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Alm

To 1dentify facilitators and barriers to the
Implementation of the NT Preventable
Chronic Disease Strategy




The NT Preventable Chronic Disease
Strategy

e Shift from communicable

e Flve common chronic disease:
Diabetes

schemic heart disease
Hypertension

Renal disease

— Chronic airways disease.

« Share underlying risk factors.




NT Population 5 Chronic Diseases {utcom es

At Risk
(2+ Factors)
f"f;”jﬂ{iﬂf’f . Diagnosis confirmed -
Healihy 'I"."Igﬂlﬂ under follow-up
(Low Risk) - Bhorizinality
=Fare Iy History
o Featational DV = ormaraty care
Lo SES W1slts
Diarnosis suspected
Modifiahle sHospital isations
=Jood rutition “Lonar birth «Diighe teg
»Pogitive parenting WElght slachae rde Heart Disease *Complications
»FPhysical Iy ac tre ":hﬂ'ﬂlﬁﬂ_d Hyperte nsion = & mponita iones
*Heal th-promo ting roalnutrition and *Renal Disease Dialysis
erviroranent mte chons Chronde Aireays Diseass »Crozs Border
=5 upporTie "Crverweizht Referrals
social networks =[nar e
sSmoker »[leath
ot lochol exoeas
»Posrerty
ﬁ »L oy sense of ﬁ ﬁ
control [Chrondc Dissase Program
Primary : Hospital and cufpatient seraces
Prevention Early Detection Manaeement  Policy support and training]




Method

35 In-depth semi structured interviews
policy directors and policy officers (11)
service providers including:

* Aboriginal Health Workers (2)
 doctors (8)

e nurses (4)

e managers (6)

researchers and non-government organisations (4)




Findings

* Implementation of PCDS was influenced
by:
— workforce
— funding
— leadership and management

— culture, 1deology, and perceptions of roles
and responsibilities for health.




Workforce factors that have
facilitated the implementation of
PCDS

Additional service providers
Training In chronic disease
Commitment from the manager

Dedicated chronic disease positions

‘With having those staff dedicated to chronic
disease, they are able to spend more time with
the clients, they are able to go back and see them
every day, whereas If you’re relying on the acute
clinical staff to do that, they get tied up with
people with coughs and colds.” Manager




But there is still a way to go...

Dedicated chronic disease positions not
given quarantined time to work on chronic

disease

Tendency for chronic disease staff to work
In acute care




What’s needed to facilitate the
Implementation of PCDS?

 Work In the community setting
 Focus on the broader determinants of health

‘Well iIf we want to stop or slow the chronic
disease... or new diagnosis, we have to go for

the smaller things first I think. If we want to stop
like kidney failures and stuff like that, then we’d
have to stop skin infections. Where does it all
start up? Same with hypertension or diabetes.
Get the shop to sell a lot more healthier food.

Or make healthier food cheaper than the popular
sweet food.” Aboriginal Health Worker




System-level barriers to
Implementing PCDS

o [nsufficient numbers of service providers

 [Insufficient representation of Aboriginal people in
the workforce

‘Under supporting’ Aboriginal Health Workers

"I don’t get a lot of support... | have got a child ten months
and I’ve got a partner and we are staying in a small flat, she
Is starting to walk, and the flats are really small. We need a
house to grow a family. You need a house not a flat.
Especially because it has just got two rooms. One room has
got a kitchen, lounge and laundry and the other room has the
toilet, shower and bedroom.” Aboriginal Health Worker




System-level barriers to
Implementing PCDS

e High staff turn over throughout the system

e Mismatch between evidence and workforce
capability




How workforce influences the
Implementation of PCDS

PCDS evolved and devolved as it was implemented, through
a process of collective negotiation

Parts of PCDS continue to be developed and refined (better
management and early detection) while others received less
attention (primary prevention)

Aspects of PCDS that are implemented (i.e. focus on better
management) are influenced by the strengths of the
workforce

What is implemented affects the workforce. Capacity is built
among the dominant parts of the workforce (nursing and
medicine, rather than Aboriginal Health Workers)

Raises questions about the capacity of the health workforce
to do things differently.




How policy makers can refine
PCDS implementation?

o Establish systems and processes to ensure the
primary prevention arm of PCDS IS
Implemented.

e Consider how Aboriginal Health Workers
might be enabled through this process.




Implications for policy

Addressing system level workforce barriers
will have lasting benefits for PCDS, and other
policies, and for equity among professions in
the health workforce.




