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Abstract

The health reforms of the 1990s and early 21stucgitave seen unheralded change
in the delivery of health services in New Zealaaml] the concept of integration of
primary and specialist or secondary services irdeamless health delivery service is
one of the key planks of national and regional theake planning in New Zealand.

This paper reports on a successful primary secgndgggration project. Starting with
commentary on the historical difficulties that attes a catalyst to this initiative, it
reports on the development process, how the moaddsan practice, and outlines
some initial evaluation work done as part of italgy improvement component.
Given the collaborative nature of this project &sdcope across primary and
specialist care sectors, the authors believe tbhideirhas implications and relevance
across a wide spectrum of the New Zealand heatthcse

The concept of partnership between palliative sargices and primary care is a well
established internationalfi* The consensus has been that a partnership appmach
palliative care provision has many benefits in oiimaximising existing services in
the face of rising referral rateand preventing fragmentation of servicdes.

Clarke and Neafesuggested that building palliative care servicesusively around
a specialist hospice service only served to dé-g&ileral practitioners and district
nurses which had a flow on effect regarding thadded of care delivery.

An ideal of general practice involvement is sugeedty Thomas:'°

Caring for the dying is a challenging but rewardinginess. Many GPs and district nurses
feel that palliative care represents the bestlahatlical care, bringing together the clinical,
holistic, and human dimensions of primary care, lamading us with our patients in very
special way.

In the same way as it matures as a specialty, apt@alliative care has been
defining its relationship with primary care:

Specialist palliative care builds on the palliatagproach adopted by primary care providers
and reflects a higher level of expertise in com@gmptom control, loss grief and
bereavement. Specialist palliative care works io tvays: first by providing the direct care to
referred individuals and their families and secgraf providing a consultancy service to
primary care providers and therefore supporting tere of the patient and famity.

These ideals are consistent with New Zealand Palliative Care Stratégyvhich
states that the provision of palliative care shdwdgdpen across a range of agencies
and involve a partnership between primary careaagpecialist palliative care
provider.
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The perception of Manawatu general practice prasidethe early 21st century was
that their situation was less than the internatiadeal. General practice perceived
that the Hospice Service had ‘captured’ palliateee, often to the exclusion of
general practice.

Contemporaneously, in response to a growing awaseofethe need to find a more
integrated approach to manage the growing paléatare need, Arohanui Hospice
staff looked for ways to work more closely with geal practice teams (GPTs), and
the scene was set for open dialogue.

In 2002, Arohanui Hospice in conjunction with theahwatu Independent Practice
Association (MIPA) commissioned a survey of GPT#hie greater Manawatu,
Horowhenua, and Tararua regitn.

This survey demonstrated that although Arohanuipit@swas respected as a
specialist palliative care service, the earliecpptions of general practice providers
were reinforced and responses clearly signaled:

e GPTs feeling marginalised in palliative care provis
e Cost as a barrier for patients accessing GPTs;

e Acknowledgement of a need for ongoing learningahigtive care by GPT
members; and

e A strong willingness on the part of GPTs to pap@&te in meeting the
palliative care needs of their patients.

Arohanui Hospice and MIPA responded with the esgabient of a multidisciplinary
working party to address the issue of provisiooahmunity-based palliative care.

The working party developed a set of key aims lierroject:
e Enhance patient and family access to palliative sarvices;
* Remove financial barriers for those with a termitiagss in their region;
e Maximise the appropriate use of specialist pall@atare services;
e Promote a coordinated service responsive to pai@hfamily needs;
e Increase knowledge of GPTs in palliative care ppiles and practices; and

e Promote a highly effective working relationshipweén specialist palliative
care services and primary healthcare providers.

Following on from these aims, the working party eleped the concept of the
Partnership of Care-with a vision for palliative service delivery in the Miéentral
region (see Box 1).
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Box 1
Partnership of Care between:
Specialist palliative carean essential service of quality, evidence baseecialist
care provided by a qualified interdisciplinary tem
Generalist palliative carethe patient and family’s primary professionalezar
providing palliative care as a vital and integraitpf their routine clinical practicé.
Vision
“The Palliative Care Partnership attempts to masénhe skills and experience of

both generalist and specialist services to prothéebest possible palliative care to
the community”

As this partnership model was consistent with thé@éntral District Health Board’s
vision for primary secondary multidisciplinary see integration, the project was
able to attract significant district health boandding as a new primary care initiative.
This funding provides for equitable access to pnntevel palliative care by reducing
financial barriers to patients accessing geneiadtime care.

The Palliative Care Partnership (PCP)

In essence, the PCP is community palliative cased@&n a partnership between
GPTs and the Specialist Palliative Care Service. ddrnerstone of the PCP is the
effective working relationship between the GPTs Anahanui Hospice. Central to
the effectiveness of the model is the role of tali&ive Care Coordinator (PCC), an
advanced nursing role within the Arohanui Hospideridisciplinary team. The PCC
has the twin responsibilities of bringing specigtialliative care assessment and
nursing support to patients and families &edlitating coordination of care between
providers. This creates the true ‘partnership’ leevprimary care and specialist care
for the benefit of the patient and their family/wiau.

Key aspects of the partnership are:
e Good communication.
« Joint decision-making.
e Respect of all providers’ skills.
e Specialist resource and support.
e Shared responsibility for the care plan.
e Ongoing case management review.

e Appropriate use of ancillary services (includingd@entral District Nursing
Service and Arohanui Hospice day stay).

Partners

The Palliative Care project has three main partribesArohanui Hospice Palliative
Care Service, General Practice Teams (generalifiwaets, practice nurses, and
support staff), and the Manawatu Independent Re&aétssociation.
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Key linkages

Supporting and interacting with the partners avess key groups. The most
important linkage is with the MidCentral Health Dist Nursing Service. This service
often plays a significant role by providing 24-halinical and personal care for
patients and their families/whau during the final phase of care.

Other linkages include the Cancer Society, Ageddeesial Care, and Mori and Iwi
health providers.

Components
There are four main components to this Partnership:
e Participation framework , which describes
e the providers’ roles and responsibilities.
e how patients will move through the Partnership afeC
e Education programme
» which includes a resource folder.
e Partnership administration
e which provides the business framework and fundnfigrmation.

e Governance Group
Participation framework

Patients are referred to the partnership via theviing health providers:

MidCentral Health or other secondary care provider.

General Practice Team.

District Nurse.

Private medical or surgical consultant.

Self referral.

All referrals are made to Arohanui Hospice; thegios team conducts an initial
assessment which integrates physical, spirituétiyi@l, and psychosocial elements of
the patient and family/wimau. This assessment is usually conducted by tizRE
may involve any member of the Hospice team—doctorse, social worker, or other
(as appropriate to each case).

As part of this assessment, a care plan is develwpehich all parties are
encouraged to contribute to and update. The careiplheld by the patient who takes
it to all care review discussions.

Depending on need, ongoing care is then providemsathe agencies involved with
the PCC as the primary coordinator of care and3R& as the patient’s first point of
contact. Patient review by the specialist hospe@tis provided as required. This
review may be requested by either the GPT, PC(ydkient and/or family/whnau,
District Nurse, or hospice staff. The PCC will uspibe the communication conduit
for key decisions made
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As part of the partnership, after-hours availapiincluding weekend and annual
leave cover) is discussed, agreed, and documemtee patient’s care plan. In
situations where patients cannot be managed eféd¢tin the community, admission
to the Arohanui Inpatient Unit may be required anidlbe negotiated between the
PCC and/or GPT and the Inpatient Unit Team.

The GPT is informed of a patient’'s admission, disgle from and/or death in the
hospice and is encouraged to visit and contribmuteeé management plan, however
the Hospice team has overall responsibility folaignt management.

The participation pathway (Figure 1) outlines tbkes and responsibilities within the
partnership model, and how the patient moves thrdlg Partnership of Care. The
PCCs provide the link between the GPTs and theastanterdisciplinary team at
Arohanui Hospice.

Figure 1: Participation pathway

Palliative Care Partnership:
A partnership between specialist palliative care and general
practice to meet palliative care need in the community

‘ Patient/Family/Whanau ’

Specialist Palliative Care
(Hospice Team)

Palliative Care

Assessment \

Part hil
Hospice PCC annershio n,l GP Team

Plan of Care

To encourage an interdisciplinary approach, regfistn for participation in the PCP
by interested GPTs is only accepted if both germadtitioners and practice nurses
participate. Completion of the education prograname yearly updates is mandatory
for registration on the programme.
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Education programme

The education component of the partnership programsrframed around the Gold
Standard Framework (GSF) developed by Keri Thomasie GSF was developed in
the United Kingdom as a tool to support and faatiditthe primary care practice team
to ‘raise their game’ towards the highest qualayecfor patients with any diagnosis in
the last stages of life.

The education programme is able to cover a compe#e range of material
necessary to explore a palliative approach withimary care. It highlights all
aspects of care and goes beyond physical symptatmotand management issues
which could have easily become the focus of a stah@PT education programme.

The three 2-hour education workshops cover areas &gt

e Communication.

e Symptom control.

e Continuity of care (including after-hours respoiigibs).

e Coordination of services.

e Carer support (respite care).

e Care of the dying.
Delivery of the education sessions utilises thesetige of the wider interdisciplinary
team within the specialist palliative care senaoel is supported by a resource
manual of area-specific information written by theerdisciplinary team.

Update sessions are an annual requirement of theepship; so far they have
focused on case reviews and medication updateglaasweing used as a vehicle for
introducing initiatives developed by the specighialiiative care service.

Partnership administration

MIPA provides the administration support for thetparship, this involves ensuring
compliance with contractual requirements, facilitgtthe ongoing education sessions,
organising on going robust evaluation, and adnenisg) the monetary payments to
general practice providers.

MidCentral District Health Board provided fundingder the following formula:

e General practitioners and practice nurses arefpaigtendance at the
education sessions.

e A funding envelope of up to $400 per registeredepais paid on a fee for
service basis under the following formula:

General practitioner consultation  $30
General practitioner home visit $40
Practice nurse consultation $25
Repeat prescription $15

The Practice Nurse consultation includes signifi¢alephone consultations.

If need exceeds the $400 per patient limit, theditemhal funding is
negotiated between the provider and the projeatdioator.

e Administrative support.
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Governance group

The PCP working party now maintains a role as taeagement group for the
programme with administrative support provided byPK.

The governance is shared, with the Arohanui Hospmamunity Reference Group
providing the palliative care philosophical directiand the recently formed
Midcentral DHB Cancer District Management Groupmassible for the long-term
sustainability of the partnership.

Outcomes

During 2005, a provider feedback survey was coretlicthis survey suggested there
has been a positive change in the culture of piaiiaare service delivery in the
primary care setting.

Outcomes so far can be explained using the follguiemes.
Participation

Recruitment of MidCentral District general practieams for the programme was
done through MIPA networks and the project coordina

Practices General practitioners Practice nurses
Total (% of total) 30 (73%) 54 (62%) 73 (67%)

Communication

Both GPTs and PCCs response to the staff survgui@R) suggested that
historically the relationship had generally beegoad one and that communication
had improved since the introduction of the partnigrerogramme. Specifically, more
face-to-face and telephone contact resulted im te&tionship having a greater sense
of partnership.

| think that there is more of a partnership feetha care, less of patients being taken over
(GP)

It has opened the door for freer [sic] communiga{ieCC)

Some GPTs’ responses still suggested that Hosiaike bver’ was still a concern, but
comments from the PCCs suggested that (in termsg$ of working) they were
much more likely to involve GPT involvement tharthe past.
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Figure 2. Effectiveness of communication
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Professional development

The training component of the programme appeahave been well received by the
GPTs and well supported by the PCCs themselvesiiég).

Feedback from the survey indicated that the trgiprogramme had two main
benefits; the first being enhanced knowledge amdidence in management of
patients with palliative care need and secondlyilfarity with the Hospice staff and
its way of working:

[1] feel more confident and more personally invalvia treatment management—more
comfortable using hospice and discussing progrébsstaff (GP)

Funding

The project is well within budget for the first yea

GPT feedback suggests that the removal of cosbasrir to visiting the general
practitioner may have been a significant compoirettie success of this programme.
From the GPT perspective, it has meant that gepeaatitioners felt more
comfortable about visiting palliative care patieki®wing that they don’t have to
charge.
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Figure 3. Opinions on the effectiveness of training
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Hospice impact

Referrals to the specialist palliative care ouggdtclinics have decreased, however
their complexity increased. This suggests a greaterber of less complex problems
are being resolved in the community.

Patient impact

In the first 14 months, 255 patients were parhefpartnership. Of these, 82.5% were
cancer patients, 8.2% were cardiovascular diseasenps, 3.9% were respiratory
patients, and 6.1% had another (including renahedgia, and neurological) disease.
Approximately 60% of partnership patient deathsuo@d in the community; very

few occurred within the hospital setting [<5%].

Linkages

An important (though unexpected) outcome has beestrengthening of service
relationships with the Midcentral Health Districufding Service via increased
communication and teamwork with general practic# lamspice staff. The
coordination role of the PCC has been pivotal t® émhancement.

The limited evaluation completed in 2005 has natreslsed the impact of the
partnership on patients and families or fully addesl the impact on providers.

The Midcentral District Health Board and the woxkiparty are currently working
with the Wellington School of Medicine to developadust and detailed reporting
and evaluation package that will examine the outof the partnership in much
greater depth. This process will be completed tie 2006.
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Summary

The care of patients with palliative care needsemés us with considerable
challenges. This partnership initiative supports anhances the provision of
palliative care by both specialist and generalist/glers within our region. The
patient and family/whnau remain at the centre of this partnership, badgpecial
relationship between the patient and their printeglithcare providers is maintained
and integrated within the provision of palliativere. Coordination of care between
providers is a key element of effective palliatogge provision.

While more evaluation is required, early indica@uggest that the main benefits to
emerge from this partnership (at the ‘coalfaced) efifective communication, a better
understanding and respect of roles, and respomisibibetween providers, which
enhances patient choice and coordination of ttee.dn this regard, the partnership
has partly met its original goals.

A factor that has helped provide a sound founddbohis programmes is the often
under-recognised administration component. Utigdime networks of a well-
organised IPA, the partnership has succeeded ir\anh a 73% participation rate for
GPTs, which is impressive by any standards.

Other spin-offs include consolidation of Arohanwdpice’s role as a provider of
community palliative care education, and (through PCP management group) a
forum to address ongoing interface issues suclitersheurs care, referral criteria, or
scope of practice.

Another benefit has been the recognition by the@éiatral District Health Board of
the value of such a partnership in the provisionahmunity palliative care. This
recognition is important to the partnerships loagrt sustainability.

The success of this integrated care model hasttranterest from outside the
Midcentral region. For instance, in July 2005, esgntatives of the PCP working
party were invited to present the partnership mealéhe Hawke’s Bay District
Health Board’s Community Public Health Advisory Quittee.

We believe that this model has relevance acroseallspectrum of
primary/secondary interfaces, not just palliatiaeec Indeed, the model could be
adapted for use as a blueprint for a wide randesafth services.

The detailed reporting and evaluation to be unéertan 2006 will, we believe,
validate the approach taken with this model furr@mancing its position as an
integration model.
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