development and
endorsement of a LHD wide assessment framework/tool that facilitates comprehensive
assessment to detect risk factors and initiate timely referral and management.
Identifying and effectively implementing evidence based and cost effective approaches to early
detection and treatment will significantly improve health outcomes and quality of life of people
with chronic disease.
Initiatives to improve early detection and early treatment within the Western NSW LHD include:


Enhancing the role of general practice in prevention, health promotion, early detection and
early treatment via collaboration and education. General practice settings are particularly
appropriate for opportunistic screening, as there are frequent opportunities to identify risk
factors and other indicators that might suggest further investigation. General practice is also
the main gate keeper to other parts of the health system, and is generally responsible for
referral to diagnostic and specialist services, allied health professionals, as well as many
community services.



Targeting health inequalities by ensuring opportunistic screening is used in health care
encounters for people at higher risk, such as older Australians, Aboriginal people and people
who are socio-economically disadvantaged. Improving the early detection and early treatment
for high risk population groups involves the availability of effective screening programs
focussed on risk factors and disease markers.



Development and/or adoption of an evidence-based assessment tool that will improve
identification and management of lifestyle and behavioural risk factors supported by an
appropriately skilled workforce that can encourage behaviour change
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The development of a workforce that is able to provide education on risk factors and risk
factor modification and therefore link people at risk into relevant services.



Improving people‟s health knowledge to encourage early identification and early intervention.
People need to be provided with the appropriate information to increase their awareness of
the risk factors for chronic disease and early signs and symptoms, as well as understanding
the opportunities available to them for early detection and early treatment.



Self management is an essential component of early detection and early treatment, as it
includes the skills and resources that people need to make behaviour changes and health
decisions that can delay disease progression, reduce the risk of complications and comorbidities, and maximise quality of life. Support for self management should be put in place
at the earliest possible opportunity.

10.3 An active supported self-management approach
Self-management is about people being actively involved in their own health care. All those living
with chronic disease self manage to some extent at times, although the ability and resources to
do this vary across the lifespan and at different stages of illness. Self-management principles aim
to optimise people‟s capacity to self manage throughout the continuum of their chronic disease.
Self-management requires the person, their family and carers, service providers and the health
system working together to achieve better health outcomes. Self-management is underpinned by
the person being at the centre of their own care, and involves the skills and resources that a
person needs to negotiate the health system and maximise their quality of life. Self management
can significantly impact on symptoms, functional capacity, wellbeing, morbidity and prognosis.
Embedding the principles of self-management in the health system means that a person is
supported by the system to67:









Understand the nature of their illness including risk factors and co-morbidities
Have knowledge of their treatment options and be able to make informed choices regarding
treatments
Actively participate in decision making with health professional, family and carers, and other
support in terms of continuing care
Follow a treatment or care plan that has been negotiated and agreed with their health care
providers, family and carer, and other supports
Monitor signs and symptoms of changes in their health condition and have an action plan to
respond to identified changes
Manage the impact of the disease on their physical, emotional and social life and have better
mental health and wellbeing as a result
Adopt a lifestyle that reduces the risks and promotes health through prevention and early
intervention
Have confidence in their ability to use support services and make decisions regarding their
health and quality of life

Self-management involves all levels of the health system – individuals, their families and carers,
service providers, health organisations, the wider health system and the community. Selfmanagement principles must be firmly embedded throughout the continuum of care, and this
requires major cultural shift in work practices and service delivery.
An active self-management support approach recognises that individuals live with their diseases
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 selfmanagement support into all relevant models of care and related programs.
67

National Health Priority Action Council, National Chronic Disease Strategy, 2005
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Initiatives to enhance a self-management approach within the Western NSW LHD include:









An increased emphasis on optimising self-management and rehabilitation across settings
Collaborating with other health care providers to ensure self-management support approach is
consistent across the LHD
Adopting a structured self-management framework
Develop self-management action plans
The development of clinical guidelines that seek to inform, educate and empower
Enhance and develop resources to provide self-management support
Further development of the telephone coaching service
A rehabilitation policy that promotes customised individual programs, goal setting and referral
to the appropriate support networks

10.4 Strengthening workforce capacity
A full, competent and innovative specialist workforce is imperative to the provision of high quality
chronic disease services that meet demand. The capacity of the workforce to deliver quality,
person centred chronic disease prevention, risk reduction and care must be enhanced in terms of
both availability and skills. A particular focus should be building the capacity of the primary health
care workforce to develop and lead the coordination of chronic disease prevention and
management. The provision of integrated and continuous chronic disease prevention and care
requires a workforce with an expanded range of skills and roles.
It may also require more flexible and innovative approaches that enable better use of the current
workforce. For example, the capacity of general practice could be strengthened by training and
funding community nurses and allied health professionals to undertake some of the chronic
disease prevention, detection and management interventions. The capacity of the health
workforce to provide multidisciplinary and integrated care must be a prime focus. Special
attention needs to be placed on the role of care coordinators for people with complex needs.
To provide an appropriately skilled future health workforce, professional development
opportunities need to be developed and provided to foster the skills of current practitioners.
Immediate needs for training should focus on educating health professionals in prevention,
rehabilitation and self-management approaches, including behaviour change strategies, care
planning, working in a multidisciplinary team, communication skills, measuring care delivery and
outcomes..
Initiatives to build an adequate workforce capacity include:










Identifying shared treatment goals and desired outcomes
Timely recruitment to fill vacancies
To ensure recruitment of staff occurs efficiently especially where staff resign or take leave
Ensuring staff are adequately skilled to provide the services required though funding, access
to education and training and where needed backfill for staff
Development of a coordinated staff training program
Recruiting staff with the required professional skill set and scope of practice to meet each of
the goals
Establishing referral processes that best use the skills of available personnel to meet patients‟
needs and involve collaboration between providers
Working in partnership with other health and health related providers including AMSs, GPs,
private providers (for example: local gymnasiums) to increase access to services and reduce
duplication of effort
Building capacity in services that are geographically remote from specialist services, providing
access to appropriate training, developing effective protocols for referral and consultation (for
example: telephone follow-up, telemedicine systems, outreach approaches), and supporting
staff though clinical supervision and mentoring
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Establishing appropriate funding models, including staff development and remuneration
commensurate with the required skill set
Improving staff support and leadership by linkages to specialist services, further development
of the Chronic Disease Clinical Service Network
Providing culturally appropriate services to patients
Ensuring the workforce is coordinated to minimise inefficiencies due to service duplication
Building capacity in areas where there is demonstrated growth in service demand
Where appropriate promoting a generalist model supported by specialist clinicians with
increased use of telehealth to improve access to services in smaller communities and provide
services „close to home‟

10.5 Improved and timely access
Access to the range of health and community services that people with chronic disease require is
problematic in some communities within the Western NSW LHD because of the fundamental lack
of outreach services and specialist workforce supply problems. Some communities are
particularly disadvantaged in terms of access due to remoteness or specific cultural needs.
The Western NSW LHD has a responsibility to ensure chronic disease services are accessible
and appropriate, are provided in the community and as close to home as possible. Particular
efforts are required to reduce inequity of access to disadvantaged and special needs groups, and
to ensure cultural sensitivity and appropriateness of services provided. Further innovation and
more collaborative solutions to access problems must be found in order to meet the needs of high
risk target groups.
Initiatives to promote equitable and timely access to services will include:












Providing services to people in their own homes and communities where appropriate
Optimising and supporting self-management
Developing models of care that include the provision of services in residential aged care
facilities
Increasing access to specialist services and allied health professionals
Expanded use of telehealth to promote access to specialist services and allied health
professionals
Supporting telehealth approaches such as multidisciplinary case conferencing
Improve access to ABG testing
Facilitating access to support (including financial support and accommodation) for people who
need to travel to obtain treatment
Developing of models of care that improve access and co-ordination of services
Enhancing outreach services, for example: access to diabetes educators, endocrine services,
podiatry, psychologists, social workers and dietitians particularly in rural and remote areas
Further enhancement of the RCCP to include DBH

10.6 Coordinated and integrated multidisciplinary services
The management of people with chronic disease generally involves multiple health care workers
across multiple care settings. This includes general practice, community health, hospitals, private
providers, and community and non-government organisations. It may also require community and
disability support, as well as support from family and friends.
The integrated provision of chronic disease prevention and management requires a flexible health
system that can coordinate care planning across services, settings, sectors and overtime. This
means commitment from a range of services and sectors, and the ability to work together to
achieve shared goals. Multidisciplinary care planning must be person centred, incorporate
prevention, risk reduction, self-management and co-morbid conditions, and be responsive to the
changing needs of the patient.
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Providing care that is integrated across disease entities, service providers and settings is pivotal
to managing chronic disease. Integrated care is to be connected and consistent and it means that
health services work together, and with patients and their families and carers, to provide person
centred optimal care. Multidisciplinary care involves an appropriate mix of generalist and
specialist health service providers across a range of professional disciplines working
collaboratively across acute and community sectors and private and public domains. Achieving
better integration and continuity of care is expected to maximise health outcomes by ensuring all
health needs are met in a timely manner and that the „patient journey‟ is a more positive
experience.
Primary health care networks which link primary, acute and specialist care within a broader
network of allied health and community support services are a key element in providing integrated
multidisciplinary care, and this capacity must be enhanced. Health care practitioners operating in
effective primary health care networks are best placed to provide a team based approach.
Initiatives that will further develop and improve the current systems of care across the Western
NSW LHD include:



















Engaging and linking all the relevant service providers in individual person centred care,
working in partnership to improve health outcomes
Multidisciplinary care planning and coordinated care - one or more member/s of the
multidisciplinary team will be responsible for ensuring that care is coordinated based on
ongoing assessment and review of the needs and goals of individuals with chronic disease
Care coordination with multiple diverse providers - the development and strengthening of
strategic partnerships will be essential to providing coordinated and integrated
multidisciplinary care that incorporates and supports health promotion, risk reduction and self
management. This will be facilitated by multi agency case conferencing.
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 care, for example: a well functioning Clinical Service Network
Engaging with all relevant stakeholders across government, non-government and community
sectors, with emphasis on the crucial role of GPs in providing chronic care, to ensure synergy
of effort and optimal utilisation of all available resources, avoiding duplication and waste.
Ensuring continuity of integrated care and sustainability of initiatives
Ensuring quality of care – quality care for people with chronic disease extends beyond clinical
care, and must be holistic. It needs to incorporate not only acute episodes of care, but also
psychosocial assessment and support, treatment of co-morbidities, pain management,
rehabilitation and possibly palliative care.
Enhancement of the multifaceted primary health care approach, intensive management to
prevent hospital admission via case management and coordination and multidisciplinary case
conferencing
Including Residential Aged Care Providers, Divisions of General Practice , AMSs, private
providers and other key partners in service planning to ensure integration, decrease
duplication of services and build on existing capacity
Strengthening local partnerships to develop shared goals and provide comprehensive person
centred care, involves tailoring care for and working in partnership with individuals and their
carers and families
Implementing and building on best practice models of service delivery, and disseminating and
evaluating these models. This will include the use of evidence-based guidelines for the
effective chronic disease management in the hospital and the community
The establishment of the clinical guidelines for the management of COPD in the acute setting
The use of COPD action plans on discharge from hospital
The development and implementation of asthma guidelines
The development of a system for ED flagging of frequent attendees
Improving service coordination and linkages through Clinical Service Networks
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10.7 Improve data to support service delivery
The development of this Plan highlighted the lack of useful data available to plan and monitor
outcomes of chronic disease services. The Western NSW LHD needs to explore the development
of systems that improve the monitoring and reporting of chronic disease. Better information
management systems are fundamental to achieving more integrated care across the „patient
journey‟.
Throughout implementation of this Plan there must be a focus on developing, collecting and
timely reporting of useful measures to monitor progress against expected outcomes. Such
monitoring will determine whether appropriate directions have been identified to achieve success
in terms of the objectives, and whether effective implementation is taking place.
Information management systems are required that enhance chronic disease prevention and
management with appropriate data collection, recall systems, care plans and interfacing with
other service providers. Early detection can be effective only if there are ways to actively follow up
people who have been identified as having risk factors or early disease markers such as patient
registers and disease recall systems.
Initiatives towards further development and improvement include:







The development or identification of data systems to effectively identify, track and recall
patients
Systems which provide reliable population and individual detail
Promoting the use of patient registers and recall systems that enable better management of
people with chronic disease and at risk of chronic disease including identifying processes to
link registers between states and territories
Information management systems and infrastructure that supports continuity of care across
various care settings, that allows for the seamless transfer of patient information
Having useful data available to enable planning, monitoring and reporting
An analysis of the current data systems and capacity to capture required information from
systems such as CHIME, Ferret, EMR, EDIS etc
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11. Implementation Plan
Risk Rating

Future Direction 1:

Current

Disease prevention and health promotion across the continuum

B

Target
L

Informing documents:

NSW Government, NSW 2021: A Plan to Make NSW Number One, October 2011

NSW Department of Health, NSW Chronic Care Program Phase Three: 2006-2009, NSW Chronic Disease Strategy, July 2006

Australian Government Department of Health and Ageing, National Health Priority Action Council (NHPAC), National Chronic Disease Strategy, 2005

NSW Department of Health, Clinical Services Redesign Program, Chronic Care for Aboriginal People Model of Care, September 2010

NSW Department of Health, NSW Aboriginal Chronic Conditions Area Health Service Standards, March 2005

Objectives:
1. The prevention of chronic disease by targeting the seven major preventable/modifiable lifestyle risk factors – excess weight, tobacco smoking, physical inactivity,
high and risky alcohol use, poor diet and nutrition, hypertension and dyslipidemia
2. To prevent or delay the onset of co-morbidities – introducing and encouraging behaviours that may minimise risk
3. To optimise function and wellbeing for people living with chronic disease, and to prevent disease exacerbations
4. Give priority to populations most at risk and reduce the health disadvantage, particularly for Aboriginal people
5. Provide more outreach and culturally appropriate preventive care for disadvantaged groups
Lead
Partners /
Actions
Performance Measure
Target and timeframe
Responsibility
Resources
Comparative to State targets
 Reduce smoking rates by 3% by
 Health
2015 for non-Aboriginal and by 4%
Promotion
Decline in the key population health indicators across
for Aboriginal people
Team
the LHD - % smoking, % of obesity, % with adequate
 Chronic
 Stabilize overweight and obesity
physical activity and fruit and vegetable consumption,
 Health
Disease
rates in adults by 2015, and then
% high risk drinking
1.1 Collaborate with the relevant
Promotion
Services
reduce by 5% by 2020
service providers to ensure
Manager
 All clinical
 Reduce total risk drinking to
campaigns/interventions are
 Chronic Care
staff
below 25% by 2015
targeting modifiable risk factors
Manager
 Allied Health
18 rural programs per year for
(such as smoking cessation,
 Primary and
staff
Adhere to agreed „Go for Fun‟ key performance
2011-2015 with an estimated
physical activity and diet)
Community
 Divisions of
indicators (KPI) enrolment numbers
minimum of 8 children enrolled per
Health
General
program
(PaCH)
Practice
30% of eligible COPD patients and
 Aboriginal
40% of eligible HF patients
Medical
commencing rehabilitation
Chronic Disease rehabilitation KPI indicators
services
50% of patients who have
(AMSs)
commenced rehabilitation
completing the program
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1.2 Develop, implement and
evaluate two (2) culturally
appropriate chronic disease
prevention, early detection and
management programs/services
for Aboriginal communities (for
example the Pit Stop and „One
Deadly Step‟ Programs)

1.3 Promoting access to physical
activity, „wellness‟ and specialist
rehabilitation programs for
people identified as having
significant chronic disease risk
factors

1.4 Promote access to the
appropriate preventive
information and educational
resources for people „living with‟
or „at risk‟ of developing chronic
disease regarding lifestyle
modification (for example:
www.gethealthynsw.com.au
and www.livelifewell.nsw.gov.au
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 Aboriginal
Chronic Care
Coordinator
 Aboriginal
Health
 Chronic Care
Manager

 Chronic
Disease
Services
 PaCH
 Clinical
Operations

 Chronic Care
Manager
 Chronic
disease
rehabilitation
coordinators

 Medical and
CCU NUMs
 Medical and
CCU staff
 ED staff
 PaCH
 Aboriginal
Health
Workers

 PaCH
 Chronic
Disease
Services

 All front line
staff
 GPs
 Medical
Officers

Regular joint meetings occurring between Health
Promotion and Chronic Disease Services with action
minutes and Terms of Reference

4 meetings held per year

An increase in the number of smoking cessation
interventions held across LHD

By 20% of the Ferret and Chime
figure

Percentage of Aboriginal people referred to chronic
disease services
Percentage of Aboriginal people attending chronic
disease services
Percentage of Aboriginal people completing programs

Increase by 10% by 2016
Increase by 10% by 2016
Increase by 10% by 2016

Percentage of Aboriginal chronic disease related
hospital separations who are followed up within 48
hours of discharge

90% of eligible Aboriginal patients
followed up within 48 hours as set
by the Ministry of Health CCAP
program

Number of referrals to Chronic Disease Rehabilitation

Increase by 10% by 2016

Number of people who commenced a program

Increase by 10% by 2016
Greater than 40% complete per
year

Percentage of people who completed a program
Percentage of high risk behaviour provided with risk
reduction education and advise
Hospitalisation separations related to specific chronic
disease conditions are decreased
Potentially avoidable deaths reduced
Reduced prevalence of chronic disease in LHD

Potentially preventable hospitalisations reduced
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100% from 2012

By 5% by 2016
TBA
TBA
Comparative to State targets
Reduce the age-standardised rate
of potentially preventable
hospitalisations by 1%, and by 2.5%
for Aboriginal people
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Risk Rating

Future Direction 2:

Current

Early detection and early management

D

Target
L

Informing documents:

NSW Department of Health, NSW Chronic Care Program Phase Three: 2006-2009, NSW Chronic Disease Strategy, July 2006

Australian Government Department of Health and Ageing, National Health Priority Action Council (NHPAC), National Chronic Disease Strategy, 2005

NSW Department of Health, NSW Chronic Care Program. Strengthening general practitioner involvement in chronic care: Review and recommendation, March 2005

NSW Department of Health, Clinical Services Redesign Program, Chronic Care for Aboriginal People Model of Care, September 2010

NSW Department of Health, NSW Aboriginal Chronic Conditions Area Health Service Standards, March 2005
the

The Royal Australian College of General Practitioners, Guidelines for preventive activities in general practice, 7 edition, April 2009

The Royal Australian College of General Practitioners, Smoking, Nutrition, Alcohol and Physical activity (SNAP) A population health guide to behavioural risk factors in general
practice, October 2004
nd

Australian Government Department of Health and Ageing, Lifescripts Practice Manual: Supporting Lifestyle Risk Factor Management in General Practice, 2 Edition, April 2010

Objectives:
1.
2.
3.
4.

The opportunistic screening for the early signs of chronic disease occurs wherever possible
To identify the LHDs high risk communities
To enhance the role of general practice in prevention, health promotion, early detection and early treatment via collaboration and education
To target health inequalities by ensuring opportunistic screening is used in health care encounters for people at higher risk, such as older and Aboriginal people
Lead
Partners/
Actions
Performance Measure
Target and timeframe
Responsibility
Resources
Number of patients receiving early chronic care
 Community
screening and referral (OOS)
2.1 Strengthen partnerships and
 PaCH
Health Staff
Glucose and other disease markers screening for high
collaborate with key stakeholders  Clinical
 All Clinical
risk populations
to ensure an early
Operations
Staff
screening/detection approach is
 Aboriginal
Increased participation rates for „well persons‟ health
 GPs
Establish baseline and increase by
adopted across the continuum of
Health
checks and referral to specialist services such as
 Divisions of
10% by 2016
care and is supported and
 Chronic Care
diabetes educators
General
reflected in LHD policy
Clinical
Number of people referred to chronic disease services
Practice
Stream
who have risk factor and/or disease markers
100% by 2016
 AMSs
assessment
Number of people with chronic disease who have a
100% by 2016
defined health management plan
2.2 Partner with General Practice
 Chronic
Increase the number of people assessed who reduce
to improve the screening for
 PaCH
Disease
risk, for example: stop smoking, lose weight,
behavioural risk factors in
 Divisions of
Services
TBA
participate in regular physical activity, improve diet
primary health care, the
General
 Chronic Care
post education and referral to relevant service
provision of brief education and
Practice
Clinical
Increase the number of people referred to chronic
referral to the relevant services
Stream
Establish baseline and increase by
disease services (Connecting care and Chronic
5% by 2016
disease rehabilitation programs )by GPs
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2.3 Work in partnership to
investigate and implement
culturally appropriate strategies
that improve access for
Aboriginal people over 45 years
to effective screening programs
– targeting the chronic disease 4
clinical indicators: HbA1c,
Albumin to Creatinine Ratio
(ACR), spirometry and BP

 Aboriginal
Health
 PaCH
 Divisions of
General
Practice

 Chronic
Disease
Services
 GPs
 AMSs

2.4 Work in partnership to
promote the incorporation of
cultural appropriateness into
assessment, screening, referral
and management protocols –
Implementing the „Chronic Care
for Aboriginal People Model of
Care‟

 Chronic
Disease
Services
 Aboriginal
Health

 PaCH
 Divisions of
General
Practice
 AMSs
 Aboriginal
Chronic Care
Coordinator

2.5 Actively follow-up people
who have been identified as
having lifestyle risk factors or
early disease markers

 PaCH
 Aboriginal
Health

 Chronic
Disease
Services

2.6 To develop and maintain a
workforce that is able to provide
education on lifestyle risk factors
and behavioural risk
management and to link high risk
people to relevant support
services

 All clinical
line
Managers
 Chronic Care
Manager

 Chronic
Disease
Services
 Relevant
training
institutions
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Increase the rates for Aboriginal and non-Aboriginal
people screened for chronic disease

Determine baseline for 2011 then
increase by 5% by 2016

Increase the percentage of Aboriginal people referred
to chronic disease services

Determine baseline for 2011 then
increase by 5% by 2016

Increase the percentage of Aboriginal people
identified with chronic disease attending or
participating in chronic disease services
Increase the percentage of Aboriginal people
completing programs
Reduce the percentage of Aboriginal chronic disease
related hospital separations and length of stay
Increase the number of Aboriginal people with chronic
disease who have a defined health management plan
Increase the number of Aboriginal people assessed
who reduce risk, for example: stop smoking, lose
weight, participate in regular physical activity, improve
diet
Referral to the appropriate service within 30 days of
detection

Determine baseline for 2011 then
increase by 5% by 2016
Greater than 40% complete per
year

100% by 2016

Chronic Care for Aboriginal people 48 hour follow-up
KPI

At least 90% of Aboriginal patients
are discharged with selected
chronic diseases receive follow-up
within 48hrs of discharge

Increase the percentage of the chronic disease
services workforce that have received chronic care
training

Free area wide training courses
held at least annually

Internal workshop coordinated by Chronic Care
Coordinator

One per year within LHD
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Risk Rating

Future Direction 3:

Current

An active supported self-management approach

D

Target
L

Informing documents:

NSW Department of Health, NSW Chronic Care Program Phase Three: 2006-2009, NSW Chronic Disease Strategy, July 2006

Australian Government Department of Health and Ageing, National Health Priority Action Council (NHPAC), National Chronic Disease Strategy, 2005

NSW Department of Health, Clinical Services Redesign Program, Chronic Care for Aboriginal People Model of Care, September 2010

NSW Department of Health, NSW Aboriginal Chronic Conditions Area Health Service Standards, March 2005

NSW Department of Health, Clinical Services Redesign Program, Chronic Disease Self-Management Support, May 2008

Objectives:
1. 1.To enhance a self-management approach within the Western NSW LHD
2. To provide support for self-management through policy and access to training/education
3. Optimising self-management through promoting awareness and strengthening communication with external service partners
4. Improving self-efficacy for self-management
5. Self-management interventions extend to self care, self management support, care coordination, case management and active ongoing follow-up
Lead
Partners /
Actions
Performance Measure
Target and timeframe
Responsibility
Resources
Framework endorsed by CE and rolled out
By 2016
3.1 Further investigate and/or
 Chronic
The
adoption
of
a
Self
Management
Framework
within
develop/adopt a structured self
 Chronic Care
Disease
By 2016
the Chronic Disease Rehabilitation Programs
management framework for the
Manager
Services
Percentage of chronic disease services workforce
LHD
 PaCH
Maintain 80% per year
who have completed self management training
Percentage of patients admitted with chronic disease
Greater than 30%
that are on clinical guidelines
3.2 To review all program/s,
 All Clinical
CD Rehabilitation units comply with chronic disease
practices, guidelines and policies  Chronic Care
Staff
80% by 2012
rehabilitation policy
currently used in chronic disease
Manager
 Facility HSMs
Reduce current rates of unplanned
services and ensure they adhere  Clinical
DONs, NMs
Reduced unplanned ED presentations, unplanned
and unexpected hospital
to best practice self management
Operations
and NUMs
hospital admissions, lengths of stay in hospital and
readmissions as percentage of total
guidelines and principles
readmissions within 28 days for people with chronic
hospital admissions (5% per year
disease
over 4 years)
Percentage of rehabilitation coordinators who have
 All Clinical
100% by 2016
attended self management training
Staff
 Clinical
3.3 Chronic disease services
 Facility and
Percentage of diabetes educators who have attended
Operations
100% by 2016
workforce attend self
Unit
self management training
 Chronic Care
management training
Managers
Manager
Percentage of asthma educators who have attended
 CH
100% by 2016
self management training
Managers
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3.4 To promote use of self
management strategies such as
COPD and Heart Failure Action
Plans across the LHD

 Chronic Care
Manager
 Ward NUMs
 Facility HSMs
and DONs

 All Clinical
Staff

Percentage of RCCP and HF Program clients people
with chronic disease with self management action
plan

3.5 To link patients into relevant
support services and programs
such as Connecting Care

 PaCH
 Clinical
Operations

 Connecting
Care Project
Officer
 Medical
Officers

LHD compliance with State Connecting Care Program
enrolled patients
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50% by 2016

Target KPIs (at time of print):
2011-2012: 945 enrolments of
which at least 226 are Aboriginal,
2012-2013: 1,449 enrolments of
which at least 382 are Aboriginal
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Risk Rating

Future Direction 4:

Strengthening workforce capacity

Current

Target

C

H

Informing documents:

NSW Department of Health, NSW Chronic Care Program Phase Three: 2006-2009, NSW Chronic Disease Strategy, July 2006

Australian Government Department of Health and Ageing, National Health Priority Action Council (NHPAC), National Chronic Disease Strategy, 2005

Objectives:
1.
2.
3.
4.
5.

To ensure workforce capacity is maximised by keeping positions filled
To ensure workforce is adequately skilled and supported to perform their roles well
To ensure people with chronic disease are referred to the appropriate services including NGOs and non health services
Increase and maintain workforce capacity to deliver high quality, safe and sustainable services
Ensuring workforce competency in effective chronic disease management
Lead
Partners /
Actions
Performance Measure
Responsibility
Resources
Percentage of Chronic Disease Services vacant
4.1 Active and timely recruitment  All Clinical
 Human
clinical positions recruited within 4 months
to vacancies particularly for
Managers
Resource
clinical positions

 Directors

4.2 Engage with chronic disease
workforce to define core chronic
disease skill set and related
competencies for individual
services based on patient profile
and context of service delivery
4.3 Conduct an education and
training audit and develop an
appropriate professional
education and training strategy
to optimise development and
maintenance of skills

 Chronic Care
Manager
 Chronic
Disease
Services
workforce

4.4 To identify and engage with
external services providers who
have the potential to improve
patient outcomes

 PaCH
 Chronic Care
Services

4.5 To ensure workforce are
adequately networked into peer

 All Clinical
Managers
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 Chronic Care
Manager
 CRRE
 Workforce
Planning Unit

Unit

Target and timeframe
Less than 80% of positions filled
within 4 months

Decease in vacancy rate

 NUMs and
Clinical line
Managers
 HSMs

There is an understanding between the employer and
employee as to what skill sets are required for staff to
efficiently work within the particular area of chronic
disease and staff are actively encouraged and
supported to attain these

 All Clinical
Managers
 Chronic Care
TNP and
CNCs
 PaCH
 General
Practice
 AMSs
 Aged Care
Services
 Chronic Care
Clinical

Chronic Care Services education and training audit
results are available
Education/training activity participation register
available
Regular chronic care related training is available and
accessible to the workforce (at no cost to employee)

Competency sets are developed
within each area of chronic care
covered by the service plan including chronic disease
rehabilitation, asthma, respiratory
and heart failure by 2016
By 2012
By 2012
Ongoing

Mapping of services and creation of service directory
on Human Services Network (HSNet)

Service Directory available on HS
Net by the end of 2012

Regular LHD-wide meetings for Respiratory,
Cardiology and Diabetes

4 meetings per year for each
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support services and that a
model of peer support is fostered
and encouraged

 Chronic Care
Manager

4.6 Investigate use of IT systems
/ Telehealth to provide clinical
supervision and mentoring to
outreach service providers

 PaCH
 Chronic Care
Clinical
Stream

 Clinical
Operations

4.6 Chronic disease services
workforce are culturally
competent

 Clinical
Operations

 Aboriginal
Health

Stream

Terms of Reference + minutes available
Annual LHD forum/conference for Chronic Disease
Services
That course presentations/resources available on the
LHD intranet for Chronic Disease Services workforce
The area will commence monitoring of the Number of
Telehealth sessions utilised by Chronic Care Services
Western NSW LHD has its own Chronic Disease/Care
section in intranet
Percentage of chronic care workforce ( CD rehab
staff, Diabetes educators) who have received cultural
awareness/respect training

By 2012
By 2012 and annually thereafter
By end of 2012
By the end of 2012
By the end of 2012
Greater than 80% per annum

Risk Rating

Future Direction 5:

Current

Improved and timely access

Target

D

H

Informing documents:

NSW Department of Health, NSW Chronic Care Program Phase Three: 2006-2009, NSW Chronic Disease Strategy, July 2006

Australian Government Department of Health and Ageing, National Health Priority Action Council (NHPAC), National Chronic Disease Strategy, 2005

Objectives:
1.
2.
3.
4.

To promote hospital avoidance and improved access by caring for people in the community where appropriate
To look at new models of care for specialist reviews of patients in the community setting
To enhance the capacity of primary and community services where needed
Increased access to specialised services and allied health professionals in particular to rural and remote areas of the LHD
Lead
Partners /
Actions
Performance Measure
Responsibility
Resources
 PaCH
 CAPACS and
Services mapped and listed on HSNet Website
Directorate
Ambulatory
5.1 Promote awareness of the
 Chronic Care
Care Units
Services promoted via the Chronic Care Newsletter
services available to people with
Manager
 Carer
chronic disease and their carers
Services being promoted via media personnel and
 Chronic Care
Support
carer support officer
Services
Officer
5.2 Minimise access issues by
managing people in their own
homes where appropriate
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 PaCH
 Clinical
Operations

 Chronic Care
Manager
 CH
Managers

Target and timeframe
Service Directory available on
HSNet by the end of 2012
By 2012 and ongoing

RCCP unit occasions of service (OOS)
Reduction in avoidable admissions for COPD at the
Bathurst, Orange and Dubbo Base Hospitals
71

By 2% from 2010-11 figures by
2013
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5.2 Work in partnership to secure
MSOAP funding where
appropriate

 Clinical
Operations

5.3 Support and further enhance
the rollout of Chronic Care
Transitional Nurse Practitioners
(TNP)

 Nursing and
Midwifery

5.4 Improved access to ABG
testing particularly for COPD
patients

5.5 Further investigation of the
Respiratory Care Coordination
Program (RCCP) to include
Dubbo Base

5.6 The establishment of an
outpatient Heart Failure Nurse
service model

5.7 Improved referral pathways
and communication via Argus
(Connecting Care)
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 CAPACS and
Ambulatory
Care Units
 RCCP Units
 Planning
 Chronic Care
Manager
 CH
Managers
 HSMs
 Chronic Care
Manager

Reduction in the readmission rates less than 28 days
for people with chronic disease registered with chronic
disease services, i.e. connecting care

Number of chronic disease related MSOAP generated
specialist service enhancements

Number of MSOAP funded projects
in the Western LHD

Percentage of Chronic Care TNP positions filled

100% by 2012

Formalised review of Chronic Care TNP positions

2011

Monitoring of Nurse Practitioner Occasions Of Service

Annually

COPD patients requiring ABG testing will have an
assessable and clearly defined pathway to undertake
ABG testing

LHD -wide policy on ABG testing
exists by 2013

 Clinical
Operations

 Medical
superintendants
 Ambulatory
Care staff

Formalised review of Orange and Bathurst RCCP
services attended by line management

Completed by 2012

 Clinical
Operations

 Orange and
Bathurst
RCCP Unit
 Orange and
Bathurst CH
Managers
 Medical
superintendants

Business Case for Dubbo RCCP developed and
submitted

Completed by 2013

Funding secured for Dubbo RCCP and service
becomes operational and occasions of service (OOS)
recorded

By 2016

 Ambulatory
Care
 Cardiology
services

Funding secured for Heart Failure Nurse position

By 2012

Formal evaluation of the position and its impact

Formal evaluation completed by
2014 by area Chronic Care
Coordinator

 NUMs
 Chronic Care
Coordinator

Argus being widely utilised within LHD as a
communication tool between public and private (GP)
care providers

Argus rolled out in LHD by end of
2012

 Clinical
Operations
 Chronic Care
Manager
 Nursing and
Midwifery
 Argus Project
officer and
staff
 Connecting
Care
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Risk Rating

Future Direction 6:

Current

Coordinated and integrated multidisciplinary services

D

Target
H

Informing documents:

NSW Department of Health, NSW Chronic Care Program Phase Three: 2006-2009, NSW Chronic Disease Strategy, July 2006

Australian Government Department of Health and Ageing, National Health Priority Action Council (NHPAC), National Chronic Disease Strategy, 2005

Objectives:
1.
2.
3.
4.
5.

To provide enhanced handover of care between the health service and private/NGO health care providers
To network people into support services more efficiently and ensure the continuation of care in the community
To ensure all care for people with chronic disease is consistent with evidence based and best practice care
To ensure efficient communication flow and linkages between all relevant care providers
Developing and strengthening partnership arrangements to maximise resources, improve health outcomes, prevent duplication and fragmentation, and reduce
hospital admissions
6. Ensuring high quality holistic integrated care – multifaceted primary health care approach
7. To improve holistic care/management of Aboriginal people with chronic disease
Lead
Partners /
Actions
Performance Measure
Target and timeframe
Responsibility
Resources
Shared Care Plans between the LHD and Divisions of
 Argus
General Practice utilising Argus have been
By 2014
Connect
6.1 Development and/or
 PaCH
established
Project
adoption of an integrated care
 Chronic
Officer
Number of current Connecting Care Program clients
Maintain above 90% of clients
plan accessible to all healthcare
Disease
 Connecting
identified
with
shared
care
plans
receiving care coordination
providers
Services
Care Project
Officer
Number of GPs participating in care planning
LHD meets ongoing Connecting Care KPIs for patient
enrolment

By 2012 - 945 enrolments of which
226 are Aboriginal
By 2012/13 – 1,449 enrolments of
which 382 are Aboriginal

LHD is able to demonstrate enhancements to the
Connecting Care Program

Applicable for each year

 General
Practice
 AMSs
 NGOs
 HSNet

Mapping of services and creation of service directory
on Human Services Network (HSNet)

Information available on HSNet by
2012

 Discharge
Planners

Argus secure messaging being used for discharge
summaries to GP

By 2012

6.2 Promotion, further
development and evaluation of
programs such as the
Connecting Care Program

 Connecting
Care Staff
 Chronic Care
manager
 PaCH

 Clinical
Operations

6.3 Mapping of chronic disease
services including external
partners such as NGOs

 PaCH
 Chronic Care
Services

6.4 Ensuring handover of care
particularly between the chronic

 PaCH
 Chronic Care

Version 2.0 - August 2012

73

Chronic Disease Services Plan – 2012 to 2016
care inpatient and community
services

Manager

6.5 Promote the further
development and use of robust
multidisciplinary evidenced
based chronic disease guidelines
within the inpatient and
outpatient settings for COPD,
Asthma, Diabetes, HF

 PaCH
 Chronic Care
Manager

6.6 Establish and strengthen
partnerships and referral
networks to develop shared
goals and comprehensive patient
centred care

 Clinical
Operations
 All Western
NSW LHD
Workforce
 Aboriginal
Health Unit
 PaCH

6.7 Establish secure messaging
between the public health
service and GP providers to
facilitate information flow and
coordination of care

6.8 Promote multidisciplinary
team case review, conferencing
and care planning for identified
high risk, complex chronic
disease patients aiming to
reduce unplanned hospital readmission and improve quality of
life
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 PaCH
 Argus
Connect staff

 NUMs
 Discharge
Managers
 Aboriginal
Health
workforce
 Chronic
Disease
Services
workforce

 NUMs
 All clinical
staff
 Discharge
Planners
 NUMs
 All clinical
staff
 General
Practice
 Medical
Officers
 Chronic Care
Clinical
Stream
 NGOs
 AMSs
 Other
government
organisations
 GPs
 Chronic care
manager
 All clinical
staff
 General
Practice
 Argus Project
Officer
 All Clinical
staff
 Medical
Officers
 General
Practice
 Allied Health

Chronic Care for Aboriginal people Program 48 hr
follow-up KPIs being met by LHD

At least 90% Aboriginal patients
discharged with selected chronic
diseases receive follow-up within 48
hours of discharge

Percentage of COPD and HF admissions with a
completed chronic care clinical guidelines section 1:
evidence based care checklist

Greater than 40% annually

Development of Asthma Clinical Guidelines

LHD Asthma Guidelines developed
by end of 2012 which includes an
endorsed action plan

Number of COPD and Heart Failure patients with
Action Plans on discharge

Greater than 30% annually

The Western NSW LHD actively seeks out and forges
positive working relationships with other service
providers to streamline care for the patient and foster
communication between care providers

Service Level Agreements (SLAs)
between LHD and AMS exist for
CCAP programs
Renewed SLAs between LHD and
Divisions of General Practice exist
for Connecting Care Program

Argus connect activity tracking
Argus secure messaging rolled out
across LHD by the end of 2012

Clinical workforce feedback
Medicare Local feedback
Evidence of multidisciplinary care

LHD-wide program aimed at
promoting family conferencing

Number of high risk people who have had a
multidisciplinary case conference

100% by 2016

Aboriginal Health Workers participation rates in family
case conferencing for Aboriginal patients/clients

100% for identified Aboriginal
patients
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6.9 Establish management
systems for highly complex
conditions including designated
case manager/coordinator
6.10 Clinical Stream develop,
implement and evaluate an
annual action plan informed by
this Service Plan

Version 2.0 - August 2012

 Connecting
Care staff
 Line
management
 Chair of
Chronic Care
Clinical
Stream

 All clinical
staff
 Chronic Care
Coordinator
 Chronic Care
Services

Individualised case management systems exist for
patients with severe chronic disease
Number of current clients identified with shared care
plans
Ongoing agenda item once Service Plan endorsed by
CE
Action Plans evaluated and developed by Clinical
Stream Management Committee
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By 2014
100% of Connecting Care current
Connecting Care clients by 2016
2012
By 2012 and annually thereafter

Chronic Disease Services Plan – 2012 to 2016

Risk Rating

Future Direction 7:

Current

Improve data to support service delivery

Target

Informing documents:

NSW Department of Health, NSW Chronic Care Program Phase Three: 2006-2009, NSW Chronic Disease Strategy, July 2006

Australian Government Department of Health and Ageing, National Health Priority Action Council (NHPAC), National Chronic Disease Strategy, 2005

Objectives:
1. To have a reliable source of data to support clinical decision making, indicator reporting, planning and service development
2. Establish data systems which provide reliable population and individual detail relevant to chronic disease services
3. Having useful data available to enable planning, monitoring and reporting
Lead
Partners /
Actions
Performance Measure
Responsibility
Resources
 PaCH
Percentage of sites utilising Ferret
 IT
7.1 To establish data systems to
 Organisation
 All staff
Ferret compliance and activity
effectively identify, track and
al
responsible
recall patients
Performance
for data entry Chronic Disease dashboard indicators and ambulatory
Management
care sensitive conditions are reported and monitored
(OPM) Team
7.2 Promote awareness, use of
 Bed
Number of Chronic Care Reports being run annually
and further development of the
managers
LHD Chronic Care Reporting
 Chronic
 OPM Team
system on intranet (Business
Disease
Chronic Care Reports regular agenda item at relevant
Objects) for monitoring and
Coordinators
LHD meetings
flagging high risk people
7.3 Improve the availability of
data on service utilisation such
as Chronic Care Reports and
Chronic Rehabilitation data being
disseminated on site to the
relevant case/program managers

 Chronic Care
Manager
 Chronic
Disease
Coordinators

 All staff
responsible
for data entry

7.4 Establish Chronic Disease
Patient registers and recall
systems

 PaCH
 IT
 OPM Team

 All staff
responsible
for data entry
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Target and timeframe
>70 percent of sites using Ferret
by 2012

Ongoing

Monthly

Systems are in place to monitor key elements of
service delivery
Managers are provided with the relevant data on a
regular basis, for example: clinical outcomes, waiting
times, avoided admissions, program enrolment and
completion rates

By 2012 and ongoing

Patient registers for specific chronic diseases are
available

Ferret is fully established in all
community areas (except Orange
and Bathurst) by end of 2012 and
patient registers are available

Patient registers are updated and maintained
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13.1 Working Party / Planning Group
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Development
Chronic Disease Rehabilitation
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Aboriginal Chronic Care
Coordinator
Diabetes Transitional Nurse
Practitioner
Respiratory CNC

Paige Kildea

LHD

Gill Hindmarsh

Orange

Lesa Towers

LHD

Kerry Porter

Orange and Bathurst

Alison Howard

Orange

Respiratory CNC

Alison Croaker

Bathurst

Chronic Care Nurse
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Manager, Community & Allied
Health
Severe Chronic Disease
Program Manager

Michelle Baird

Dubbo
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Wellington Health Service
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LHD
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14. Appendices
14.1 List of Acronyms and Abbreviations
ABG

Arterial Blood Testing

ABS

Australian Bureau of Statistics

ACHS

Australian Council of Healthcare Standards

AHS

Area Health Service

AHW

Aboriginal Health Worker

AHEO

Aboriginal Health Education Officer

AIHW

Australian Institute of Health and Welfare

AMS

Aboriginal Medical Service

AAREA

Australian Asthma and Respiratory Educator Association

BBH

Bathurst Base Hospital

CAPAC

Community Acute / Post Acute Care

CCU

Coronary Care Unit

CE

Chief Executive

CEITC

Centre for Excellence in Indigenous Tobacco Control

CETI

Rural Division of Clinical Education and Training Institute

CGU

Clinical Governance Unit

CH

Community Health

CHF

Chronic Heart Failure

COPD

Chronic Obstructive Pulmonary Disease

COAG

Council of Australian Governments

CNC

Clinical Nurse Consultant

CNS

Clinical Nurse Specialist

CCRE

Centre for Rural and Remote Education

CSII

Continuous Subcutaneous Insulin Infusion

CSN

Clinical Service Network

CSRP

Clinical Services Redesign Program

CVD

Cardiovascular Disease

DBH

Dubbo Base Hospital

DON

Director of Nursing

DRG

Diagnostic Related Group

ED

Emergency Department

ESRG

Enhanced Service Related Group

FTE

Fulltime Equivalent

GP

General Practitioner

HSM

Health Service Manager
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HSNet

Human Services Network

IPTAAS

The Isolated Patients' Travel and Accommodation Assistance Scheme

IT

Information Technology

KPI

Key Performance Indicator - a clinical target set by a governing body as a
measure of minimum performance or achievement

LGA

Local Government Area

LHD

Local Health District

MPS

Multipurpose Service

MSOAP

Medical Specialist Outreach Assistance Program

NAPOOS

Non Admitted Patient Occasions of Service

NGO

Non Government Organisation

NDSS

National Diabetes Services Scheme

NHPAC

National Health Priority Action Council

NHS

National Health Survey

N&MS

Nursing and Midwifery Services Directorate

NM

Nurse Manager

NUM

Nurse Unit Manager

OBH

Orange Base Hospital

OOS

Occasions of Service

OPM

Organisational Performance Management

PaCH

Primary and Community Health team

RCCP

Respiratory Care Coordination Program

RN

Registered Nurse

RNSH

Royal North Shore Hospital

RPAH

Royal Prince Alfred Hospital

SCDMP

Severe Chronic Disease Management Program

SLA

Service Level Agreement

SNAP

Smoking, Nutrition, Alcohol and Physical Activity Framework for general
practice

SRG

Service Related Group

StEPS

State-wide Eyesight Pre-School Screening Program

SVH

St Vincents Hospital

TBA

To be announced

TACP

Transitional Aged Care Program

TNP

Transitional Nurse Practitioner

WHO

World Health Organisation
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14.2 Aboriginal Health Impact Declaration and Checklist
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14.3 Risk Matrix
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