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DISCLAIMER 

All due care and diligence has been taken by Brentnalls SA in the preparation of this report. The 

recommendations contained in this report are based on the information provided by the client.  Brentnalls SA 

accept no responsibility for 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 Brentnalls 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 negligence or otherwise caused. 

This report has been prepared exclusively for the benefit of the client.  The scope, content and recommendations 

are relevant only for your use, and the execution of the recommendations remains with you. 

 

 

Danny Haydon 

Principal, Health Division  
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Introduction 
 

Flinders UniversityΩǎ College of Nursing and Health Sciences in partnership with iCCnet (SA Health) have 

commissioned Brentnalls Health to provide analysis of the business case to support the implementation of the 

Ψ/ƻǳƴǘǊȅ IŜŀǊǘ !ǘǘŀŎƪ tǊŜǾŜƴǘƛƻƴΩ tǊƻƧŜŎǘ όCHAP) into rural and remote general practice within South 

Australia.  Additionally, the scalability to all general practice across Australia is also included in the scope of 

this project. 

The CHAP Project is a NHMRC Partnership funded project.  NHMRC supports the translation of research 

evidence into health policies and practice to improve health services.1 Building a Healthy Australia is the key 

purpose of NHMRC. We are excited to work with Professor Robyn A Clark and her team at Flinders University 

and for the opportunity to contribute to the improved health of Country South Australians. 

Our report will present business models that will support the delivery of cardiac rehabilitation and secondary 

cardiac episode prevention to patients within Country areas of South Australia. 

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

Á Engagement of patients in Cardiac Rehabilitation living in country South Australia 
Á The critical role of the GP 
Á Access to public health services 
Á Additional value of local allied health service 
Á Engagement of practice nurses in coordination of care 
Á Opportunity for GP practices to be involved in leading research  

Business models embedded within the GP context will show that the CHAP project achieves all four objectives 

of the Quadruple Aim detailed in the diagram below.

 

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

To provide context for this report, some startling statistics on the general heart health of our population and 

the link between the benefits of cardiac rehabilitation and improved heart health were evident. 

¶ Cardiovascular disease (CVD) kills one Australian every 12 minutes 

¶ CVD was a major cause of mortality in 2017, accounting for 43,477 deaths 

¶ People living in rural and remote areas; 4 x risk factors, 90% higher rates of CVD hospitalisation, 60% 

higher deaths  

¶ Cardiac rehabilitation is only attended by 20-50% of eligible patients despite high level evidence that 

supports its benefit and cost effectiveness. 

¶ Research on the reasons for non-attendance have cited cost, access to rural & remote, cultural, and 

linguistic barriers. 

¶ Five Core Components for quality delivery and outcome of CR services recommended are: 

  Access to services 

  Assessment and monitoring 

  Recovery and longer-term maintenance 

  Lifestyle and behavioural changes 

  Medication adherence 

  Evaluation and quality improvement (Clark) 

¢ƘŜ ΨǿƘȅΩ ŦƻǊ ǘƘƛǎ ǇǊƻƧŜŎǘ ƭƛŜǎ ƛƴ ǘƘŜ improved clinical and behavioural outcomes, fewer hospital re-admissions 

and better quality of life2 for rural and remote patients with heart disease.   To achieve this, higher rates of 

attendance and completion of an evidence based cardiac rehabilitation program are required.   

¢ƘŜ ΨƘƻǿΩ ƛǎ ǘƻ ǇǊƻǾƛŘŜ ƛƳǇǊƻǾŜŘ ŀŎŎŜǎǎ ŀƴŘ ŎƻƳǇƭƛŀƴŎŜ with a cardiac rehabilitation program incorporating 

allied health services for rural and remote patients.  At the heart of this project is the desire to involve general 

practitioners in country practice to undertake the cardiovascular assessments. 

The CHAP project suggests 3 modes in the delivery of cardiac rehabilitation and secondary prevention with 3 

priorities. We will interrogate each priority to provide business models that deliver on these priorities within a 

primary care general practice setting. 

Priority 1 ς Support for the iCCnet Remote Cardiac Rehabilitation Program 

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

Priority 3 ς {ǳǇǇƻǊǘ ŦƻǊ όtƘŀǎŜ о wŜƘŀōƛƭƛǘŀǘƛƻƴύ άIŜŀǊǘ IŜŀƭǘƘ ŦƻǊ [ƛŦŜέ ƭƻƴƎ ǘŜǊƳ Ŧƻƭƭƻǿ-up in GP care. 

 

  

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



 

6 | P a g e   
 

Methodology 
 

As part of our background research and desktop analysis for this report the following documents were 

provided by the CHAP project team for review.  Additionally, there was the opportunity and privilege to meet 

and interview the following people who ably assisted in broadening our perspective when considering, 

analysing and building the business case models. 

Advisors 
Á The CHAP project team; Prof Robyn A Clark, Dr Susie Cartledge, Kay Govin 

Á Rosy Tirimacco and Claudine Clark ς iCCnet 

Á Deb Bruhn ς Clare Medical Centre RN 

Á Judy Sparrow ς Waikerie Medical Centre EN 

Á Ali Krollig ς Director Health Policy ς Country SA PHN 

Á Kirstyn Schmidt ς Clinical Advisor ς Health Partners 

Á Dr Robert Menz ς former Senior Medical Advisor, Department of Human Services, Medicare 

Á Prof Debra Rowett - Discipline Leader Pharmacy, School of Pharmacy and Medical Sciences at the 

University of South Australia 

Documents, Research Papers & Publications 
Á Grant Proposal ς Partnership Projects 2018 (Clark) 

Á Cardiac Rehabilitation: A Model of Care for South Australia ς Stage 1 (SA Health, 2011) 

Á Cardiac Rehabilitation: A Model of Care for South Australia ς Stage 2 (SA Health, 2011) 

Á Country Access to Cardiac Health (CATCH) Final Report (Tirimacco, Cowley, Berry, Clark, & Tideman, 

2015) 

This review investigated previous business models for similar intervention programs run in a primary care 

setting, specifically our PoCT business case review.   

Other information gathered during this investigation included the following: 

- Access to cardiac rehabilitation programs for rural and remote patients 

- Availability of community and privately run allied health services in rural and remote areas 

- CR programs currently delivered locally to rural and remote patients 

The important role general practitioners play in the service model along with the support and motivation of a 

patient to complete a CR program, also forms an important part of our analysis and the construction of a 

business model. 

So does analysis of the service model process flow commencing with the discharge of the patient from 

ƘƻǎǇƛǘŀƭΣ ǘƘŜ ǊŜŦŜǊǊŀƭ ǘƻ ǘƘŜƛǊ Dt ǘƻ ŎƻƳƳŜƴŎŜ ŀ /w ǇǊƻƎǊŀƳ ǘƘǊƻǳƎƘ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƳǇƭŜǘƛƻƴ ƻŦ ŀ /w 

program.  

Delivery and capture of objective data is an essential project goal.  Investigation on how patient data is 

currently captured, managed and shared by CATCH was undertaken.  This 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 with as little as possible manual input is an important supporting 

factor in the successful marketing of the CHAP program to general practice.  Further interviews and 

investigation were conducted to understand how patient data is currently captured, managed and shared by 

iCCnet/CATCH in the general practice setting.   

In formulation of this report all the methods outlined above assisted in providing the commentary and 

recommendations contained herein.   
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Cardiac Rehabilitation Programs 
 

From research and experience, 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 discussed3 in reports we have researched for this project as well as in 

the interviews we conducted with practice staff. 

The following three CR programs4 place the GP at the centre of the model of care by coordinating, monitoring, 

ŀƴŘ ŀǎǎŜǎǎƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇǊƻƎǊess.  

Á CHAP web-based program ς patient managed 

This will be a new modality as part of the CHAP project with physical assessments conducted by the 

ǇŀǘƛŜƴǘΩǎ DtΦ ¢ƘŜ ǿŜō-based program will cover 10 modules of cardiac rehabilitation which the patient 

can complete at their own pace. Education will be provided in several different formats (written, 

ǾƛŘŜƻǎΣ ǇƻŘŎŀǎǘǎύ ŀƴŘ ŜȄŜǊŎƛǎŜ ǿƛƭƭ ōŜ ǘǊŀŎƪŜŘ ƻōƧŜŎǘƛǾŜƭȅ ǳǎƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇƘƻƴŜ ƻǊ ƻǿƴ ǿŜŀǊŀōƭŜ 

activity device. This program can also be accessed by all patients to complement what they are already 

receiving.  

 

Á iCCnet CATCH ς telehealth based & case managed 

This mode of cardiac rehabilitation is delivered over the phone by specialist cardiac nurses along with 

an allied health team. This cardiac rehabilitation program is case managed and is available out-of-

hours for patients who work or cannot participate during business hours. This program runs for 7 

weeks.  

 

Á iCCnet GP / Hybrid Program ς telehealth & case managed ς CATCH and GP Practice. 

This program combines both GP practice involvement and the CATCH telephone program. Patients 

receive a GP Management Plan in which they are able to receive 5 allied health services locally. 

Additionally, patients also commence the CATCH telephone program and can also access CATCH allied 

health practitioners.  

The fourth CR program choice is led by a cardiac rehabilitation nurse who coordinates, monitors and assesses 

that patients progress through a community centre based CR program.  

Á Face-to-Face CR Program - community centre or local hospital-based 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 

cardiovascular care and rehabilitation, together with a multi-disciplinary team. Programs in South 

Australia run from 4 ς 10 weeks.  
 

Below in Figure 1 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). Statewide Service Strategy Division. Cardiac Rehabilitation: a Model of Care for South Australia - Stage One. 
4 Dr Susie Cartledge ï Senior Research Fellow, NHMRC Partnership CHAP Project 
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GP Service Delivery Model 

  
The service model of care delivers the provision of face 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: 

Á Pre-cardiac rehabilitation program assessment  

Á Post-cardiac rehabilitation program re-assessment 

Á 6mth follow up  

Á 12mth follow up  

9ŀǊƭȅ ƛƴǘŜǊǾŜƴǘƛƻƴ Ǉƻǎǘ ŘƛǎŎƘŀǊƎŜ ǿŀǎ ŀƴ ƛƳǇƻǊǘŀƴǘ ŎƻƴǘǊƛōǳǘƛƴƎ ŦŀŎǘƻǊ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƳƳƛǘƳŜƴǘ ŀƴŘ 

motivation to complete a program of CR.  The service model below in Figure 1 includes suggested timelines 

from hospital discharge, completion of a formal CR program and the GP assessments required on the patients 

ƧƻǳǊƴŜȅ ǘƻ tƘŀǎŜ о /w ΨIŜŀǊǘ IŜŀƭǘƘ ŦƻǊ [ƛŦŜΩΦ   

The assumption is made that patients who embark on a Face-to-Face CR pathway may not feel it necessary to 

attend the CHAP assessment reviews with their GP.  Patients attending this mode of CR will be assessed and 

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 not be an expectation for the GP 

or practice nurse to record the CHAP assessment data.  For completeness, we have indicated by a dotted line 

in the service model in Figure 1 for patients completing Face-to-Face CR who may initiate return to the cardiac 

care of their GP at the 6 month post event mark. 

To connect the service delivery model 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 utilising the relevant Medicare items that 

maximise the revenue for the practice.  The analysis also includes an estimation of costs to the practice 

needed to calculate the net value to the practice.  To note, these costs may vary between individual practices 

and ǿƻǳƭŘ ōŜ ŘŜǇŜƴŘŜƴǘ ƻƴ ǘƘŜ ǇǊŀŎǘƛŎŜΩǎ ŦƛƴŀƴŎƛŀƭ ǎǘǊǳŎǘǳǊŜǎ, as well as considering the practical application 

of supplementary services available for both indigenous and non-ƛƴŘƛƎŜƴƻǳǎ ǇŀǘƛŜƴǘǎ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 

episode of care. 

The flow-chart diagram below in Figure 2 provides a deeper analysis of the service delivery model and the MBS 

items available to the GP and to the practice at all points in the service life cycle.  It is noted that these items 

Ƴŀȅ ǾŀǊȅ ŦǊƻƳ ǘƛƳŜ ǘƻ ǘƛƳŜ ŀǎ ǘƘŜȅ ŀǊŜ ŘŜǇŜƴŘŜƴǘ ƻƴ ǘƘŜ DtΩǎ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭ ǇŀǘƛŜƴǘ ŀƴŘ ǘƘŜƛǊ 

individual needs. 

A full financial assessment and analysis of this service model, including the Medicare items and rebates 

available at the time of writing this report, can be found in the Business Case section of this report.  For your 

reference, a full glossary of relevant Medicare item descriptors can be found at the end of our report.  

Glossary Link. 

 

There is a distinct and feasible pathway to the successful implementation of this service model into rural and 

remote general practice. This report will interrogate and offer insight into the: 

¶ Value proposition of this model for general practice of involvement in the CHAP model. 

¶ Information and data management requirements to support seamless integration. 

¶ 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 

 

ωCardiac Event - Hospitalisation

ωGP & Cardiologist consultations booked

ωReferral to CR

Discharge from Hospital 

ω5 days post discharge consultation with GP - scripts for medication

ωTriggers Pre-Assessment for Cardiac Rehabilition consultation booking, if not already scheduled.

GP Practice 

ωPre-Assessment for Cardiac Rehabilitation 

ω1-2 weeks post discharge

ω75 min consultation - 60min Practice Nurse / 15min GP

ω721 / 723/ 900/ 10991 x 3

ω715 / 10991 ATSI Health Assessment - if applicable

ωTCA - 5 x Allied Health (CDM) - local services if available

GP Practice - CHAP Inital Assessment 1

ω6-10 wk program of CR

ωSupport from Allied Health professionals

ωSupport and follow up from Cardiac Nurse / Case Manager 

Patient Choice of Cardiac  Rehabilitation Program - see service model diagram

ωProvide services outlined in care plan - Exercise Physiologist, Diabetic Educator, Physiotherapy, Psychologist, Social 
Worker, ATSI worker 

ωPatient led

ωAdditional to CATCH telehealth allied health consultations

Local Allied Health Services

ω10983 / 10991 PN accompany patient with video consultation with specialist

ω10987 / 10991 ATSI Health Assessment follow ups - PN or ATSI Health Worker  (10 per calendar year)

ω10997 / 10991 Care Plan follow ups - PN (5 per calendar year)

GP Practice - Supplementary Services provided

ωPost- Re-assessment from Cardiac Rehabilitation

ω8-12 weeks post discharge

ω60 min consultation - 45min Practice Nurse / 15min GP

ω23 / 10991

GP Practice - CHAP Re-assessment 2

ω6mth Follow up post GPMP

ω75min consultation - 60min Practice Nurse / 15min GP

ω732 / 732 / 10991 x 2 

GP Practice - CHAP 6mth Assessment 3

ω12mth Follow up post original GPMP

ω75min consultation - 60min Practice Nurse / 15min GP

ω721 / 723  / 10991 x 2

ω715 / 10991 ATSI Health Assessment - if applicable

GP Practice - CHAP  12mth Assessment 4
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Priority 1 ς Support for iCCnet Remote Cardiac Rehabilitation (CR) Program 
 
To provide context,  the iCCnet Country Access To Cardiac Heath (CATCH) program provides patients access to 

a committed cardiac nurse case manager and allied health professionals via telehealth in a well-established 

model (Tirimacco, Cowley, Berry, Clark, & Tideman, 2015). CATCH also collects and holds a substantial amount 

of data within its database on metrics and outcomes of the cardiac rehabilitation journey of cardiac patients in 

South Australia. 

The iCCnet Remote CR program is currently accessed by South Australians post hospital discharge after a 

cardiac event. The program delivers case managed CR via telehealth.  

Through the general practice-based service model proposed in the CHAP project, Country GPs will be 

encouraged to conduct the 4 CR assessments for patients participating in the iCCnet Remote CR program, and 

in the process, collecting 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 general 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 assessments, collecting, and providing the data to CHAP/CATCH adds additional time 

to the process at a cost to the practice. Overall, the practice is still better off managing the patient in this way, 

rather than delivering a range of standard consultations. 

The referral from CATCH initiates the opportunity for the general practice to proactively respond to the 

ǇŀǘƛŜƴǘΩǎ ŎŀǊŘƛŀŎ ŜǾŜƴǘ ŀƴŘ ƛƴǎǘƛƎŀǘŜ ŀ ƴŜǿ ŎƘǊƻƴƛŎ ŘƛǎŜŀǎŜ ŎŀǊŜ ǇƭŀƴƴƛƴƎ ǇǊƻŎŜǎǎ ŀǎ ŀ ǊŜǎǳƭǘ ƻŦ ǘƘe significant 

ŎƘŀƴƎŜǎ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘŜŀƭǘƘ ǎǘŀǘǳǎ ŀƴŘκƻǊ ŀ ǊŜŎŜƴǘ ŘƛǎŎƘŀǊge from hospital.  The referral places the GP at 

ǘƘŜ ŎŜƴǘǊŜ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎŀǊŜΣ ǿƘŜǊŜōȅ ǘƘŜ ǇŀǘƛŜƴǘ Ŏŀƴ ōŜ ŀǎǎŜǎǎŜŘ ŀƴŘ ǘǊŜŀǘŜŘ ƘƻƭƛǎǘƛŎŀƭƭȅΦ 

  

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

Program  
 
The iCCnet CHAP GP / Hybrid CR program provides access to a publicly funded cardiac rehabilitation model of 

care accessible to all Country South Australians.   

Value Proposition to Rural and Remote General Practice 

The roll out of a GP hybrid version of the CATCH program (iCCnet GP / Hybrid 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 local access to the 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 into 

their rural or remote practice settings.   

The successful implementation of the iCCnet 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 rural or remote general practice is based on the following factors: 

Á Business case and financial considerations 

Á Reputational factors for the practice and the GPs 

Á Positive health outcomes for the cardiac patients of the practice 
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Financial considerations addressed in the Analysis of Financial Modelling (pages 15-18), 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 and remote general practice  

Reputational factors are also key considerations for the motivation of the GPs and the practice staff and 

engaging them to deliver the iCCnet CHAP / Hybrid program.  The practice nurses interviewed expressed an 

appetite for general feedback on patient outcomes, the sharing of success stories and research activities of the 

program.  The prestige associated with participation in important health research may be viewed as a 

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

program. 

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

ŀǇǇǊƻŀŎƘ ǘƻ ŀŎƘƛŜǾŜ ΨIŜŀǊǘ IŜŀƭǘƘ ŦƻǊ [ƛŦŜΩ ŦƻǊ ǘƘŜ ŎŀǊŘƛŀŎ ǇŀǘƛŜƴǘǎ ƻŦ ǘƘŜ ǇǊŀŎǘƛŎŜΦ  ¢ƘŜ ƎŜƴŜǊŀƭ ǇǊŀŎǘƛŎŜ ǘŜŀƳ 

will accompany the patient on their journey through 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: 

Á Educating patients about the benefits of cardiac rehabilitation 

Á Encouraging patients to make lifestyle and health behavioural changes  

Á Coordination of care by GPôs and practice nurses. 

Á Recording of patient data by CATCH and making outcome data available to general practice 

Á 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 GP / Hybrid CR 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 

ǇŀǘƛŜƴǘΩǎ ǎǳŎŎŜǎǎŦǳƭ ŎƻƳǇƭŜǘƛƻƴ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳΦ ¢ƘŜ ǎƘŀǊƛƴƎ ƻŦ ǘƘŜ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŀŎǊƻǎǎ the whole practice for 

the follow-up and embedding of the processes would provide program continuity.   

!ƴŜŎŘƻǘŀƭ ƛƴŦƻǊƳŀǘƛƻƴ ǎǳƎƎŜǎǘǎ ŀ ǇŀǘƛŜƴǘΩǎ ƻƴƎƻƛƴƎ ŎƻƳǇƭƛŀƴŎŜ ǘƻ ŀ /w ǇǊƻƎǊŀƳΣ ōŜȅƻƴŘ ŀƴ ƛƴƛǘƛŀƭ с-week 

program, is directly related to the availability of 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 on-going care and would be valued by the allied health professionals. 

 

 

GP

Patient

Practice Nurse

CHAP - Web 
based 

interface tool 
& Data 

collection

Heart Health 
for Life

Allied Health
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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.  As the principle provider and coordinator of patient care, the 

GP is integral to the patient successful completion of a program of cardiac rehabilitation. 

Currently, referrals flow from the public and private hospitals to iCCnet/CATCH and are received after a patient 

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 system. Reliance 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 patients 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 practice 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 

ŀƴŘ ƭƛǎǘŜƴ ǘƻ ŦŜŜŘōŀŎƪ ŦǊƻƳ ǇŀǘƛŜƴǘǎΦ  ¢ƘŜ tǊŀŎǘƛŎŜ aŀƴŀƎŜǊΩǎ operational role in the practice is vital to 

bringing practice staff together in a collaborative way. 

Operational factors to be addressed to support implementation include: 

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

are received 

Á Systems for communication both in and out of the practice ï patients, practice staff, CATCH, hospitals, 

cardiologists, GPs. 

Á Procedures for re-calls 

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

Á Review and improvement of current procedures and tasks. 

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

procedures. 

Á 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 

ƛƴŎƭǳŘƛƴƎ tƘŀǎŜ о ΨIŜŀǊǘ IŜŀƭǘƘ ŦƻǊ [ƛŦŜΩΦ  

Adaptation of CHAP IT Platforms in Rural & Remote General Practices 

General practices utilise several different ǎƻŦǘǿŀǊŜ ǇǊƻƎǊŀƳǎ ŀƴŘ ŀǎǎƻŎƛŀǘŜŘ ΨŀŘŘ-ƻƴǎΩ ǘƘŀǘ ǇǊƻǾƛŘŜ ǘƘŜƳ ǿƛǘƘ 

the ability to store and use their patient data.  Currently, the most populaǊ ΨƻŦf ǘƘŜ ǎƘŜƭŦΩ ǇǊŀŎǘƛŎŜ ƳŀƴŀƎŜƳŜƴǘ 

systems (PMS) are Best Practice, Medical Director and ZedMed.   

The proposed new CHAP IT web-based platforms will be best used if integrated into the practices already 

established software systems.  This avoids duplication in the entering of patient data and acts as a source of 

patient data that can be retrieved by CHAP.   

CHAP cardiac rehabilitation assessment and reassessment data will be collected electronically via iPad or 

computer.  Assessment data uses validated tools and ensures collection of new national cardiac rehabilitation 

quality indicators. Data is then transferred directly to the CHAP database where it then gets transferred to GP 
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ǇǊŀŎǘƛŎŜǎ Ǿƛŀ ǎŜŎǳǊŜ ƳŜǎǎŀƎƛƴƎΣ ǎƻ ǘƘŀǘ Řŀǘŀ ƛǎ ǎŜŀƳƭŜǎǎƭȅ ƛƳǇƻǊǘŜŘ ƛƴǘƻ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ŜƭŜŎǘǊƻƴƛŎ ǊŜŎƻǊŘ όǎŜŜ 

Figure 4). 5 

However, 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 summary information from the CR Assessments is automatically sent to the GP via 

secure messaging. 

The expectation is that the CHAP web interface will be used by the practice nurse in the GP practice setting.   It 

is possible that some self-assessment data could be entered by the patient on a tablet or similar device either 

at home or at the GP practice.  To engage the practice nurse in a busy practice setting, the platform will need 

to be user friendly and with the web interface having the following non-negotiable attributes: 

Á Ease of use (survey type design, multiple choice, little to no comment style entering required) 

Á Pre-populated with already known patient data from practice software or referral data. 

Á Available on a number of device types; PC, laptop, smart phone, tablet. 

Á Use of uploadable/downloadable templates for use in the practice management software 

Á {ƛƳǇƭŜ ΨǎǳōƳƛǘΩ ƻǊ ΨŜƴǘŜǊΩ ǘƻ ǊŜŎƻǊŘ ŀƴŘ ǎŜƴŘ Řŀǘŀ ŜƭŜŎǘǊƻƴƛŎŀƭƭȅ.  

Á The sending and receiving of data ideally from the practice software via secure messaging options such 

as Argus. 

A system is required that minimises duplication of already known patient data within the practices software 

program combining it with the CHAP assessment data gathered by the practice nurse.   

To this end, it is envisaged that a move away from paper based clinical records and paper surveys used in the 

collection of patient data, is embraced by all stakeholders. 

A fully electronic collection process is dependent on the development of the CHAP web-based data collection 

platform.  A proposed data transfer process at the GP practice level is outlined below.  ( 

Figure 3) 

1. Practice nurse inputs data into PMS where there are relevant data fields 

2. Export patient demographics and data to CHAP web platform to pre-populate 

3. Complete CHAP web platform 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 given to Ƙƻǿ ǘƻ ŜŦŦƛŎƛŜƴǘƭȅ ŀŎŎŜǎǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ōƭƻƻŘ ǊŜǎǳƭǘǎ ŀƴŘ ǿƘŜǊŜ ŀǇǇǊƻǇǊƛŀǘŜΣ 

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 review by their Pharmacist 

Figure 3 

 

 

 

 

 

 
5 Dr Susie Cartledge RN, BN(Hons), PhD, FESC, Senior Research Fellow - NHMRC Partnership CHAP Project 
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Of note, many GP practices use a technology called Tabnostics to transfer ŘƛŀƎƴƻǎǘƛŎ ǘŜǎǘ ǊŜǎǳƭǘǎ ƭƛƪŜ 9/DΩǎ ŀƴŘ 

spirometry, from a tablet directly to the patient file within a PMS via Cloud services.6  The successful use of this 

type of technology in a practice setting provides confidence that data transfer between tablet input to the 

patient file within a PMS is possible.  

Another innovative IT solution that may warrant further investigation, is Personify Care.  An Adelaide company 

who provide a software solution to deliver post-treatment clinical protocols and pathways to patients 

ŜƭŜŎǘǊƻƴƛŎŀƭƭȅΦ  άtŜǊǎƻƴƛŦȅ /ŀǊŜ Ƙŀǎ ōŜŜƴ ǎƘƻǿƴ ǘƻ ŘŜƭƛǾŜǊ ǇŀǘƛŜƴǘ ǊŜǎǇƻƴǎŜ ǊŀǘŜǎ ƻŦ ƻǾŜǊ фл҈ ŀƴŘ ŀƭƭƻǿ ŜŀǊƭȅ 

detection of patient risks in 1 in 5 cases.έ 7  iCCnet CATCH is currently testing tŜǊǎƻƴƛŦȅ /ŀǊŜΩǎ ǎȅǎǘŜƳ with a 

view to improving CR outcomes at the 12-month mark.   

 

Figure 4 

 

 

 

 

 

 

 

 

 

 

  

 
6 https://tabnostics.com.au/howitworks.html 
7 https://personifycare.com/ 

https://tabnostics.com.au/howitworks.html
https://personifycare.com/
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Business Case ς CHAP - Country General Practice 
 

Analysis of Financial Modelling 

Priority 1 iCCnet Remote CR Program & Priority 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. 

The financial modelling below confidently demonstrates the viability for the rural or remote general practice 

to deliver the 4-milestone cardiovascular assessments to patients participating in the iCCnet Remote Cardiac 

Rehabilitation program, the iCCnet GP / Hybrid CR Program or the CHAP Web-based self-managed program. 

This conclusion involved evaluation of best practice management of a patient with a chronic health condition, 

in this instance cardiac disease.  It assumes that the GP would instigate a Chronic Disease Care Plan to oversee 

and manage the ǇŀǘƛŜƴǘΩǎ chronic condition and incorporate the 4 CR assessments in the process per Figure 2.  

Dr Robert Menz, GP (former Senior Medical Advisor, Commonwealth Department of Human Services, 

Medicare) was engaged to review the business case model and the Medicare items used and comment on any 

compliance issues. His determination can be found in Appendix 1. 

In consideration of the time involved in documenting a management plan and completing the CR assessment, 

it is vital that the practice has an experienced practice nurse to assist the GP in coordination of the ǇŀǘƛŜƴǘΩǎ 

care. This is an important factor to ensure the cost effectiveness of the business model. 

Optional additional services, that may be provided by the GP or Practice Nurse throughout the episode of care, 

are included in the analysis.  These services attract Medicare items that would provide additional revenue for 

the practice. The delivery of these services is dependent on the ǇŀǘƛŜƴǘΩǎ individual circumstances and needs.  

These include: 

Á Home medication review  

Á ATSI health assessment (identify as Aboriginal or Torres Strait Islander) 

Á Care plan practice nurse follow-ups  

Á ATSI health assessment practice nurse or aboriginal health worker follow-ups 

Initiation of a HMR is encouraged as part of the model of care as strong research evidence suggests HMR in the 

practice setting are effective in delaying time to re-hospitalization especially for complex comorbid patients 

treated with heart failure medicines.8 

Additional research information in support of HMR (Home Medication Review) provided by Professor Debra 

Rowett and Professor Robyn Clark and can be found in a summary in Appendix 2.  

It is important to note that in the preparation of a Chronic Disease Care Plan every 12-24 months, the patient 

will have access to a referral for five allied health services which would be delivered in addition to the four 

telehealth allied health consultations offered by the iCCnet/CATCH program. 

Additionally, if the patient has a diagnosis of Type 2 Diabetes then they are eligible for additional services 

funded by Medicare that include an 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 see these Chronic Disease Management (CDM) Allied Health services complimenting the iCCnet remote CR 

telehealth services as well as providing on-going management and monitoring of ǘƘŜ ǇŀǘƛŜƴǘΩǎ cardiac health.  

We envisage that one or more of the following allied health services available to the GP as part of this referral 

would be accessed; diabetes educator, psychologist, occupational therapist, physiotherapist, podiatrist, ATSI 

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

In Table 1 and Table 2 below, we demonstrate the Medicare items available to the GP to charge for services 

within the service delivery model.  Alongside is the corresponding revenue for these items against the value of 

both the GP and Practice Nurses time.   

All due care and consideration has been given in compiling this Medicare item information. It is the 

responsibility of the practitioner to independently determine the application of the Medicare items contained 

in this report and 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 rate of $40/hr being the higher end of the average hourly rate for a 

registered nurse working in a private GP practice9. To include employment on-costs, a 25% loading has been 

added bringing the hourly rate used in our modelling to $50/hr. 

¢ƘŜ DtΩs time is calculated on a 15-minute standard consultation, Medicare item 23.  This may vary and is 

dependent on the individual practice and their billing policy, specifically if the practice policy is to privately bill 

or bulk-bill their patients.  In these tables we only considered the bulk-billed value of the GPs time. Any patient 

co-payments are not considered. 

Bulk-billing incentive items have been omitted from the business modelling to simplify the realised actual 

value to the practice as only patients under 16 years 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 non-indigenous and $274.40 for indigenous patients. 

To note, the bulk-billing incentive items are currently $19.60, double their usual value during 30 March and 30 

{ŜǇǘŜƳōŜǊ нлнл ŀǎ ǇŀǊǘ ƻŦ ǘƘŜ /ƻƳƳƻƴǿŜŀƭǘƘ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ /h±L5-19 pandemic. It 

is anticipated that the value of these items will revert to 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 practice by the GP through their contractual 

arrangements outlined within individual service fee agreements. 

Within the financial modelling, the use of the Medicare item 699, Heart Health Assessment, has not been 

included.  The intended purpose and use of this item is for early detection of heart disease and not in the 

management or on-going monitoring of heart health. A 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 
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Table 2 
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Financial Analysis Summary 

Regardless of the patient choice between the iCCnet Remote Cardiac Rehabilitation program, the iCCnet GP / 

Hybrid CR Program or the CHAP Web-based self-managed program, the financial modelling for the delivery of 

the 4 assessment services remains the same. 

If all milestone patient assessment stages are archived and the GP takes a chronic disease management 

approach to the care the patients, then the financial model supports these programs. 

The following variables will impact on the revenue projections within the modelling: 

Á Patient compliance with all stages of assessment milestones including practice nurse follow-up services. 

Á Additional revenue received from private billing, as our modelling presumes all consultations are bulk 

billed. 

Á Telehealth Medicare items available during the current pandemic will not be available after September 

2020 so have not been included. 

Á Medicare item 699, Heart Health Assessment, 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 management or on-going 

monitoring of heart health 

Á Eligibility to claim bulk-billing incentive items will increase the net value to the practice 

The financial model is demonstrated to be an attractive proposition for rural and remote general practices.  

However, appropriate compliance must be maintained in the delivery of the services and this remains the sole 

responsibility of the practice.  

In summary, the service model for general practice-based CR assessments represents a strong business case 

that is financially viable for implementation into rural and remote general practice and effectively supports the 

delivery of cardiac rehabilitation programs.  The cost benefit to the general practice is strongly supported by 

the financial modelling and revenue projections. 
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Priority 3 - {ǳǇǇƻǊǘ ŦƻǊ ΨIŜŀǊǘ IŜŀƭǘƘ ŦƻǊ [ƛŦŜΩ ς Phase 3 Cardiac Rehabilitation 
 

Service Delivery Model 

Phase 3 cardiac rehabilitation is defined as ongoing management after a primary prevention program (Phase 1 

& Phase 2 cardiac rehabilitation) 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 the heart and general health of the patients. (SA 

Health, 2011). The CHAP project uses the turn ƻŦ ǇƘǊŀǎŜ ΨIŜŀǊǘ IŜŀƭǘƘ ŦƻǊ [ƛŦŜΩ ǘƻ Řescribe this phase of cardiac 

rehabilitation.  

The service model below (Figure 5) ǇǊƻǾƛŘŜǎ ǎǳǇǇƻǊǘ ŦƻǊ ǘƘŜ ΨIŜŀǊǘ IŜŀƭǘƘ ŦƻǊ [ƛŦŜΩ ƻƴ-going management of 

the patient provided by their GP.  It shows the opportunities for the practice 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 up care would be managed by the practice nurse using the practices re-call system to ensure the 

contact is maintained.  The practice is able to claim the Care Plan RN/AHP follow-up item 10997 for these 

services.  

There is evidence that patient engagement and ŎƻƳǇƭƛŀƴŎŜ ǿƛǘƘ tƘŀǎŜ о ŎŀǊŘƛŀŎ ǊŜƘŀōƛƭƛǘŀǘƛƻƴ ΨIŜŀǊǘ IŜŀƭǘƘ 

for [ƛŦŜΩ ŘƛƳƛƴƛǎƘŜǎ ŀŦǘŜǊ ǘƘŜ ф-12mth post discharge point. We see this model of care as a way of mitigating 

this by the scheduling of routine follow-ups by the practice nurse.  

The consistent reinforcement of the benefits to the patient of keeping up behavioural changes and continuing 

with the program, can be provided by the GP and practice nurse at each of these reviews.   

The patients continued involvement with local allied health providers or community allied health services is a 

key driver to their on-going health and secondary cardiac event prevention.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5 
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ωGP Management Plan & Team Care Arrangments

ω12mths from discharge

ω75min consultation - 60min Practice Nurse / 15min GP

ω721 / 723 / 10991 x 2

ωHome Medication Review (if indicated) 

ω900 / 10991

GP Practice - CHAP Annual Assessment

ωPractice Nurse Review 

ω10997 / 10991 Care Plan follow-up (PN)

GP Practice

ωPractice Nurse Review

ω10997 / 10991 Care Plan follow-up (PN)

GP Practice

ωReview of GP Management Plan & Team Care Arrangements

ω18mths from discharge

ω45min consultation - 30min Practice Nurse / 15min GP

ω721 / 723 / 10991 x 2

GP Practice

ωPractice Nurse Review

ω10997 / 10991 Care Plan follow-up (PN)

GP Practice 

ωPractice Nurse Review

ω10997 / 10991 Care Plan follow-up (PN)

GP Practice

ωGP Management Plan

ω24mths from discharge

ω75min consultation - 60min Practice Nurse / 15min GP

ω721 / 723 / 10991 x 2

ωHome Medication Review (if indicated) 

ω900 / 10991

GP Practice - CHAP Annual Assessment

ωPractice Nurse Review

ω10997  / 10991 Care Plan follow-up (PN)

GP Practice
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Financial Modelling  

The financial modelling in Table 3 and Table 4  below, demonstrates the viability of the GP and the practice 
staff providing on-ƎƻƛƴƎ ŎŀǊŜ ƛƴ ǎǳǇǇƻǊǘ ƻŦ tƘŀǎŜ о ŎŀǊŘƛŀŎ ǊŜƘŀōƛƭƛǘŀǘƛƻƴ άIŜŀǊǘ IŜŀƭǘƘ ŦƻǊ [ƛŦŜέΦ ¢ƻ ƴƻǘŜ, the 
12mth Heart Health for Life Assessment also appears in the financial model demonstrated for Priority 1 and 
Priority 2.   
 

Table 3 
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Table 4 

 

  




























































