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Executive Summary
Context
This report summarises the findings of the evaluation that the National Institute for Health
Innovation has completed in respect to Phase 2 of the National Shared Care Planning
Programme (NSCCP). More detailed analysis and data is contained in Section 4 of this report
and the Discussion in Section 5.
This programme has been an exceptionally challenging one. Shared Care is inherently complex
and there are few exemplars in New Zealand or offshore. Add in the element of goal focused
planning and it is arguable that exemplars are not to be found at all (at least in terms of significant
multi-provider health systems).
The Key Findings below that summarise this report should be read in this context. They should
not be read as implying criticisms of the Programme team, the vendor or any of the user
community. It was always recognised that this would be challenging and that things would not
always go well first time. The provision of this evaluation presents an opportunity to take a
breath, to understand what has worked well, what worked less well and to more confidently plot
the next step forward.
The evaluation team does not make specific recommendations, (though many of these
observations lend themselves to deriving forward paths); this is the role of the Steering Group
and the Programme management. However the evaluation team is ready, willing and able to
contribute to making next stage of this programme as successful and as effective as it certainly
needs to be.

Key Findings
1.

Uptake has been slow and the numbers of participants are relatively small. Even among this
user community, there are relatively few that are using the system to anything like its full
capability and this has inhibited the quantitative aspects of the evaluation. Nevertheless
there is evidence from the datasets and from feedback from participants, that implemented
effectively, this Shared Care Planning approach will enable better communication between
the members of a patient’s care team; will better engage patients; will reduce presentations
to ED and unplanned admissions; will increase medication adherence and will ease a
patient’s path through the health system. Although it may be too long a bow to suggest,
purely based on the evaluation evidence, that it will directly improve health outcomes, the
findings from the outcome methodology do suggest that it will be possible to identify positive
health outcomes once enrolled numbers have grown.

2. Uptake has been less than planned for many reasons, all of which need to be addressed
before a mass deployment is undertaken:
a.

To date the approach has based on rapid learning cycles, with constant change. This
may be acceptable to committed champions; it will not support mass deployment.
Therefore the system and the implementation approach needs to be stabilised and
commoditised.
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b.

The complexities of shared care demand that all determinants of success need to be
aligned. It is not sufficient to introduce enabling technology; to have strong leadership,
governance and programme management; to identify and recruit champions and/or to
listen to feedback from evaluators. Other dimensions not sufficiently focused on to
date also demand attention. For example, workforce development, the understanding
of the importance of new roles and their introduction, the alignment of contribution and
reward through the introduction of new funding models and the need to really
understand patient perspectives, have all been variously identified by those consulted
by the evaluation team as key factors needing greater attention.

c.

There is a general view, expressed by many, though not all respondents, that the
strategy for successful mass deployment has not yet been fully derived. The
asynchronous nature of shared care is a challenge and others are struggling
(incidentally, this is acknowledged by the Canterbury programme leaders in the recent
related review of CCMS). It is clear that this needs to be addressed and a consensus
between all stakeholders needs to be agreed before the next stage can be planned
and implemented.

d.

The technology is coming good, but aspects of usability, integration and performance
continue to need to be addressed (see related evaluation report of CCMS).

e.

The wholehearted involvement of patients and their families is vital and currently is the
least successful part of the Programme. The requirements of patients need to be clear
and the related CCMS functionality needs to be available and usable.

f.

Workflow should be configurable, but also flexible to cater for the ever changing
environment synonymous with modern healthcare.

There are a number of characteristics that differentiate the more successful sites from the
less successful ones:
a.

The identification and appointment of a Care Coordinator is seen as essential.

b.

Where the implementation has been structured, with a collective understanding of the
potential, the benefits and the dependencies of the system (the inputs and the
outputs), the level of success increases.

c.

The introduction of SCP implies a new way of working, but has commonly been
implemented on top of an existing way of working. Where more careful thought has
been put into taking advantage of the opportunity offered by the implementation of
SCP, successful use of the system was greater.

d.

Where there is commitment from the whole of a practice to embrace the system and
where training and support is consistent and readily available, it is more likely to prove
sustainable.

e.

The commitment needs to be strong; very often under pressure this initiative is seen
as expendable. Only when it becomes the part of the day-to-day, hour by hour
routine of the care team and the patients, will it become truly sustainable.

Page 2

Shared Care Planning Evaluation Report

4.

Phase 2: Final Report

There seems to be confusion around the target patient cohort. Perhaps as this programme
started with a focus on patients qualifying for CarePlus, it has proven difficult for some to
accept that it has the potential to serve the entire population, in the provision of case
management and the use of a patient portal.
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The National Shared Care Planning Programme (NSCPP) is aimed at supporting the
management of people with long term conditions through the development of a shared
care record, available to relevant carers and patients, and the development of a care
plan to guide them on their healthcare journey.
SCPP is at the core of the Government’s strategy for using technology as an enabler to
deliver health outcomes that:
•

deliver connected care to patients

•

enable more active involvement of patients and their families in their care planning
and on-going care needs

•

contribute to the efficiency and effectiveness of the health system

The National Health IT Board (NHITB) and the three metro Auckland DHBs jointly
funded the pilot. healthAlliance was contracted by the NHITB to manage the
implementation of NSCPP.
The vision of the NSCPP is:

‘Together we can achieve more
Supporting patients to achieve the best health outcomes, by enabling the sharing of
goal orientated care plans that have been agreed in partnership with the patient,
their whanau and carers and the multidisciplinary care team. The care team are
better supported to provide improved communication, collaboration and
coordination of services to patients with long term conditions. {NSCPP, 2011 #168}’

The NSCPP implementation was designed to run in three phases (as depicted in Figure
1):
5. Phase 0: Exploratory, also called Proof of Concept Phase
This phase was implemented from March 2011 to June 2011. It involved a single general
practice and the ADHB hospital heart failure service.
6. Phase 1: Limited Deployment
This phase was implemented from July 2011 to December 2011, and the Programme
extended to eight general practices, five DHB hospital services and four community
pharmacies.
7. Phase 2: Wide Deployment
This phase aimed to take the lessons from Phase 1 and begin to increase participation
within the existing participating services and to engage and add new practices, hospital
and community services.
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Figure 1: NSCPP Phases and Timeframe

The National Institute for Health Innovation (NIHI) was commission by the NHITB to
undertake the evaluation of the NSCPP. NIHI have provided recommendations and
interim findings routinely throughout the Programme implementation to the Programme
team with more structured brief reports being provided to the NSCPP Steering Group at
milestones and as requested. These have included an interim report 31st May 2011, a
Recommendation paper October 2011, a final report on Phase 1 in March 2012
(Warren, 2012), interim findings presentations throughout 2012 and an interim findings
summary August 2012.
The NSCPP evaluation study is designed to provide constructive feedback to the
Programme throughout the implementation phases. The evaluation applies a general
framework developed by NIHI for evaluation of innovative health IT projects (Warren,
2011) combined with an action research approach.

1.2

About the Shared Care Planning Programme
The Programme was founded on the concept of

‘Together we can achieve more.’
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This means supporting patients to achieve the best health outcomes, by enabling the
sharing of goal orientated care plans that have been agreed in partnership with the
patient, their whanau and carers and the multidisciplinary care team. The care team are
better supported to provide improved communication, collaboration and coordination of
services to patients with long term conditions (Programme Planning Documentation
2010).
In order to achieve the best results, the overall approach of the Programme was to
follow a proven process and change framework to develop a “core and common”
approach for the implementation of shared care. A rapid cycle of goal, design, develop,
implement, evaluate, review and refine formed the base for progressing through the
phases from proof of concept and the phased and controlled deployment whose
findings are those reported in 2011 (Warren, 2012) to a wider deployment with the
findings reported here.

1.3

Defining the evaluation framework
The evaluation framework was underpinned by an action research methodology. This
involves the process of actively participating in the Programme processes, whilst
conducting the research. The goal is to improve the strategies, practices and
knowledge of the Programme, with all players participating and feeding into the process,
enabling iterative improvement. These cycles of review, refine, implement and reflect,
help all players improve the Programme activities continuously. For more detail on the
approach with respect this programme see Phase 1 report (Warren, 2012).
The learnings from the earlier phases identified an overarching question:

What is the impact of the Shared Care Planning Programme on me, my
family and my carers?

To conduct this final phase of the evaluation the same domains as framed the earlier
phases were used to help structure the information and data being collected. These
domains are:
•

Outcomes

– what difference does it make

•

Social

– will it work in the real world

•

Technology

– can it work technically

•

Economic

– what business models will enable and support uptake

The ability to undertake an economic analysis that examines the potential business
models that could support uptake was outside the scope of this evaluation. A literature
review on the economics of shared care has been undertaken and is set out in Appendix
A.
A programme logic model was developed as a map for the evaluation journey during
Phase 2 (Figure 2).
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Figure 2: Programme Logic Model
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Ethics approval was obtained in 2011 from the Northern Y Health and Disability Ethics
Committee.
The evaluation used a combination of quantitative and qualitative methods. These are
summarised in the table below Table 1.
Table 1: Summary of the Data type and the related domains

Quantitative

Data
type

Tools

Contributes to

Evaluation domains

Transaction data – health
providers

Iterative feedback and
implementation
improvement

Social
Technology

Transaction – patient portal
users

Iterative feedback and
implementation
improvement

Social
Technology

ACIC (Baseline and follow
up)

Contextualising practice
organisation and change

Outcome

PACIC (Baseline and
follow up)

Contextualising patient
perception of care deliver
changes

Outcome

Morisky (Baseline and
follow up)

Contextualising patient use
and understanding of
medication regime and
changes

Outcome

Hospital Event Summary

Testing emerging health
outcome changes

Outcome

Stratified patients
comparison

Testing emerging health
outcome changes

Outcome

Primary Care Utilisation

Testing emerging outcome
changes

Outcome

Medication Dispensing

Testing emerging
medication adherence
changes

Outcome

e-Surveys of Patient Portal
users

Contextualising and testing
the usability and
usefulness

Social
Technology

e-Survey of users of
hospital summary

Contextualising and testing
emerging usability and
usefulness

Social
Technology
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Tools

Contributes to

Evaluation domains

Interview -health
professional

Interpreting transaction
data and processes

Social
Technology

Focus Forum – health
professional

Interpreting transaction
data and processes

Social
Technology

Interviews – Patients and
family

Interpreting transaction
data

Social
Technology

Focus Groups - Patients

Interpreting transaction
data and portal use

Social
Technology

Interviews Experts

Beginning to understand
models of funding and
wider models of care
delivery

Economic
Social

Observation and
attendance at meetings,
forums and other related
activity

Understanding
implementation plans and
transaction data

Social
Technology

Documents

Interpreting transaction
data and process
implementation

Social
Technology

The mixed design combined qualitative and quantitative tools which were used to collect
data and iteratively feedback and inform the Programme implementation team on the
progress of specific areas and any emerging contextual commentary from interviews,
document review, international literature, that would help inform programme activities.
We evaluated progress of the Programme alongside the programme changes, as it was
being implemented.

2.2

Recruitment of participants

2.2.1

Patients
All patients who were enrolled on the Shared Care Programme were consented to
participate in the research evaluation. Everyone was asked to complete a base line
questionnaire and a follow up questionnaire at six months and 12 months and there was
an option of also participating in focus groups (up to two) over the course of the
Programme.

2.2.2

Health professionals
All the participating practices and services were consented to participate in the shared
care evaluation. Consent entailed agreement for the evaluation team to view the shared
care information on their patients. In addition, there was an option for them to agree to
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participate in focus groups and/or interviews about their experiences of participating in
shared care.

2.2.3

Experts
A small group of “experts” was identified to be invited to participate in an interview to
discuss the wider concepts of shared care such as economic, medico-legal, workforce,
systems and infrastructure, privacy and quality. The intent of these interviews was to
place the shared care programme in context with the wider issues impacting on the
health sector.

2.3

Qualitative data collection: interviews
Qualitative data was collected in a variety of ways. The main tools were formal
interviews and focus groups with the three groups – patient and family, health
professional and expert. These were semi-structured and audio recorded. These
interviews and focus groups were undertaken at different times during Phase 2, except
for the expert interviews. These were single, one off interviews only.
Other tools used to provide context and contribute to the understanding of interview
themes, were the various programme documents and observations at meetings.
In addition, through-out the Programme, other media such as emails, and unsolicited
feedback were also provided to the evaluation team. Where appropriate these have
been included in the analyses.

2.3.1

Patient and family data collection
Fifty nine individuals participated in interviews or in focus groups used to discuss their
experiences of participating in the Shared Care Programme. Twenty four individuals
had face to face interviews on their own and/or with members of their family, with two
being telephone interviews. The remaining 35 were distributed across nine separate
focus groups. There were more female participants than males. With regard to
ethnicity, participants were a mix of Maori, Pacific and European, however the majority
were European.
Participants were from across the three DHB catchments and from a mix of practices.
However, there were noticeably less participants from the Waitemata catchment
between Onewa and Orewa, which was countered by a high presence of participants
from north of Orewa to Warkworth.
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Table 2: Patient and data interview themes
Understanding Shared Care

Technology usefulness/ usability expectations

Experience

Safety

Care process changes – expectations / barriers/

Concept of a Portal

enablers
Engagement and explanations

Portal users – thoughts, utility

Relationships

Care changes, differences in care perception

Self-ownership and decision making

Self-management

Joint decision making

2.3.2

Health professional data collection
Interviews were conducted with a mix of one on one and group sessions.
Table 3: Health professional group sessions
Roles
Primary Care Practice Nurses
Community Pharmacists
Psychologist
Secondary Nurse Specialists
General Practitioners

Interviews were conducted between
August and November 2012

Support Facilitator
Practice Managers
PHO liaison
Occupational Therapist
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Table 4: Health professionals interview themes
Engagement processes

Technology usefulness/ usability expectations

Expectations

Safety

Understanding Shared Care

Concept of a Portal for contact and interaction

Experience

Portal concerns

Portal expectations

Care process changes – expectations / barriers/ enablers

Perceived value

For those with Portal Users - thoughts, utility, benefits,
potential, issues, concerns,

Leadership

Enablers

Shared values

Barriers

Workflow and changes

2.3.3

Expert professional interviews
Table 5: Expert professional interviews
Roles

Numbers

Economist

1

Privacy and Disability expert

1

Planner and Funder

2

Hospital GM

2

Health Information Specialist

1

Nursing Leader (DoN)

1

Medical Council

1

Allied Health

2

Pharmacy Guild

2

GP College

1

Consumer Advocate

1

Business Analyst

1

Interviews were
conducted between
August and October
2012
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Table 6: Expert professional interview themes
Shared Care concept

IT readiness and systems

Funding structures

Readiness of the health sector – workforce, roles, experience

Leadership

Barriers

Shared values

Enablers

Workforce

Funding

2.4

Quantitative data collection

2.4.1

Questionnaires: Patient
The Patient Assessment of Chronic Illness Care (PACIC) developed by the MacColl
Institute (2004) was used as the quantitative tool for measuring care that is patientcentred, proactive, planned and includes collaborative goal setting, problem-solving, and
follow-up support. Consent was obtained and the CCMS tool was used to extract a
postal address for sending questionnaires. 349 participating patients were sent a
questionnaire and 184 had responded (53%). 109 had responded to the base line and
been enrolled before August 2012 and were sent a follow up questionnaire.

2.4.2

Questionnaires: Provider organisation
The Assessment in Illness Care (ACIC) was the primary tool for collecting information on
the structure and model of care delivery for people with long term conditions. This tool
developed by the MacColl Institute (2004) is partnered with the patient tool (PACIC) to
measure care that is patient-centred, proactive, planned and includes collaborative goal
setting, problem-solving, and follow-up support.
All participating organisations and groups were sent the ACIC to complete with their
team (n = 54). They were offered a facilitated session to complete the question if they
desired. One organisation took this offer up. Although the instructions for completing
the questionnaire recommended that they discuss and complete the questionnaire as a
team, some did it as individuals and then summarised the findings into one response,
however, there was a majority that were completed by an individual only rather than as a
team. This was explained by the completer as they were the only person doing SCP.

2.5

Quantitative Data: E-Surveys
The purpose of the e-surveys of health professionals was primarily to obtain usability
and usefulness feedback from secondary care health professionals who were not
directly involved in SCPP. These individuals were identified through their use of the
SCPP summary record that was available through Concerto.
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In August and December 2012, two surveys were sent out to hospital health
professionals who were not part of SCP or a member of a care team, but had accessed
the summary snapshot in Concerto.
Table 7: E-Surveys
Time 1 August 2012

Numbers 36 sent with 5 responses

Time 2 December 2012

Numbers 47 sent with 9 responses

Table 8: E-Surveys Questionnaire themes
Opening SCP trigger

usefulness

Barriers

improvements

Given the low response rate, reference to findings are incorporated and referred to
within the findings in general.

2.6

Exploratory impact methodology
It was clearly important to also begin to understand impacts of Shared Care Planning on
patients and the wider health system. Three exploratory areas with which to develop
and test a possible methodology for understanding the impact of shared care were
undertaken. These were:
1.

changes of the utilisation of primary and secondary healthcare services, as well as
of laboratory testing services

2. improvement of medication adherence
3. differences regarding hospital bed days (length of stay) between SCP patients and
other patients using the PARR stratification tool.
Regarding the primary care service utilisation data, this data comes from a PHO GP
claims dataset, which only captures/records those visits which have a fee for service
category. As such, at a central PHO system, this does not capture all visit activity. It is
captured at each individual primary care facility, albeit not easily extracted as there is no
clear definition or set of data fields that could be used to capture this visit activity
accurately. Although it would be possible to develop this, it would not be an easy task
for future evaluation studies with larger scale implementations. A solution may be that a
proxy indicator(s) or data fields were developed to enable this data to be captured easily
and accurately.
Notwithstanding the limitations, we used the transaction fee related data as a proxy to
give an indication of the level of utilisation of primary healthcare services. Practically,
we compared the GP claims frequency for two years immediately before SCP enrolment
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and then for the duration of the individuals’ enrolment, for all participants enrolled for at
least 6 months.
Consented SCP patients’ hospital service utilisation data (including emergency
department, inpatient and outpatient visits) was extracted to understand any change
pattern before and after SCP enrolment. We compared the hospital service usage
pattern before and after SCP enrolment, taking into account the admission type and
specialty by whether LTC related or not.
The laboratory testing utilisation and medication dispensing records of consented SCP
patients were extracted from TestSafe (the regional data repository). For laboratory
tests, we compared all the monthly lab tests number undertaken on SCP patients for two
years before SCP enrolment and then for the duration of the individuals’ enrolment, for
all participants enrolled in SCP for at least 6 months.
For medication adherence, we used the dispensing data for all statins and metformin
medications as a proxy indicator. The rationale for selecting these medications was that
they reflected the most common set of diagnoses of enrolled participants i.e. diabetes
and/or cardiovascular disease. The variation of other diagnoses and the generally low
numbers supported this decision. Also as the methodology was exploratory, it was
determined that choosing the most common diagnoses and medication types would
enable a more robust capability for understanding SCP the impact on medication
adherence.
For the hospital bed days, utilisation (length of stay, or LoS) comparison, we used data
from Primary Health Organisation that crossed all three geographical locations so there
was a minimisation of a single DHB bias. The PARR (ref PARR 2006) score was
calculated at each DHB and provided to us. The PARR risk score is calculated as the
probability of re-hospitalisation in next 365 days based on previous hospitalisations, the
type of procedures, admissions etc. and patient characteristics including demographic
details, and health condition profile (such as medication and functionality) plus other
clinical data.
We matched the PARR risk score of SCP patients with the rest of the PHO PARR
scored enrolled population. We compared SCP patients’ LoS in 2012 with the average
LoS over the population with the same PARR risk score (matching these groups to two
decimal points). In addition, PARR probability scores of patients at one PHO (n= 260
patients) are also extracted and matched to two decimal places. Then in order to
compare LoS in 2012, we include PHO SCP patients who were enrolled by 30/06/2012
and who had a PARR score based on 2011 hospitalisation (N=21). Then we compared
the SCP activities (recorded in the system) between those with shorter LoS than similar
population and those with longer LoS in an attempt to discover any possible association
of SCP programme features with shortened hospital stay outcome or no hospital stay at
all.
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Economic
The environment of health care delivery is continually changing. It is more and more
characterised by an ageing population with complex medical needs, by multiple comorbidity, technical and clinical progress and constant economic pressures. Shared
Care is seen as one potential tool to deal with these challenges.
Although the Terms of Reference for this evaluation did not include an economic
evaluation, a brief paper looking at the literature for Shared Care is attached as
Appendix A. The main focus is as far as possible on outcomes, costs and funding
strategies of the identified Shared/Integrated Care projects. The paper aims to give an
overview of those economic aspects of Shared/Integrated Care that might be used to
help frame the economic benefits when it comes to the implementation of Integrated
Care programmes and should inform by inference the economic impacts of this
programme.
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About the Participating Sites
The Shared Care Planning programme is based in the Auckland Region (Figure 3) and
is the largest and most populous urban area in the country with almost 1.5m residents
(32% of the country’s population).
Figure 3: Auckland region

For the delivery of health care, Auckland Region is divided into 3 District Health Boards
(DHB) who are responsible for the populations within their district (Figure 4). It covers
5000sq kms (excluding the Islands in the Gulf).

Population:

Auckland DHB

468,000

Counties Manukau DHB

490,610

Waitemata DHB

525,000
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Figure 4: District Health Boards

The following tables (Table 9, Table 10 and Table 11) show the services which have
been invited and enabled to participate in Shared Care Planning. They are categorised
by DHB of domicile and are also identified by what phase they entered into the
Programme. The names in grey reflect those services and practices that have joined
the Programme towards the end of Phase 2 in 2012 and were either still in training
phase, or had indicated a delay in activating participation. As such they have not
participating in any of the interviews or focus groups. Their transaction data however
were available and are included in analyses.
Table 9: ADHB Participating Providers
ADHB

Phase *

Service Type

ADHB, Heart Failure

0

Hospital/Specialist

Grey Lynn Family Medical Centre

0

Primary Care

Dr Delacey Medical Centre

1

Primary Care

Grey Lynn Amcal Pharmacy

1

Pharmacy

Mt Wellington Family Health Centre

1

Primary Care

ADHB, Diabetes Centre

1

Hospital/Specialist

Cox's 7 Day Pharmacy

1

Pharmacy

Elstree Pharmacy

1

Pharmacy
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Phase *

Service Type

Avondale Health Centre

1

Primary Care

ADHB, Cardiac Rehabilitation

2

Hospital/Specialist

ADHB, Renal Service

2

Hospital/Specialist

ADHB, Liver Transplant Service

2

Hospital/Specialist

ADHB, Mannaki House

2

Hospital/Specialist

Meadowbank General Practice

2

Primary Care

Gopal’s Pharmacy

2

Pharmacy

*Phase 0 = Feb- June 2011; Phase 1= June- Dec 2011; Phase 2 = Jan-Dec 2012
Table 10: CMDHB Participating Providers
CMDHB

Phase*

Service Type

CMDHB, Rheumatology Service

1

Hospital/Specialist

CMDHB, Diabetes Service

1

Hospital/Specialist

Mangere Family Doctors

1

Primary Care

Mangere Health Centre

1

Primary Care

Radius Pharmacy

1

Pharmacy

CMDHB, Home Health Care

2

Community based
Hospital/Specialist

CMDHB, Respiratory

2

Hospital/Specialist

CMDHB, Needs Assessment and

2

Hospital/Specialist

Highland Park Medical Centre

2

Primary Care

CMDHB, Renal Service

2

Hospital/Specialist

East Health PHO

2

Primary Care

Eastside Family Doctors

2

Primary Care

Otara Family Health and Christian

2

Primary Care

Pakuranga Medical Centre

2

Primary Care

CMDHB, Community Geriatric

2

Hospital/Specialist

Crawford Medical Centre

2

Primary Care

Life Pharmacy Pakuranga

2

Pharmacy

Service Unit

Health Centre

Services
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CMDHB

Phase*

Service Type

Papatoetoe Family Doctors

2

Primary Care

Manurewa Healthcare Medical Group

2

Primary Care

Southmall Pharmacy

2

Pharmacy

Amcal Highland Park

2

Pharmacy

CMDHB, VHIU

2

Hospital/Specialist

Johnson's Pharmacy

2

Pharmacy

Papatoetoe City Centre Pharmacy

2

Pharmacy

*Phase 0 = Feb- June 2011; Phase 1= June- Dec 2011; Phase 2 = Jan-Dec 2012
Table 11: WDHB Participating Providers
WDHB

Phase*

Service Type

WDHB, COPD Service

1

Hospital/Specialist

Hauraki Medical Centre

1

Primary Care

Onewa Road Doctors

1

Primary Care

West Harbour Medical Centre

1

Primary Care

Belmont Pharmacy Limited

1

Pharmacy

Hauraki Corner Pharmacy

1

Pharmacy

WDHB, Diabetes Service

2

Hospital/Specialist

Milford Family Medical Centre

2

Primary Care

Wellsford Medical Centre

2

Primary Care

Orewa Medical Centre

2

Primary Care

Kelston Medical Centre

2

Primary Care

Westfono Health

2

Primary Care

WDHB, District Nursing/Home Support

2

Hospital/Specialist

WDHB, Cardiology

2

Hospital/Specialist

*Phase 0 = Feb- June 2011; Phase 1= June- Dec 2011; Phase 2 = Jan-Dec 2012
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Figure 5 below diagrammatically presents the approximate geographic locations of the
above participating sites. It is approximately 150km from the top of the region
(Wellsford) to the bottom (Tuakau). As shown the majority of the participating site are
clustered in the more central areas of Auckland and they fall within a 22km radius of the
pin whereas the other sites - Wellsford and Orewa - are at 76km and 35km away
respectively.
Figure 5: Geographic locations of participating sites

Pin
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In this section we present the main finding of the National Shared Care Planning
Programme (NSCPP) evaluation. As noted, the findings are drawn from the following
main sources:
1.

Systematic quantitative analyses of the SCPP system

2. Analyses at a person-level data of primary care and hospital utilisation data from the
PHO and Hospital provided PARR data
3. Focus groups, face to face interviews and surveys with patients participating in
shared care
4. Interviews and surveys with health professional participants
5. Interviews of expert professionals
All interviews were taped unless specifically requested otherwise, but not transcribed.
Notes were taken at the same time using Livescribe™1 pen which enabled a quick and
easy process for returning to specific parts of conversations. Documents were reviewed
iteratively throughout the process and key elements noted. Where appropriate these
are mentioned in the findings below, however a full document analysis was not
undertaken. The findings from the questionnaires (PACIC, ACIC, PIH, Morisky, and
online survey) is presented in context with the interview themes. The hospital data and
stratified patient cohort is presented within the findings only when they were found to be
significant.
The health outcome methodology used are presented and the findings are used to
illustrate the potential usefulness of this approach as a means to measure outcome
change if a larger implementation is undertaken. Where appropriate, the findings from
Phase 0 and 1 is reflected on in terms of describing the journey to date.

4.2

Findings

4.2.1

Perception of what Shared Care is about?
To understand any impacts of Shared Care it was essential first to understand from
patient and health professional participants what they understood Shared Care is about
and what their expectations were.

1

http://www.livescribe.com Record everything you write, hear or say. Replay your key pieces by tapping on your

notes.
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The term shared care was described in different ways depending on the role i.e. project
facilitator, primary care nurse, GP, secondary service specialist or nurse and patient and
family. However, amongst the health professionals there was a common agreement of
the overall aim about what shared care was about:

‘providing an improved delivery of care for patients through the connection of all
the people involved in the patients care and enabling the sharing of information
irrespective of the author in a way that there is a joined up approach’ [GP]

The other words frequently used by the health professionals and the experts interviewed
were ‘seamless’ and ‘patient (person) focused’. The following two quotes illustrate how
these terms were used.

‘Shared care is about helping support seamless care for a patient and family for a
life long journey‘ [expert Nurse Educator]
‘It is about getting the patient in the middle of the conversation, being patient
focused and not just disease focused. We have to act in a way that makes the
person key to, no, essential to any discussions and all plan development.’ [patient
advocate, HDC]

It was evident from the face to face interviews and focus group sessions with patients
that there was a mixture of understanding of what shared care planning was all about
and therefore what impact they thought it would have on them personally.
Feedback indicated that a few people said that they did not know what SCPP was about
with the majority suggesting that shared care was about health professionals sharing
information. The following are examples of these two themes.
Understanding Low:

‘Not sure what this [Shared Care] is about really. I don’t notice anything different
happening for me. I am here because I wanted to know what it was about.’ [Face
to Face interview]

Information Sharing:

Person 1: ‘I feel that it [Shared Care] is really good idea and it is about helping me
understand more of what I can do by myself. ‘
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Person 2: ‘Yeah, agree, it is a great idea, I go to so many different people and for
them to know what each other are doing would be good. Plus that I can, sort of,
know what my limits or actions might be. But not be left to it, you know’.
Person 3: ‘Agree… being supported to do things but staying in charge… well maybe
not in charge but you know…. but the sharing bit is just so essential. If I do not
have to be the only source of information across them would really help me as I
don’t always remember’.
Person 1: ‘Yeah. It is good to be part of it and see how it goes.’
[Focus group WDHB]

Interestingly, the above dialogue is reflective of the interview responses of those whose
were participants in Phase 1, which was completed in Dec 2011.
In two interviews a much broader understanding was shown of the potential of shared
care as it related to their self-management. These two participants discussed not only
the benefit of the shared information amongst their health care team, but also were
cognisant that shared care could be a vehicle that would enable them to be more
actively engaged in their care decision and management. Of note, these two
participants were also part of the cohort who had been activated as portal users.

‘I like this idea of working on a plan and that it is about what I am wanting to do
and not just about my problems. It is not that it doesn’t happen already I suppose,
but it seems that this [shared care] would make it a bit more real, especially if I can
see it written down. I think it will make me have to take more responsibility . . . I
can’t say oh, I forgot, not when it is there written down for both of us to see at the
next meeting.’
[interview Patient ADHB]
‘I am really excited about this [shared care]. My GP is pretty good and the nurse I
see is great, but I only see them, what once every few months; sometimes even
longer than that between visits. I really like the idea that I can be in contact or
seeing my stuff at any time I like. Everyone should be able to do this.’
[interview Patient CMDHB]

When it came to health professional participants all the participants interviewed
emphasised the sharing information with colleagues as being an important aspect of
shared care. This is illustrated by the following quote from a GP.

‘My understanding of shared care is that it is about sharing information on a
patient with other health providers who are also seeing or caring for the same
patient. This, in theory, should mean we don’t duplicate activities but also that we
know what others are doing and so adjust our treatment if needed.’
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The other features of shared care such as the patient portal and care plans were
mentioned, but were reported as of lesser value than the information sharing across
colleagues and services. However, it was clear that everyone interviewed could see
that these elements would be become more useful over time:

‘once some of the rules and processes were better understood’.

The nurses as a sub-group, were the most enthusiastic about the care plan and
messaging for improving the care planning capability and commonly felt that the patient
portal was going to be a very essential tool for their practice into the future. One nurse
said:

‘it is these tools that I think I will really be able to help me to support my patients
and for patients to be really able to be a part of their care.’

4.2.2

What changes (to my care, delivery of care) do I think Shared Care
provides now?
A number of common remarks and concepts emerged under the theme of what share
care provides now. The main theme was on shared information and communication and
this was almost always positive.
The other themes were: integration, whole of person approach and teams, and reduction
in duplication. These themes were reflected less in terms of current changes, but as in
the previous section, there was a blurring or blending of what was happening now and
the potential for SCP to make it happen in the future.
The following commentaries summarise the main points from the various participants.
The first part focuses on the patient respondent conversations, with the second part
focusing on the health professional respondents.

Patient
Few patient respondents indicated that they could see a change in the care that they
were receiving, although for many of them it was unclear what they should be expecting.
The following excerpt from an interview illustrates this;

Patient:
‘I can really see an advantage in this shared care thing. I have XXX, XXX, XXX, XXX
and go to a lot of people for each thing. Not having to remember everything would
be good. I get dates and people I have or haven’t seen a bit mixed sometimes and
you know, what I think is important may not be so much to the doctor or nurse. To
know that everyone has my information and that everyone sees everyone else’s
would help me not feel so anxious’.

Page 25

Shared Care Planning Evaluation Report

Final Report Phase 2

Family Member:
‘oh it would be great, I think sometimes XX, gets more tests and poked and
prodded more than needed because the information or results are not shared.’
Patient:
Yeah, me too, I sometime go away from an appointment and realise I hadn’t said
something and I don’t know if it was important or not. This should help stop that I
think.’

Do you think this is happening now for you?

Patient: ‘not sure, the specialist did not mention they could see all my stuff when I
saw them last week. I suppose they could but, yeah, don’t know.’
[Face to Face interview with patient and family member]

A few patient respondents did say that ‘my care is different since I enrolled in shared
care.’ When asked to describe the difference and when they seemed to notice this
change, it was not clear that the changes articulated – ‘coordination, support in
managing my care, being kept informed, routine reminders to get medications’ - were
directly related to the introduction of Shared Care as the timelines mentioned articulated
in terms such as ‘the last couple of years’, or ‘since I have been going to Dr X, that
would be 5, 6 years now’ were the main reference points.
It is worth noting that these few respondents who noted a difference all came from
health care providers who had either dedicated long term condition roles or had nurse
led settings within their workplace.

Professional
It was a mixed response from health professionals with regard to how shared care was
changing their model of care delivery. For the majority, shared information was great.

‘This [SCP] is where we are going, isn’t it? It is important that as health
professionals we are aware of who else has been part of the patient’s care. I mean,
we are not too bad at that I think. Where we can have a problem is that what was
planned, agreed or done at those other times sometimes is missing or worse; the
information is not that helpful for “where to next”. Shared care gives us a way to
have these summaries and actions easily available at all times irrespective of who
last saw the patient. Without this I think we will continue to provide less than what
could be provided, I mean, we do the best with what we have so by improving the
what we have a bit, will improve the care we provide. I am finding that using
Shared Care is helping me get better at making sure that my plans for the patient
are clear so that the next person knows what they can start with or reinforce. My
nurse likes it and I see what she has written and I can reinforce the message if
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needed.’
[GP interview]

For others the improvement in the dynamics between colleagues, particularly the
primary care/specialist care relationship but also the primary care/pharmacist
relationship was highlighted as ‘taking our work settings to a new level.’

‘It is fantastic. I wish more people were on it and using it. Shared Care is my
default system – well almost. I would like to use this rather than copy and paste
across to the internal system which I still have to do. For the people who I use it
most with, Dr X [GP] and the nurses there, and the patients that are in the portal, it
is so much easier. We communicate using the messages, get answers quickly. I
don’t wait for responses or wonder if someone has got my message. It is all there.
Seems , you know, a no brainer.’
[Interview clinical Nurse specialist]

For others, the connection that brings community pharmacy into the mix was articulated
‘a great advantage in my interactions with patients.’ One pharmacy respondent
remarked that this synergy with a local pharmacist through the system meant that there
was ‘less of a need for playing phone tag if I had a question or wanted to make a
comment, that wasn’t urgent or anything, I do it in shared care now. In the past I would
ring, leave message or event sometimes if I didn’t do it straight away, I was likely to
forget.’
In terms of operationalising shared care, there was an almost unanimous response by
all health professionals, on the impact in relation to the duplication required. Specific
remarks ranged from concerns regarding the current need to duplicate work in shared
care and in other systems and sustainability of this:

‘I like Shared Care but entering information into my system and Shared Care is a
problem and not really sustainable in the long term.’ [GP]
‘It is a bit unclear what goes where so I do have to copy and paste a lot. I am
worried that I may miss something.’ [Primary care nurse)
‘It is really hard to get right because not everyone uses the system and so I am
always conscious of making sure that information is in all the possible places.’
[pharmacist]

To using it as the default system and minimising the duplication issue pragmatically

‘Using different systems is a problem, but I am trying to use shared care as my main
system and I note elsewhere that the information is in shared care, but for the core
stuff I make sure I have it in both.’ [Clinical nurse specialist]
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However, the majority of those interviewed were consciously ‘using shared care
minimally because of the need for duplication and that there are too few people
connected so it really doesn’t help me much’. [GP]
The above comment may also be reflective of other users as when the system level data
is analysed, uptake remains slow and routine use of the system to facilitate shared care
remains low. Of the 271 unique healthcare professionals given a user ID and trained to
use Shared Care, less than half (n=156) had ever logged in at least once.
Table 12 below shows the distribution by user group (for those whose roles are
identifiable) of the number of days on which unique users logged in between 21 Feb
2011 and 28 Jan 2013. According to Table 12, 50% GP users, specialist users,
pharmacist users and patient users logged in CCMS on 3 or more different days for that
total period. Less than 25% GPs, specialists, pharmacists and other allied
professionals, or patients logged in on more than 8 days.
Table 12: Distribution of login days by user groups (21 Feb 2011 - 28 Jan 2013)
User Group

# login
days
(Minimum)

First
decile

Quartile

Median

Last
quartile

Last
decile

Maximu
m

GP users (n=36)

1

1

1

3

5

11

86

General Practice Nurse
users (n=48)

1

1

1

4

16

36

130

Specialist users (n=10)

1

1

2

3

6

39

46

Secondary Nurse users
(n=32)Secondary Nurses
=3

1

1

2

7

20

25

150

District Nurse users
(n=20)

1

1

1

4

10

19

33

Pharmacist users (n=16)

1

1

1

3

7

11

24

Allied Health
Professional users
(n=12) *

1

1

3

4

8

13

20

Other users (n=8) †

1

1

1

1

3

3

4

DHB Concerto users
(n=96) ‡

1

1

1

1

1

2

16

PMS accounts that
identify 19 General
Practices (n=21) §

1

2

7

22

87

151

434

* Including 3 dieticians, 5 occupational therapists, 2 physiotherapists, 1 podiatrist, and 1 speech language therapist.
† Including 1 General Practice manager, 1 health assistant, 3 needs assessors, 2 social workers, and 1 VHIU locality
coordinator.
‡ These are DHB log-in IDs whose roles are not recorded in CCMS.
§ One general practice has two PMS accounts, “MyPractice” and “XX - MyPractice”. Another PMS account –
“Practice Name” – seems to be recording activities from several general practices (judging by the relevant patients
when the activity is related to a patient’s record). The log-in days by this account that can be correlated to particular
general practices are counted in respective practices in the above table.
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It is important to note that for the above table, the transaction data analysed log-ins only
when activity was measured. As such, a login that resulted in a view only was not
counted; this could therefore understate the activity of users. This decision was made
because the record modification activities in CCMS, such as care plan creation and
modification, notes/tasks/messages creation are almost always logged with identifiable
individual users, while viewing audits might not be all associated with unique individuals.
Furthermore, it was not possible to link views with any activity outside of the system i.e.
captured in PMS or other system. However, no respondent indicated that the system
was used to view elements as part of their business as usual. Using SCP was remarked
as being connected to a reminder that was set up or an email notice indicating a
response received.
A few respondents went on to comment that although they were actively interacting with
the system, colleagues may be looking at the same screen with them resulting in underestimation of use. In this context the structure and way of working of the internal team
was seen as important. One respondent summed up the team work element and the
system element in two parts:

‘We work pretty openly here. Me and the other nurses are probably the main
deliverers of care direct to the patient. We discuss plans with the Docs, ask their
opinions and get advice. The Docs can often be looking over my shoulder while I am
logged in. So they may not seem to be in the system as such but is that a problem?
We are working together.’
‘We need to be aware that a system is just that and won’t capture the other
activities that happen outside of this. We have conversations about patients and
care and decisions all the time…. Think of all that data, what a nightmare if we put
everything in there. What the system needs to be able to do easily is to facilitate
the documentation of the outcomes of these external activities where important. It
has to be part of our work flow and not as an additional step. It needs to be easy
and we all need to use it for this purpose’.

For patients, frequency of using the portal demonstrated a similar pattern to the health
professionals in terms of utilisation of the system (Table 13)
Table 13: Patient Utilisation of Shared Care via the Portal
User Group

Patient Portal users
(n=35*)

# login
days
(Minimum)
1

First
decile
1

Quartile

1

Median

2

Last
quartile
7

Last
decile

Maximu
m

13

91

*59 patients have been given access to CCMS patient portal, with 35 patients ever logged on
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Shaping care teams
Overall, it is difficult to infer much from the data above (Table 12 and Table 13) given
that the numbers are small for all the groups who are using it the most (the top 10% of
users e.g. 10% of GP n= 4, Primary Care Nurses n = 5, Secondary Nurses n = 3 and
patients n = 3).
Nevertheless, it does indicate that some users did interact noticeably more than their
colleagues. To understand this, we analysed the system data in two ways. Firstly we
looked at the top 10% of users and analysed the links to others (excluding patients) as
was captured by activity within the system. Links were defined as either being on the
same care team for a patient or work on a same task (as creating or modifying the task,
or being assigned the task). The second method was to select the three most frequent
primary care users and look at their characteristics in terms of activity type, care plans
and internal and external care team member relationships demonstrated in the system.
The interview themes also provide some contextual understanding of these more
frequent users.

Who are the last decile (Top 10%) Users and What are they doing?
Table 14 summarises the aspects regarding the 10% healthcare professionals who are
the most frequent users of CCMS in each of the key designation group – GP, specialist,
practice nurse, secondary nurse, district nurse, pharmacist and other allied
professionals.
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Table 14: Characteristics of the 10% most frequent health care users
Designation

User ID

Starting
month

# of days
logged in
CCMS

# Patients whose CCMS
records are viewed/modified
by the user

# and type of other organisations the user interacts
with that are noted as care team members and cotask (e.g., create, modify, or be assigned to)

GP

GP1

2011 Feb

86

36

Hospital speciality x2
Community Pharmacy x2

GP2

2012 Jun

38

30

Hospital Speciality x5
Older persons Services – home based
Community Pharmacy x2

GP3

2012 Aug

20

7

GP4

2011 Aug

15

12

Hospital Speciality
PHO Support / Educator

Specialist

SP1

2011 Aug

46

14

Hospital Speciality x 2
Older persons Services – home based
Community Pharmacy
Primary Care Practice x3

Primary Care Practice
Nurse

PN1

2011 Aug

130

57

Hospital Speciality x 4
Older persons Services – home based
Community Pharmacy
Primary Care Practice x3

PN2

2011 Feb

100

32

Hospital Speciality x 2
Community Pharmacy x2

PN3

2011 Aug

56

47

Hospital Speciality x 4
Community Pharmacy

PN4

2011 Aug

51

33

Hospital Speciality x 2
Older persons Services – home based
Community Pharmacy x 2
Primary Care Practice*

Hospital Speciality
Community Pharmacy
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Secondary Care Nurse
Specialist

District Nurse

Pharmacist

Other Allied Professionals

Phase 2: Final Report

User ID

Starting
month

# of days
logged in
CCMS

# Patients whose CCMS
records are viewed/modified
by the user

# and type of other organisations the user interacts
with that are noted as care team members and cotask (e.g., create, modify, or be assigned to)

PN5

2012 May

45

27

Hospital Speciality x 3
Pharmacy

SN1

2011 Feb

150

74

Community Pharmacy
Primary Care Practice x 2

SN2

2011 Feb

69

17

Hospital Speciality
Older persons Services – home based
Community Pharmacy
Primary Care Practice x 4

SN3

2012 Jan

33

15

Hospital Speciality
Community Pharmacy
Primary Care Practice x 4

DN1

2012 Mar

33

18

Older persons Services – home based
Primary Care Practice x 4

DN2

2011 Nov

23

4

Primary Care Practice

PH1

2011 Aug

24

5

Hospital Speciality x 2
Primary Care Practice x2

PH2

2011 Aug

16

18

Physiotherapist1

2011 Sep

20

6

Hospital Speciality x 3
Primary Care Practice
Primary Care Practice x 2

* There might have been a case of mistaken healthcare professional's name while assigning tasks - this was a task created by a secondary nurse regarding a patient enrolled
at X Medical Centre (task subject: "Provide advice please on medications"); the task was assigned to a general practice nurse at Y Medical Centre, and the task was modified
by a practice nurse at X Medical Centre 13 days later (unknown if other means of communication has been used, e.g. telephone call).
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It seems that these top 10% users have multiple patients and interact with several other
professionals from other organisations to facilitate patient care. Qualitative interviews
suggested a few factors that influence use of the system. For the primary care nurses
the fact that they have a dedicated long term condition management/care coordination
role acknowledged and valued in their organisation and therefore there are resources
and support for their activities was commented on as essential. One comment
summarises this finding:

‘… having specific time allocated to taking a long term condition management is a
huge benefit. I am not sure how much I could do if I did not work in this way’.
Guess? ‘If I had to guess, ummm, less than half of what I do now. I certainly would
not be doing the care plan detail I do now.’

For GPs, the relationship with the other professionals was a core factor in their active
use of the system and that currently the programme was linked to other individuals with
whom they have an established relationship already. For the community pharmacist,
just being linked in and seen as part of the care team was the motivation to be engaged
‘despite the system not integrated’ in their own systems for their work. For Nurse
Specialists the fact that ‘there was one place that everyone could see what was
happening and planned and we could share activity easily’ was a huge motivator. Plus
for one secondary nurse, and two primary care nurses, the direct link to the patient via
the portal was ‘a great advantage’ to the way they were able to work with their patients
and support them outside of the traditional model of face to face appointments.
Another primary care nurse felt that as she increased the number of patients enrolled
she strengthened the relationships with the other organisational people in terms of
creating a shared care pattern of interaction around her patients care. In discussion,
she remarked that ‘going forward, having a planned and agreed working process is
really essential. We are doing it on the fly really’.
This structure and planned process theme was picked up by many of the respondents to
varying degrees. One frequent user GP respondent remarked that in his view, they
were using the tool in a way that mirrored what they do now, and only adding SCP to
their existing suite of tools like the phone or other technology tool like concerto access.
He felt that the potential of shaping a ‘new way of working’ was not realised yet and that
this needs to be the focus going forward.
A community pharmacy user made a similar comment as did a secondary specialist that

‘it is not streamlining things yet. I need to do more and remember more places for
information because we are not all using it for the same reason.’

The reasons why use was not more widespread are summarised in the following Table
15 and come under four key themes: Whole of system, Own organisational, Individual,
and Technology. Interestingly, these themes are very similar to those reported by the
experts interviewed.
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Table 15: Barriers to uptake
Whole of system

Own
Organisational

Individual

Technology

Funding gap; funding

Delivery of Care model

Training and skills for

Takes too long to load

structure

fixed

LTC

Multi organisational

This first to go if other

Computer skills not

relationships informal

demands arise

consistent

No protocols or rules

Lack of autonomy

Too time consuming

Not yet intuitive

Needs better
integration

Systems are not set

Minimal whole of team

up to work this way

structure

Lack of autonomy

Too many clicks

Too few other groups

Lack of clear patient

connected

cohort focus

Security and privacy

Not able to see value

Standards and

needs clarity

at the moment

definitions needed

Duplication

Defining purpose

4.2.4

Enrolment pathways
The time to enroll was a comment raised in the earlier evaluation findings and over the
course of Phase II bulk enrolment processes have been developed. This process took
identified patients and added them into the system and only included basic demographic
information, including NHI, name, gender, date of birth and GP practice name. This
meant that when a patient was in context with the PMS a SCP record is identified and
the enrolling practitioner connects up to SCP with that patient in context and completes
the patient consent process which enables the remaining clinical information to be
uploaded into SCP. The bulk enrolment process was done by system support personnel
and currently is not a capability within the system itself.
This process was tested on one practice and one set of secondary identified patients.
For both tests, as at January 2013 these patients remain as pre-enrolled as there has
been no consenting or other SCP activity (care planning, notes, tasks or messages)
regarding these patients.

4.2.5

A deeper look
We took three general practices as case study subjects to help provide a more detailed
context to the wider findings. These three organisations are the top 20% users. They
joined the Shared Care implementation at different times. One joined early in Phase
0/1, one early in Phase 2 and one late in Phase 2. Despite the differences the central
drive for participation for all three groups was to facilitate an improved connection and

Page 34

Shared Care Planning Evaluation Report

Phase 2: Final Report

coordination with the specialist services. The other driving factors noted were to help
reduce the multiple visits to various appointments, which for Practice 2 included wanting
to reduce significant travel for patients to the specialist site; wanting to align care better,
and supporting care continuity.

A brief description
•

Practice 1
is an inner city practice with over 4000 enrolled patients, four GPs supported by
administration and nursing teams. They provide both core primary care services as
well as other services such minor surgery and advanced women’s health. Their
focus in SCP was for people with LTC who actively needed joint care with the
specialist services, with the initial focus being on people with Heart Failure.

•

Practice 2
is a rural setting that is made up of a group of practices covering six sites. In
addition to the core primary care services, it also provides a range of accident care
and after hours. Practice 2 provides care for over 13,000 enrolled patients plus a
large number of casual patients. The starting focus in SCP was with patients with
diabetes who had active links with specialist services.

•

Practice 3
is another city practice that has a focus for Pacific. It has 8 GPs supported by a
range of nurse and administration teams. They provide both core primary care
services as well minor surgery and advanced women’s health. They have
approximately 6,500 people enrolled. Practice 3 had a narrow focus for SCP and
concentrated on facilitating care planning with secondary service for people with
complex wounds.

Table 16 below illustrates the team memberships and the activities undertaken as
captured by the system use data.
Table 16: Interactions among organisations as presented by Care Team structure
General Practices
Starting month

1

2

3

Phase 1

Early Phase 2

Later in Phase 2

# Total enrolled

42

100%

51

100%

9

100%

#, % Patients having a care plan

24

57%

26

51%

5

56%

#, % Patients having CCMS note(s)

21

50%

5

10%

9

100%

#, % Patients having CCMS task(s)

26

62%

23

45%

4

44%

#, % Patients having a care team

40

95%

28

55%

9

100%

#, % Patients having a care
coordinator

3

7%

1

2%

0

0%

Average size of care teams

2.65

2.46

2.56

Mix Team members (within the
practice)

4 GPs
3 practice nurses

2 practice nurses
1 Occupational
Therapist

1 Practice nurse
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1

2

3

1 system account
(admin)
Mix of Team members (outside the
practice)

Cardiology, 1
specialist
secondary nurses

Cardiology: 1
specialist

Diabetes: 1 podiatrist

COPD: 2 secondary
nurses

Home Health Care - 1
dietician
2 district nurses

Diabetes: 3
specialists, 2
secondary nurses
1 pharmacist

1 pharmacist

Care Team creation
Despite the small numbers, Table 16 above illustrates that the membership of a patient’s
care team varied from practice to practice. Practice 1 and 3 had almost all with a care
team while Practice 2 had 55% of their patients having a care team i.e. 45% of patients
had one health care member.
Looking at this in more detail using one practice, the care team membership was varied:
•

13 patients have one-member care teams (GP or general practice nurse) i.e. no
connections to other people

•

7 patients have two-member teams within the same organisation (1 GP + 1 practice
nurse)

•

1 patient having a team of 1 GP + 2 practice nurses within the same organisation

•

7 patients have 3-member teams (1 GP + 1 practice nurse + 1 secondary nurse,)

•

1 patient having a team of 1 GP + 1 specialist + 1 secondary nurse

•

1 patient having a team of 1 GP + 1 secondary nurse + 1 pharmacist

•

1 patient having a team of 2 practice nurses + 1 pharmacist

•

1 patient having a team of 2 GPs within the same organisation + 1 secondary nurse

This variation was similar across the other two practices.
The initial goal was to select patients who met the CarePlus rules and later in the
programme, patients who had high risk scores according to the PARR tool. However
the difficulty with this approach was that there may not have been a connection to the
connecting services. As such, the selection of patients to enrol was determined by each
health professional. Examining patient details such as diagnoses, captured activity,
medication numbers and demographics there were no patterns that suggested a
common theme or risk grouping that might feed into patient selection and or team
membership guidelines. It is anticipated that this could be investigated further as the
numbers of enrolled participants and the spectrum of services engaged/activated grew.
Not unexpectedly, feedback on how teams were created was based on the needs of the
patient and who was connected in the project that they could communicate with.
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Interestingly, feedback from many of the primary care respondents indicated that the
involvement of secondary care members as a team member was often as a direct result
of phone conversations with them, with secondary care suggesting to primary care they
initiate the enrolment as the patient would be ideal for SCP. Currently full enrolment is
initiated by primary care as the main data source. Secondary services are able to add a
person, but the data is manually added.
One respondent indicated that they invited secondary care to join even though this level
of specialist care was not really a necessity for that patient care. The rationale given for
this was that they were participating in the programme and were encouraged to invite
others as part of the learning for the Programme. This was not mentioned by any other
respondents.
What was noticeable in the analyses of these three practices was that despite the
individual team membership differences, the average number of members that made up
a care team was similar that is, 2.5 .

Coordinating care
There was no connection between length of participation and care team membership,
and identification of a coordinator, with how long the Practice had participated in the
programme. In fact, the creation or nomination of care coordinators continues to be rare
(<10%) across these three cases and this pattern is reflected in the other cases.
The lack of an identified or nominated coordinator has not changed over the course of
the programme. In an interview with a nurse educator, the paucity in primary care of
roles with coordination as a key element was not unexpected. She remarked that there
is no clear definition of what coordination in primary care is, nor where there clear
workforce competencies or standards that could be used to guide what coordination
roles should consist of and hence enable the creation of this as an accepted role within
primary care. She also indicated that there are very few roles where coordination was a
part of the way the practice teams were constructed and how nurses were utilised.
Introducing coordination was more than documenting it on a job description. Examining
and understanding the model of care that coordination supported was an important part
of the journey for supporting primary care nurses
Of the practice nurses interviewed from the three Practices, only one specifically
indicated that they had a clear role that included the term coordination. The importance
for her of this was that it was recognised that coordination took time that was not easily
identified or captured from a funding perspective. She also noted that in SCP the
coordination role was mostly between primary and secondary services and that seemed
to work fairly smoothly because of existing relationships.
Other respondents highlighted elements that suggested coordination was an activity
they did, but that they did not use that label. For example, they organised and managed
nurse led clinics where they operated relatively autonomously in supporting the care of
enrolled patients with long term conditions. However, it was these activities that were
reduced because of other demands within the practice. In other words it was felt that
coordination was, as one respondent said ‘nice to have but first to go’.
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Heavy workload was a frequent theme for explaining why they may not take on
coordination or that it was underutilised. This point was similar for infrequent users as
they also indicated that they were concerned with the potential load if they had
substantially more patients enrolled in the system that they were responsible for. For a
couple of respondents, the structure of primary care funding was a primary factor for the
low frequency of coordination for them and their peers.

Whole of Organisation Participation
The degree to which the uptake and use of SCP within the organisation is unclear, as is
whether the length of participation within the programme enables the wider engagement
within the whole organisations or discipline. The three cases in Table 16 show that
Practice 1 has increased the utilisation of SCP within the team members, from the one
nurse and one GP at the start to 4 GPs and 3 Nurses. However, this has not led to an
increase in use or a difference in the growth of patient enrolments. Practice 2 had the
same users from first participation to now but had a wider use of external team members
and Practice three did not extend to other practice members. With Practice 3 the intent
was to support a pilot project and as such SCP was primarily viewed as a support tool
for that individual.
Through interviews, with some of Practice 1 staff, it was found that as a whole practice
there was commitment and support of SCP which legitimised the extra time being used
for SCP. Discussions and reflections on improving care and how SCP could do that
were integral parts of wider team meetings. However, efforts were partly restricted
because of the technology tool was not intuitive, took time to navigate and complete
tasks and activities. The barrier of other participating groups was also a reported use
limiter.
An interview with a Practice 2 nurse suggested that unlike Practice 1, there had been no
internal spread and in reality she wasn’t sure that her colleagues were totally on board
despite being great advocates of the need for shared information.

‘Sharing information is really key to help us help our patients best. I use the shared
care site a lot with my patients, but I am not sure that the wider team really gets it.’

Can you tell me what you mean by wider team?

‘Oh, I mean team as in the other people part of the patients care. There is one
patient I have and the GP, pharmacist, physio, rehab team, secondary specialist and
podiatrist are all involved in her care. Plus her husband is a central part. So these
people are what make up her team. Yes?’
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What did you mean then by not sure that the wider team really get it?

‘Shared care to me is a different way of thinking about how we know what is
happening with a patient and therefore what we can do. Currently I would say I am
the key link for that patient and I try to pull all the other pieces of information
together. But…., mmm, there are a couple of problems with this now like; A) only
us here at this practice see this and B) no one else does it if I don’t. So if I am not
doing it then the information stays fragmented within our system. Now, if everyone
saw shared care then everyone involved can see the information and plans that
have been made plus any gaps. If they use it to add their information rather than
via another letter of even a phone call, then the next time I go on, it is there. I think
of the time I would save, if everyone did this. Just thinking of the benefit to the
patient as well, they are not waiting for things because a letter hasn’t arrived which
is not unusual. Nirvana aye. So that is where I see shared care can get to, but using
Mr X as my example, it isn’t happening that way. Pretty much everyone but me is
still using the known channels, which sort of defeats the purpose.’

These different insights remind us of the complexity the current health sector and the
diverse ways that organisations structure their services. The SCP programme did not
attempt to construct and implement a model of care or set any guidelines for use. This
can be seen as one explanation for the differences in use and enrolments across the
participating organisations.

4.3

Technology
CCMS, the Shared Care Planning technology tool is central to enabling the delivery of
shared care in the SCP Long Term Conditions Programme. The evaluation was not
scoped to focus on the specific technical requirements of the Programme, nor did it have
a mandate to investigate the technical causes or contributory factors, where technical
issues were highlighted in the findings as barriers or enablers to use and uptake. What
the evaluation has done through analyses of data and interviews with users (health
professionals and patients) is to identify the themes where technology plays a major part
in the findings.

4.3.1

Identifying Unique Individuals
One of the evaluation foci was to examine the wider spread of uptake by non-shared
care team members i.e. the ED user or the secondary specialist. The results from June
2011 to December 2012 showed there were 96 logins linked to a DHB. Although it is
not possible to predict what numbers of non-team member log-ins should be expected, it
was difficult to identify whom these professionals were and therefore what capacity they
were viewing the summary record. This was because the identity information of the
person logging on relate to the DHB Concerto log-in IDs and these are not mapped and
recorded in CCMS. Furthermore, reviewing the entire user IDs recorded in the audit log,
some users have more than one account ID and some account IDs relate to a practice
rather than a named individual.
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Uptake and Usability
Technology adoption is primarily determined by the benefits received by the user
(notwithstanding the costs of adoption). It was recognised early that uptake and ongoing use were key indicators for the usability of the technology platform.
The following figure (Figure 6) illustrates the user uptake and use over time.
Figure 6: the Number of Users who logged in each month
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Further analyses on log-ins highlights that the overall use by different users remains low
with the median value for the total number of login days over 23 months being 3 or less
across several user groups, e.g. GP, specialists, pharmacist, and patients. There are a
few users – nurses - who skew the results with very high system log-ins. These users
have roles that are noticeably specific to long term coordination (both primary and
secondary) however; there are others with similar roles who do not demonstrate this
uptake pattern.
Through interviews with health users and patients there were some common themes
that emerged which give some insight into these figures. These as briefly highlighted
below.

Utility
The concept of SCP was well supported and in the interviews of health professionals a
key theme was that ‘working well, shared care will save me time and be better for my
patients’. For patients, the gains for them in terms of ‘being connected with everyone
knowing what is happening including me’ was a comment that was used to summarise
what SCP could realise.
However, the utility of SCP has yet to be realised. Frequently many of the health users
have commented for example that ‘it is not that easy to use and takes more time; I
spend too much time waiting for it to load; it is hard to be enthused when I am
duplicating things and then it loses what I just did’. There were no obvious differences in
the response themes between those who do use it more than those who don’t.
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For patients whom are activated in the portal, the following comment reflects the
majority of the users: ‘it is not that easy to see what I need to do and where do I see
what is new’. A few other comments that reflect the utility theme were: ‘It would be
great to be able to have my lab results here. That is what I really want to be able to see;
I wish it would link to my phone… you know…. A text saying a new piece of info is
there. I have to think oh… I wonder if there is anything new there and go look’.

Usefulness and Value
Linked to the utility theme, usefulness and value were frequently reported themes. The
potential was seen as high and for the few regular users they have commented that
even ‘though it is not easy to use, I find it helps me work well with my patients and we
can see what we have planned and what we next are to do’.
The majority of the other comments were less supportive in that: ‘it does not fit with my
work flow; too much scrolling and clicking back and forward to complete each bit’.
The one feature that did receive positive responses from all was the messaging feature.
Feedback from health professionals is that this is ‘great opportunity to stop phone tag’,
but concerns raised were that there were no rules conveyed on its use or expectations
for responses and actions. Linking messages or sorting capability is underdeveloped
with some feedback reflecting ‘it is a poor cousin to outlook’. In addition, the limitation of
sending messages only to known individual people was seen as a barrier, because for
new patients or new specialties, they remarked that ‘I may not know them or their email
address so revert to my normal phone call’.
The patients who have been activated into the portal also thought messaging was a
‘great concept’. The following diagram (Figure 9) illustrates that for half of patients (16
out of 30 patients who have ever sent a message to their provider or have received a
message) actually sent/received one message only, while a few patients have been
using the function regularly. Most communications the patients made/received were
between one patient and one provider. Only one patient was in contact with one
practice nurse as well as one secondary nurse via CCMS.
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Figure 7: Number of messages between patients and providers
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When looking at the content of messages they covered a vast array of topics including
testing/welcome, laboratory tests, self-monitoring measurements (e.g. weight and blood
pressure), medication management, appointment requests, symptom/condition update
and management discussions, hospital admission, and exercise. Interestingly, there
seem to be a number of entries by family members communicating with the provider to
support long term condition management of their family member. However, some of
these were being conveyed under the patients unique ID. One health provider remarked
that ‘it is going to be really important to be able to know who is contributing things and
trust that the system has a process for this’.

Reporting
Reporting to date has primarily been undertaken outside of the system by the vendor.
The evaluation team has received weekly patient enrolment report and bi-monthly
system transactional data. Audit reports for clinical users to help them monitor their
patients have also been discussed and under the process of development since 2012,
but are still not readily available.
The available reporting mechanism has been critical for the evaluation and project team
to monitor the progress of the Programme and to identify opportunities for enhancing the
functionality and usability of the technology. On the other hand, gaps in these reports
have been identified and communicated to the vendor and project team, particularly
regarding more stable and consistent data/system structure to assist accurate
interpretation of the audit data and of the content of transactional records. Progress has
been made in this respect and will continue to improve the clarity and usefulness of the
reporting mechanism. As commented on by some participants, the lack of reporting has
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an impact on SCP use as they are currently unable to look track activity for patients
easily.
In a complex project such SCPP it is difficult to isolate individual factors that contribute
to its success or failure without reference to the other elements that influence a
programme’s success.

4.4

Testing the impact methodology
A key driver for SCP was that it would support changes in health care utilisation
including unplanned admissions and improvements in self-management including
patterns of primary care use and medication adherence. The numbers of participants
enrolled in SCP were too small to draw any firm conclusions overall, although there are
some early insights provided. Therefore, the following section presents the findings
from testing the methodology.

4.4.1

SCP effect – Changes in GP visits
Regarding the primary service utilisation data, this report uses a pseudo set of data as
an indication of the level of utilisation of primary healthcare services. This data comes
from one PHO and single practice claims dataset, which appears to have recorded
those visits under the fee for service categories. The reason for not using the count of
actual visits to general practices is that such visit data is not captured at PHO or
regional/national level.
Given the resource constraints, we were not able to extract data for all visits at each
participating practices. Nor would that be an easy task for future evaluation studies with
larger scale, namely regional or national, implementation of the intervention. In this
report, we compare the GP claim frequency before and after SCP enrolment, by
counting the different days per year having GP claim(s) during the two years
immediately before SCP enrolment and after SCP enrolment.
This claim data is limited to only those claims against PHO-funded programs such as
CarePlus and palliative care; despite the limitation, this data can reflect the level of
primary utilisation of the SCP patients as the SCP program is targeting the LTC patients
who are often on CarePlus or other public funded LTC support programme. For all the
80 participants in this cohort, we examined their GP claim data between 2006 and 2012,
as shown in Figure 8, with a median number of GP claims during seven years being five.
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Figure 8: SCP patients’ GP utilisation level from 2006-2012
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We further compared the GP claim frequency before and after SCP enrolment, by
counting the different days per year having GP claim(s) during the two years
immediately before SCP enrolment and after SCP enrolment.
The mean number of claimed visits to a general practice per year is 1.59 for before SCP
enrolment and 1.11 for after, t-Test p=0.0330. This uses the claim data from the two
years immediately before SCP enrolment and after (or the ‘SCP period’, which ranges
between four months to almost seventeen months – excluding the 26 patients been on
the program for less than three months, who in fact have no GP claim data in the SCP
period). Given the small N (54), this result of less frequent GP claims cannot be
interpreted as the SCP program is discouraging primary service utilisation. On the
contrary, combining with the analysis on secondary service utilisation pattern in the next
section, this result might support the hypothesis of a reduction in the total healthcare
service usage for SCP patients.

4.5

SCP effect
Reduced Emergency Department (ED), In Patient (IP) and Out Patient (OP) visits
Consented SCP patients’ hospital service utilisation data (including emergency
department, inpatient and outpatient visits) is extracted from one DHB records to
understand any change pattern before and after SCP enrolment. We compared the
hospital service usage pattern before and after SCP enrolment, taking into account the
admission type and specialty whether LTC related or not.
Only enrolees of the same DHB are used in the analyses, as the other sites have yet to
provide their data.
DHB data shows 1697 records on 104 SCP patients between 2006 and 2012; these
include records on hospital ED admissions (303 events by 74 patients), IP admissions
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that bypassed ED (88 events by 35 patients), and 93 patients’ 1306 OP appointments
(including 1204 attended and 102 not attended).
The median number of ED admission per patient during seven years is 2; 1 for IP and 7
for OP (excluding those not attended OP appointments).
Figure 9: SCP patients’ hospital service utilisation level from 2006-2012
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* There are also four patients (4%) whose OP visit numbers are 52, 64, 67, and 139.

Comparing the utilisation level during the two years immediately before SCP enrolment
and the period from SCP enrolment to 31/12/2012, we find a significant decrease in ED
visits per year (mean = 1.16 for before SCP and 0.58 for after, n=48, t-Test p= 0.0004),
a decrease in in-patient visits per year (mean = 0.69 for before SCP and 0.32 for after,
n=24, t-Test p= 0.1138), and a significant decrease in attended OP appointments per
year (mean = 2.54 for before SCP and 0.83 for after, n=77, t-Test p<0.0001).
For those who have been on SCP programme for less than 12 months, the annual visit
number after SCP is projected based on their visits during the months on SCP. A
significant limitation of this testing is the small sample size; but it appears a valid and
feasible test that can be interpreted as an indication of the reduced level of secondary
service utilisation.
Furthermore, decreases in all three admission types – ED, IP and OP – supports the
hypotheses that SCP programme might have contributed to a reduced in both planned
and unplanned hospital events. A limitation of this testing is that we included all visiting

Page 45

Shared Care Planning Evaluation Report

Phase 2: Final Report

specialties and visiting consultant types in the analysis for each of the admission types
(ED, IP and OP). In other words, we did not exclude any visit or appointment that might
on more detailed analysis be deemed irrelevant to the patients’ long term condition(s).
For instance, there were six ED visits, five IP visits bypassing the ED, and 31 OP
appointments that were seen by orthopaedic consultants within the analysis period (from
two years before SCP enrolment to 31/12/2012). This study has not collected enough
information to determine whether these encounters are relevant or irrelevant to the
interactions for SCP, but it is not unusual for complex patients on complex medication
regimes to be susceptible to falls or have higher complications that impact on the
metabolism of calcium and bone.
The PARR tool was used and it includes all types of visits and does not differentiate the
admissions. Therefore, for the methodology testing purpose in this study, we included
all admission types, all specialities and all consultant types. For future research, e.g. a
larger study, it might be worth considering inclusion/exclusion criteria for before/after
comparison analysis.

4.6

Medication and laboratory testing - t-Test
The laboratory testing utilisation and medication dispensing records of consented SCP
patients are extracted from TestSafe. To understand the impact of SCP programme on
the investigation rates on the enrolled patients (with LTC), we compared the monthly lab
tests number undertaken on SCP patients before and after SCP enrolment. We also
examined the changes in medication adherence by analysing the dispensing records of
statins and Metformin.
The laboratory testing utilisation and medication dispensing records of consented
SCP patients are extracted from TestSafe. According to TestSafe data, there were
69,598 (under 1241 types) lab tests undertaken on 432 SCP patients between 1st
January 2009 and 31st December 2012, including 9881 tests (513 types) undertaken
after enrolling on the programme. Considering only those enrolled in the programme by
30/11/2012, i.e. having 1 - 22 months of SCP experience by the end of 2012, the
number of patients included in the analysis is 407. Their monthly lab tests number for
the period of 2 years immediately before SCP enrolment (mean=3.67), which is lower (tTest p<0.0001) than the number of lab tests done per month during SCP period
(mean=4.75).
TestSafe has 63,296 (513 distinct generic names) medication dispensing records for
428 SCP patients between 1st January 2009 and 31st December 2012. These include
63238 records for 455 distinct generic names that have more than one script dispensed.
As an example in examining any changes in medication adherence, we analysed the
dispensing records of statins (atorvastatin, Ezetimibe simvastatin, pravastatin,
rosuvastatin, or simvastatin). In total, 278 patients have at least one statin prescription
dispensed between 1st January 2009 and 31st December 2012; these patients were
enrolled in SCP between 20/02/2011 and 31/12/2012, i.e. having up to 22 months of
SCP experience. These include 14 patients who started on statins after SCP enrolment,
i.e. they didn't have statin dispensing records during the two years before SCP
enrolment.
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The SCP patients' statin supply for the period of 2 years immediately before SCP
enrolment (mean # of statin tablets per day = 0.65, Variance=0.12) is lower (t-Test
p<0.0001) than the number of statin tablets per day during SCP period (mean= 1.24，
Variance=0.89). Note that this SCP-adherence hypothesis testing (n=245) has excluded
the 14 patients who started a statin after SCP enrolment, another 11 patients who were
enrolled in December 2012 (and they seem to be having regular supply according to
their dispensing pattern), and a further 8 patients who were enrolled in
October/November and who hadn't had a dispensing record after SCP enrolment by
31/12/2012 but seem to be in good supply according to their dispensing records. Note
also TestSafe medication dispensing data can be incomplete when a pharmacy has
opted out or when an NHI is not included on the prescription.
Taking Metformin HCI medication dispensing record as another example, 148 patients
(enrolled by the end of 2012) have had Metformin dispensed during the two years before
SCP enrolment and/or after SCP enrolment. Among these 148 patients, 11 started the
medicine after SCP (i.e., not on Metformin before SCP) and 34 had dispensing records
before SCP enrolment but none after. Considering the possible prescribing pattern for
90-day supply, we further examined the 14 patients within the 34 who were enrolled in
SCP in Oct/Nov/Dec 2012, and found 9 of them in good supply of the medicine
according to the last dispensing date. Excluding the 11 who were placed on Metformin
after SCP and the 9 with no dispense after SCP but in good supply still, we analysed the
rest 128 patients’ records regarding the dispensed Metformin quantity.
The Metformin supply for the period of 2 years immediately before SCP enrolment
(mean # of metformin tablets per day = 1.76, Variance=1.97) is lower (t-Test p<0.0001)
than the number of metformin tablets per day during SCP period (mean= 2.75,
Variance=7.91).

4.7

Hospital length of stay - t-Test
By 31/12/2011, there were 94 patients enrolled in SCP; and a further 76 enrolled by
30/06/2012. Due to the small number of patients who were enrolled by the end of 2011
and who are associated with one PHO who had PARR probability based on 2011
hospitalisation (N=12), we decide to include also those enrolled by 30/06/12 (N=21) in
the analysis.
These patients’ latest PARR probability scores based on 2011 hospitalisation (as a risk
% of re-hospitalisation in the next 365 days) were used to match with the same PHO’s
non-SCP population who have the same risk scores (to two decimals) and whose
average LoS was then calculated.
Table 17 shows the PARR risk score of the 21 SCP patients and their actual LoS (total
overnight bed days in 2012) as well as the number of matched non-SCP patients and
their average LoS. (Note that the overnight bed days included in this analysis might be
irrelevant to their LTC; however, no further distinction was made to differentiate LTCrelated stay or otherwise, partly due to insufficient information to determine the cause.
Future research might look into making the distinction.)
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Table 17: 2012 LoS of SCP patients and similar population
SCP patient
ID

Matched non-SCP patients

PARR probability

LoS

#

Average LoS

1

8%

4

357

1.1

2

16%

0

1725

1.1

3

24%

0

1135

2.3

4

25%

0

939

2.4

5

25%

5

939

2.4

6

27%

0

1054

2.7

7

32%

14

653

3.6

8

37%

0

495

4.2

9

38%

6

587

5.0

10

38%

0

587

5.0

11

39%

1

451

7.7

12

39%

0

451

7.7

13

40%

0

431

6.5

14

42%

0

371

5.8

15

43%

0

440

5.9

16

44%

2

334

5.2

17

45%

39

349

5.4

18

53%

1

150

7.5

19

68%

22

61

7.9

20

71%

10

49

7.3

21

72%

0

56

11.2

Further analysis was conducted to uncover the difference, if any, between the 14 SCP
patients who have shorter LoS than average LoS of similar population (same across the
PHO population) and the 7 SCP patients who have longer LoS than average, particularly
in terms of the implementation of each component of intervention (SCP programme).
Table 18 lists SCP activities captured by CCMS records; and suggests possible positive
effect related to the larger SCP care teams creation.
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Table 18 Comparison of SCP activities (recorded by CCMS) between those with
shorter LoS than similar population and those with longer LoS
CCMS-recorded SCP
activities:

SCP patients with shorter
LoS than similar
population (same PARR
probability); N=14

SCP patients
with longer
LoS (N=7)

t-Test p
value
between
the two
groups

Average # of Care Team

2.9

1.7

0.044201

71%

71%

n/a

Average # of Notes per patient

1.9

0.9

0.254616

Average # of Tasks per patient

2.9

1.0

0.113949

18.4

11.6

0.174158

0.0

0.0

n/a

members per patient
% of patients having a care plan

Average # of days healthcare
professionals logged in CCMS &
viewed/changed the patient’s
record
Average # of days Patients logged
in CCMS patient portal
Note: that

Table 18 is merely a demonstration of the exploratory analysis to explore feasibility of using this
methodology to identify the effectiveness of intervention components. With the current small sample
size, the interpretation of results cannot depend solely on this test alone.

We also looked at the number of notes (p =0.25), tasks (p=0.11) and days SCP was logged
into (p=0.17) to see if these activities were in some way influential on utilisation of ED, IP,
OP. As indicated by the p values none showed any correlation, although no conclusion can
be drawn as the numbers are very small.
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The findings like the earlier evaluation reports, continue to indicate that for the users, the
concept of shared care is a clear direction forward, and as one respondent said a no
brainer. The beginning of patient understanding of the potential of shared care and the
fledgling interaction within the system is also a positive, albeit small, start to the goal of
empowered and activated patients and family.

5.2

Organisational leadership and redesign
The organisations participating are heterogeneous and this has added to the complexity
of implementation. In addition, each organisation interacted with the Programme
differently with some identifying a single SCP user and others involved more people at
the outset. Although the goal of the implementation was to extend the use of SCP within
each organisation, this was only noted in one primary care practice. This practice had
participated from Phase I and was actively part of the learning and improvement cycles
and with significantly more interaction with the Programme team than most of the other
organisations.
Despite this practice’s closer relationship with the Programme implementation, the
outcome suggests that the identification of a practice champion who is actively engaged
is an important step in the engagement of others. For those without this clear champion
showed a reluctance to take on too much within SCP, had a difficultly with gaining wider
practice engagement and remarked that SCP was the first to be parked when there
were other demands.
Although community pharmacists were seen as the fourth corner of the care model
(primary, secondary, patient/family and pharmacy) they found involvement difficult and
this was demonstrated by their low use within the system. Only one community
pharmacist was an active user and they had participated from Phase I.
The inclusion and activity of other professionals and organisations as part of the wider
deployment has been somewhat muted as illustrated by the log in days of users.
Although we found shared care examples, few were embedded processes that reflected
a new way of working. These relationships and touch points continued to be a loose
collection of activities and reflected the individual’s work rather than system change.
These difficulties are not unexpected as organisational change is a difficult and as noted
by Ed Wagner’s research through the 1990s and 2000s, health system redesign is a
domain that needs to accompany the quality improvement changes and patient
engagement strategies.
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Engagement and communication
The relationships between the participating primary care and specialist care services
have strengthened over the course of all phases particularly those that were part of the
early phases. The communication connections by primary care to the secondary
services participating in Phase 2 have become relatively straightforward despite the low
utilisation overall, with only the last decile showing more routine use. Some of the
reasons given for the low uptake were that not enough of secondary services were part
of the Programme and therefore growing the enrolments has limited value until this
participation is greater. The other reasons noted were similar to the earlier evaluation
findings, such as a lack of a structure or guidelines to help direct activities and the
technology is yet to be fully fit for purpose and easy to use.
The finding that nurses are the main and most frequent users is not unexpected. They
and GPs are the frequent single team member roles for patients. The evidence
suggests that teams are needed for the long term gains (Mintzberg 1996) and the early
analyses of the hospitalisation data tends to reflect a similar position in that patients with
larger care teams had short hospital stays albeit at this stage the numbers were too
small to be conclusive.

5.4

Care Planning shaping a Model of Care
The lower scores in the survey’s around coordination and self-management and the low
perception of care changes as described by patients illustrates that there remain
challenges to bringing patients along with the gains in the Programme. The success
and almost business as usual of messaging and tasks by both frequent and infrequent
users suggests that this is well accepted, but care plans were still a difficult concept to
operationalise.
Overall there were less than a third of patients with a care plan and many of these had
limited other activity as captured by the transaction data. This does not mean that
activities were not undertaken, just that SCP did not capture these. However, the care
plan is the tool that supports the agreed collaborative care activities and guidance
between the person and their various health provider team members and absence can
reflect less shared care.
‘Lack of time’, ‘no available skill set’ and ‘unsure of value’ are a few of the examples that
were given for why care plans were not utilised more. There is sufficient evidence that
supports the link between care plans and patient engagement and improved selfmanagement (Lorig; Battersby; Forman; Coulter), although the conclusions for specific
health outcome improvements is still guarded (Smith 2008; Trivedi 2013, Manderson
2012).
It will be essential in on-going deployment plans that workforce development is an
integral element in implementation plans. Furthermore, workforce development needs to
be linked with a change in model and new roles in a whole of system approach or the
benefits are likely to be muted (Drennan 2011). This is because as Coleman (2006)
said,
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“Our health care delivery system is increasingly setting centred, whether examined
by payment, quality improvement, accreditation, performance measurement or
how clinicians define their practice.”

He goes on to say that there are few mechanisms in place for coordinating care across
settings and that there is a need to dismantle the silos alongside building the new
processes.
Although, falling outside the time lines of this evaluation to evaluate effect, the focus of
the Programme team on working through the work flows and expectations of shared
care with new services and organisation participants and then linking these between
services is arguably a positive step forward with regard to improving utility and purpose
and by default, growth in demonstrable utilisation. These elements fit within Ham’s
(2010) characteristics of a high performing system for people with long term conditions.

5.5

Patient engagement and the portal
Patients overall felt that little had changed with regard to their care experience. This is
likely to arise from a number of factors. Firstly, the portal was only established late in
Phase 2 and remains somewhat limited in functionality. Secondly, the findings
highlighted the difficulty of health professionals to fully engage patients in their care
decisions due to time constraints and a general perception of having inadequate skills to
do this effectively. The final point is that engagement and a sense of improvement takes
time and that these benefits are not yet apparent in the time frame that the programme
has been operational and with the numbers that are enrolled and participating.
With regard to the portal, the willingness and desire of patients to have access to their
information and participate in their care was a consistent theme and needs to have a
heavier focus going forward. For those who were engaged via the portal the use of
messaging was used at least once by those activated in the portal. The topics covered
were a mix of laboratory results, self-monitoring measures, symptom management
advice and self-managing activities. Family members also seem to have communicated
on behalf of the patient suggesting that access to the health professional (with
permission) via the portal was a positive experience.
Although the active engagement of patients via care plans and the portal is small, the
early users are indicating its utility. This utility is reflective of the literature which is
increasingly suggesting that that the ability for patients to have a view of their
information and interact with their provider via means other than face to face and phone
calls can improve productivity (Liederman), reduce patient visits, (Chen) and improve
patient understanding of their condition (Ross et al. 2006). In fact, Ross et al (2006)
concluded in their randomised control study of the Diabetes STAR programme, that the
interactive content was a key factor in the portals sustained use.
The complexity of designing and implementing a patient portal that meets the needs for
patients should not be underestimated. This is a complex area and there are few
systems in use that have successfully implemented a similar programme,
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notwithstanding Kaiser Permanente’s bespoke system (Silvestre 2009) the experience
of the NHS HealthSpace programme had less than 1 % of patients engaged three years
after its launch (before it was finally abandoned).

5.6

Technology
There have been rapid changes over the course of the implementation with respect to
technology and improvements with usability.
There are still issues at a user end, with respect to navigation, usability and intuitive
work flow as reported by respondents. How directly this impacted on uptake and ongoing use is difficult to assess as there are elements of work flow processes that are
intertwined with the technology limitations. For example does low usage reflect the lack
of care plan skills or guidance for what to do, or is it that a named individual is not in the
system, email is unknown and therefore can’t be invited into the team?
Irrespective, there are some fundamental areas that need to have on-going focus such
as configurability at the user end to enable tailoring to different view needs and work
flows, advancing the look and feel of the messaging capability and the care plan
structure, and finally enhancing the reporting capability.
In addition to the functional elements there is also work needed on overall performance
of the whole system. This does and will continue to impact on uptake and usability.
Even the best of systems will not be used if they restrict other activities.
The positive steps in terms of the re-establishment of the clinical user work group (who
will closely with the development team is important and such focus will help with
understanding system issues while identifying the areas of model of care design,
workforce development and new roles and ways of working. The set-up of this group is
outside the evaluation time frame and as such effect of this is not captured in the
evaluation however research suggests that this will support change and effect (see for
example Kodner and Spreeuwenberg 2002; Singh 2005).

5.7

Implementation
It should not be underestimated how complex shared care is to implement. The value of
being able to find multiple ways of reorganising work flows within the system was of
seen as highly valuable. However, the findings suggest that focusing on agreed
process(es) and expectations are essential if the value of shared care is to be realised.
Although it was clear that one size does not fit all, there are some shared areas or
common expectations that should be framed to facilitate uptake.
•

Value of preliminary work for understanding the value proposition including
outcomes

•

Defining a common purpose and expectations for use

•

Design the minimal team composition
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•

Agree to the patient cohort

•

Establish feedback on progress and, where possible, outcomes

•

Plan the extension to other members and not leave to chance

•

Create avenues for routine collaborative learning

•

Identify the learning needs and have a process of continuing workforce
development that uses multiple vehicles e.g. web cast, self-directed learning,
vignettes

•

Identify funding mechanisms

Emerging Outcome Methodology
Although the numbers were small, the methodology for capturing outcome effect
appears to be well structured and is likely to enable outcomes of SCP to be measured.
That the methodology already identified some effect (used with caution) suggests that
even though there are variations in implementation, uptake and patient cohort, the
awareness of the programme and its goals may have supported care changes even if
they were not captured in the SCP system as transactions. The decrease across all
three hospital categories - ED, OP, IP – supports that hypothesis.
The improvement in laboratory tests and medication adherence to the selected
medications compared with the two years previously for patients in SCP (p<0.0001 for
lab and medications) albeit with a wide variance, is important. The improvement for
medications is of particular interest as there is a range of research that highlights the
importance of adherence and hospital utilisation (Sokol et al 2005; Delamater 2006),
adherence and understanding of health conditions (Makaryus et al (2005) and
adherence and adverse events (Gurtwitz et al 2004). It is possible that ensuring that
medications and laboratory monitoring is a core focus for SCP that these two areas
within the programme could elicit a significant impact on patient wellbeing and possibly
result in a decrease in the more expensive elements of the health care service.
The use of the PARR tool as a way to reduce variation across patients and hence
examine effect of SCP objectively in terms of predicted versus actual use of hospital
services including length of stay. The SCP cohort that meet the PARR tool criteria were
too few to draw conclusions, however the approach appears sound. Interestingly, the
sub analyses of PARR tool cohort linked to SCP care team membership suggests that
shared care team creation has a positive effect. Other research particularly in the field
of mental health reinforces the role of team work for improving patient outcomes (Byng
et al. 2008; Mickan 2005; West 2004).

5.7.2

Study Limitations
This study has a number of inherent limitations. Most notably there is no basis for direct
outcome contribution to the SCP. The underpinning approach of action research and
the deployment implementation provided no clear opportunity to construct a formal
control group. Moreover, participants are of course not blind to the intervention.
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A further limitation relates to both numbers of enrolment and the activity captured by the
system. Although, the Programme has been operating (post proof of principle) for over
18 months, this has been a phased deployment and as such the number of participants
who have been in the system of 12 months or more, are small. Analyses of interactions
with health services is also restricted to at most 345 participants (enrolled up to August
2012) to enable further exposure to SCP to occur such as a repeat visit. Usual care for
people with long term conditions tends to be 3 monthly. However, this can be extended
to 6 months if there are no problems or complications. The only interaction during this
time might therefore be a repeat prescription. This limitation is additionally
compounded, as illustrated by the outcome methodology approach, whereby the
enrolled participants identified for PARR analyses were 33 individuals.

5.8

Summary
The SCP journey has been travelled over 23 months (Feb 2011 – Dec 2012), with a
phased deployment approach from proof of principle, to limited deployment and then
wider deployment. The latter deployment (Phase II) is the focus for this report. During
Phase II the evaluation has needed to be nimble and responsive to the changing focus
and various programme challenges along the way.
There are challenges in bringing together the information and making judgements about
heterogeneous participants (both organisation, health professional and patient) and
emergent care delivery activities. The findings reveal that although difficult, and in its
fledgling state, shared care shows the potential to be an effective way of managing
people when there are multiple carers involved in planning and delivering care.
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Appendix A: Economics of Integrated Care
Appendix A Economics of Integrated Care.pdf
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Appendix B: Shared Care Evaluation – Extension Proposal

Appendix B - Shared
Care Evaluation - Extension Proposal - Final.pdf
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