
Case Study 2
The Diabetes Self Management Education Programme
Introduction
In New Zealand, the diabetes epidemic continues to impact increasingly on New Zealanders and their health services. Diabetes is associated with considerable morbidity, with increased risk of cardiovascular disease, renal disease, peripheral vascular disease and blindness. These personal costs are mirrored by significant costs to the health system; it is estimated that type 2 diabetes costs approached NZ$400 million in 2001, and are predicted to rise to more than NZ$1000 million by 2021 (Joshy & Simmons, 2006). It is a disease that requires self-management by the patient and so it is understood that when they are diagnosed they need access to relevant information about their disease and how to best manage it. 
The prevalence of diabetes is significantly higher in the South Auckland region than the rest of the country and the population at risk for diabetes is growing. South Auckland also has a significantly higher prevalence of obesity in children and adults compared with national rates; 13% of children and 33% of adults are obese. This region is also one of the most ethnically diverse and economically-deprived regions of the country; 17% of its population is Māori and 21% of its population Pacific. The Counties Manukau District Health Board (CMDHB) in South Auckland designed and promoted the Let’s Beat Diabetes self-management education (SME) primary health care programme to help members of this culturally-diverse community better manage their diabetes.
Aims of the project
The primary objective of the project was to determine whether a six-week group SME programme would produce measurable improvements in participants’ clinical outcomes (such as HbA1c, body mass index and blood pressure), self-management attitudes and behaviours, and knowledge about diabetes management. It also sought to describe lessons learned from the implementation process and to learn whether the programme met the diverse needs of a multicultural population.

‘The aim was to evaluate if there were any improved clinical outcomes. We knew that if we wanted to convince senior management to fund anything ongoing we had to demonstrate that it really does make a difference.’
Another key aim of the project was to determine whether the course content, the curriculum, was culturally appropriate and acceptable to Māori and Pacific participants, and that the group-delivered course was considered appropriate and useful from their perspective.

‘While there is a lot of research overseas about group education we needed to be sure that, for Māori and Pacific communities, it was going to work.’
Another important goal of the study was to determine whether the project could attract participants who would not otherwise access diabetes services; whether it could improve on the existing service delivery model.

‘…we don’t talk anymore about people that are hard to reach but rather services that are hard to use....we were trying to help people to make that switch.’
What were the business drivers that prompted changes to service delivery? What were the other key drivers?
The CMDHB had implemented a chronic care management programme and it was considered that a group self-management education programme was needed; care planning had already been organised. Initial thinking was that a generic SME programme would be developed. At that time the Let’s Beat Diabetes initiative was getting started and that, in conjunction with a recognition of the prevalence of diabetes in the region, led to the programme focussing on diabetes.

‘The big driver was Lets Beat Diabetes...we weren’t going to get anywhere if we didn’t start with diabetes. Introducing self-management was, at that time, quite a new concept. There were not really any DHBs doing it at that time.’
Setting
The setting for the project was South Auckland. The SME sessions were run in community spaces all across the region. The programme involved six weekly sessions of two hours over a six week period.

During the first year 250 people went through the programme. 
Existing model of services delivery 

The existing model of service delivery involved secondary care services provided by Whiti Ora, the diabetes centre for Counties. They provided some group education, but they had limited capacity and there was some appreciation that a lot of diabetes care needs to be managed more effectively in primary care and delivered in the community. There was some feedback provided by general practice teams that they didn’t have the right skills or time and capacity to do diabetes self-management education well.
There was ‘an acknowledgement that perhaps patient one-on-one management of every person diagnosed with diabetes was probably not happening to the level that was ideal or appropriate. So there was a real gap in terms of what was currently happening’.
Self-management intervention

The original diabetes SME programme was developed by Whiti Ora staff in conjunction with the DSME project manager and was based on accepted international best practice. The charge nurse and the dietitian, primarily, developed the curriculum and contributed to the training that was provided to the facilitators from the PHOs. This was a combination of training from Whiti Ora, and training in adult education and self-management education principles. There was some overlap with the content of the Stanford SME model in terms of action planning and goal setting and self-efficacy, although the DSME was somewhat less prescribed.
In developing the programme there was some tension between traditional diabetes SME and what some other stakeholders thought should be the principal focus of the programme. The distinction was between information-dense, diabetes-related content and a more skills acquisition focus with an emphasis on problems solving, action planning and goal setting.

‘A lot of traditional diabetes education has tended to focus on information and content around diabetes, a lot of disease information but if you don’t include the skills of problems solving, goal setting, communication skills and action planning people don’t tend to maintain behaviour change long term.’
The principles and theoretical models that underlay the programme were those that underlie self-management support generally; health beliefs model, social cognitive theory, CBT, stages of change model, self-efficacy.
The general approach taken by the facilitators was one of individual support, responsiveness to client needs and empowerment of clients to increase their self-efficacy to self-manage and take control of their own health. 
‘We didn’t teach behaviour change theory to the facilitators, but it underlay the programme content. We semi-scripted it for them.’
Roles taken by various parties to initiate and manage the new delivery model
The DHBs were the key drivers of the project. At the beginning, a multidisciplinary implementation steering group was established. The project was in partnership with the PHOs; the CEOs of each PHO were involved in the steering group. The group was collaborative but there were ‘champions’ who were important in initiating and driving the project. 

‘The project sat with the Primary Care Development team, so Alan Moffit (DHB Primary Care manager) was key in supporting the project to get it off the ground. It is now “owned” by Sarah Tibby who is the Long Term Conditions Programme manager at Counties Manakau DHB.’
At the facilitator level, staff would meet every six to eight weeks for ongoing training and support to avoid becoming isolated within their own organisation. The facilitators built up a supportive network across PHOs. The skills of the facilitators were recognised as critical to the success of the programme.
‘Skills of the facilitators were critical. Having the right personality, characteristics and communication skills themselves.’
The project was not without its tensions and was seen by some as very challenging to establish and as a highly-political process.
‘There were some real tensions with some of the PHOs not wanting to be dictated to by the DHB...’
‘There was a significant level of push-back from some PHOs. It was very political...a convenient football to kick around to make a point.’
Skills and methods of the leaders

It is clear that at a managerial level considerable commitment and diplomacy was required to manage the relationships between the various stakeholders (at the DHB, the PHO and the practice levels) and get the programme established. 
The multidisciplinary steering group was seen as very important, with a range of expertise including the CEOs of the PHOs, health promotion, project management, self-management education, Māori and Pacific DHB staff, clinical and community work staff and psychologist. 
‘The cross PHO group was important to improve buy-in and support for the project and the facilitators. There were various “champions” of the project that helped bring this group together.’
Training and qualifications of staff and additional training

The programme facilitators attended a training course of seven to eight days spread over two weeks. The facilitators were not required to be diabetes nurse educators. Staff included nurses, dietitians and other non-medical health workers as well as non-regulated, and lay workers. Communication and group facilitation skills were seen as more important than diabetes-specific content knowledge.

‘We thought it most important that the staff had the group facilitation and communication skills to really enable the group to function well and communicate well...and you can give people the content and that any detailed diabetes content should come from their doctor or nurse.’
Training included group work skills, clinical information around diabetes; running through the programme using the resources (a set of interactive resources were developed for the programme on food labelling etc); Māori cultural competency training, Pacific cultural competency training, smoking cessation, physical activity/exercise knowledge. The group work skills were a key focus. 
Barriers and facilitators to implementation of the programme
Facilitators

Facilitators of the development of the programme include having the support of programme champions, senior management support, a match between the philosophy of DSME and the PHO and support from PHOs. The facilitators’ commitment, passion and skills were seen as key in supporting the development of the programme.
‘Skills of the facilitators were critical. Having the right personality, characteristics and communication skills themselves.’
Having a range of people and ethnicities to ensure the programme was as culturally-appropriate as possible was important not just to implement the programme but also to allow access to their networks to aid recruitment via word of mouth.

‘We were really keen to have Māori and Pacific facilitators...some PHOs had Hindi-speaking facilitators, which meant they already had extensive links with their community and extensive networks they could draw on in reaching groups of people and getting the buy-in from the community leaders.’
Being able to work across PHOs enabled patients to go to groups that were appropriate and convenient for them regardless of which PHO they belonged to. This meant that Māori- or Pacific- or Hindi-speaking groups would be available to a wider audience.
Barriers

Promoting the availability of the programme to GPs and getting subsequent GP referrals proved to be a challenge. The absence of a central referral system was noted as a barrier.
‘A challenge was getting referrals from general practice...some of the smaller PHOs found that a bit easier as they could get the word out to their practices more easily.’
Getting staff released to attend the training was a challenge. There was resistance to this in some cases. Time available for facilitators was also an issue; in most cases facilitators were expected to perform the DSME role in addition to all their other duties and so this had a negative impact on implementation.

Finding suitable venues was sometimes an issue (eg. community centres are sometimes booked out many months in advance).
Lack of management support in some PHOs was a barrier, as was lack of resources.
Staff retention was also an issue. Less than half of all of the people who were originally trained ended up delivering the programme.
‘…the communications team kept changing so we didn’t have enough access to communications expertise...in terms of resources ...so we had facilitators trying to develop brochures...some more expertise in helping us do that more effectively might have made a difference.’
Support and buy-in from secondary care was variable; some specialists were not convinced that DSME was beneficial.
‘Some diabetes specialists were not supportive at all because they thought there was no way lay leaders could deliver diabetes self-management education; it had to be diabetes nurse educators, or them.’
Other barriers included the nature of the target group being difficult to reach, low education levels, different social and cultural environments, language, transport, and work commitments. 
Notable successes and failures
Successes

There were significant improvements on patients’ clinical outcomes (HbA1c, blood pressure, BMI) as well as their perceived understanding of and ability to manage their condition.

Non-clinical staff effectively delivered the programme.

There was significant engagement from the communities, particularly the Pacific and Asian communities.
The majority of participants rated the programme highly, got a lot out of it, and provided powerful positive feedback.
‘Patients loved it.’
In some cases people made progress that they had not been able to make in individual therapy

Failures

When the original coordinator resigned the 0.6 FTE position was not replaced. This removed the dedicated input that was seen as key to the success of the project. This position was considered crucial to keep up the ongoing training and support for the facilitators. This also meant the loss of the ability to communicate effectively with other agencies to promote the programme and to inform them about how to refer into it.
The initial training for the facilitators didn’t necessarily attract candidates with the appropriate skills and communication style. At the time that the planning for the training was being conducted, the SME approach that was taken was relatively new and the PHOs didn’t clearly understand what the programme was going to do, so the candidates they put forward were not always the most appropriate. Many of those from the first training didn’t stay with the programme for the long term.

‘We certainly didn’t get the right people coming forward to that initial training.....some of them were but some of them weren’t.’
Recruitment proved to be extremely difficult. Most recruitment was by word of mouth or by the facilitators who actively went around to general practices promoting the programme.

Failing to engage fully and appropriately with some PHOs at the outset, to encourage buy-in to the programme was seen as a problem. 

‘Engaging properly with PHOs around it...and that led to degrees of resistance and had a knock-on effect on our ability to collect data from practices...there was this intransigence so no information about the programme was sent out to practices.’
The lack of appropriate IT development to support ease of referral by GPs was a failure. Everything was done on paper; there was no Advanced Form on MedTech to allow ease of GP referral. Instead GPs were required to fill out a form and send it off. 
‘It was a real struggle to get referrals. There was no Advanced Form on MedTech…’
There was resistance from some GPs, a lack of trust and suspicion. This was commonly overcome when the patient reported back to the practice nurse or GP that they had found the programme useful.

Process improvement/lessons learned. What would you do differently?
Having a dedicated coordinator within the DHB and/or PHO who has the resources, time and skills to manage the programme, support the facilitators and strengthen connections between the secondary and primary providers was strongly recommended. 

‘Having someone with that dedicated focus and time is extremely important; (someone) that has the right skill set.’
‘Get funded properly.’
Keeping the programme content and facilitator training simple, and focussed on key skills was considered desirable. Also desirable was taking care to recruit facilitators with the appropriate skills and communication style: a facilitative rather than didactic approach.

‘Things have to be simple...the curriculum should be a lot less clinical. The facilitator training needs to hone in on key skills; don’t get to complicated about that.’
Putting plenty of time into engaging with primary care (GPs and practice nurses) and explaining what the programme is and what its goals are was seen as critical. And have the enrolment form available in the GP’s Practice Management System to make referral easy. GPs are short of time so anything that can remove a barrier to referral will be beneficial.
‘Communicating what it is all about is very important, as there is a high level of resistance and suspicion.’
Get agreement at the outset to be able to work across PHOs.

Better, more consistent, ongoing mentoring and support for facilitators was suggested. Developing a more formal, structured programme of support rather than something ad hoc and intermittent was also recommended. 
‘Mentoring and support at Counties was a bit patchy.’
Ongoing evaluation to monitor progress and patient outcomes

‘To have routine measures of performance running alongside the programme from the outset would have been advantageous. So that you can more clearly monitor your progress and see how you are going.’
Use structured validated instruments to measure outcomes, but be aware of the participant burden involved with lengthy assessment batteries.

‘We used the HeIQ (Health Education Impact Questionnaire), which is good but is a little long (40 questions), so we are looking at shortening it.’
Cultural and linguistic adaptations of the programme would be useful; make it available in more languages. Engage with cultural communities to use their established networks (eg. church groups and community groups) to encourage recruitment.

‘If you are working with people with ESOL....if you want them to grasp the programme’s concepts (such as goal setting) it should be contextualised and be delivered in their own language.
Try to find other ways of delivering the intervention content (eg. online implementation).
Include regular assertive follow-up of patients to keep them engaged and help to maintain motivation.  The introduction of follow-up meetings for the participants was seen as important to maintain support networks.
‘It’s not what you do it’s how you do it.’

