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WELCOME READER TO THE FIRST CCM NEWSLETTER—A NEWSLETTER FOR EVERYONE

CHRONIC CARE MANAGEMENT (CCM) FRAMEWORK

C_A-PITAL & CoasT DHB APPROACH

The CCM Framework is designed io
address the prevention and manage-
ment of chronic conditions. The poten-
tial to reduce the incidence and impact
of chronic conditions is enormous.

Recent excellent work on chronic care
management, based on international
literature and wide consultation in New
Zealand informs the C&CDHB ap-
proach.

This approach supports our high level
outcomes to: ‘Reduce Disparities in
Health Status and ‘Reduce the Inci-
dence and Impact of Chronic Disease’
and identifies priorities to achieve our
goals for the next three years.

Several population groups within the
Capital and Coast district have particu-
lar health needs.

These populations include Maori, Pa-
cific, and people from areas of high
deprivation

In general, these people develop
chronic conditions many years earlier
than the general population, have a
lower life expectancy, higher morbidity
and mortality rates.

There are many initiatives in place spe-
cifically aimed at reducing inequalities.
Many of these involve partnerships with
particular communities with a mix of
primary care, whanau ora, Pacific mod-
els, public health and community devel-
opment approaches.

We want to enhance the capabilities of
individuals, their families/whanau, com-
munities and providers to create and
sustain health promoting environments,
reduce social and economic barriers
and enable people to be as healthy and
active as possible.

EMPOWERING THE PATIENT
TO TAKE A LEAD ROLE IN
MANAGING THEIR HEALTH
AND ENSURING ACCESS TO

THE RANGE OF SERVICES
AND RESQURCES REQUIRED
TO ACHIEVE OPTIMAL
ouTcoMES (WHO, 2002).

More information relating to the CCM
Framework can be found on the
C&CDHB website.
http://www.ccdhb.org.nz/Conferences/CC
M/CCM.htm
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OUR OVERALL
GOALS ARE TO:

e Increase life expec-
tancy and quality of
life

e Promote equity of
health outcomes
(gender, ethnicity
and socioeconomic)

e Use our resources
optimally
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To form the CCM
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Clinical Governance
Group

Wed Feb 13th 2008.
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sions for chronic conditions has risen signifi-
cantly over the last decade, they account for the
majority of all premature deaths and up to 70%
of all health expenditure. Despite this,
hospital and primary care services are designed
in accordance with episodic and acute models of
care. Chronic Care Management Programmes such
as: Improving Care for People with Long Term
Conditions (UK), Queensland Strategy for
Chronic Disease (Australia) and Healthy Lives in
Health communities (Canada) have shown benefit
particularly in reducing avoidable admissions.

In New Zealand we can learn from experience of
other countries to manage chronic conditions.

: IFIED FRIORITII
Diabetes and cardiovascular disease

are major contributors to mortality
and hospitalisations within C&CDHB.

These are identified as priorities:

Mental health

Cancer

Respiratory

Information about/tools for
managing co-morbidity
Resources to improve self/
whanau management

Community based support for all
people living with long term con-
ditions.

For each of these priority conditions,
key actions to be achieved over 2007-
10 will be outlined.

Many chronic conditions have
most

prevent chronic diseases.

proved outcomes for a whole

We aim to provide people with effective support and
guidance to be able fo have and make the right
choices for themselves and their whanau/family.

commonalities: cause ,

risk and protective factors. Interventions that tar-
get these factors, with a coordinated approach help

The framework and action plans acknowledge existing
work and services, identifying key areas of joint fo-
cus over the next three years. However the action
plans will contribute to the prevention of and im-

range of long term con-

ditions. A Strategy and Action Plan for Cancer are in

The Plans are not exclusive but identify
areas where C&CDHB with other agen-
cies, providers, consumer groups, fami-
lies and communities aim, through col-
lective effort, can make improvements
in services, outcomes and reduce dis-
parities.

The framework and action plans are
available on the C&CDHB website.
http://www.ccdhb.org.nz/Conferences/
CCM/CCM.htm
http://www.moh.govi.nz/moh.nsf/
indexmh/cancercontrol-
strategyandactionplan

Clinical Governance

A combined primary and secondary
‘Clinical Governance Group’, will guide
the implementation of the chronic
care management programme. This
allows continuous quality improvement
and accountability for quality of care.
It is envisaged that the Clinical Gov-
ernance Groups tasks will include en-
suring that: patient needs are repre-
sented and

place. Details are on the Website below.

EVIDENCE FROM
THE ABOVE
INITIATIVES

DEMONSTRATES

BY IMPROVING
ACCESS AND

QUALITY

PROVISION IN

PRIMARY CARE
REDUCES
RELIANCE ON

SECONDARY CARE

SERVICES,
IMPROVES
HEALTH

OUTCOMES AND

QUALITY OF LIFE

(NHC, 2006)

that community input is included, CCM
principles are met, performance
against set intermediate outcomes/
indicators/targets are reviewed and
advise on changes to policy and the
‘Action Plans' as required.

A 'Workshop' to create the Com-
bined Primary/Secondary Clinical
Governance Group is scheduled for
Feb 13th 2008.

If you have any questions
about the content of this
or you would like to con-
tribute to this Newsletter
please contact...

June Johnson Programme
Manager, CCM. 04 385
5999 ext 4153 or 027 285
6481. Email:
Jjune.johnson@®ccdhb.org.nz
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