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Frameworks for chronic care

management

Judith Anderson, Linda Deravin

and Karen Francis

LEARNING OBJECTIVES

After studying this chapter, you should be able to:

1. understand the impact of chronic disease burden on communities in

Australia and New Zealand

2. describe what a model of care is and how this applies to chronic care

management

3. outline the Chronic Care Model (CCM) developed by Wagner and colleagues

4. describe the Innovative Care for Chronic Conditions Framework (ICCCF)

5. explain the value of evidence-based practice (EBP) to patient outcomes and

the nursing profession in relation to chronic conditions.
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Introduction
Chronic conditions are prolonged and unable to be cured. They frequently have

multiple causes, take a long time to develop and can lead to complications (Australian

Institute of Health and Welfare (AIHW), 2012; 2017). In 2018, chronic conditions

accounted for 63 per cent of deaths in the world (World Health Organization (WHO),

2018). The burden of chronic conditions is estimated to account for approximately

80 per cent of disability adjusted life years (DALYs) and continues to increase,

according to the Australian National Chronic Disease Strategy (National Health

Priority Action Council, 2006). In 2014, chronic conditions accounted for 90 per cent

of deaths in Australia and New Zealand (WHO, 2017).

These figures indicate the substantial impact that chronic conditions have on life

worldwide, and this will also impact on health systems (Nuño et al., 2012). Nurses, who

are the majority of workers within those systems, can have a significant impact on

dealing with the issues that are arising from the increase in chronic conditions. Health

systems will need to reorganise from a focus on acute health care to a focus on

addressing and preventing chronic conditions. A focus on prevention, self-

management, organisational change and political change is required to create better

client outcomes; this will require specialised skills from nurses if they are to be an

effective part of the workforce to make these changes (Nuño et al., 2012). As indicated

by the International Council of Nurses (2010), there is a growing global need for

nurses to engage with communities and other sectors to intervene at the earliest stages

to prevent chronic conditions. In order for nurses to do this effectively, they need to

implement EBPs that have demonstrated positive outcomes. Not only does this apply

to the practices related to direct patient/client care, but also to the models of

care that organisations use to guide care for people with chronic conditions (Nuño

et al., 2012).

This chapter provides an overview of the CCM, how it was developed, the evidence

base behind the model and how it has been implemented. The necessity for the

evolution of the CCM into the ICCCF to address issues at an international level is

discussed, together with an overview of the ICCCF. The importance of EBP is also

described.

Models of care
A model of care is a framework that articulates how health care services are

delivered to meet the needs of people, population groups and/or patient cohorts.

It aims to ensure that these groups obtain the right care by the right service at the

right time as they progress through the stages of their condition (Agency for

Clincial Innovation, 2013). Broadly speaking, a model of care describes concepts

or aspects of health care and how they interrelate with each other. Models of

care can vary to identify different levels of relationships, such as the ICCCF,

which describes three levels of care (the micro, meso and macro levels)

(Frogner, Waters & Anderson, 2011). Models of care indicate to staff what their

Chronic conditions –

persistent illnesses or

disabilities lasting for more

than six months, which

cannot be cured.

Disability adjusted life

years (DALYs) –

a statistical term that

measures the numbers of

years lost due to illness or

disability.
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roles are, who they may interact with and what pressures they may face as they

undertake their tasks. A good model of care will identify aspects of health care that

may otherwise be overlooked. For this reason, a model of care is especially useful

for new practitioners to assist them in providing appropriate care for people

(Agency for Clinical Innovation, 2013).

At higher levels, identifying how patients/clients move through a model of care can

assist in identifying gaps in the care being provided or a duplication of services that

could be altered. This level of a model of care is useful for managers and organisations

(Agency for Clinical Innovation, 2013). Models of care should also cover situations

that are unusual or unlikely and be adaptable to change in order to maintain their

currency.

Research into successful models of providing chronic care has been undertaken

over many years. Due to the overarching nature of many proposed models of care for

people with chronic conditions, sometimes parts of the models, rather than the entire

model, are evaluated or researched (Nuño et al., 2012). Although some specific models

to implement chronic care exist in Australia, such as those developed for Indigenous

peoples, this text will focus on a model developed for the international market as it is

important for nurses to be aware of what is happening globally and to have a

framework that can be implemented in any environment. The ICCCF, which has

evolved from the earlier work of the CCM, guides this text and will be described in

greater detail.

The Chronic Care Model
Effective management of chronic conditions requires a coordinated, system-wide

approach. Wagner and colleagues (1999) developed the CCM (CCM; see

Figure 1.1) to provide a systematic approach to chronic care management that

bridges the gap between knowledge and practice, and supports patients (Kadu &

Stolee, 2015).The CCM has been identified as being effective in a wide variety of

settings and environments (Coleman et al., 2009; Nuño et al., 2012) and of

particular significance in the Australian environment for Indigenous peoples (Si

et al., 2008). The CCM focuses on involving the individual with a chronic condi-

tion in their care, as well as on the responsibility of organisations to provide a

system-wide approach to managing chronic disease burden (Wagner et al., 1999;

Wagner et al., 2001).

The CCM incorporates six components: health system (organisation of health

care); self-management support; decision support; delivery system design; clinical

information systems; and community resources and policies (Stellefson, Dipnarine &

Stopka, 2013). The CCM outlines a multidimensional solution to the provision of

chronic care (Bodenheimer, Wagner & Grumbach, 2002), acknowledging that effective

chronic care management requires an organised approach where health systems

support both the activated patient alongside a prepared and adequately resourced

health provider team (Wagner et al., 1999). Self-management is valued within the

CCM as being of significant benefit to the patient/client.

Activated patient –

a person who is informed and

engages in the decision-

making process related to

their own health care needs.
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Health system (organisation of health care)

The CCM recognises that the management of chronic conditions will have a limited

effect unless the system changes in the way services are coordinated and delivered.

Pivotal to this system change occurring are health service leaders who are instrumental

in obtaining resources to support programs. Conversely, these health service leaders

are also crucial in removing barriers that may potentially inhibit the implementation of

system-wide change. Reducing duplication through realigning and integrating services

is required to achieve efficiencies. Ensuring that organisations include chronic care

improvement targets and goals as part of their strategic and business plans encourages

senior leaders to take responsibility for and support chronic care programs (Wagner

et al., 2001).

Another strategy to support system-wide change is in the provision of financial and

non-financial incentives that may be offered to encourage providers to take on case

management roles to coordinate care. In Australia, general practitioners are encour-

aged to claim levies through Medicare for case-management roles. Where health

services have met targets or key performance indicators, additional funding also

provides an incentive for leaders to support changes to the way care is organised

(Bodenheimer et al., 2002).

Community
Resources and policies

Self-management

support

Health system

Organisation of health care

Decision

support

Delivery

system

design

Clinical

information

systems

Informed,

activated

patient

Prepared,

proactive

practice team

Productive

interactions

Functional and clinical outcomes

Figure 1.1 The Chronic Care Model

Source: Wagner (1998)
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Self-management support

Reducing the symptoms and complications that result from many chronic condi-

tions often requires a change in lifestyle. Models of care where health providers set

goals for the patient, with minimal involvement from the patient, have been shown

to be less effective than self-care management strategies. Enabling patients (and

their family/carers) to care better for themselves and make decisions about their

own care is a fundamental principle in self-care management (Epping-Jordan et al.,

2004). A collaborative approach between patients and health providers, which

includes defining the issues or problems, setting realistic goals and creating mutually

agreed treatment plans that can be modified if problems arise, is a key feature of

successful management programs. Evidence demonstrates that when patients are

provided with information about their chronic condition, and have the support and

encouragement to make their own decisions about their care, including control over

their own lives, outcomes are significantly improved (Wagner et al., 2001).The focus

in health care has, therefore, moved towards individual and group interventions that

promote empowerment and the gaining of skills that assist in the management of

chronic conditions.

SKILLS IN PRACTICE

Coordinating care

Mary is a 44-year-old woman with diabetes and renal failure. She has missed several

appointments with her family doctor, the diabetes clinical nurse consultant and the

podiatrist.

QUESTION

As the visiting community nurse who sees Mary on a weekly basis, what do you do to

help improve the coordination of care for Mary and her chronic conditions?

Decision support

To provide quality care for the person with a chronic condition, health providers

need access to professionals with clinical expertise and experience that supports the

delivery of that care. Evidence-based guidelines or protocols should be available to

health providers where decisions about ongoing treatment and management of

chronic conditions are required. Access to reminders and standing orders that

support decisions in the delivery of care to the person with a chronic condition

should be available. Health teams, including doctors, nurses and allied health

professionals, require access to ongoing professional development and education

to support adherence to best practice and to adapt to changing models of care.

Through education, the ability to make informed decisions is enhanced (Wagner

et al., 2001).
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Delivery system design

Historically, health care systems have been developed to manage acute care condi-

tions. People with chronic conditions do not fit in to this model easily. Single

transactions of care, which focus on assessment, treatment and discharge, generally

do not recognise the complexity of chronic conditions and the need for ongoing

care. Wagner and colleagues (2001) emphasise that productive interactions

between the patient and practice team are more likely to occur with planning for

future interactions and visits. People with complex conditions need access to a wide

range of health providers. Multidisciplinary health care teams and outreach services

can provide follow up to ensure adherence to the ongoing management of chronic

conditions. Therefore, for there to be an improved management of people with

chronic conditions, the ways in which health systems are designed must change

(Wagner et al., 2001).

Clinical information systems

Coordinated care is reliant on timely access to data and information. Chronic care

patients may engage multiple health providers over long periods of time. This presents

challenges in the care and treatment of people with chronic conditions. Clinical

information systems, such as databases and registries that have the ability to flag

follow ups and client recalls, are tools that can be used in the coordination of care

(Wagner et al., 2001). Computerised information systems should have the ability to

share information across various platforms so that information is readily accessible to

a variety of health providers. This is not without its own set of issues and is one of the

many challenges in supporting coordinated and integrated care for people with

chronic conditions.

Community resources and policies

People with chronic conditions are multiple users of a variety of health services. Not all

services can provide everything that a person with a chronic condition may need. For

this reason, it is important that access to a wide range of services, expertise and

resources is promoted. Increasing access to community programs, where multiple

health agencies have agreed to share resources, can lead to improved cost efficiencies

in the delivery of health care. For this to occur, health policy that is supported by

senior leaders who are in a position to modify or change policy is required (Wagner

et al., 2001).

REFLECTION

Models of care are commonly modified to improve health care for patients. What

model of care is used in your area of practice? Is this model effective in addressing the

needs of chronic care patients/clients?

Productive interactions –

individualised care where

health care teams optimise

patient outcomes through a

series of exchanges.
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Evolution of the Innovative Care for Chronic

Conditions Framework
The ICCCF extends the CCM by adding micro, meso and macro levels to it (see

Figure 1.2). This framework incorporates six guiding principles: evidence-based deci-

sion making, population health approach, focus on prevention, quality focus, integra-

tion, and flexibility and adaptability (WHO, 2002). These levels extend the

involvement of community, and describe policies and financing as the drivers for

implementation of the framework at the macro level (Epping-Jordan et al., 2004).

The CCM, although useful, was found to be based on the US health care system, and

thereby on evidence from high-income countries. The ICCCF, however, is more

suitable for low- to middle-income countries as it emphasises policy development,

the role of the community and integration between services (Nuño et al., 2012).

The three levels (macro, meso and micro) of the ICCCF will be the focus of further

chapters where they will be discussed in greater detail. At this stage, the six guiding

principles will be discussed to provide an overview of the ICCCF and how it should be

implemented within health care services. Nursing staff, who make up the majority of

the health workforce, should be educated in the use of the ICCCF (Anderson &

Malone, 2015). All six guiding principles complement each other and are designed

to be followed at all levels of the ICCCF.

Strengthen partnerships

Support legislative frameworks

Integrate policies

Provide leadership and

advocacy

Promote consistent financing

Develop and allocate human

resources

IN
FORMED MOTIVATED

Positive policy environment

Community

Better outcomes for chronic conditions

Community

partn
ers

Encourage better outcomes

through leadership and support

Mobilise and coordinate

resources

Provide complementary

services

Raise awareness and reduce

stigma

Promote continuity and

coordination

Health care

organisation

Health care
team

Links

Patients and families

Encourage quality through

leadership and incentives

Organise and equip health

care teams

Use information systems

Support self-management

and prevention

P
R
E
P
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R
E
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Figure 1.2 Innovative Care for Chronic Conditions Framework

Source: WHO (2002)
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Evidence-based decision making

Evidence (in the form of research) should be the basis for all decision making in health

care (Wagner et al., 2005). For nurses, this involves finding the latest research that is

available and using it to inform clients so that their decisions can be based on evidence.

This is especially the case in the management of chronic conditions if nurses are to

reduce the impact of those conditions on their clients. Evidence should inform not

only clinical care, but also policy-making and service-delivery decisions (WHO, 2002).

Evidence-based practice will be discussed in greater detail later in this chapter.

Population health approach

A focus on the entire population is the most efficient way to utilise health service

resources. It allows for the development of long-term, proactive strategies to organ-

ise often limited resources to provide good-quality services to many people (WHO,

2002). Entire populations are at risk of contracting chronic conditions. Patterns of

behaviour regarding nutrition and physical activity are often found within commu-

nities, and individuals can find it difficult to change these behaviours when acting

alone. Promoting healthy lifestyles among groups can provide the support that

individuals need to make effective lifestyle changes. Such support to populations

benefits individuals (Nuño et al., 2012); for example, the Australian National Heart

Foundation campaign ‘Move More, Sit Less’ targets the whole population through

national and state media campaigns that impact on individuals who are exposed to

repeated messages about increasing exercise as a preventative strategy to reduce

cardiovascular disease, which is a national health priority (AIHW, 2015; Heart

Foundation, 2015).

Focus on prevention

The ICCCF is based on a recognition that preventing chronic conditions is more

effective than treating them and attempts to reorient health services to focus on

prevention (Gardner et al., 2011). Prevention should focus on both the population

and the individual levels to be most effective. There is sufficient evidence regarding

risk factors: to allow intervention to take place before chronic conditions and their

complications become apparent, to delay their onset and to limit their progression

once they have begun (Nuño et al., 2012). It is also known that risk factors often exist

in combination. People who smoke, for example, are more likely to drink than those

who do not smoke (AIHW, 2012). Increasing the incidence of risk-reducing behav-

iours, which is the current focus of prevention activities (AIHW, 2014), can dramatic-

ally reduce the incidence of chronic conditions in the future, but requires commitment

at all levels of the ICCCF (WHO, 2002).

Emphasis on quality of care and systematic quality

It has been demonstrated that continuous quality improvement can lead to positive

changes in health service systems, safety, delivery and outcomes for clients (Hickey &
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