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1.
CDTAC Final Report Executive Summary

Chronic diseases are an increasing burden for individuals, families, communities and health care systems worldwide. Aboriginal populations and people living in poverty are known to be more vulnerable to the impacts of chronic disease. Therefore, it is not surprising that in a survey of its partner organizations the Northern Health Strategy identified chronic disease as a priority area to be addressed by the Shared Paths Primary Health Care Transition project. 

The Shared Paths Chronic Disease Technical Advisory Committee (CDTAC) was formed in the fall of 2004 with an invitation to each of the Northern Health Strategy partner organizations to participate. The CDTAC membership is multi-jurisdictional and multi-disciplinary with representation from both federal and provincial health organizations as well as various health care disciplines (Appendix A).  The first meeting of the CDTAC was held in October 2004 and the CDTAC continued to meet monthly until March 27, 2006. Although human resource constraints disallowed full participation at every monthly meeting, all NHS partners have been represented to some degree during the duration of the project and the proceedings of the CDTAC meetings have been shared with all partners since its inception.  Among the chronic diseases prevalent in northern Saskatchewan, CDTAC identified Diabetes and Cardiovascular diseases as an initial focus. 

As directed by their Terms of Reference (Appendix B), the CDTAC conducted a Current State Survey (Appendix C) from February to March 2005 to determine ‘where we are at now”. In September 2005, CDTAC identified a comprehensive list of Core Services (Appendix D) to point to “where we would like to be” in chronic disease management. TAC then completed a Core Services Mapping (Appendix E) survey which indicates where the Core Services are currently available. The results of these explorations indicate that progress is being made in the prevention of chronic diseases and the promotion of healthy living choices. However, many challenges to optimum chronic disease prevention and management remain. When compared to the Diabetes Needs Assessment conducted by Dr. Donna Mak for NITHA in 1999, many similar challenges are noted.

In July and August 2005, the diabetes educators on the CDTAC (Sandra Clarke, RN; Heather Genik, RD; Krista Loessl, RD and Pam Molnar, RN) reviewed the diabetes practice guidelines and identified many areas for improvement of diabetes care. They also conducted research on other chronic care initiatives in Canada with similar populations and geography to northern Saskatchewan. The results of their work were shared at the September 2005 TAC meeting. The CDTAC review of current research on Chronic Disease management models and programs indicates a comprehensive, coordinated, multidisciplinary team approach to planned chronic care and patient self-management support as an effective means to achieve success in the management of chronic disease in northern Saskatchewan. 
On November 7, 2005 the CDTAC proposed to the Northern Health Strategy Working Group the “development and implementation of a sustainable integrated Northern Chronic Disease Management strategy”.  This strategy would be inclusive of the development of a Chronic Care Coalition with a work plan outlining priority initiatives and meeting protocol. The operational plans include options for functioning both with and without additional funding. With the approval of the NHSWG, a Letter of Invitation (Appendix F) went out to each NHS organization to send up to five participants to a Strategic Planning Workshop 
On February 28 and March 1, 2006 representatives with interests in chronic disease management from each Northern Health Strategy partner organization and Northern Medical Services gathered in Prince Albert to develop a chronic disease management coalition for the north (Appendix G: Participants List).  The two-day workshop (Appendix H:Agenda ) included a review of the work completed by the CDTAC,  the development of a charter for the proposed Northern Chronic Care Coalition (see Section 7) and the establishment of a work plan with priorities (Section 8).  

The Charter includes Mission, Vision and Values statements for a Northern Chronic Care Coalition along with a clear mandate and accountabilities. The Coalition will be structured in two phases aligned with the components of the “Expanded Chronic Care Model” (Barr et al; Appendix I).  

In Phase I the Coalition will focus on the Health System components of the Chronic Care Model (Barr et al) including health Elders, clients, and practitioners from northern communities, agencies and jurisdictions.  The focus will be on Self-management and Personal Skill Development, Delivery System Design, Decision Support and Information Systems. 

In Phase II, once the Coalition is established, the membership will expand to include wider community representation. The collaborative activities will broaden to encompass the Community components of the Expanded Chronic Care Model focusing on Strengthening Community Action, Creating Supportive Environments and Building Healthy Public Policy.  

The participants of the Strategic Planning Workshop identified accountabilities and priorities for a Northern Chronic Care Coalition. Modes of operation for the Coalition were established including membership, leadership, roles and responsibilities, meetings, decision-making, communications and evaluation.
An initial draft logic model was created outlining long-term, mid-term and short-term objectives (Appendix J). A budget was drafted (Section 9) and a one-year work plan for the Coalition was created outlining activities that could be undertaken without new funding and activities that could be undertaken with new funding (Section 8).  

The CDTAC conducted many other activities to complete its mandate. CDTAC representatives attended Chronic Disease Management Conferences in Saskatoon (June, 2005) and Calgary (September, 2005) as well as the Saskatchewan Health Innovation and Excellence in Diabetes Care and the New Perspectives international conference on Patient Self-Management in Victoria (September, 2005). Information from all of these events guided the directions of the CDTAC. Community outreach activities included attendance at the KYRHA Defeat Diabetes conference in Ile a la Crosse (November, 2005) and the MLTC Health Summit (October, 2005) to share information on Northern Health Strategy, Shared Paths and the CDTAC. Recognizing the importance of breastfeeding in preventing chronic diseases, CDTAC was represented on the Northern Breastfeeding Committee
The TAC explored the opportunity to train lay leaders of peer support groups for Chronic Disease Patient Self-Management. Ppatient self-management is an important component in the Expanded Chronic Care Model.  Dr. Patrick McGowan of University of Victoria, a Master Trainer in the Stanford Chronic Disease Patient Self-Management model, has agreed to train eighteen lay people from northern Saskatchewan living with a chronic condition. Trainees will be prepared to lead six two-hour skill developing sessions with other chronic clients in their community. CDTAC emphasizes the importance of the need for ongoing support of the trained lay leaders in order to ensure their success.

Population health promotion is essential for the prevention of chronic disease and the promotion of healthy choices. CDTAC presented a joint recommendation, supported by the four primary Technical Advisory Committees, for a commitment of all NHS partner organizations to develop an integrated health promotion strategy as an essential component of primary health care (Appendix K: Recommendations). 

It was important to the CDTAC to be informed about and linked with other chronic disease initiatives. In April 2005, TAC invited HQC to present their Chronic Disease Management Collaborative, a quality improvement project.  CDTAC advised NHSWG that participation of all Northern Health Strategy partners in the Collaborative would benefit Chronic Disease Management in the north. In May 2005, CDTAC invited Saskatchewan Health to present information on their provincial Chronic Care Management Strategy, the provincial Diabetes Strategy and the Western Canada Health Information Collaborative and Chronic Disease Management (CDM) Info structure Project.  The Chronic Disease, Information Technology and Health Information Management TAC’s jointly recommended that NHS be represented on the provincial Chronic Disease Management Info structure Project (Appendix K: Recommendations).

The CDTAC has appreciated the benefits of working collaboratively across jurisdictional boundaries and recommends the Northern Chronic Care Coalition as a means of continuing cooperation, coordination and collaboration toward a comprehensive chronic disease management strategy for northern Saskatchewan. 
2.
Background and History
Chronic diseases are an increasing burden for individuals, families, communities and health care systems worldwide. Aboriginal populations and people living in poverty are known to be more vulnerable to the impacts of chronic disease. Therefore, it is not surprising that in a survey of its partner organizations the Northern Health Strategy identified chronic disease as a priority area to be addressed by the Shared Paths Primary Health Care Transition project. 

The Shared Paths Chronic Disease Technical Advisory Committee was formed in October 2004 with an invitation to each of the Northern Health Strategy partner organizations to participate. (Appendix A). Although human resource constraints disallowed full participation at every monthly meeting, all NHS partners have been represented to some degree during the duration of the project and the proceedings of the CDTAC meetings have been shared with all partners since its inception.  
The purpose of the Chronic Disease Technical Advisory Committee as stated in the Terms of Reference (see Appendix B) is:

· To provide a forum for collective discussion, information sharing, strategizing and action planning concerning all matters related to Chronic Disease. 

· To develop and implement plans and recommendations which will improve the promotion of healthy choices, prevention and treatment of chronic disease for residents living in communities represented by the members of the Northern Health Strategy Working Group.

The activities of the CDTAC as outlined in the Terms of Reference are:

· Develop a description of the current state of chronic disease services provided to residents within the geography of the NHSWG

· Determine appropriate standards of care and services

· Develop a list of core services

· Analyze gaps or weaknesses in service

· Develop recommendations around prevention, promotion and treatment services that will improve the chronic disease outcomes for residents

3.
SITUATION ASSESSMENT AND PROBLEM STATEMENT

The CDTAC identified a broad spectrum of services and activities required for disease prevention, health promotion, and the care and treatment of chronic diseases. A current state survey was conducted to assess the availability of these services in each region (Appendix C). The current state survey revealed gaps in services and community activities related to the continuum of care for chronic disease. A comprehensive list of core services spanning the continuum of primary health care for ideal chronic disease management was also identified (Appendix D). A survey mapping the current availability of these core services revealed a wide variation of access across the Northern Health Strategy region (Appendix E). 
Target Population Needs and Currently Existing Services
The results of the CDTAC Current State Survey and Core Services Mapping indicate that progress is being made in prevention of chronic diseases and promotion of healthy living choices through the work of the Northern Healthy Communities Partnership, the Northern Health Promotion Working Group and dedicated local community efforts. However, many challenges remain including:

· Timely access to a Diabetes Team (consisting of a Registered Nurse/Diabetes Educator, Registered Dietician/Diabetes Educator, and MD), 
· Consistent use of practice guidelines and flow sheets, 
· Planned screening services, 
· Patient support and rehabilitation groups, 
· Current patient registries and planned follow-up care, 
· Access to specialists, 

· Ongoing local support for client and professional education.  

Many of these same challenges were identified in the Diabetes Needs Assessment conducted by Dr. Donna Mak for NITHA in 1999. Dr. Mak identified the following opportunities for improvement of diabetes prevention and management services in three categories: 

Policy and Programs: 

· Staff orientation

· Protocols for clinical management of diabetes

· Glucometer calibration protocols

· Healthy public policy

· Public health nutrition and health promotion

· Programs appropriate for literacy, numeracy and culture 

Clinical Services: 

· Access to dietician/diabetic educators

· Access to diabetic retinopathy screening

· Access to internist and renal physician

· Access to medical interpretation

· Information systems

· Paper and computer based recall / follow-up systems

Staff Education

· Foot care training 

· Nutrition information

· Culture of quality improvement and self-audit

· Patient education and health promotion skills

· Program planning skills

The fact that many of these challenges to optimum diabetes care remain outstanding today indicates the need for ongoing efforts toward improvement of chronic disease management. 

Client Profile: Geographic location
Northern Saskatchewan consists of lakes, boreal forest and Canadian Shield covering 46% of the total geographical area of the province. The three health regions of northern Saskatchewan, Athabasca, Keewatin Yatthé and Mamawetan Churchill River Health Authorities, are the largest in the province. In addition to the provincial health authorities, Northern Intertribal Health Authority serves 33 on-reserve First Nations communities. Some of the fifty communities of northern Saskatchewan have no road access and can be reached only by airplane. 

Client Profile: Target Populations

The population of northern Saskatchewan is almost 35,000 people and accounts for 3.4% of the total provincial population. Almost 40% are under 15 years of age compared to 21% for the province. In northern Saskatchewan, Aboriginal people (Cree, Dene and Métis) make up over 84% of the population and more than 50% of the population of the north speaks Cree, Dene or Michef. It has been predicted that most health authorities of the province will experience a decrease in their population. However a marked increase in population is predicted for the health regions of northern Saskatchewan. 

Other challenges in the north include poorer health status than the general population to the south, complex jurisdictional issues of provincial, federal and First Nations service providers, diseconomies of scale created by a relatively small population in a vast geographic area, human resource shortages and retention / recruitment and transportation issues related to remote and isolated locations.

Health services alone do not determine health. There are multiple social and economic influences on the health of northerners including income and social status, education, employment, early childhood development, health behaviours, and impacts of both the natural environment and the built environment. For example: 
· The average northern income is about half that of the provincial average. 

· The cost of healthy food in the far north is significantly higher than in the south.  

· The long-term unemployment rate is four times that of the rest of the province.  

· The rate of overcrowding in housing is twice that of the province.  

· The percent of children living in low-income families is double the provincial rate.
The underlying determinants of health present significant challenges to achieving good health and preventing chronic disease in northern Saskatchewan and point to the importance of a population health approach.
Trends in Chronic Disease

Data from the 2004 Northern Saskatchewan Health Indicators Report and the NITHA 1999 – 2004 Health Status Report indicate that chronic diseases such as Type 2 diabetes, heart disease and stroke are increasing in northern Saskatchewan (Appendix L). With the exception of the Athabasca region, the prevalence of Type 2 diabetes in the north is the highest in the province and it is suspected that the number of people with diabetes in all three northern health regions may be underestimated. The prevalence of diabetes and hypertension in northern health regions ranged from 30 - 70 per 1,000 compared to a provincial average of 35 – 45 per 1,000. Data indicates an upward trend of prevalence in diabetes, hypertension, ischemic heart diseases, asthma and emphysema. The burden due to chronic diseases is much greater than that due to communicable diseases and evidence indicates that the burden of chronic disease is growing.
4. SUPPORTING EVIDENCE AND BEST PRACTICES

The CDTAC conducted a review of current research on Chronic Disease management models as well as chronic disease management programs in populations and geographic regions of Canada bearing similarities to northern Saskatchewan. Existing knowledge points to a comprehensive, coordinated, multidisciplinary team approach to planned chronic care and patient self-management support as effective means to achieve success in chronic disease management.

WHO:  Innovative Chronic Care: Building Blocks for Action
It is widely recognized that health care systems are designed to address acute illness and are challenged to develop new primary health care approaches that effectively address the prevention, care and treatment of chronic disease. Due to public health successes, communicable diseases have decreased and people are living longer but with one or more chronic conditions placing long term demands on health care systems. Chronic conditions are expected to become the leading cause of disability throughout the world by 2020 and if not successfully managed, they will become the most expensive problems faced by the health care system (WHO, 2002). Patients, health care providers, and decision makers must recognize that effective chronic care requires a different kind of health system.  Each group will have its own values, interests and scope of influence so for transformation toward chronic care to be successful, it is crucial to engage all stakeholders in the process. 
As well as supporting a shift toward chronic care and engaging all stakeholders, the World Health Organization’s global report Innovative Care for Chronic Conditions: Building Blocks for Action (2002) recommends six additional actions: 

· Build integrated health care through information sharing across settings and providers to avoid fragmentation of services, and through integrated financing that includes prevention efforts and incorporates community resources to enhance health care services 

· Intersectoral alignment of policies and strategies that effect health

· More effective use of health care personnel through team care which utilizes the skills of personnel with less formal education and trained volunteers as well as health care professionals

· Care that recognizes the central role and responsibility of the patient and family in lifestyle and behaviour change

· Support and services for patients and their families in their community

· An emphasis on prevention in every healthcare interaction because most chronic conditions can be prevented and complications avoided or minimized
Wagner Chronic Care Model

One of the most widely used systematic approaches to chronic disease management is the Wagner Chronic Care Model (Wagner et al 1996). Developed in the United States, this model integrates research about chronic disease management into six essential interdependent elements: the community, the health system, self-management support, delivery system design, decision support and clinical information systems. Using this model, strategies for improved patient care include the use of practice guidelines, the provision of patient information, patient and care provider planned management of conditions, and chronic disease management that incorporates a variety of interventions to improve care. It is significant that the World Health Organization recently adopted the Wagner Chronic Care Model for management of chronic disease (British Columbia Diabetes Working Group, 2002). Modifications to the model by Victoria Barr and colleagues (2002) of British Columbia are reflected in the Expanded Chronic Care Model (Appendix I) that more appropriately addresses the Canadian context and strengthens the prevention and population health promotion components: Build healthy public policy, create supportive environments, and strengthen community action. 

The Northern Diabetes Health Network

The Northern Diabetes Health Network (NDHN) is funded by the Ontario Ministry of Health and Long Term Care and covers a wide geographical area of northern Ontario including First Nations communities. The goal of the NDHN is to enhance diabetes services and programs and improve the lives of people living with diabetes. The network receives funding from Ontario Health and ensures optimal diabetes service and care by funding diabetes programs provided by community based host agencies through proposals that include planning and evaluation processes. 
The framework of the Northern Diabetes Health Network includes two components: System Health and Client / Community Health.

The System Health activities include:

· Education for health professionals

· Program support and coordination 

· Identification of gaps and implementation of strategies to enhance services
The Client/Community Health component aims are to: 

· Establish designated multidisciplinary teams for community based diabetes programs

· Educate and care for people and families living with diabetes

· Deliver a variety of individual and group diabetes services

· Facilitate care closer to home

· Provide diabetes services that are culturally sensitive

· Establish Community Program Advisory Committees to provide guidance, advice and feedback

· Collaborate with community agencies and groups
Many Jurisdictions – One System

The Many Jurisdictions – One System (MJOS) project is a partnership of North Peace Tribal Council, Capital Health, Northern Lights Health Region and FNIHB Alberta. The MJOS structure consists of a Steering Committee and three working groups: Clinical Care, Evaluation, and Communications.

The goals of the Clinical Care Working Group are to develop: 

· Shared Care Map

· Care Plan Checklist

· Educational Care Map

· Case management plan

· Diabetes Passport

· MJOS Brochure

· Physician Education / Orientation

· Liaison between Tribal Council and Health Regions

· Monthly Discharge Planning Case conferences

· Implementation of Best Practice Guidelines

· Foot Care Training 

· Identification and resolution of cross jurisdictional barriers

The MJOS Communications working group goals include: 

· Develop a dissemination/engagement plan

· Develop communication materials

· Community Consultations

· Newsletters and Press Releases

· Conferences and workshops

The Evaluation Working Group is focusing on formative and summative evaluation plans that are:

· Based on inclusion, participation and capacity building

· Aligned with and contribute to project objectives

· Respectful of ways of knowing that harmonize traditional wisdom and western scientific knowledge

· Gather information by narratives, photography, interviews, surveys, analysis of existing health service utilization data, document review+
Vancouver Island Chronic Illness Care Project

The Vancouver Island Chronic Illness Care Project is a federally funded Health Integration Initiative involving Inter Tribal Health Authority, Nuu-chah-nulth Tribal Council, Cowichan Tribes, Vancouver Island Regional Health Authority, British Columbia Ministry of Health, Health Care Providers and FNIHB Pacific Region. The project goals are to:

· Adapt the Chronic Illness Care Model

· Reduce complications through a customized self-management plan and health care provider support 

· Develop community leadership

· Develop and train teams to apply the Chronic Illness Care Model in daily practice

· Train Care givers in Patient Self Management

· Continuing Professional Education for Caregivers

· Develop cross jurisdictional partnerships

· Identify priorities with partners

· Create Shared Care arrangements and links to specialists

· Build and train interdisciplinary teams

· Coordinate service among care providers

· Improve communication within the health systems

· Determine information technology needs
Sustainable Chronic Disease Management Study

An Australian study of a chronic disease management project in four small remote Aboriginal communities found a number of factors that promote sustainability, including: 

· A flexible implementation strategy that adjusts to local conditions

· A high level of community engagement

· Appropriate timeframes, timing and compatibility between system efforts and local readiness to implement chronic disease management

· Effective communication between participating organizations

· Project champions (key individuals) in participating organizations

· Effective use of monitoring and evaluation data

· Adequate and ongoing funding (Wakerman et al 2005)
Opportunities for a Northern Chronic Care Coalition

CDTAC research concluded that no single approach to chronic disease management is necessarily superior to others. The key to success is the joint development of local solutions to meet local needs followed by the systematic application of what has been jointly agreed upon, including regular monitoring and evaluation. A systematic approach to chronic disease management provides a tremendous opportunity for both health improvement and for disease prevention. The shift from acute care focus to chronic care management will require the determined effort of health care decision makers and leaders as well as patients, families, care providers and communities. 

5.
RECOMMENDATION

After a review of the current state of chronic care in each of the Northern Health Strategy regions and the identification and mapping of the availability of core services required for optimum chronic disease management, the CDTAC suggested to the Northern Health Strategy Working Group on November 7, 2005 that an efficient means to address the many and varied needs of quality chronic care within the constraints of limited human resources could be accomplished through the creation of a Northern Chronic Care Coalition. It was suggested that the proposed coalition of health care providers and key community people would augment current services through the enhancement of planned, integrated chronic care by collaboratively developing, implementing and coordinating a northern chronic disease management strategy that addresses the most commonly occurring chronic diseases in the North. The proposed coalition would address diabetes initially, and then proceed to address other chronic diseases in the future. The development of the proposed Chronic Care Coalition would include the development of a work plan, priority initiatives, meeting times, and operational plans that could be accomplished both with and without additional funding. With the approval of the Northern Health Strategy Working Group, a Letter of Invitation to a Strategic Planning Workshop to be held on February 28 and March 1, 2006 in Prince Albert went out to each Northern Health Strategy Partner organization (Appendix F). Laura Soparlo, RN, Director of Strategic Corporate Development for Regina Qu’Appelle Health Region was contracted to assist with the planning and facilitation of the Strategic Planning Workshop as well as the writing of the Charter, Logic Model and Work plan.

6.
Introduction to the Northern Chronic care coalition Charter

On February 28 and March 1, 2006, representatives with an interest in chronic care from every Northern Health Strategy partner organization gathered in Prince Albert to develop plans for a Northern Chronic Care Coalition (Appendix G: Participants List).  The two day strategic planning workshop included a review of the work completed by the CDTAC, the development of a charter for the proposed Northern Chronic Care Coalition and the establishment of goals and outcomes with a work plan and priorities (Appendix H).  

Participants agreed that the primary focus or scope of the Coalition would be:
1. Diabetes

2. Cardiovascular disease (Hypertension, Heart Disease, High Cholesterol)

3. COPD (Chronic Obstructive Pulmonary Disease)
Statistics indicated these three chronic diseases had the greatest impact on the health of the people of the north and could not be addressed in isolation due to the interdependency of factors causing each disease.  

The “Expanded Chronic Care Model” (Victoria J, Barr et al; Appendix I) will be used as a framework to structure the Coalition and the resulting integrated strategies for chronic care in the north. The Chronic Care Model spells out strategy components for both the Health System and for the Community. 

Participants recommended that the Coalition be developed in two phases:
· In Phase I the Coalition will focus on the Health System components of the Chronic Care Model including Elders, client representatives, and health practitioners from NHS communities, agencies and jurisdictions.  The focus will be on Self-management and Personal Skill Development, Delivery System Design, Decision Support and Information Systems. 
· In Phase II, once the Coalition is established, (one to two years) membership will expand to include broader community member representation.  Phase II Coalition activities will be broadened to encompass the Community components of the Expanded Chronic Care Model focusing on: Strengthening Community Action, Creating Supportive Environments and Building Healthy Public Policy.  

Although the term “coalition” has been used throughout this document, whether the group is called a “Collaborative” or a “Network” or a “Coalition” has to be determined by the members. For the purposes of guiding that decision the following definitions and considerations are offered. 

A Network or Community of practice is an informal group with shared interests, stories and common language, but the group is not necessarily held mutually accountable for outcomes (for example, a group of engineers or nurses sharing learning informally).

A Collaborative is a group in which all parties work together and build consensus to reach a decision or create a product, the result of which benefits all parties. Competition is a nearly insurmountable roadblock to collaboration, and the relationship among parties must continue beyond the accomplishment of the task in order to assure its viability. The goal is dynamic.  A disadvantage to using the term ‘Collaborative’ is that it may be confused with the current Health Quality Council (HQC) initiative which is called a Chronic Disease Management (CDM) Collaborative. 

A  Coalition is an organized group of people in a community working toward a common goal. The term coalition may be preferable as it would adequately reflect the function of the group and avoid confusion with the HQC CDM Collaborative
The determination of whether the Northern Chronic Care Coalition includes simply sharing information and knowledge or working together to establish changes in practices and services toward a common goal  will depend on the availability of resources to support the coordination and implementation of goals as well as the will and commitment of the member organizations.  Nevertheless, the group will need to determine what it wishes to call itself. 
7.
NORTHERN CHRONIC CARE COALITION CHARTER OF AGREEMENTS
Introduction 
A charter is a document that outlines the agreements a group has made regarding how it will work together and be accountable to its stakeholders.  

On February 28 and March 1, 2006 representatives from each Northern Health Strategy partner organization (see Appendix G) met to establish a proposed charter for a Northern Chronic Care Coalition.  The terms of this Charter are to serve as guidelines for the Northern Chronic Care Coalition to facilitate the achievement of their Mission and the fulfillment of their goals.  The Charter serves as a summary of the agreements of the participants as determined at the February 28 and March 1, 2006 planning retreat facilitated by Laura Soparlo.

A. Mission

Definition: A mission statement embraces the general purpose of the organization and should be broad and all encompassing.  It is a definition of purpose (the “what” or end result of efforts or the problem the organization is trying to solve), the business of the organization (the means or “how” includes key activities to pursue the purpose), the target population (“who”) and any key beliefs or assumptions which are critical to the organization.

The Northern Chronic Care Coalition is a network of representatives from the Northern Health Strategy partner organizations with a shared interest in working together to improve chronic disease management in northern Saskatchewan.  The Coalition works together with a common purpose to:
· develop standardized approaches to CDM; 

· enhance knowledge through current education; 

· share resources; 

· research current and best practices; and

· collectively evaluate outcomes of CDM and the Coalition.
The Coalition adjusts its approaches to meet the unique needs of northern communities, working with the community to build upon existing strengths and to overcome gaps in services.

B. Vision 

Definition: The Vision answers the question “What do we want to become”?  It is the picture of the preferred future and narrative of expectations, which are catalysts for improvement, strategic programs and energizing the people. 

The Northern Chronic Care Coalition will be successful in fulfilling its mandate as evidenced by…

“An enhanced quality of life for those impacted by chronic disease and a reduction in the incidence and prevalence of chronic disease in the North. “  

Success is further evidenced when: 
· Patients, families and community members overcome denial and are actively engaged in the ongoing management of chronic disease;

· Patients and families are involved in setting personal goals and making decisions related to their care; 

· Standardized approaches to CDM are implemented improving access to services and facilitating consistent care for patients;

· Community based activities for prevention, screening and treatment of chronic disease are improved;

· Education and training is available for staff working in CDM especially at the community level including orientation for new health care providers and ongoing education for prevention and treatment;

· Methods to track and measure the outcomes of improved CDM are in place;

· Technology is used to enhance networking, education and research;

· The Coalition is thriving due to ongoing agency commitment, the sharing of resources and continuing support from the sponsoring organization(s).   

C. Philosophy

Definition: A statement of shared beliefs.

We share the belief that chronic disease exists in northern Saskatchewan and can be managed.  Further we believe that northern people with chronic conditions should have access to diagnostic assessment, support and the right to healthy choices within their community.

D. Values

Definition: Values are the belief system of the organization, which drives all actions and decisions.  It is the sign language in which people communicate to others.  
The values of the Northern Chronic Care Coalition are…
Respect: Each member is valued for his or her contributions, knowledge and expertise while acknowledging the autonomy of each agency.

Commitment: Dedication to the achievement of a common goal with the support of all jurisdictions will result in improved outcomes of those impacted by chronic disease in the north.
Truth and Honesty: Being true to one’s word and being accountable for following through with actions.

Cooperation: The promise to work in partnership to share knowledge, best practices and resources for the best outcomes for all people of the north.

The Way of the North: The actions of the Coalition respect and support the traditions, heritage and language of the north. 

Knowledge: Dedication to ongoing learning for all involved in the improvement of chronic disease practices. 
E. Principles 

Definition: A principle is a fundamental truth or approach, which guides a group in carrying out their mandate and activities.  Principles are needed to guide groups when interacting with a community…they are the touchstone or the lighthouse.  

The following principles will guide the activities of the Coalition:
· Build upon the commonalties and strengths in the North

· Utilize professionals to their full capacity

· “Build from the community up”…the development of the Coalition will equally include the grass roots people and diverse organizations and agencies 

· Create alignment between the goals of the community, health professionals and the Coalition in order to build bridges and support one another.

· Work towards quality chronic disease management services that are equitable and accessible for all people in the North.  

F.  Mandate and Accountabilities
Definition:  The mandate includes a list of the key functions for which the Coalition is accountable.  It serves as a “statement of the work” which the Coalition wishes to undertake.  It will guide decision-making, communication to its membership and stakeholders and identifies responsibilities of the Coalition.

“Model Components” refer to the corresponding component from the Expanded Chronic Care Model (Victoria J. Barr et al).
F.1. Support people living with chronic conditions (Model Components: Self-Management/Develop Personal Skills, Decision Support, Strengthen Community Action)
· Enhance community development processes to increase prevention and awareness activities

· Enhance self-management of CD at the grassroots level

· Engage community input, feedback and support in developing chronic disease services

· Improve access to and equity of services.

F.2 Standardize Approaches to Chronic Disease Management (Model Component: Decision Support, Delivery System Design, Information Systems)
· Support the ddevelopment of a shared client registry with I.T. support for the use of developing and monitoring services.

· Coordination of common chronic disease education across jurisdictions.

· Facilitate common approaches to CDM across the North e.g. case management standards, flow-sheets, algorithms. 

F.3. Sustain the Northern Chronic Disease Collaborative (Model Component: Delivery System Design)
· Develop supportive structures (charter, resources, funding) to initiate and sustain the Coalition 

· Determine representation on the Coalition from NHS jurisdictions

· Establish processes to enhance interdisciplinary communication across jurisdictions 

· Acquire financial, human and capital resources to facilitate the functioning of the Coalition
F.4. Sharing of knowledge, expertise, and events (Model Component: Decision Support) 
· Sharing of knowledge and best practices amongst collaborative membership
· Coordination of educational initiatives and events
· Establishing linkages with other Chronic Disease initiatives, locally,  provincially and nationally
F.5. Monitor Outcomes (Model Component: Decision Support & Information Systems)
· Establish a process for ongoing evaluation of the Coalition and the impact on Chronic Disease Management in the north 

· Determine sources of data for evaluation and identify gaps in information.

· Establish indicators to monitor the success of CDM initiatives in the north e.g. patient satisfaction, statistics of incidence and prevalence, availability/access of services 

G. Structure

Definition: How the group will organize itself and to whom it will be accountable
G.1 Accountability
The Coalition as an entity will be accountable to the Northern Health Strategy Working Group (NHSWG) for the achievement of its stated mandate/outcomes and the management of its collective resources.  Each individual member will remain accountable to his or her respective agencies and community. 

G.2 Reporting
The Coalition will establish a reporting process to the NHSWG and to the agencies of the membership. The process will be transparent and will support the Coalition with one voice. 

G.3 Committee Structure

Sub-committees may be used to advance certain functions/ initiatives within the work plan or special interests of the Coalition.  In order to integrate the work of the committees, reports will be presented at each of the quarterly meetings.  Committee outcomes will be recorded in the overall work plan.  

H.  Membership

The membership of the Coalition will be developed in two phases.  These phases support the components of the “Expanded Chronic Care Model” (Victoria J. Barr et al).
In Phase I, the Coalition will focus on the Health System components of the Chronic Care Model encompassing health practitioners from diverse communities, agencies and jurisdictions.  The focus will be on Self-management and Personal Skill Development, Delivery System Design, Decision Support and Information Systems. 

In Phase II, once the Coalition is established (one to two years), it will expand the membership to include broad community members.   The Coalition activities will expand to encompass the Expanded Chronic Care Model focusing on the components Strengthening Community Action, Creating Supportive Environments and Building Healthy Public Policy.  

Any agency outlined in each phase is welcome to join the Coalition as long as they are willing to commit to and support the purpose and mandate.  

“Primary Members” will be those agencies, which can actively engage in the Coalition, attend meetings and participate in the initiatives of the Coalition.

“Secondary/Supporting Members” will be those agencies who cannot attend meetings or actively engage in the activities but wish to be kept informed of the initiatives and be part of the communication process.  These members may be able to participate in some of the educational events or be able to modify their practices based on the information the received from the Coalition. 

H.1 Phase one membership may include (but is not limited to) health practitioners such as:
Client representatives, Elders, Physicians, Medical Health Officers, Dieticians, Diabetes Educators, Community Health Nurses (CHN), Community Health Representatives (CHR), Registered Nurses (RN), Licensed Practical Nurses (LPN), Nurse Practitioners (NR), Mental Health & Addiction Practitioners, Health Directors, funding agency representatives.
It is important that all members are personally interested in contributing to the outcomes of the Coalition as well as representing their agency.  In addition, the membership should represent a good cross section of communities from each geographic region and of different practitioners.  

H.2 Phase two:  membership may include (but is not limited to):
All the members outlined in phase one as well as community members (male and female), school representatives, students/youth & youth coordinators, peer support workers, community businesses, recreation representatives, local political/community leadership etc.
I.  Roles and Responsibilities
Roles and responsibilities outline the specific responsibilities of each member of the Coalition.
I.1 Membership
The membership may include any individual, professional or agency representative as outlined in Sections 8.1 and 8.2 that supports the mission and the work of the Coalition. Membership is voluntary and is based on a commitment to the Mission, Vision and accountabilities of the Coalition. 

Each member of the collaborative will be entrusted to and will hold themselves and others accountable for:

· committing to the purpose and mandate of Coalition
· attending Coalition meetings in person or by teleconference;

· keeping  themselves informed in the workings of the Coalition;

· keeping  the Coalition apprised of activities within their  agencies related to CDM;

· representing the broad interests of their discipline in terms of all communities in the North 

· being a link back to their agency and community to provide information/education on the Coalition and to obtain input and feedback on initiatives;  

· advocate for and engage in the solutions developed by the Coalition to enhance services and address gaps CDM; and

· participate in open, honest and balanced conversation and dialogue.

I.2 Chairpersons 
The Chairpersons will be selected from the membership in consultation with the Northern Health Strategy Working Group.  A Co-Chair model is recommended with one Chair representing the administration of Health System and the other representing grassroots health practitioners of the North.  Other representation of chairpersons may be considered.

I.3 Chairperson/Co-Chairpersons Responsibilities

The Co-Chairpersons are responsible to:
· lead the direction of the Coalition based on the collective agreements of the membership in collaboration with the Northern Health Strategy Working Group;

· represent the Coalition to the Northern Health Strategy Working Group; 

· keep the Northern Health Strategy Working Group apprised of the activities of the Coalition;

· chair the Coalition meetings;
· prepare and distribute the meeting agendas;
· ensure the distribution of Coalition minutes;
· invite and coordinate guest speakers;
· facilitate balanced participation and conversation at Coalition meetings;
· keep apprised of subcommittee activities;
· keep the Coalition aligned with their Charter and work plan; and
· officially represent the Coalition
J.  Code of Conduct
Definition: The code of conduct is a list of guidelines or standards that describes appropriate behaviour in the group as they do their work or conduct their meetings.

The Coalition and each member will agree to…

· Model strong leadership through their conduct and the development of a strong cohesive group.  

· Commit to the process and be involved at a personal, passionate level.

· Act with a positive, realistic and respectful approach in order to combine health and traditional knowledge in the development of services and policy recommendations. 

· Openly acknowledge and welcome diverse opinions providing a safe environment for members to express their views. 

· Actively participate in the work of the Coalition
· Engage in ongoing opportunities for learning.

· Collectively support and carry out decisions for which there is general consensus in the best interest of the community

K. Conflict and Dispute Resolution
Definition: Conflict and dispute resolution outlines the process by which the Coalition will address conflict in a healthy and productive to the manner.

· The Coalition supports good debate and a diversity of opinions enabling sound decision-making and consensus on recommendations. 

· Personal conflict or conflict which is unproductive to the mandate of the Coalition is not appropriate.   

· In a situation in which a decision may pose a conflict of interest for a member and their agency or in which there may be personal gain for the member/agency, the member will opt out of the decision-making process.  The member will still be encouraged to express their point of view without discrimination recognizing all ideas are valued. 

· If an individual’s conduct disrupts the functioning of the Coalition the Chairs have the right to request the member(s) to leave until the conflict is resolved. 

· The Chairs of the Coalition will identify a process to resolve conflict and offer different dispute resolution methods. 

· If conflict persists or remains unresolved the Chair(s) will seek the assistance of an external Mediator. 

L.  Meetings

L.1 The Coalition will hold face to face meetings in Prince Albert on a quarterly basis.   Additional meetings will be held monthly via teleconference.  Annually, the Coalition will hold a planning meeting to review their mandate, update the work plan and evaluate the effectiveness of the Coalition.
L.2 During Phase I the Coalition meetings will focus on Health Service System Components including:
· Approval of charter/terms of reference of the coalition
· Goal setting and priority setting

· Development of a work plan

· Development of a communication strategy

· Mapping/linking current services 

· Evaluation of current practices and partnering with other chronic disease initiatives
· Initiating the standardization of practices

· Core education for practitioners

· Development of data bases, evaluation processes and measurements
· Committee reports/feedback

L.3 During Phase II the meetings will focus on:
· Increasing community understanding, awareness and involvement

· Further standardization of care procedures, documents and manuals

· Enhancing community action by developing community CD subgroups or engaging existing community groups
· Implementing practice guidelines 

· Elaborating on communication processes to communities 

· Supporting the enhancement of information technology to support CDM

· Ongoing monitoring of Chronic Disease Management outcomes

M.  Communication

M.1 The following processes will be used to facilitate communication among the membership/agencies:

· Contact lists of the Coalition membership will be established (phone, email, fax)

· Quarterly face to face meetings with sharing of ideas, knowledge and upcoming events.

· Monthly teleconference meetings

· Coordinated communication of meeting notices, minutes and other events/ resources of the Coalition
· Use of the WebEx for ongoing communication and networking of members between meetings

· Reports to agencies from Coalition members on initiatives and outcomes 

· Circulation of minutes and information throughout the member agencies.

M.2 The following processes were recommended for communication with external stakeholders and the community:
· Development of a Chronic Disease website with public access

· News bulletins and updates on website

· Medical bulletins/communication

· Community informational/education meetings by Coalition members.

N.  Decision-making

The Coalition makes decisions regarding the functions/accountabilities of the Coalition as outlined in the Charter.  The Coalition serves primarily as an advisory body to Northern Health Strategy Working Group and the membership agencies.  Agencies within the Coalition are autonomous and independent of the decisions of the Coalition, however it is anticipated that the membership agencies will adopt the recommended practices of the Coalition into their own strategic plans for chronic disease management to provide a consistent/coordinated approach across the north.   

Decisions of the collaborative are made by consensus of the membership present at the meetings.   Absent members are provided an opportunity for feedback on the decision within a specified time period.  In the case where a decision may pose a conflict of interest for a member and/or agency, the member may opt out of the decision and should declare their conflict of interest with the Chair and this should be recorded in the minutes.  

O. Evaluation

Evaluation is the monitoring of the overall performance of the Coalition related to its established goals.  Measures provide the Coalition with the information it needs to track its performance and solve problems in the understanding that what gets measured gets done.

The Coalition is committed to ongoing evaluation at several levels. 
1. Annual review of the effectiveness of the Coalition, its processes and the achievement of its stated outcomes  

2. Review and update of the work plan every six months.  

3. Review of the activities/recommendations of the current Chronic Disease Technical Advisory Committee.  

4. Eventually engaging front-line workers and the community in the evaluation of the achievement of the Collaborative.
8.
 Proposed Outcomes and Work plan
Northern Chronic Care Coalition 2006-2007 Work Plan
	Goal/Outcomes
	Initial Actions for 2006/2007
	Milestones
	Lead
	Measures
	Resources

	Evidenced-based guidelines, flow sheets and algorithms are developed for top Chronic Diseases.


	Without New Resources

	
	· Expand on work of Health Quality Council and modify to meet the needs of the North.

· Make recommendations for standardized flow-sheets, guidelines, algorithms.

· Make recommendations on methods to increase awareness and access to guidelines, flow charts, algorithms.

	TBD by Coalition

Ex.: Implement a flow sheet used by 85% of partners by ‘x’ date. 
	Clinical Practice  Sub-group
	Data that will indicate how we will know when we have accomplished what we hoped. 

Indicators = changes linked to goal
	

	
	With New Resources

	
	· Expand education on guidelines to practitioners and those working with Chronic Disease.

· Access communication expertise to assist with communication strategy and promotional material


	
	Clinical Practice  Sub-group
	
	


Northern Chronic Care Coalition 2006-2007 Work Plan
	Goal/Outcomes
	Initial Actions for 2006/2007
	Milestones
	Lead
	Measures
	Resources

	Network members are orientated and knowledgeable of the work previously done by the CDTAC e.g. current state, core services


	Without New Resources

	
	· Former members of the Chronic Disease Technical Advisory Committee education new Network members on Core Services Mapping, Core services inventory.

· Invite other groups e.g. HQC, NHCP on their current initiatives.
	
	CDTAC 

Entire 

Network
	
	

	
	With New Resources

	
	· Secure a paid facilitator to support ongoing development of the Network


	
	
	
	Facilitator


	Goal/Outcomes
	Initial Actions for 2006/2007
	Milestones
	Lead
	Measures
	Resources

	Communication processes established to communicate amongst network members and to external groups.


	Without New Resources

	
	· Establish a communication strategy for the network specifying:

· Target Audiences

· Key Messages/content

· Preferred methods
	
	Communications 

Sub-committee


	
	Access expertise of Jay.

	
	With New Resources

	
	· Work with health professionals to enhance their communication skills and education skills. 

· Secure the expertise of a Communication expert. 
	
	Communications 

Sub-committee
	
	Communication Expert


Northern Chronic Care Coalition 2006-2007 Work Plan
Northern Chronic Care Coalition 2006-2007 Work Plan

	Goal/Outcomes
	Initial Actions for 2006/2007
	Milestones
	Lead
	Measures
	Resources

	Opportunities for linking with or participating on other Chronic Disease projects are explored and established.
	Without New Resources

	
	· Expand the participation of clinics in the North in the Health Quality Council Collaborative.

· Continue to share ideas of other models and success stories amongst the network
	
	Entire 

Network
	
	

	
	With New Resources

	
	· Continue to research and explore other models of Chronic Disease Management to get ideas and model best practices.


	
	Entire 

Network
	
	


Northern Chronic Care Coalition 2006-2007 Work Plan

	Goal/Outcomes
	Initial Actions for 2006/2007
	Milestones
	Lead
	Measures
	Resources

	Processes for developing the knowledge and skills related to Chronic Disease Management of professionals and para-professionals are established.


	Without New Resources

	
	· Identify and share existing educational opportunities amongst Network members and determine ways for members to access these educational opportunities.

· Establish ways to coordinate educational opportunities amongst Network members. 

· Communicate educational opportunities to Network members and communities via the communication strategy.   


	
	Education 

Sub-group

Or 

Entire Network
	
	

	
	With New Resources

	
	· Create educational opportunities specific to Chronic Disease Management for profession, para-professionals and those with Chronic Disease.  


	
	
	
	


Northern Chronic Care Coalition 2006-2007 Work Plan
	Goal/Outcomes
	Initial Actions for 2006/2007
	Milestones
	Lead
	Measures
	Resources

	Existing sources of data for evaluation of CDM are determined as well as new data required for effective evaluation identified.  


	Without New Resources                                                                       

	
	· TBD
	
	TBD
	
	

	
	With New Resources

	
	Contract Knowledge Broker / Researcher
	
	
	
	


Northern Chronic Care Coalition 2006-2007 Work Plan

	Goal/Outcomes
	Initial Actions for 2006/2007
	Milestones
	Lead
	Measures
	Resources

	Sources of funding are secured to support the development and ongoing functioning of the network.


	Without New Resources

	
	· CDTAC develop proposal, business plan and supportive funding sources for the Network.  

· Network to follow-up on funding opportunities.
	
	
	
	

	
	With New Resources

	
	· 
	
	
	
	


9.
 Resources Required and Proposed Budget
The Work Plan lays out options for what the Coalition can accomplish either ‘with’ or ‘without’ new financial resources. CDTAC and the Strategic Planning Workshop participants felt that similar resources required to support the CDTAC would be needed to ensure the successful operations of the Northern Chronic Care Coalition. 

The following resources were recommended:
Human Resources: (Coordinator, Administrative Support, Project Manager, etc.)
· Facilitator/Coordinator to facilitate and manage the Network

· Administrative/Clerical support

· I.T. professional support

· Communication Support

· Evaluation and data research support

Equipment: (Computer, telephone, printers, and faxes)
Required to support Human Resources

Office:
Required to support Human Resources
Activities Support:

Quarterly face-to-face meetings
Monthly WebEx conference call meetings

Annual Educational Event

Potential Sources for Funding: 

Public Health Agency of Canada

Saskatchewan Health 

FNIHB

Canadian Diabetes Association Diversity Strategy
Northern Chronic Care Coalition Proposed Budget

	Description
	Annual Budget
	3 year total

	Personnel  - Coordinator (1 FTE)
	68,000
	210,181 (3% annual increment)

	Communications & IT support 
	11,500
	35,545

	Benefits @ 18%
	14,310
	44,230

	Consulting – Purchased Services
	20,000
	60,000

	Subtotal

	113,810


	349,956

	Office Space
	3,500
	10,500

	Equipment
	3,200
	9,600

	Supplies
	3,600
	10,800

	Telephone

Conference Calls / Web ex
	3,500

2,400
	17,700

	Meetings 
	2,000
	6,000

	Professional Development - Coalition
	60,000
	180,000

	Travel                      Coordinator

               Coalition 4 meetings / year
	8,000

13,600
	24,000

40,800

	Subtotal

	99,800


	299,400

	Evaluation – 10% of total
	21,300
	64,900

	TOTAL funds


	$ 234,910


	$714,256

	In Kind

NHS Administration – Supervision – Office Equipment

	Estimated value 18,000
	56,000

	Member Organizations – Staff

	31,000
	66,000


10.
 Summary and Next Steps
The representatives from the Northern Health Strategy partner organizations, who attended the Strategic Planning Workshop, supported the formation of a Northern Chronic Care Coalition. The following action plan was completed after the Strategic Planning Workshop to identify the tasks and deadline dates required to ensure the development of the Northern Chronic Care Coalition. 

	Date
	Action
	Lead

	March 8, 2006
	Transcripts & Charter completed & forwarded to participants for feedback
	L. Soparlo

	March 22, 2006
	Feedback received from participants.

Changes incorporated into document.
	L. Soparlo

	March 31, 2006
	Proposal and Business Plan completed & signed off by CDTAC
	J. Ward &

L. Soparlo

	April 3, 2006
	Proposal to Northern Health Strategy Working Group
	J. Ward

	April 4, 2006
	Communication to participants regarding outcome of proposal
	CDTAC Support Staff

	Mid April-

Mid May
	Invitation to agencies and organization for membership
	NHSWG

	May-June 2006
	First Meeting of Network 

· Establish Network Chairs

· Affirm Network focus

· Diabetes

· Cardiovascular disease (Hypertension, Heart Disease, High Cholesterol)

· COPD

· Approve Network Charter/Terms of Reference

· Affirm Network Work Plan

· Establish Sub-groups

· Establish meeting dates
	


The CDTAC sees the Northern Chronic Care Coalition as the means by which to continue their work in the Shared Paths Project to improve the health status and health services for chronic disease care in northern Saskatchewan. When considered with the joint TAC recommendation for an integrated health promotion strategy, CDTAC has fulfilled their mandate to identify means by which the continuum of primary health care can be improved through community and organizational development.  CDTAC suggests that a Letter of Intent be prepared to submit to potential funding agencies such as Public Health Agency of Canada’s Integrated Chronic Disease Strategy, Saskatchewan Health, FNIHB and the Canadian Diabetes Association Diversity Strategy. 
APPENDIX A – CDTAC MEMBERS

Chronic Disease Technical Advisory Committee

Facilitator/Coordinator:  Janet Ward

Phone: 765-1264, email: jan.ward@sasktel.net
	NAME
	ORGANIZATION
	BUS PHONE
	FAX
	EMAIL

	Heather Genik RD,CDE
	Kelsey Trail Health Region
	 862-7248
	862-3250
	Hgenik.kthr@shin.sk.ca


	Doris Staflund, RN

Nursing Coordinator
	LLRIB – Stanley Mission Health
	635-2090

635-4680 (h)
	635-2189
	dmlstaflund@sasktel.net


	Daryl Ratt, CHR
	LLRIB – Health
	425-4076
	425-3544
	darylratt@yahoo.com

	Krista Loessl, RD
	PAGC 
	953-7248
	763-6611
	kloessl@pagc.sk.ca


	Dr. Nsungu, MHO
	NITHA
	953-0673
	922-0166
	mnsungu@nitha.com

	Marlene Del Pino, RN

Chronic Disease CNS
	FNIHB
	780-6827
	780-6026
	marlene_del_pino@hc-sc.gc.ca


	Sandra Clarke, RN

Diabetes Educator
	KYRHA


	235-5842
	235-4390
	sandra.clarke@kyrha.sk.ca

	Pam Molnar, RN

Diabetes Educator
	MCCRHA
	425-4826
	425-5513
	Pam.Molnar@mcrrha.sk.ca

	Jan Shewchuk, RN

Chronic Disease Control
	Pop Health Unit
	425-8520
	425-8550
	Jan.shewchuk@mcrrha.sk.ca

	Sharon Griffin, RN

PC/Community Hlth. Mgr.
	PBCN
	953-4425
	922-4979
	Sgriffin.pbcnhs@sasktel.net


	Janet McVicar, RN

Primary Care Manager
	MLTC
	236-5817
	236-3232
	Janet.mcvicar@mltc.net


	Elder Marie Favel 
	KYRHA
	833-2106
	833-3069
	

	Shianne Kraus
	Sask Health
	
	
	Position currently vacant

	Dr. Chris Chandler
	NMS
	
	
	Position currently vacant

	Evelyn Dupuis 
	AHA
	
	
	Position currently vacant


APPENDIX B – TERMS OF REFERENCE
Terms of Reference

Chronic Disease Technical Advisory Committee (TAC)
	Purpose
	· To provide a forum for collective discussion, information sharing, strategizing and action planning concerning all matters related to Chronic Disease. 

· To develop and implement plans and recommendations which will improve the promotion of healthy choices, prevention and treatment of chronic disease for residents living in communities represented by the members of the Northern Health Strategy Working Group. 



	Membership
	One representative and one alternate representative from each of the following:

· Athabasca Health Authority

· Health Canada, First Nations and Inuit Health Branch

· Keewatin Yatthé Regional Health Authority

· Kelsey Trail Regional Health Authority

· Lac La Ronge Indian Band

· Mamawetan Churchill River Regional Health Authority

· Meadow Lake Tribal Council

· Northern Inter-Tribal Health Authority

· Peter Ballantyne Cree Nation

· Prince Albert Grand Council

· Saskatchewan Health

Other members will be added to ensure multidisciplinary, inter-sectoral and inter-jurisdictional representation. Input from government agencies outside of health care is highly desirable.



	Principles
	Working group members must at all times and within all recommendations keep to the principles followed by the Northern Health Strategy Working Group. These include:

· Collaboration

· Cooperation

· A holistic viewpoint

· Prevention and promotion as well as treatment

· Respect for jurisdictional authority

· Cultural appropriateness

· Focus on the needs of the individual, family and community

· A team approach

· Respect for professional responsibilities

· Partnership and consensus

· Focus on the Primary Heath Care Principles:

· Comprehensive

· Accessible

· Coordinated

· Accountable

· Sustainable



	Responsibilities of Members
	· To represent their organizations and disciplines

· To confirm attendance, be punctual, prepare for meetings and actively participate in discussions

· To think in terms of improvements in health promotion, illness prevention and treatment  for patients

· To think in terms of the complete geography encompassed by NHSWG

· To contribute to the development of the work plan elements

· To relay information to and from their organizations and alternate representatives



	Work Plan
	The Technical Advisory Committee will develop a work plan outlining their activities over the course of this project. Those activities will include:

· Developing a description of the current state of chronic disease services provided to residents within the geography of the NHSWG

· Determining appropriate standards of care and services

· Developing core lists of services

· Analysis of gaps or weaknesses in service

· Developing recommendations around prevention, promotion and treatment services that will improve the chronic disease outcomes for residents

· These recommendations must include the following:

· program and professional resources development

· community development

· recognition of jurisdictional responsibilities

· reduction of barriers to health care access

· consultation with key people

· education and training needs

· They may also include the following elements, along with others as identified by the working group:

· training

· information technology

· financial

· community development

· family support
· Evaluation

· Subcommittees can be formed as required. The NHSWG will assist in their orientation.



	Budget
	The NHSWG project will be responsible for:

· Accommodation, meals, mileage or flights

· Meeting rooms or meeting room rentals

· Consideration will be given to supporting an organization if back-filling is required for a staff member to participate.

· Clerical support for all documentation such as minutes, plans, statistical information, core service lists, standards of care, proposals, and recommendations

· Coordination and facilitation



	Meeting Protocol
	The TAC may decide upon protocols for meetings. Some elements may include: 

· Participation by all members

· Consensus as a goal

· Mode and timing of meetings

· Respect for individuals and organizations

· Appointment of chairperson, co-chairperson and alternate members

· Circulation of agendas

· Location of meetings 



	Timelines
	· Funding for the project ends 30Mar06.

· Recommendations should be delivered early enough that implementation can be started within the life of the project.

· Progress reports are expected

· Prior to implementation, recommendations must be approved by the member organizations of the NHSWG.

· A detailed work plan will elucidate timelines.



	Reporting
	· Each member has dual reporting responsibilities: first to their respective organization and second to the chair of the working group.

· The chair of the working group has dual reporting responsibilities: first to his/her respective organization, second to the Senior Project Coordinator of the NHSWG.




APPENDIX C – CURRENT STATE SURVEY
APPENDIX D – CORE SERVICES LIST

Chronic Disease TAC Core Services for Diabetes

Wellness   primary prevention, promotion, education

· Health Promotion in communities

· Coordinated Health Promotion in Schools
· School Nutrition Programs

· Focus on nutrition and physical activity in early childhood programs

· Access to Exercise Specialist in schools and communities

· Coordinated Lifestyle Programs

· Tobacco Cessation Programs

· Traditional Healing

· Client support programs (individual and group)

· Integrated screening by all health providers

· Health providers involved with community partners

· Pregnancy planning for diabetic women

· Prenatal screening and education for Gestational Diabetes 

· Prenatal breastfeeding education 

· Breastfeeding education for all health care providers

· Appropriate Health Promotion Resource Materials
· Mental Health and Addiction service
· Translation Services
· Accessible, nutritious foods
· Transportation support to local, regional, and provincial health services
Community Based Services / Programs   primary care, integrated services
· Diabetes Teams consisting of MD, RN/DE, RD/DE for Adults and 
· Diabetes Teams consisting of MD, RN/DE, RD/DE for Children
· Consistent Diabetes programs including all team members
· Diabetes Clinic with integrated services
· Flow Sheets used regularly by all providers
· Electronic client database
· Access to lab services and results
· Consistent information sharing across jurisdictions
· Communication of clinical information  for decision support
· Access to pharmacist, physician, diabetes nurse educator, dietician, nurse practitioner
· Staff Travel Requirements considered in FTE’s 
· Financial support for diabetes supplies
· Financial support for Medications
· Access to and use of telehealth
· Use of Multimedia (radio, print, cable, television)
· Involvement of faith community in care and support
Institutional / Complex Care   (Acute Care)
· Access to hospital (distance to nearest acute care facility)
· Access to endocrinologist
· Access to renal dialysis
· Wound management care
Assisted Living   NIHB, Long Term Care, Home Care
· Home Care Nursing

· Home Care Services

· Home Care Equipment

· Training and support for families caring for Elders and family members

· Nutrition Support: Meals on Wheels, Good Food Box, Assistance with Grocery Shopping

· Long Term Care in or near home community

· Long Term Care that is acceptable to the person requiring care
APPENDIX E – CORE SERVICES MAPPING

APPENDIX F – LETTER OF INVITATION TO STRATEGIC PLANNING WORKSHOP

To:
 Northern Health Strategy Working Group

From:
 Chronic Disease Technical Advisory Committee

Date:
 January 12, 2005

Re:
 Strategic Planning Session for Northern Chronic Care Coalition

Message: 

The CDTAC has secured Laura Soparlo, RN, MBA to facilitate a two day strategic planning session for a Northern Chronic Care Coalition on February 28 and March 1, 2006 at the Prince Albert Inn. The session will address Population Health Promotion and Chronic Disease Prevention, Care and Treatment, and Surveillance with an emphasis on Care and Treatment of Diabetes.

Chronic disease management requires a comprehensive primary health care approach. Each partner of NHS is asked to send a maximum of five participants from your organization. CDTAC suggests a balanced representation of participants from among the following areas of health care: 

· CDTAC members
· CLO’s

· Home Care Nurses

· Diabetes Educators

· Primary Care Nurses

· Primary Care Team Representatives

· Chronic Care Managers

· Community Health Educators

· People living with Diabetes

· NMS

· Physiotherapy

· Pharmacy

· Mental Health and Addictions

· Oral Health

· CHR’s

· Community Diabetes Workers

· Social Work

· I.T.

· Health Information

Please complete the attached form with the names and positions of participants and return by fax. All travel related expenses for the two days will be covered by Shared Paths upon receiving expense claims with receipts at the close of the session.

The outcomes of this two day session will be to identify the purpose, structure, function and action priorities of a Northern Chronic Care Coalition with an emphasis on diabetes management. A more detailed agenda will be forwarded after meeting with the facilitator on Jan. 20, 2006. Following the session, a written plan will be prepared and presented to the NHSWG providing options for implementation. CDTAC hopes to work from our collective strengths and wisdom to improve the care and treatment of people with diabetes in northern Saskatchewan. Your support is key to the success of this strategic planning.

Sincerely, 

___________________________________

Janet Ward, RN

Facilitator / Coordinator CDTAC
APPENDIX G – PARTICIPANTS STRATEGIC PLANNING WORKSHOP
APPENDIX H - STRATEGIC PLANNING AGENDA

Northern Health Strategy

Chronic Disease Technical Advisory Committee

Strategic Planning

Tuesday February 28 & Wednesday March 1, 2006

Prince Albert inn

9:00 AM – 4:30 PM

Outcomes:

· To review the current achievements of the Chronic Disease Technical Advisory Committee

· To articulate and develop a “Chronic Care Network” to facilitate the prevention and treatment of Chronic Disease in the North, with the initial focus on Diabetes.

· To develop a “charter” for the purpose, mandate, membership and ongoing functioning of the Network.

· To establish a long-term vision for the Network.

· To establish short (0-12 months), medium (1-2 years) and long-term (3-5 years) goals for the Network to address in the next 5-years. 

	DAY One

	Time
	Content
	Lead

	9:00
	Opening Prayer
	Marie Favel

	9:30
	Welcome and Introductions
	Janet Ward

	9:45
	Review of Agenda and Outcomes
	L. Soparlo

	10:00
	Setting the Context

Presentations:

· Overview of the Northern Health Strategy/Shared Paths/TAC

· Chronic Disease Technical Advisory Committee

· Demographics and Statistics related to Chronic Disease in the North

· Summary of CDTAC Current State Survey and Core Services Mapping

· Overview of Health Quality Council (HQC) Chronic Disease  Collaborative

· Other Models
	A. Haysom

P. Molnar

Dr. Nsungu

J. Ward

H. Genik

J. Ward

	10:45
	Activity & Nutrition Break
	

	11:00
	Presentations Continue…
	

	12:00
	Lunch 
	

	12:45
	Defining a Long-term Vision & Mandate for the Network

· What should the purpose and mandate of the Network be?

· If the Northern Chronic Care Network were to be successful…what would it accomplish? 

· Who should the membership include?

· If the Network is to be successful in working across a variety of jurisdictions…what core principles and values should guide the network?
	All

Interview Matrix

	1:30
	Defining a Long-term Vision & Mandate for the Network

· Group Work

· Group presentations

· Agreements
	Small Group Work

	2:30
	Activity & Nutrition Break
	

	2:45
	Creating a Charter for the Northern Chronic Care Network

· Explanation of a Team Charter and Definitions


	L. Soparlo

	3:00 
	Building the Northern Chronic Care Network Charter

· Small Group Work
	Small

Group Work

	3:45-4:00
	Round table and Closure
	L. Soparlo


Northern Health Strategy

Chronic Disease Technical Advisory Committee

Strategic Planning Day Two
	Day Two

	Time
	Content
	Lead/

Process

	8:30
	Check-in

· Review work of previous day
	L. Soparlo

	9:00
	Creating a Charter for the Network Continued…

How will the Network work together?

· Purpose/Mandate

· Roles and Responsibilities
· Meetings

· Decision-making

· Communication

· Working agreements and Code of Conduct

· Conflict Resolution

· Ongoing development, renewal and evaluation
	Small Group Work

	9:30
	Creating a Charter for the Network Continued

· Small Group Presentations 

· Agreements on the Charter
	Large Group

Discussion

	10:15
	Activity & Nutrition Break
	

	10:30
	Establishing Goals & Outcomes for the Network

· Review of Vision Themes (from Day One)

· Develop of Broad Priority Goals/Outcomes related to Vision Themes. 
	Tops 

Process

	12:00
	Lunch 


	

	12:45
	Establishing Outcomes for the Network …Group work continues

· Short (12 months)

· Medium (1-2 years)

· Long-term (3-5 years)

(Building the Logic Map)
	Small

Group Work

	1:30 
	Small Group Presentations of Goals & Outcomes

· Agreements on Goals/Outcomes
	All

	2:30
	Activity & Nutrition Break


	

	2:45 
	Priority Actions for Year One

· Steps to develop the Network
	Large Group

	3:15 
	Other Considerations

· Resources Required
	Large Group

	3:45
	Next Steps


	L. Soparlo

	4:00
	Closure


	L. Soparlo


Suggested Reading (in workshop folders):

· Information on Chronic Disease Technical Advisory Committee on Chronic Disease Management & Northern Health Strategy

· Recommendation on Northern Chronic Care Network Nov. 7, 2005

Suggested Questions to consider before you arrive:
If a Northern Chronic Disease Care Network were to be developed for the North what function or purpose would it serve?

Vision…The Network would be successful if it accomplished…… “What” will it accomplish for northern chronic care?

Who should belong to the Network?

How should the Network or Coalition be structured?  
APPENDIX I – EXPANDED CHRONIC CARE MODEL
APPENDIX J – NORTHERN CHRONIC CARE COALITION LOGIC MODEL

APPENDIX K – CDTAC RECOMMNENDATIONS

APPENDIX L - CHRONIC DISEASES IN NORTHERN SASKATCHEWAN
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