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We acknowledge the traditional
owners of the lands on which we
meet today, and pay our respects to
Elders past, present and future

for they hold the memories, the
traditions, the cultures and hopes of
Aboriginal Australia.




Y iicaith Alliance
The Health Alliance

A jointly-funded collaboration between Metro North Hospital and Health Service and Brisbane
North Primary Health Network, formed in 2017.

Governance: A sub-committee of PHN and HHS Board including Chairs, Chief Executive, Board
Directors.

Our vision: People in our region experience an integrated system of care that delivers quality health
outcomes.

Our role: To work strategically and collaboratively, taking a systems approach to solving challenges
that no one organisation can solve alone.

Our approach

Joint approach to governance and decision-making

Prioritising and accelerating initiatives of strategic importance

Providing a platform for health innovation and co-commissioning, where patient-centred ideas
and models are developed, tested and evaluated

Sharing and amplifying innovation learnings

Exercising influence and shaping policy and funding levers to expand opportunities to
change/improve practice across the health system
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Care Collective — Caboolture Introduction

e The Care Collective - Caboolture was a proof-of-concept project led by the Brisbane
North Health Alliance aiming to reduce demand on ED by identifying a targeted cohort of
chronic and complex patients.

e It involved better identification of the cohort (via HHS and PHC) and implementing a
shared care, case management model approach across the care continuum.

* building on and enhancing existing programs and pathways managing chronic and
complex conditions.

* aims to improve patient quality of life, health literacy and health outcomes and
reduce emergency department presentations and hospital admissions.

e Proof-of-concept approach should be scalable to other conditions or catchment areas
including diabetes, and other patient cohorts (with amendments).
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Care Collective - Caboolture model

* The model consists of Complex Care Coordination services in General Practice, as well as
community-based care coordination services, and navigation services to support better
health outcomes and reduce unnecessary health service use.
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| Development and _
Identification, implementation of EE:Ek i ﬂ;ih
assessment and care plans, regular care iﬂ ¢
referral at the provision of general
. : - practice with
hospital or in navigation by Complex Care
General Practice community-based

Coordinators
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Co-design process

* 2021/2022
* 5 consumers participated

e Over 20 health professionals
consulted

Based on Canterbury model

Agreement to explore the
“Chronic Health Concierge”
idea further with the
placement of “Complex Care
Coordinators” in general
practices.
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Care Collective - Implementation

Phase 1 - building on and enhancing existing programs and pathways (July 2022-June 2023)

 Comprehensive assessment through leveraging existing Nurse Navigation and Discharge Planner
resources at Caboolture Hospital.

* Dataextraction at HHS level to identify frequently presenting patients and chronic disease types.

e Patients matched with existing services in community and primary care (TCC, CCDT).

Phase 2 - improving access to proactive care coordination and condition management within
General Practice (November 2022-June 2023)

e Patients managed by Complex Care Coordinators (CCCs) located in general practices utilising a
suite of MBS items (care planning, case conferencing).

 Complex Care Coordinators identifying new patients collaboratively with GPs.

* (Case management model used to support patients with health literacy, receive services and
encourage early detection and deterioration of condition.
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Care Collective Model

CLIENT
JOURNEY

Understand and engage
with the Care Collective

Participate in care planning; build
understanding and capacity; access
escalation pathways as needed.

Access care on an ongoing basis,
with strengthened understanding
and ability to navigate services.

STAGES

CARE
COLLECTIVE
PROVIDERS

OTHER
STAKEHOLDERS

OUTCOMES

Clients may move. backwards.and forwards across-these stages throughout their journeys

Identification, assessment

and referral at the hospital or

in General Practice

Development and
implementation of care plans

Nurse Navigators or Discharge
Planners in hospital

Complex Care
Coordinators

Complex Chronic
Disease Team

Complex Care Coordinators
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Improved client satisfaction,
understanding and confidence in
accessing chronic disease

management in the community
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Family and Allied health
carers

Escalation pathways - e.g. virtual ED,
ambulance, rapid access models

Improved access to appropriate,

safe, high-quality services healthcare resources

Optimised utilisation of limited
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Transition back into the
regular care of the General
Practice

Complex Care Coordinators

W

-
an®
'.n-'lllulll-..

-
an

Aged care and
disability service
providers

General
practitioners

Social and other

Other medical
service providers

practitioners

Improved information sharing,
collaboration and integration of
providers and services around the

client
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Funding the Care Collective

FUNDING ALLOCATION e Joint Qld Health and Commonwealth Department

of Health funding requested and approved for

16-month period.

Of $1,075,000

"“dfpfjf;;gg;‘;‘:g be « Total pilot budget = $1,075,000 + GST

delivery, including
shared care resources, T e
additional resources for

Team Care _ _
Coordination and Nurse Service delivery | 80%
Navigation, and
brokerage funding.

Capacity building and training
Program management and suppor‘t\

Designy,
Evaluation EEA
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Final Evaluation Report - Effectiveness

The Care Collective has been underway for a year, and there are indications that clients have reduced hospital service use and that
the program returns more than double its funding in health system cost savings. However, the relatively small scale of the pilot
program creates limitations in the significance of the analysis.

EMERGENCY DEPARTMENT PRESENTATIONS (PER MONTH) INPATIENT SEPARATIONS (PER MONTH)'

There was a significant reduction in unplanned admissions, but
overall admissions have not changed significantly after referral

3

1 2 4 5+
to the Care Collective (below)
— Planned admissions
1 2 3 4 5+

The number of emergency department
presentations per month has significantly reduced There has been a 48% decrease in Before referral After referral
after referral to the Care Collective (p < .07).

0

Before referral |55

=

= 0.50

R

After referral

0

Unplanned admissions

the proportion of clients with Notably, this may indicate increased engagement with planned
: a o reater than one ED presentation care. Planned admissions are predominantly not related to the
On average clients had a ?5 % reduction in ger oriid P in-scope conditions, and are on average 23% shorter (excluding
monthly ED presentation rate.’ P episode changes).

The data (covering the period from 3 Jan 2022 - 26 RETURN ON INVESTMENT

June 2023) provides an indication that the Care

Collective i; reducing c:ents’ ED presentatr:o;:s and Based on avoided ED presentations and the resulting avoided
inpatient admissions. This is consistent with the issi i

ere’vious evaluation, and other evaluations of Team Care Re;urn on(ijnvhest.ment ana}y_:s ié useful to i oniiaisids et

Coordination and the Nurse Navigation service that HRGIES \AnE. e IMPACK OF e Lare

AL - : : Collective on hospital service use, and the
found significant reductions in ED presentations, and : :
; 2 2 associated cost savings to the system.
inpatient admissions.

in savings to the health system.
Methodological details are available

However, there are limitations to these findings (see overledf

overleaf). Average saving per Average saving per

& B month per client month at June 2023



Client Impact

| have things that need urgent help sometimes and | used to go to
the hospital for them. I've been coming to this GP for years, and
they have told me about the program. [My CCC] has been helping
me with problems that need help urgently. This means | can get to
see a doctor straight away. | call [my CCC] and he can always fit me
in with a doctor somewhere. He is such a big help to me. To be able
to talk to someone is the best thing about the program. My
condition needs to be looked at frequently, sometimes it is good,
sometimes it is bad. | can't think of anything that needs to be
changed, | think it's the best thing that has ever happened to me.

- Client

First contact
with the CCC

0

CCC helps with
a variety of
issues including
housing and
wound
treatment

Heart attack in ED =

Contact is
maintained
with CCC

Health Alliance

Problems
that need
urgent
help

Program
mentioned
by doctor

CCC can
34 organise doctor
appointments

CCC educates on
how to manage
condition
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Key Learnings

 Complex Care Coordinators working to full scope
* GP engagement and support for the program

* Greater flexibility needed for Complex Care Coordinators and
practices

* Client's perceptions regarding “cost” of joining program.
* Telehealth — low attendance rate

 Embedding change with ED and Discharge Planning staff requires
continuous communication and allowance for Tier changes
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Key enablers

e Hospital and Health Service and PHN Board and Senior Executive commitment:
e mandate for the initiative to find innovative ways around barriers
e collaboration on data and evidence to define problem

e Strong governance — representation across the care journey

e Co-design - involvement of clinicians and consumers in co-design to provide a
deep understanding of the challenges to be addressed — and design of solutions

e Data sharing agreement between Metro North Health and Brisbane North PHN

e Evaluation framework and access to data from hospital and primary care to show
results and outcomes

e Direct funding to general practice — capacity to spend the time needed to
understand patient needs, services available and help navigate
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Project status and next steps

e 280+ clients enrolled since June 2022

e Commonwealth Primary Care Pilot Program funding received to
expand Care Collective — Caboolture (up to 15 CCC’s) and to
establish Care Collective — Redcliffe (up to 10 CCC’s)

* Flexible GP Participation Options developed — 9 practices (12
CCC’s) participating (August 2023) with further practices to come

on board
e Data collection requirements refined

e Case study development underway

* Working closely with Qld Health Reform Office on joint program
outcomes and evaluation
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