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DISCLAIMER

All due care and diligence has been taken by Brentnalls SA in the preparation of this rElpert.
recommendations contained in this report are based onitifermation provided by the clientBrentnalls SA
accept no responsibilitfor any errors or omissions made by the client when providing information, nor the
impact that it may have on the recommendations in this report. The client remains solely responsible for the
information provided and any resultant impact.

Neither Brentn#ls SA nor any of its employees undertake responsibility or liability for losses suffered by any
person or organization relying directly or indirectly on the information included in the report, including any
errors or omissions therein arising through rigghce or otherwise caused.

This report has been prepareaclusively for the benefit of the clienThe scope, content and recommendations
are relevant only for your use, and the execution of the recommendations remains with you.

== e

Danny Haydon
Principal, Health Division
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Introduction

Flinders UniversitQ @ollege of Nursing and Health Scieniogsartnership with iCCngSA Healthhave
commissiored Brentnalls Health to provide analysis of the business case to support the implementatien of
W/ 2dzy i NBE | St NI ! { (OHAWinto tuIRstieyiaieyengfad practied@i@it Soith o
Australia. Additionally, thescalability to all general practice across Austriglialso included in the scope of
this project.

The CHAP Project is a NHMRC Partnefahgiedproject NHMRC supports the translatiohresearch
evidence into health poliesand practice to improve health serviceBuilding a Healthy Australia is the key
purposeof NHMRC. We are excited to work with Professor Rébgtarkand her team at Flinders University
and for the opportunity to contribute to the improved health GbuntrySouth Australians.

Our report will present business models that will support the delivery of cardiac rehabilitation and secondary
cardiac episodengvention to patients withirCountryareas of South Australia.

Included in our business models will be key elements of the CHAP project

Engagement of patients in Cardiac Rehabilitation living in country South Australia
The critical role of the GP

Accessa public health services

Additional value of local allied health service

Engagement of practice nurses in coordination of care

Opportunity for GP practices to be involved in leading research

T v v >

Business models embedded within the GP context will show tl@aCHAP project achieves all four objectives
of the Quadruple Aim detailed in the diagram below.

O Improved patient experience of care
e Care tailored to the needs of an individual
m ¢ Coordinated and comprehensive care
« Safe and effective care
¢ Timely and equitable access
e Increased skills and confidence to manage one's own care

Improved health outcomes & populations management

¢ Reduced disease burden

e Increased focus on prevention

« Improved quality of care

¢ Improvement in individual behavioural and physical health

Improved cost efficiency anld sustainability in healthcare

« More efficient and effective service delivery

e Increased resourcing to primary care

e Improved access to primary care, reducing demand on hospitals

N

Improved health care provider experience

e Increased clinician and staff satisfaction

« Increased flexibility and scope for innovation

e Evidence of leadership and team-based approach
e Quality improvement culture in practice

! Clark, R. (n.d.). Grant Proposal - Partnership Projects 2018 APP 1169893
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Background

To provide contextor this report some startling statistics on the generaarthealth of our population and
the link between thebenefits of cardiac rehabilitatioandimproved heart healttwere evident.

1 Cardiovascular disease (CVD) kills one Australian every 12 minutes
1 CVDwas amajor cause of mortality in 201@ccountngfor 43,477 deaths
1 People living in rural and remote areas; 4 x risk factors, 90% higher rates of CVD hospitalisation, 60%
higher deaths
1 Cardiac rehabilitation is only attended by-20% of eligible patients despite high level evidence that
supports its benefit adh cost effectiveness.
1 Research on the reasons for nattendance have cited cost, accdegural & remote,cultural,and
linguistic barriers.
1 Five Core Components for quality delivery and outcome of CR services recomnageded
- Access to services
- Assessment and monitoring
- Recovery and longderm maintenance
- Lifestyle and behavioural changes
- Medication adherence
- Evaluation and quality improveme(Clark)

CKS WgKeQ F2NJ lirkpkoded tlinNdlaril ©ehaviburabolitcomgs, fewkr Hospitadeissions

and better quality of liféfor rural and remote patients with heart diseas@.o achieve thishigher rates of
attendance and completion of an evidence based cardiac rehabilitation program are required.

¢CKS WK2gQ A& G2 LINEJARS with¥ tanaaéhatitatio®gbagranincdrpsratingd 2 Y LIt
allied health servicefor rural and remotepatients. At the heart of this project is the desire to involve general
practitioners in country practice to undertake the cardiovascular assessments.

The CHAP projestuggests 3 wdesin the delivery of cardiac rehabilitation and secondary prevention with 3
priorities. We willinterrogateeach priorityto providebusiness modelthat deliver onthese prioritieswithin a
primary care general practice setting.

Priority 1 ¢ Support fa the iCCnet Remote CardiRehabilitation Program
Priority 2 ¢ Support for the iCCnet CHAHP / Hybrid Cardiac Rehabilitation Program
Priority 3¢{ dzLJLI2 NI F2NJ 0t KI &S o wSKFoAf A(LIl dupikGParer | S NJIi

2 SA Health. (2011). Statewide Service Strategy Division. Cardiac Rehabilitation: a Model of Care for South Australia - Stage
One.
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Methodology

As part of our background research and desktop analysis for this report the following documents were
provided by the CHAP project tedor review. Additionally,there was the opportunity angrivilegeto meet
and interview the following peoplerho ably assisted ibroadering our perspective when considering
analysngand buildinghe business case models

Advisors

A The CHAP project team; Prof RoldyBlark,Dr Susie Cartledge, Kay Govin

Rosy Tirimaccand Claudine ClakiCCnet

Deb Bruhrt Clare Medical Centre RN

Judy Sparrow Waikerie Medical CentrEN

Ali Krolligg Director Health Policg Country SA PHN

Kirstyn Schmidg Clinical Advisog Health Partners

Dr Robert Menz, former SenioMedical Advisor, Department of Human Services, Medicare

P i i P

University of South Australia

Documents, Research Papers & Publications

A Grant Proposat Partnership Projects 201(&lark)

Cardiac Rehabilitatios Model of Care for South AustraligGtage ISA Health, 2011)

Cardiac Rehabilitatiod Model of Care for South AustraligStage ASA Health, 2011)

Country Access to Cardiac Health (CATCH) Final R€poniacco, Cowley, Berry, Clark, & Tideman,
2015)

> > > >

Thisreviewinvestigatedprevious business models for similar intervention programs run in a primary care
setting, specifically our ®CT business case review.

Otherinformation gatheredduringthis investigationincluded the following

- Accesdo cardiac rehabilitation progranfsr rural and remote patients
- Availability of community and privately ralied health services in rural and remote areas
- CRprogramscurrently deliveredocallyto rural and remote patients

Theimportantrole general pactitioners play irthe service modehlong with the support and motivation of a
patientto complete aCR programalsoformsan importantpart of our analysis antthe construction ofa
business model.

So does analysis of the service model process dlmwmencing with the discharge of the patient from
K2alLWAdlrt> GKS NBFSNNIf (2 GKSANI Dt (G2 O02YYSyOS
program.

Delivery and capture of objective dataais essentiaprojectgoal Investigation orhow patient datais
currently capturedmanaged angharedby CATCH was undertakemhis assisted us in exploring alternate
methods of collection and transfer of patient data into the CATCH data base.

The ease of data collection and transfer witHitike aspossible manual input is an important supporting
factor in the successful marketing of the CHAP program to general praEtictherinterviews and
investigation were conducted to understahdw patient data is currently captured, managed and shared by
iCCnet/CATCH the general practicesetting

In formulation of thigreport allthe methodsoutlined aboveassisted irproviding thecommentary and
recommendationcontainedherein

6|Page
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Cardiac RehabilitatidArograms

From research anexperience, giving patients a choice in the way cardiac rehabilitation is delivered to them is
important to their motivation to successfully complete a program of cardiac rehabilitation. Numerous service
delivery issues have been identified and discuégedeports we have researched for this project as well as in
the interviews we conducted with practice staff.

The following three CR prografqsace the GP at the centre of the model of care by coordinatirapitoring,
YR daSaaay3dessKS LI GASYGQa LINBRINJI

A CHAP wekbased progrant, patient managed
This will be a new modality as part of the CHAP project with physical assessments conducted by the
LI G A Sy ( Qa -bdzedprograih Bvill @010 modules of cardiac rehabilitation which the patient
can compete at their own pace. Education will be provided in several different formats (written,
GARS2ar LRROF&aGa0 yR SESNDA&AS gAff 0SS GNIO1S
activity device. This program can also be accessed by all gateenbmplement what they are already
receiving.

A iCCnet CATCtttelehealth based & case managed
This mode of cardiac rehabilitation is delivered over the phone by specialist cardiac nurses along with
an allied health team. This cardishabilitation progranis case managed arnsl available oubf-
hours for patients who workr cannot participate during business hours. This program runs for 7
weeks.

A iCCnet GP / Hybrid Progragtelehealth & case managegfiCATCH and GP Practice
This ppgram combines both GP practice involvement and the CATCH telephone program. Patients
receive aGPManagement Plan in which they are able to receive 5 allied health services locally.
Additionally, patients also commence the CATCH telephone program aradisceaccess CATCH allied
health practitioners.

The fourth CR program choice is led by a cardiac rehabilitation nurse who coordinates, monitors and assesse
that patients progress through a community centre based CR program.

A Faceto-Face CR Prograntommunity centre or local hospitddased CR program
These programs are run within each local health network either through a hospital or community
health centre. These cardiac rehabilitation programs are typically led by a nurse, specialising in
cardiovasculacare and rehabilitation, together with a mutfisciplinary team. Programs in South
Australia run from & 10 weeks.

Below inFigurel the Cardiac Rehabilitation delivery option flow chart demonstrates the decision point where
the patient has the option to choose their mode of cardiac rehabilitation delivery.

3 SA Health. (2011%tatewide ServicBtrategy Division. Cardiac Rehabilitation: a Model of Care for South AusBtdige One.
4 Dr Susie Cartledge i Senior Research Fellow, NHMRC Partnership CHAP Project
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GPService Delivery Model

The service model of care delivers the provisibiface to face comprehensive cardiovascular assessments
performed by the rural or remote general practice at 4 milestones throughout the patients iCCnet Remote
Cardiac Rehabilitation program. These milestones are:

A Precardiac rehabilitation program assesmt

A Postcardiac rehabilitation programa@ssessment
A 6mth follow up

A 12mth follow up

9FNfe& AYUiSNBSyiAz2y LRad RAAOKINAHS 4l a |y AYLEZ2NIL )
motivation to complete a program of CRhe service model below Figurel includes suggested timelines

from hospital discharge, completion of a formal CR program and the GP assessments required on the patient:
22dzNySe (2 tKFAS o /w WISINI I1SIHfEGK F2NI[ATSQd

The assumption is made that patients who embark on a f@&¢e&ace CRgthway may not feel it necessary to
attend the CHAP assessment reviews with their GP. Patients attending this mode of CR will be assessed anc
monitored by the cardiac rehabilitation nurse who is running the program. This does not exclude the patients
from attending their GP and choosing to initiate a GPMP, however, there will raot bepectatiorfor the GP

or practice nurse to record the CHAP assessment davacompletenessye have indicated by a dotted line

in the service model ifigurel for patients completing Fae®m-Face CRvho may initiate return to the cardiac

care of their GP at thé month post event mark

To connect the service delivemyodel with a financial and cost benefit analysis, it was necessary to evaluate
the maximum 4 milestone assessments delivered by the GP and the practice nurse within the CHAP model of
care. This involved the analysis of this service delivery model ugliia relevant Medicare items that

maximise the revenue for the practice. The analysis also inchrdestimation of costs to the practice

needed to calculate the net value to the practice. To note, these costs may vary between individual practices
andg 2dzf R 60S RSLISYRSy(d 2y (K & welddconsideng Me pragtisaydpplication f

of supplementary services available for both indigenous andhghRA 3Sy 2dza LJ GASydGa GK
episode of care.

The flowchart diagram below ifrigure2 provides a deeper analysis of the service delivery model and the MBS
items available to the GP and to the praetiat all points in the service life cycle. It is noted that these items
Y8 @GFINE FNRY GAYS G2 GAYS Fa GKSe& NS RSLISYRSyl
individual needs.

A full financial assessmeand analysisf this servie model, including the Medicare items and rebates

available at the time of writing this report, can be foundhe Business Case section of this repdttr your
reference, a full glossary of relevant Medicare item descriptors can be found at the end i@&port.

Glossary Link

There is a distinct and feasible pathway to the successful implementation of this service model into rural and
remote general practiceThisreport will interrogate and offer insighinto the:

1 Valueproposition of this model for general practice of involvement in the CHAP model.
1 Information and data management requirements to support seamless integration.
1 Marketing and stakeholder engagement strategies.
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CR Option Flow Chart
Figure 1
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GP Cardiac Rehabilitation Assessment Services

Figure 2

4[

Discharge from Hospital W‘

wCardiac EventHospitalisation
WGP & Cardiologist consultations booked
u«Referral to CR

GP Practice ‘

b days post discharge consultation with Gferipts for medication
wrriggers Préssessment for Cardiac Rehabilition consultation booking, if not already scheduled.

GP Practice CHAP Inital Assessment 1 ‘

uPreAssessment for Cardiac Rehabilitation

oll-2 weeks post discharge

w75 min consultation 60min Practice Nurse / 15min GP
wr21/723/ 900/ 10991 x 3

wr15 /10991 ATSI Health Assessmdhapplicable
WICA- 5 x Allied Health (CDMJocal services if available

Patient Choice of Cardiac Rehabilitation Prograee service model diagram W‘

uH6-10 wk program of CR
oSupport from Allied Health professionals
wSupport and follow up from Cardiac Nurse / Case Manager

Local Allied Health Services W‘

uProvide services outlined in care plaBxercise Physiologist, Diabetic Educator, Physiotherapy, Psychologist, Social
Worker, ATSI worker

«oPatient led

wAdditional to CATCH telehealth allied health consultations

GP PracticeSupplementary Services provided }

10983 / 10991 PN accompany patient with video consultation with specialist
L0987 / 10991 ATSI Health Assessment follow-tdé or ATSI Health Worker (10 per calendar year)
w0997 / 10991 Care Plan follow uBN (5 per calendar year)

GP Practice CHAP Rassessment 2 ‘

uPost Reassessment from Cardiac Rehabilitation
uB-12 weeks post discharge

w60 min consultation 45min Practice Nurse / 15min GP
w23 /10991

GP Practice CHAP 6mth Assessment 3 1

opmth Follow up post GPMP
w/5min consultatiorr 60min Practice Nurse / 15min GP
wr32/732/10991 x 2

GP Practice CHAP 12mth Assessment 4

wil2mth Follow up post original GPMP

w75min consultation 60min Practice Nurse / 15min GP
w721 /723 /10991 x 2

w715 /10991 ATSI Health Assessmahapplicable
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Priority 1¢ Support for iCCnet Remote Cardiac Rehabilit@@étProgram

To provide context, the iCCn@buntry Accesslo CardiacHeath (CATCH) program providestients access to
acommitted cardiacwursecase manageand allied health professionals via teleheatiha wellestablished
model(Tirimacco, Cowley, Berry, Clark, & Tideman, 2@AYCH also collects and haddsubstantiahmount

of data within itsdatabaseon metrics and outcomes of the cardiac rehabilitation journey of cardiac patients in
South Australia.

The iCCnet Remote CR programurrently accessed by South Australianstpospitaldischarge after a
cardiac eventThe progranteliverscase managed CR via telehealth.

Through the genergiracticebasedservice model proposeit the CHAP projec€ountry GPs will be

encouraged to conduct the 4 GRsessmers for patients peticipating in the iCCnet Remote CR progyramd

in the processcollecting and transferring the patient assessment data from the GP practice and the patient to
CHAP/CATCH.

Value Proposition to Rural and Remote General Practice

The involvement of the genal practice in completing the 4 CR assessments encourages the practice to initiate
the structured approach to chronic disease care planning that is recommended in the business case modelling
While undertaking the CR assessmentdlecting,and providinghe data to CHAP/CATCH adds additional time

to the process at a cost to the practid@verall,the practice is still better off managing the patient in this way,
ratherthan delivering a range of standard consultations.

The referral from CATOHitiates the opportunity for the general practice to proactively respond to the

LI GASYydQa OFNRAFO S@Syid YR AyaidiaardsS | egigisicad K NR y
OKIFy3aSa G2 GKS LI GASY(dQa geSrbri hbdpitai TiHe tefdzéal plagtRtkeGREALE |
0KS OSYGNB 2F GKS LI GASydQa OFNBZ ¢gKSNBoeé GKS LI |

Priority 2¢ Support for the iCCnet CHAP GP / Hybrid Cardiac Rehabilitation
Program

The iCCnet CHAP GP bHg CR prograrprovides access toublicly fundedcardiac rehabilitatioomodel of
careaccessible tall Country 8uth Australians

Value Proposition to Rurahd Remotdéseneral Practice

The roll out of a GP hybrid version of the CATCH program (iGEnetlybrid CR Program) incorporates the
general practice, redirecting the responsibility for CR from a tertiary setting into the primary care setting. It
allows the GP to have a pivotal role in the coordination of patient care by facilitating locakdodbe range

of cardiac rehabilitation services working in partnership with CATCH.

To note, there are currently 14 general practices who have successfully implemented this Hybrid program intc
their rural or remote practice settings.

The successfuliplementation of the iCCnhet CHAP/Hybrid CR program service model into a general practice
setting is dependent on presenting a solid business case to the general practice business owners.

The value proposition for the ruralr remotegeneral practice is ls@d on the following factors:

A Business case and financial considerations
A Reputational factors for the practice and the GPs
A Positive health outcomes for the cardiac patients of the practice

11|Page



Financial considerationaddressed in thénalysis ofinanciaModelling(pagesl5-18), provides a business
case in support of the program. We confidently see the implementation of the iCCnet CHAP GP / Hybrid CR
program as being a financially viable proposition for rural memdote generapractice

Reputational factorsare also key considations for the motivation of the GPs and the practstaff and

engaging them to deliver the iCCnet CHAP / Hybrid program. The practiceintesdewed expressed an
appetite for general feedback on patient outcomes, the sharing of success storiessaaalah activities of the
program. The prestige associated with participation in important health reseaashbe viewed aa

motivating factor in enrolling GPs and practices to deliver the program or in the continued participation in the
program.

Positive health outcomegromoted within the ethos of the CHAP project, requires a whole of practice

F LILINRF OK G2 FOKAS@GS WISIENI | SFEOGK F2NI[ATSQ F2NJ
will accompany the patient on their journey thrghh CR and observe the outcomes they achieve. They will

also benefit from being part of a program seeking to demonstrate positive health outcomes for a cohort of the
population.

To achieve this, the practice team will undertake the following activities:

A Educating patients about the benefits of cardiac rehabilitation

A Encouraging patients to make lifestyle and health behavioural changes

A Coordination of care by GP&6s and practice nurses.
A Recording of patient data by CATCH and making outcome data available to general practice

A Engagement with local allied health providers and services

Effective implementation will require a whole of practice approach to education, training and development of
practice systems that reinforce the benefits of the iCCnet CHAP @#tidlCR program for the patient as well
as the practice.

This whole of practice approach would reduce the reliance on the practice nurse for the responsibility of the
LI GASydQa adz00SaaftdzZ O2YLIX SliAzy 27F (tkeSvhdgpREAMNToY ¢ (
the follow-up and embeddingf the processes would provide program continuity.

l'yYSOR20GIFf AYyF2NNIGA2Y &adZaA3Sada | LI GASY G QéeelRr y 32 Ay
program, is directly related to the availabjlibf local, easily accessible allied health providers and services. The
promotion of these services and engagement with the local allied health practitioners by the GP and the
practice we see as critical to the patients-going care and would be valued the allied health professionals.

CATCH
Telehealth &«

¥ Data
N/

Practice Nurse

CHAR Web
based
interface tool
& Data
collection

Allied Health

Heart Health
for Life
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Referral to GP as the principle provider

The importance of a timely referral being received by the GP is a catalyst to engage the patient in the early
stages of their recovery after their cardiac event. Aspghaciple provider and coordinator of patient catbe
GP is integral to the patient successful completion of a program of cardiac rehabilitation.

Currently, eferralsflow from the public and private hospitals to iCCnet/CATCH and are received aftéerat pat
is discharged following a cardiac procedure or intervention.

Anecdotal information provided shows that some private and public hospital patients were unaware of CR or
the program delivery options and were not referred for CR through the CATCH sigkamce on the
vigilance of the GP practice nurse or GP to engage the patient in a CR program is not ideal.

Implementing a fully automated system of CR referral imbedded in both tertiary and private hospitals is
essential to capture and refer all paties post cardiac event to offer a choice of CR program. Using a secure
messaging platform commonly in use across the GP sector (e.g. Healthlink) is likely to be the most successful
avenue for sending GP referrals.

Operational Practicalities

A whole of pactice approach relies on the Practice Manager to work with practice staff to document
procedures, educate and train administrative support staff and practice nurses, engage and support with GPs
YR fAaGSy G2 FSSRol O 7T N»pératichalrdleSnythe practice i6 Wit&ltot NI O G 7
bringing practice staff together in a collaborative way.

Operational factors to be addressed to support implementatimriude:

A Procedures for the IT systems workflow once referrals are received and when results and patient data
are received

A Systems for communication both in and out of the practice i patients, practice staff, CATCH, hospitals,
cardiologists, GPs.

A Procedures for re-calls

A Procedures for booking of assessment appointment with GP and practice nurse.

A Review and improvement of current procedures and tasks.

A Training of staff on the service model of care and the appropriate billing and appointment booking

procedures.
A Amendments to the practice software to update booking and billing information

Practices that have adopted a Point of Care Testing system can also offer a local and timely way to provide
long term monitoring of their patients supporting them through each phase of their cardiac rehabilitation
AYyOfdzZRAY3 tKFAaS o WISFENIL ISIHEGK F2NI[AFSQo

Adaptation of CHAP IT Platforms in Rural & Remote General Practices

General practicestilise severaldifferentd 2 F (1 g I NB LINE A NI Y 2 yIAyQOR (K& 12 QINR D3 H
the ability to store and use their patient data. Currently, the most poglld# X® aKSt FQ LINI O )
systems (PMS) are Best Practice, Medical DirestdZedMed.

The proposed neWCHAP IWeb-basedplatformswill be best used if integrated into the practices already
established software systems. Thisidsduplication in the entering of patient data and aets a source of
patient data that can be retrieved by CHAP.

CHAP cardiac rehabilitation assessment and essssent data will be collected electronically via iPad or
computer. Assessment data uses validated tools and ensures collection of new national cardiac rehabilitation
guality indicators. Data is then transferred directly to the CHAP database where gé¢tetransferred to GP
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LIN OGAO0Sa @Al aSOdz2NB YSaal3day3dazr az GKFG REFEGEF A& 2
Figured).®

Howe\er, practically it is unlikely that CHAP will be able to deliver a fully integrated IT solution in the short
term. If that is the case, the minimum requirement for the IT interface between the CHAP IT Platform and the
GP practices, is that the summarydrrhation from the CR Assessments is automatically sethe GP via

secure messaging

The expectation is that the CHMARRDb interface will be used by the practice nungethe GP practice setting. It
is possible that some sedfssessment data could betened by the patient on a tablet or similar device either
at home or at the GP practicelo engage the practice nurse in a busy practice settiegplatformwill need

to be user friendly andvith the webinterface having the following nenegotiable attributes

Ease of use (survey type design, multiple choice, little to no comment style entering required)
Prepopulated with already known patient data from practice software or referral data.

Available on amumber ofdevice typesPC, laptop, smart phone, tablet.

Use of uploadablelownloadabletemplatesfor use in the practice management software

{AYLI S WadzoYAOGQ 2NJ WSYGSNID. 42 NBO2NR YR aSyR
The sending and receiving of data ideallynirthe practice software via secure messaging optsuch

as Argus.

v vy D> D

A systenis required thatminimises duplication of already known patient datgithin the practices software
programcombining itwith the CHAP assessment data ga#tey the practice nurse

To this endlit is envisaged that move away from paper based clinical records pager surveys used in the
collection of patient datais embracedy all stakeholders.

A fully electronic allectionprocess islependent on the development of theHARveb-based data collection
platform. A proposed data transfer proceasthe GP practice leved outlined below.(

Figure3)
1. Practice nurse inputs data infeMS where therare relevant data field
2. Export patient demographics and data to CHAP plaformto pre-populate
3. Complete CHAP wailatform with any additional data not captured from PMS and submit.
4. Practice nurse initiates Chronic Disease Care Plan template in PMS and completes
5. Import CHAP assessment summary into patient file sent via secure messaging.

Consideration needs to be givenko2 4 (12 SFTFFAOASydifte FO00Saa GKS LI (A
outcomes of their home medication review.

- Blood results are currently followed up by CATCH contacting the practice nurse
- HMR reports could be forwarded to CATCH for reviethby Pharmacist

Figure 3

1. CHAP Cardiac Assessment

2. & 3.CHAP

Practice
Management Web-based
Software Portal

4, Chronic Disease Care Plan

Duplicated Information
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Of note, many GP practices use a technology called Tabnosticsto trRnsferay 2 a i A O (G Said NB:
spirometry, from a tabletdirectly to the patient file within a PMS via Cloud seesf The successful use of this
type of technology in a practice setting provides confidence that data transfer bettaddat input tothe
patient file within a PMS is possible.

Another innovative IT solution that may warrant further investigatio®éssonify Care. An Adelaide company
who provide a software solution to deliver petseatment clinical protocols and pathways to patients

St SOGNRYAOIffed Gt SNE2yATe /I NB KFa 0SSy aKz2gy
detection of patient risks in 1 in 5 cas€$.iCCneilCATCH is currently testingS NB 2 Y A F& with &AB Q&
view to improving CR outcomes at the-fibnth mark.

Figure 4

e Ataokp,
Y NI Pojegy
Lo )

CHAP DATA FLOW: General Practice MQ
124

ot e 3
Data to GP Data access for clinicians: s
Data will assist with long term care CATCH & F2F CR nurses
transition 5o, Website Case Managers
Uy
e,
Data collection time point ”&4&
%y
e

CATCH v2.0 database .
Data collection via iPad/Computer (CHAP) .

Module 1 Module 2 Module 3 Module 4 Module 5 Module 6 Module 7 Module 8 Module 9 Module 10 6 months 12 months
Initial Ax Self-mx Exercise Nutrition Smoking & Medication | Chol, HT, DM | Psychosocial ADLs Reassessment Reassessment Reassessment
alcohol

E

e

)

°

2

s

S Initial Objective Objective Objective Objective Objective Objective Objective Objective  Reassessment FoLLOW UP FOLLOW UP
s wearable wearable wearable wearable wearable wearable = COMPLETION Objective Objective
g BASELINE activity data  activity data  activity data  activity data  activity data  activity data  activity data  activity data wearable wean able
L) activity data activity data

See the Heart dation’s Standardised Program Content for Phase Il CR

START
HERE . Q

6 https://tabnostics.com.au/howitworks.html
7 https://personifycare.com/
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Busines Case; CHAR Country GenerdPractice

Analysis oFinanciaModelling
Priority 1 iCCnet Remote CR Proggapmiority 2 iCCnet CHAP GP / Hybrid CR Program

One of the main aims of this project is to analyse the consolidated cost benefit to the GP and the general
practice,considering the potential Medicare revenue and the costs associated with the service delivery of the
program in general practice.

Thefinancial modellindelow confidentlydemonstrates the viabilitfor the rural or remotegeneral practice
to deliverthe 4-milestonecardiovascular assessmeititspatients participatingn the iCCneRemote Cardiac
Rehabilitation programthe iCCnet GP / Hybrid CR Progmarnthe CHAP Webased selimanaged program

Thisconclusion involve@valuationof best practice managenm of a patient witha chronichealth condition,
in this instance cardiac diseask assumesghat the GPwould instigatea Chronic Disease Care Ptarpversee
and managehe LJ- (i A GpnicEoaditionand incorporate the 4 CR assessments in the procesBigere2.

Dr Robert Menz, GP (form&enior Medical Advisor, Commonwealth Department of Hu®earvices,
Medicare) was engaged teviewthe business case modahd the Medicare items used and comment on any
compliancessuesHis determination can be found AppendixL.

In consideration ofhe time involved irdocumentinga management plaand completing the CR assessment
it is vital that the practice has an experienced practice niwsassist the GP icoordination of theLJr G A Sy (1 Q:
care This is an important factdo ensue thecost effectivenessf the business model

Optional additionakervicesthat may be provided by the GP or Practice Nutseughout the episode of care
are included in the analysi These servicestract Medicare itemghat would provideadditional revenudor
the practice.The delivery of these serviceslependenton theLJl (i A iBdwidu@l&ircumstances and needs.
These include

A Home medication review

A ATSI health assessment (identify as Aboriginal or Torres Strait Islander)
A Care plan practice nurse follewps

A ATSI health assessment practice nurse or aboriginal health worlkewfops

Initiation of a HMR is encouraged as part of the model of aarstrong research evidence suggests HiMiRe
practice setting are effective in delaying time tehespitalization especially for complex comorbid patients
treated with heart failue medicines$

Additional research information in support of HMR (Home Medication Review) provided by Professor Debra
Rowett and Professor Robyn Clark and can be fouadstmmmary irAppendix2.

It is important to note that in the preparation @Chronic Disease Care Pirery 1224 months the patient
will have access tareferralfor five allied health serviceshich would bedelivered in addition to théour
telehealthallied health consultatiomoffered by theiCCnetCATCH program.

Additionally, if the patient has a diagnosis of Type 2 Diabetes then they are eligible for additional services
funded by Medicare that include assessment for group services and up to 8 group services delivered by
either a diabetes educator, exercise physiologist or dietitian.

8 University of Adelaide. (2009, July). The Effectiveness of Collaborative Medicine Reviews in Delaying Time to Next
Hospitalization for Patients with Heart Failure in the Practice Setting.
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We seethese Chronic Disease Manageme@dM Allied Health servicesomplimeningthe iCCnetremote CR
telehealthservicesas well aproviding onrgoing managemerand monitoringof i K S LJicérdia8 yealt a

We envisage that one or more of the followialljied health serviceavailableto the GPas part of this referral

would be accessedliabeteseduator, psychologistoccupational therapist, physiotherapigipdiatrist, ATSI

health worker. However, this would be dependent on the individual patient needs and local access to services

In Tablel and Table2 below,we demonstrate the Medicare itemavailableto the GP to charge for services
within the servicedelivery model.Alongsidasthe correspondingevenuefor these itemsagainst the value of
both the GP and Practice Nurses time.

All due care and consideration has been given in compiling this Medtean information. It ighe

responsibility othe practitionerto independently determine the application of the Medicatems contained

in this reportand to ensure that all the elements of the services comply with the requirements prescribed in
the MBS Schedule.

The other consideration is the cost to the practice for delivery of the services. The predominant service
expense apportioned to the delivery of the program is for the practice nurses time.

The practice nurses time is based on the rat&4/hr being the higher end of the average hourly rate for a
registered nurse working in a private GP practid® include employment eoosts, a 25% loading has been
added bringing the hourly rate used in our modelling to $50/hr.

¢ K S stine @ calcudted on al5-minute standard consutition, Medicare item 23. This may vary and is
dependenton the individual practice and their billing pglispecifically if the practice policy is to privately bill
or bulkbill their patients In these tables wenly considered the butkilled value of the GPs timAny patient
co-payments are notonsidered

Bulk-billing incentive item&iavebeenomitted from the business modellirtg simplify the realised actual

value to the practice asnly patients under 16 yas of age and Commonwealth concessional beneficiaries
qualify to be charged for these items. If the patient did qualify for these items, then the value to the practice
would increase by an additional $156.80 for Aadigenous and $274.40 for indigenopatients

To note, the bullbilling incentive items are currentf19.60,doubletheir usualvalueduring 30 March and 30
{SLIWGSYOSNI Haun & LINI 2F GKS [/ 2YY2Y 6SI-19 pdademi I NI
is anticipated that the valuef these items wilfevertto their original value, $9.80 after this date.

Other consumable and equipment costs associated with the service delivery have not been factored into our
calculations as they are funded out of service fees paid to the praayitke GP through their contractual
arrangements outlined within individual service fee agreements.

Within the financial modellingthe use of the Medicare item 698leart Health Assessmeriitas not been
included. heintended purposeand use of this itenis for early detection of heart disease and not in the
management or ofgoing monitoring of heart healtt full description of the Medicare item 699 can be found

here.Glossary Link

9 AAPM National Biennial Practice Management Salary Survey 2019.
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Table 1

- Baseline
- e Medicare PN GP | NetValue ||Value GP Time
Medicare Item Description s Rebate i PN Cost Time |(tessencosy|| (Standara
Consult)
CHAP Initial Assessment 1 |Preparation of GP Management Plan 721 S 14875 45 S 3750 15min | S 9875 || s 38.75
Pre CR -Assessment Cardiac Assessment (CHAP) 15 $ 1250
Week 1-2 - post-discharge Coordination Team Care Arrangements 723 $ 117.90 $ 11790
GP Practice Initiate Home Medication Review - billed at later date
$ 266.65 $ 50.00 S 21665|| S 38.75
Cardiac Rehabilitation Program 6-10 wk duration - Patient Choice of CR Delivery
CHAP Re-Assessment 2 Level B GP Consultation 23 S 3875 15min S 1375|| $ 38.75
Post CR - Re-Assessment Care plan follow up - PN (see additional services below) 10997 S 1240 15 $ 1250 -$ 12.60
Week 8-12 - post discharge Cardiac Assessment (CHAP) 15 $ 1250 ) -
GP Practice
Bill for Home Medication Review 800 $ 159.65 15min S 15865|| S 38.75
$ 210.80 $ 25.00 S 16080 S 77.50
CHAP 6mth Assessment 3 [Review of GP Management Plan 732 S 7430 45 $ 37.50 15min 2430|| s 38.75
6mth review GPMP Cardiac Assessment (CHAP) 15 $ 1250
GP Practice Review of Team Care Arrangments 732 S 7430 s 7430
$ 148.60 $ 50.00 98.60 || S 38.75
CHAP 12mth Assessment 4 |Preparation of GP Management Plan (GPMP) 721 $ 14875 45 S 3750 15min | S 8875 S 38.75
GP Practice Cardiac Assessment (CHAP) 15 S 1250
Coordination Team Care Arrangments 723 $ 11790 $ 11790
$ 266.65 $ 50.00 216.65 S 38.75
Additional Services - if Care Plan follow up - Practice Nurse 10997 S 4960 60 S 50.00 - 0.40
indicated 5 x calendar year (less one used above)
GP Practice Video Consult with Cardiologist - Practice Nurse 10983 S 33.40 15 $ 1250 S 20.90
Home Medication Review - GP 3800 $ 159.65 15min S 15865|| S 38.75
$ 242.65 $ 6250 $ 18045 S 38.75
S 872.85 S 232.50
Total Net Value to the Practice $ 640.35
Bulk-billing incentive items (if applicable) $ 156.80
Total $ 797.15
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Table 2

Baseline
Aboriginal & Torres Strait . s Medicare PN GP Value GP Time
?slan der (ATSI) Medicare Item Description - Rebate ooy PN Cost e (::: l:::’;:“ (Standard
Consult)
CHAP Initial Assessment 1 |Preparation of GP Management Plan 721 7 $ 14875 | a5 | $ 3750 15min S 9875]||S 38.75
Pre CR -Assessment Cardiac Assessment (CHAP) 15 ' § 1250
Week 1-2 - post-discharge Coordination Team Care Arrangements 723 $ 117.90 S 11790
GP Practice ATS! Health Assessment® 715 $ 218.90 30 $ 25.00 15min S 19390|]| S 38.75
Initiate Home Medication Review - bill at later date
$ 485.55 $ 75.00 $ 41055|| S 77.50
Cardiac Rehabilitation Program 6-10 wk duration - Patient Choice of CR Delivery
CHAP Re-Assessment 2 Level B GP Consultation 23 S 3875 1Smin | § 1375|] S 38.75
Post CR - Re-Assessment Care plan follow up - PN (see additional services below) 10997 $ 1240 15 |$ 1250 -S 12.60
Week 8-12 - post discharge Cardiac Assessment (CHAP) 15 S 1250
GP Practice Bill for Home Medication Review 900 $ 159.65 1Smin | § 15965|| S 38.75
$ 210.80 25.00 $ 16080 S 77.50
CHAP 6mth Assessment 3  [Review of GP Management Plan 732 S 7430 45 37.50 15min | S 2430|] 8 38.75
6mth review GPMP Cardiac Assessment (CHAP) 15 $ 1250
GP Practice Review of Team Care Arrangments 732 S 7430 S 7430
$ 148.60 $ 50.00 s 98.60 || $ 38.75
CHAP 12mth Assessment 4 |Preparation of GP Management Plan (GPMP) 721 $ 14875 45 37.50 15min | $ 98.75 || S 38.75
GP Practice Cardiac Assessment (CHAP) 15 $ 1250
Coordination Team Care Arrangments 723 $ 117.90 S 11790
ATSI Health Assessment* 715 $ 218.90 30 $ 2500 15min | S 19390|| S 38.75
$ 485.55 75.00 $ 41055||$ 77.50
Additional Services - if Care Plan follow up - Practice Nurse 10997 S 4960 60 50.00 -5 0.40
indicated S x calendar year (less one used above)
GP Practice ATSI Health Assessment follow up® - AHW or PN 10987 $ 24750 150 S$ 125.00 S 12250
Video Consult with Cardiologist - AHW or PN 10983 S 3340 15 $ 1250 S 20.90
Home Medication Review 300 $ 159.65 iSmin | S 15965]| S 38.75
*dentify as Aboriginal or Torres Strait Islander $ 490.15 $ 187.50 S 30265]|| S 38.75
$ 1,383.15 ([ $ 310.00
Total Net Value to the Practice $1,073.15
Bulk-billing incentive items (if applicable) $ 27440
Total $ 1,147.55
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Financial AnalysiSummary

Regardless of the patient choice between the iCCnet Remote Cardiac Rehabilitation program, the iCCnet GP
Hybrid CR Program or the CHAP Wdabedself-managed program, the financial modelling for the delivery of
the 4 assessment services remains the same.

If all milestone patient assessment stages are archaretithe GP takes a chronic disease management
approach to the care the patientthen the financial model supportthese programs

The following variables will impact on the revenue prameswithin the modelling
A Patient compliance with all stages of assessment milestoresding practice nurse followp services

A Additional revenuereceivedfrom private billingasour modelling presumesll consultations are bulk
billed.

A Telehealth Medicare items available during the current pandemic will not be available after September
2020s0 have not been included.

A Medicare item 699, Heart HahlAssessment, is unable to be used in the modelling as the intended
purpose of this item is for early detection of heart disease and not in the managementgwiog
monitoring of heart health

A Eligibility to claim buHbilling incentive itemsvill increase the net value to the practice

Thefinancial models demonstrated to bean attractive propositiorfor rural and remote general practise
However appropriate compliance must be maintained in the delivery of the services and this remains the sole
responsibility of the practice.

In summarythe service model for generpracticebasedCRassessments represents a strong business case
that is financidly viable for implementation into rural and remote general practice and effectively supihats
deliveryof cardiac rehabilitatioprograms The cost benefit to the general practicsisonglysupported by

the financial modelling and revenue projecti&n
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Service Delivery Model

Phase 3 cardiac rehabilitation is defined as ongoing management after a primary prevention program (Phase
& Phase 2 cardiaehabilitation) has been completed. Its objective is to provide continuity of care delivered

by the patients nominated GP and should support ongoing risk factor management such as referral to self
management programs and other services that support tharbhand general health of the patient&SA

Health, 2011)The CHAP project usesthen2 ¥ LIKNJ &S WI S| Ndscribe $igphaseof cardiat] [ A
rehabilitation

The service model belo@Figure5) LINE @A RS a & dzLJLJ2 NIi T 2 NJ-goifgSnandide@dnthali | S
the patient providel by their GP. It shows the opportunities for theaptice to check up regularly with the

patient to provide management and advice regarding their cardiac health and support of behavioural changes
the patient has invested in.

The follow upcarewould be managed by the practice nunsging thepractices e-call system to ensure the
contact is maintained The practice is able to claim the Care Plan RN/AHP foifpitem 10997 for these
services.

There is evidence thatatient engagementan®2 Y LJX Al yOS A 0GK t KFaS o OF NRA
forl] ATSQ RA YA Y-A2mk Past dischaigd pintiveksBe thgs model of caresa way of mitigating
this by the scheduling afoutine follow~ups by the practice nurse.

Theconsistentreinforcement of the benefitso the patientof keeping ugbehaviouralchangesand continung
with the program can beprovided by the GP and practice nurse at each of these reviews.

The patients continued involvement with local allied health providers or community allied health sesaces
key driverto their on-going health and secondary cardiac event prevention.

Figure 5
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——  GP Practice CHAP Annual Assessment

oGP Management Plan & Team Care Arrangments
wl2mths from discharge

0¥5min consultation 60min Practice Nurse / 15min GP
w¥21/723/10991 x 2

uHome Medication Review (if indicated)

900 /10991

——  GP Practice

uPractice Nurse Review
010997 / 10991 Care Plan follewp (PN)

——  GP Practice

uPractice Nurse Review
010997 / 10991 Care Plan follewp (PN)

_ GP Practice

uReview of GP Management Plan & Team Care Arrangements
u18mths from discharge

wA5min consultation 30min Practice Nurse / 15min GP
0¥21/723/10991 x 2

——  GP Practice

wPractice Nurse Review
010997 / 10991 Care Plan follewp (PN)

——  GP Practice

uPractice Nurse Review
010997 / 10991 Care Plan follewp (PN)

——  GP Practice CHAP Annual Assessment

oGP Management Plan

«24mths from discharge

0¥5min consultation 60min Practice Nurse / 15min GP
0¥21/723/10991 x 2

wHome Medication Review (if indicated)

900 /10991

——  GP Practice

uPractice Nurse Review
010997 /10991 Care Plan follayp (PN)
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Financial Modelling

The financial modelling ihable3 and Table4 below, demonstrates the viability of the GP and the practice
staff providingod@ 2 Ay 3 OF NB Ay &dzZLJLI2NI 2F tKFAS o OF NGAL O
12mth Heart Health for Life Assessment also appears in the financial model demongbralbrity 1 and

Priority 2.

Table 3
Medicare PN Time GPTime | Net Value Standard
Phase 3 Cardiac Rehabilitation - Heart Health for Life - Rebate | (min) | PNCost| (min) |(LessPN cost) Consult
12mth —Heart Health for|Preparation of GP Management Plan (GPMP) 721 $ 14875 45 $ 37.50 15 S 9875 | s 38.75
Life - Assessment Cardiac Assessment (CHAP) 15 $ 12.50
GP Practice Coordination Team Care Arrangments 723 $117.90 S 11790
Initiate Home Medication Review** 15 S 38.75
$ 50.00 S 216.65 S 77.50
Practice Nurse Review |Care Plan follow up - Practice Nurse®* 10997 $ 1240 10 $ 833 S 407
GP Practice Bill Home Medication Review** 300 $1538.65 15 S 159.65 S 38.75
$172.05 $ 833 $ 163.72 S 38.75
Practice Nurse Review |Care Plan follow up - Practice Nurse®* 10997 $ 12.40 10 S 833 S 407
GP Practice
$ 12.40 $ 833 $ 207||s S
18mth — Assessment Review of GP Management Plan 732 S 7430 30 $ 25.00 15 S 49.30 S 38.75
GP Practice Review of Team Care Arrangments 732 S 7430 S 74.30
$148.60 $ 25.00 $ 123.60 S 38.75
Practice Nurse Review |Care Plan follow up - Practice Nurse** 10997 S 1240 10 S 833 S 407
GP Practice
$ 1240 $ 833 $ 407||$ -
Practice Nurse Review |Care Plan follow up - Practice Nurse®* 10997 $ 1240 10 $ 833 S 407
GP Practice
$ 1240 $ 833 $ 4.07 S =
24mth —Heart Health for|Preparation of GP Management Plan (GPMP) 721 $148.75 45 $ 3750 15 S 9875 | s 38.75
Life - Assessment Cardiac Assessment (CHAP) 15 $ 1250
GP Practice Coordination Team Care Arrangments 723 $117.90 S 11790
$ 266.65 $ 50.00 $ 216.65| | $ 38.75
Practice Nurse Review |Care Plan follow up - Practice Nurse** 10997 S 1240 10 $ 833 S 407
GP Practice Bill Home Medication Review** 900 $159.65 15 S 15965 | § 38.75
** optional services $172.05 $ 833 S 163.72| | § 38.75
$ 89653| (% 23250
Total Net Value to the Practice $ 664.03
Bulk-billing incentive items (if applicable) $ 12740
Total $ 79143
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