Case Study 5 
Implementation of the Flinders Program™ by a Primary Health Organisation
Introduction
The 2006 NZ Health Survey identified that 2/3 adults and 1/3 children have a health condition that is expected to last six months or more Ministry of Health, 2008()
. Currently managing long-term conditions consumes 78% of all healthcare spending, with this amount set to rise due to an ageing population and an increase in lifestyle risk factors (low levels of physical activity, poor nutrition and smoking) National Advisory Committee on Health and Disability, 2007()
. Adherence to long-term therapies averages 50% a year, with low adherence linked to poor health outcomes and increased healthcare costs. In its report on adherence to long-term therapies, the World Health Organization noted that when self-management and adherence programmes are combined with regular treatment and disease-specific education, significant improvements in health-promoting behaviours, cognitive symptom management, communication and disability management can be observed World Health Organization, 2003()
.

Self-management support recognises the central role patients/clients/whānau play in managing their day-to-day health. The Flinders ProgramTM is a self-management model that has been widely adopted for use in New Zealand, with 500 health professionals trained since 2005.
The project described here had its origins in a research thesis in which one of the project leaders investigated patient perceptions of nursing contributions to the Care Plus programme. 
This research identified the need for quality improvement in the management and support of patients with a long-term condition Ebbett, 2010()
.
Aims of the project
The aim of the project was to improve chronic care management in primary health care by providing purposeful and deliberate self-management support, particularly for patients with comorbidity. The vehicle to achieve this was the implementation of the Flinders Program™ into primary health care and allied services. 
The programme goals included: improving the consistency and quality of nurse consultations; improving patient knowledge of their condition and how they engaged in activities that promote health; patient problem-solving and monitoring and managing their symptoms; and adopting an agreed self-management care plan negotiated in partnership with health professionals and/or carers, as well as providing behavioural support to promote self-management. 
Further specific aims articulated by the project team included:

‘to deliver more deliberate consultations for patients with chronic conditions’; and 

‘to get more purposeful delivery, to set the scene, to get a more deliberate approach to chronic care management for people with multiple comorbidities.’

What were the business drivers that prompted changes to service delivery? What were the other key drivers?
This venture grew as a result of recommendations from a Masters research thesis which explored patient perceptions of the nursing contribution to the Care Plus programme. 
The research thesis demonstrated variable provision in the quality of delivery of the Care Plus programme, with written care plans not always being completed and with some patients failing to understand the purpose of the consultation or being able to articulate information imparted during the consultation.

‘Patients with chronic conditions weren’t always provided with a written care plan and we know from evidence that for health improvements to be realised  a written care plan needs to be supplied.’
There was also considered to be variability in the type of information sought and therefore the support given to patients. 

An important business driver was the need to reduce demand for more resource-intensive services in both primary and secondary care due to more advanced disease. This could be achieved through better management of modifiable risk factors in the early stages of the chronic condition.
‘We wanted to prevent them from getting to those higher dependency levels requiring more use of services.’

‘The amount of money directed to treat long-term conditions is high and set to increase. It seems logical to address self-management.’

From a DHB funding viewpoint, the need for a practical initiative to improve the management of long-term conditions had been identified during the development of the long-term conditions management strategy. This project was selected as it was evidence-based, was directed at preventing complications and offered a solution across the sector. 
Setting
The Flinders ProgramTM was implemented in primary health care settings including general practice, community Hauora services and independent nursing practice by a PHO, with one goal being to achieve critical mass by having a certified Flinders ProgramTM practitioner in every area or practice. A team of 10 registered nurses were trained in November 2010 as accredited trainers in the Flinders Program™ and this group ran workshops to train providers in the Flinders Program™ during 2011. Training was inclusive of all DHB health providers. The majority of those trained were registered nurses including clinical nurse specialists, nurse practitioners, district nurses and practice nurses. However, other health providers, such as those in aged care, prison services, teams providing support needs assessment, community pharmacists, general practitioners, physiotherapists and dietitians also received training. 
From February to December 2011, 150 health care providers were trained in the Flinders ProgramTM across thirty practices and the DHB in the Hawkes Bay region, with the majority having at least one certified provider and some practices having all nurses trained in the Flinders Program™.
Population
Self-management support is provided to enrolled patients over 15 years with any long-term condition. It is also offered to patients seen by clinical nurse specialists, needs assessors and district nurses working in the DHB. 
Self-management intervention

The Flinders ProgramTM was developed by the Flinders Human Behaviour and Health Research Unit (FHBHRU) in Australia (Battersby 2005, Battersby et al. 2007). The developers state that it is based on cognitive behavioural therapy and motivational interviewing principles employed to support positive behaviour change. The Flinders ProgramTM employs a generic set of tools and processes that enable clinicians and clients to conduct a structured process of collaborative assessment of self-management skills and behaviours, identification of problems and goal setting leading to the development of individualised care plans (FHBHRU, 2011). The tools involved include the Partners in Health Scale (PIH), the Cue and Response Interview, the Problems and Goals assessment and a generic template for care plan. 

The aim of the Flinders ProgramTM is to provide a consistent, reproducible approach to assessing the key components of self-management that:

· improves the partnership between the client and health professional(s)

· collaboratively identifies problems and therefore better (ie, more successfully) targets interventions 

· is a motivational process for the client and leads to sustained behaviour change 

· allows measurement over time and tracks change 

· has a predictive ability, with improvements in self-management behaviour as measured by the PIH scale, relating to improved health outcomes.
A full description of the Flinders ProgramTM and its tools can be accessed from Flinders University website – see Flinders Human Behaviour & Health Research Unit www.flinders.edu.au/medicine/sites/fhbhru/fhbru_home.cfm
The Flinders ProgramTM is described as structured but personalised, in that it is designed to adapt to the needs of the patient; the level of contact following the assessment and development of the care plan will vary according to the individual patient’s requirements.

Timeframe
The project started in March 2010 and 11 training workshops have been provided since November 2010.

Fidelity to the model

A number of methods were employed to maintain fidelity to the model.
· Ensuring that a sufficient number of registered health practitioners were certified in the Flinders ProgramTM assisted wide familiarity with the terminology and methodology across different providers and areas of practice
· Standardisation of the resources provided to trainers 

· Bi-monthly meetings of the accredited trainers to provide peer review support and guidance for implementation
· Availability of an external clinician expert trained in the Flinders ProgramTM model
· Ongoing follow-up/support from the Flinders Human Behaviour and Health Research Unit

· Development of an electronic IT tool to provide outcome measures and consistency of documentation in health records
The Flinders Program™ has a set of quality assurance requirements to ensure the quality and competence of accredited trainers, which assists fidelity and standardisation in delivery of the programme.
Roles taken by various parties to initiate and manage the new delivery model
The project was initiated and managed by a senior nurse operating in a clinical facilitation role within a PHO. This nurse developed the funding proposal, which was supported by the PHO’s Clinical Quality Advisory Committee and agreed to by the PHO Board.

Once funding was obtained the project leader was supported by a team of 
10 registered nurses who, as part of the project, became Flinders ProgramTM Accredited Trainers and trained other health practitioners to deliver the Flinders ProgramTM. 
The DHB supported the project by providing in-kind support by releasing nurse time for four DHB nurses to become accredited trainers.
The Flinders ProgramTM external clinician expert provided clinical leadership in the initiation and ongoing support of the project. The clinician expert led the initial two-day presentation to a group of key decision makers. The Flinders Human Behaviour & Health Research Unit provided two trainers to train the 10 staff who would provide training to the health workforce. 
Training and qualifications of staff and additional training

Staff who undertook Flinders ProgramTM accreditation to become licensed trainers were all registered nurses with a minimum of a postgraduate diploma. Approximately half of these nurses also held postgraduate qualifications in chronic condition management or were on a Masters academic pathway. This experience and education in chronic condition management further assisted standardisation of training. 

‘They were all speaking from the same page.’
Becoming an accredited trainer in the Flinders Program™ requires a number of steps
, including attendance at an accreditation workshop, submission of care plan critiques and evaluation of the first workshop given. Successful completion allows the trainer to hold a Licensed Accredited Trainer-Flinders Program TM Level 1 Certificate. There are ongoing conditions that Accredited Trainers must meet including providing copies of 3 care plan critiques each year for ongoing quality assurance purposes and paying an annual licence fee to the Flinders Human Behaviour & Health Research Unit.
The accredited trainers provided training to health providers involving a two-day course followed by the submission of three personalised care plans critiqued to the satisfaction of the trainers.  
Barriers and facilitators to implementation of the programme
Facilitators to implementation
The support of the CEO and Board of the PHO was critical in ensuring the project was adequately funded. Additional funding from the DHB aided implementation through having four DHB staff as accredited trainers. This meant they were able to establish a group of accredited trainers at the outset of the project and ensured a wide section of the health workforce was trained in the principles of self-management support:

‘We had 10 trainers trained in Flinders training and from there we looked at how we trained providers in practice settings. We wanted to achieve a critical mass across the whole DHB.’

Once the group of accredited trainers was formed, this group received ongoing support:
‘The trainers have been brought together every couple of months, just to go through best practice really and just to check that we have got quite a standardised approach to the training.’

The PHO provided the training at no charge to the attendees. In addition, the resourcing approved for the project allowed the PHO to provide general practices with an additional Care Plus payment for completing a Flinders ProgramTM assessment. This was important to achieve ongoing provider ‘buy-in’. 

The clinical leadership provided by an external Flinders ProgramTM expert who presented the project at the outset to both the trainers and to management was seen as important in obtaining widespread support for the project. 
The clinical expert was available to the accredited trainers for ongoing support which was valuable to ensuring:
‘…they stayed on track and remained confident in the application and implementation of the tools in the various practice contexts.’ 
Having confidence in the Flinders ProgramTM was identified as a powerful facilitator for success. The trainers’ prior education in different models of chronic condition management gave them confidence that the Flinders ProgramTM was the right programme to address the problems that had been identified. The trainers became champions for the project, providing momentum.
The PHO Clinical Facilitator role was identified as key to assisting and mentoring practices in the knowledge and implementation of the programme. Three PHO clinical facilitators were trained in the Flinders ProgramTM and paid at least monthly visits to the practices. 

Barriers to implementation
One of the main barriers to implementation was that information contained in the Flinders ProgramTM tools was not integrated with the patient health record held in the patient management system. In an extension to this project, the Flinders ProgramTM tools are to be integrated into MedTech’s patient management system. However this integration will not extend to secondary care as there is currently no information technology platform that allows this integration between primary and secondary care systems. Despite obtaining buy-in from secondary care, this information technology barrier limits information-sharing.
The extra time needed to complete a Flinders ProgramTM assessment (around one hour for the initial consultation) is a barrier, especially for users who are unfamiliar with the tool and can find it cumbersome. A number of steps were taken to address this:

‘We’re encouraging providers to use the tool and become familiar with it so they don’t have to go through the whole script each time.’ 
To ensure that practices felt adequately reimbursed, Care Plus funding was made available for the time spent completing a Flinders ProgramTM assessment:

‘We’ve reflected the time taken in the resourcing by the PHO providing a payment for a one-hour consultation.’

However, for health providers that were not able to access Care Plus funding via their enrolled population, this funding stream was not available. 
For hospital outpatient clinics, the time needed to complete a Flinders ProgramTM assessment meant that it was not feasible within current work flow where the nurse sees five or six patients per hour. In this setting, the Flinders ProgramTM is used by community nurses who complete Flinders ProgramTM assessments with patients identified as being most likely to benefit.

In some cases, the questions in the Flinders ProgramTM identified complex needs that the provider did not always have the training to manage. This could be perceived as a barrier by providers; however a proactive response from the PHO to provide additional training where gaps were identified has turned it into a positive outcome of the project. In particular, Day Two of the Flinders ProgramTM certification workshop has managed to achieve some open discussions between trainees about planned interventions during the module on change management.
Notable successes and failures

Successes

Successes for patients were strongly reflected in feedback forms: 
‘Patients really felt listened to and in control. They took real ownership of the programme. Flinders is like opening the door.’
Patients reported that they ‘haven’t been presented with the opportunity for that type of conversation with their health provider historically… they felt able to share more information, particularly about their emotional state and they felt listened to.’

Participant 1

‘I found the interview really good. Going to the GP now is like the supermarket… in and out the door. It is not just about taking the medications. It is about finding out what is good to manage my health. I thought the process was very good. It includes the social, which is good with all the mental health problems in our community now.’

Participant 2

‘I was on a timeline… I learnt a lot about new things and it opened up a lot of other things. I am going home to talk about it to my family to sort things out….to get my independence back…I can now see all areas of my ailments and see it clashes with my family…I can now see my team in the future.’

Participant 3

‘Previously I felt quite rushed in my consultation and this addressed my medications, which I haven’t had the opportunity to do before.’

Participant 4

‘I appreciated the opportunity to express exactly how I felt without feeling undermined. I appreciated the opportunity to set goals with ongoing review as this would give me an incentive to improve my diet and lose weight.’

Participant 5
‘I was able to say things I hadn’t shared with anyone before.’
Providing forums where there was a wide cross-section of health providers was cited as a particular success, generating wider dialogue between providers and promoting coherence across the sector. This was an unexpected and positive outcome. 
‘Bringing together providers across services… service integration …and bringing secondary care to share a workshop with their primary care providers was a good success’.
This closer working liaison between PHOs and DHBs is seen as imperative to improving management of people with long-term conditions:

‘We need to be better connected and in sync with long-term conditions to increase the chance of successfully managing these conditions.’

Practitioners reported feeling: ‘supported with a more structured and purposeful conversation and the techniques learned have provided greater structure within their consultations’.
Another benefit noted was the potential to raise the quality of provider interventions through the Accredited Trainer care plan critiques. An example of this was the planned interventions of one provider in the area of blood glucose monitoring. The Accredited Trainer noticed a variation from best practice and was able to coach the health provider in the best practice intervention, as well as providing the evidence source.
Failures

The Flinders ProgramTM has not been adopted by all practices that have received training. Providers without a strategic orientation to long-term conditions management which includes self-management may have had difficulty committing time and resources to the programme. 
‘The more skilled [a nurse in the practice is] in chronic care management, the easier it would have been for that provider to implement.’
In part, this may be a ‘Catch-22’ where inexperience in self-management interventions may contribute to some cynicism about their potential to effect change for patients. This could be addressed by promotion of successes for patients in peer review practice. There are plans to address this in the future through network meetings utilising the clinical expert.
Characteristics of the programme that were the most useful?

The use of a structured approach empowers nurses to ask a range of questions using ‘open’ and ‘closed’ questioning techniques. The questions assess the patient’s knowledge of their condition, medications, treatments, their involvement with their care, how they monitor and respond to their conditions, the impact of their conditions on living, their lifestyle practices and how they engage with support services. This is particularly valuable in situations where: 
‘patients have a long history with multiple chronic conditions, treatments and providers.’
It appears that before using the Flinders ProgramTM health practitioners may not have fully explored the links between the impact of chronic conditions on a person’s day-to-day life, and how greater skills in self-management can improve clinical outcomes. One unplanned development arising out of this greater awareness has been the identification of knowledge gaps and learning opportunities for practitioners in supporting the mental health of people with chronic conditions:

‘This isn’t generally understood and it has generated a piece of work on mental health… It’s prompting the need for other workforce development in other areas.’
Least useful aspects of the programme?
Flinders ProgramTM assessments are paper-based tools and this was identified as an area for potential improvement. This issue is currently being addressed through work with an IT programme developer to integrate the Flinders ProgramTM tools with the patient health record. This will mean that primary health care providers will be able to share records. Integration with secondary care remains an issue due to incompatibility between primary and secondary IT platforms and this requires discussion with international software vendors to resolve. Until this can resolved, Flinders ProgramTM consultations completed in secondary care cannot become part of the ongoing chronic care management record in primary health care. Despite this current limitation, the development of Flinders ProgramTM IT tools will enable outcomes to be monitored over time.
The amount of time taken to organise the workshops was time-consuming and a dedicated administrator was employed to ensure workshops are organised and run smoothly. For PHOs running these workshops, there is a responsibility to ensure that all follow-up from the workshops is also completed. This is another time-consuming aspect of the programme as the emphasis is on all participants achieving certification status and implementation into their practice. Without this, the intended return on investment in terms of health outcome will not be realised. 
A lack of local examples on DVD to demonstrate motivational interviewing techniques was also identified as an area where the programme could be improved.
Process improvement/ essons learned. What would you do differently?
Overall the implementation of the Flinders Program™ by this PHO has been judged as a successful endeavour.
Key factors that were identified in this success are listed below.
· The business case that was prepared at the outset was evidence-based, setting out a comprehensive workforce development programme for long-term conditions management, of which the Flinders ProgramTM was one component. The budget was realistic so that additional funding requests were not required, and included ongoing costs of implementation.
· It should be noted that the PHO has committed to ongoing financial investment in the Flinders ProgramTM. ‘It’s an ongoing process of critiquing the quality of delivery, ensuring quality and fidelity to the model.’’
· Employing a dedicated administrator to coordinate the workshops was important and perhaps this position could have been created earlier.
· Having a wide number of trainers available was a key factor as well as and the ongoing oversight provided by this team. ‘We sought to achieve a critical mass and that has definitely helped us’.
· Early interest from DHB planners and funders which resulted in additional funding to ensure that self-management support infrastructure extended beyond the primary health care workforce.
· Established networks with Academic institutions long-term condition programme coordinators and Self-Management Support expert advisors.
· Seeking early engagement from management so that they have an understanding of the place of self-management models was a critical factor in achieving success. ‘You can’t trust that the planners and funders know what chronic care management actually is so you have to be quite specific about the components of a chronic care infrastructure.’
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