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Intfroduction

The Health Care Homes (HCH) program was established by the Australian Government in
response to the Primary Health Care Advisory Group's (PHCAG's) recommendations for
better outcomes for people with chronic and complex health conditions (2015). HCH is a
variant of the patient centred medical home (PCMH), focusing on coordinated and
comprehensive care that is responsive to patients’ needs and preferences. As per PHCAG's
principles for HCH and key recommendations, the program has the following features:

e Voluntary enrolment of patients to a practice — their health care home — nominating
a GP as their preferred clinician (HCH principles 1 and 4).

e Tools to identify patients af risk of hospitalisation and stratify them to a complexity tier
(key recommendation 1).

e A bundled payment for every enrolled patient based on their tier (for services relating
to the patient’s chronic conditions), departing from the traditional Medicare fee-for-
service model (key recommendation 9).

e Training resources to support transformation of practices towards an HCH model (key
recommendations 2 and 8).

e Support for practices to undertake transformation, provided by Primary Health
Network (PHN) practice facilitators (a component of the change management
required to implement key recommendation 2).

e A system of shared care planning that gives authorised health professionals access to
an up-to-date electronic medical record for each enrolled patient (key
recommendation 4).

e Data sharing arrangements (HCH principle 7 and key recommendation 13) and an
evaluation of the program (key recommendation 15).

These features align with the 10 building blocks of high-performing primary care
(Bodenheimer, Ghorob, Willard-Grace, & Grumbach, 2014), which underpin the PCMH
model. HCH is also consistent with the quadruple aims: improving patient health, enhancing
patient experience, reducing health care costs and improving the work life of providers and
staff (Berwick, Nolan and Whittington, 2008; Bodenheimer and Sinsky, 2014).

Practices implementing HCH aim to:

¢ Involve patients, families and their carers as partners in their care. Patients are
activated to maximise their knowledge, skills and confidence to manage their health,
aided by technology and with the support of a health care team.

e Provide enhanced access to care in-hours, which may include support by telephone,
email or videoconferencing, and effective access to after-hours advice or care.

e Provide flexible service delivery and team-based care that supports integrated
patient care across the confinuum of the health system through shared information
and care planning.

e Have a commitment to care which is high quality and safe. Care planning and
clinical decisions are guided by evidence-based patient health care pathways,
appropriate to the patient’s needs.

(Primary Health Care Advisory Group, 2015, p. 4).
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A trial of the HCH program started amongst Australian primary care practices in late 2017
and will confinue through to mid-2021. The Australian Government Department of Health
(‘the Department’) recruited practices to the frial through an expression of interest (EQI).
Practices located in 10 PHNs (out of 31 Australia-wide) were invited to apply. The PHNs were
selected to maximise geographic and socio-economic diversity amongst the populations
represented and leverage chronic disease programs operating in these regions.

The Department established or commissioned infrastructure for the program, including:

¢ Atwo-tiered governance structure to provide advice on the implementation
conisisting of an overarching Implementation Advisory Group (IAG) and working
groups.

e A system for registering enrolled patients within the Department of Human Services
Health Professional Online Services (HPOS) system.

e A two-step risk stratification tool (RST) to identify patients eligible for HCH and to
assign them to payment tiers reflecting their disease complexity and health care
needs.

e Operational guidelines for HCHs.

e Training resources.

e Facilitation for practices provided through PHNSs.

e Evaluation of the program.

The participating PHNs also created infrastructure to support the program, including regional
governance groups.

In August 2018, under the Sixth Community Pharmacy Agreement, the Government
dedicated funds for HCH patients to receive additional medication management services
from community pharmacists, including:

e Medication reconciliation and assessing the patient’s medicines regimen.

¢ Identifying any potential medication-related issues and agreeing on medication
management goals.

e Developing a medication management plan (MMP) in collaboration with the patient
and their HCH.

e Providing regular follow-up reviews with the patient (in consultation with the referring
HCH practice).

e Providing support services for the more complex patients, such as dose administration
aids, blood glucose monitoring, blood pressure monitoring and asthma management
planning.

HCH enrolees access the program through being referred by their HCH to a community
pharmacy of their choice.
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The HCH evaluation

The Department engaged Health Policy Analysis as the lead for a consortium to evaluate the
HCH ftrial. The consortium includes the Cenftre for Big Data Research in Health (University of
New South Wales), the Centre for Health Economics Research and Evaluation (University of
Technology Sydney) and other Australian and international experts. An Evaluation plan
(Health Policy Analysis, 2019) was developed as one of the first steps in the evaluation.

The evaluation is seeking to answer the following key questions:

1. How was the HCH model implemented and what were the barriers and enablers?

2. How does the HCH model change the way practices approach chronic disease
management?

3. Do patients enrolled in HCH experience better quality care?

4. What are the financial effects of the HCH model on governments, providers and
individualse

Addifional key questions relating to the community pharmacy component are:

5. Is the community pharmacy component beneficial to the broader HCH coordinated
care model and should it be included as part of any future roll out?

6. Do patients who received medication management services as part of the HCH trial
experience befter health outcomes than patients who did not?2

7. What was the level of engagement between HCH practices and community
pharmacy (care coordination)?2

8. Isthe inclusion of a pharmacy component in HCH financially viable?

These questions have many dimensions. Therefore, more detailed questions have been
developed for each key question and are documented in the Evaluation plan (Health Policy
Analysis, 2019).

Mixed methods are being used to evaluate the HCH trial. Qualitative data are being
gathered through interviews and focus groups with patients and patients’ carers/ families,
GPs, other primary care staff, pharmacists and other providers. The interviews and focus
groups are being undertaken in 20 locations across Australia. Quantitative data are also
being gathered or sourced from existing collections to analyse how things have changed for
patients enrolled in the HCH trial and to compare their outcomes with similar patients
receiving care from non-HCH practices.
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This report

This document is the Interim evaluation report 2019, Volume 1: Summary report. It is one of
four volumes featuring the findings of the evaluation of the HCH trial up to 31 August 20191.
The volumes are described in Table 1.

Table 1 - Interim evaluation report 2019: Description of volumes

Volume 1: Summary report Summairises the findings of the interim evaluation.

Volume 2: Main report Presents the findings from the interim evaluation.

Volume 3: Evaluation progress Describes progress for the evaluation to September 2019, including
progress with acquiring evaluation data and approaches for
analysing qualitative and quantitative data.

Volume 4: Evaluation data Includes supplementary data to support the findings reported in

supplement Volume 2.

This interim evaluation report reflects findings on the establishment phase of the program and
the early experiences of practices and their staff, patients and PHNs. It profiles the
participating practices and enrolled patients, but these largely reflect their characteristics at
the start of the program. Also, the experiences of practices and patients in Aboriginal
Community Controlled Health Services (ACCHS) have not been documented as yet. Case
studies of two ACCHS in the NT were being undertaken at the time that this report was being
drafted, and will be documented in the next evaluation report. This interim report will be
followed by a second interim report in late 2020, and a final evaluation report in late 2021.
These next reports, in particular the final report, will provide further insights intfo changes that
have happened within practices and patients’ experiences and outcomes.

The quantitative and qualitative data used to prepare this report and subsequent evaluation
reports are listed below.

Evaluation reports
Interim evaluation report 2019 (this report):

e Patient surveys at entry of HCH (from December 2017 to March 2019): Patient activation,
experiences of primary care and coordination of care, health conditions, health status.

e Practice surveys Round 1 (March to June 2018) and Round 2 (November 2018 to March
2019): Characteristics of HCH practices and early experience of HCH implementation.

e Case studies (late 2018): Patient, family, carer and practice experiences in the initial period
following commencement of HCH.

e Practice data extracts (up to June 2019): Profile of enrolled patients from practice data,
baseline for key measures.

o Selected program data, including practice participation and patient enrolment (up to 31
August 2019).

e Key themes: Practices and GP perspectives on implementation in early stages of HCH.
Description and analysis of HCH patient population. Baseline estimates for evaluation
measures.

Interim evaluation report 2020 (late 2020):

e Patient surveys Round 4 (late 2019 to early 2020): Changes in patient activation, experiences
of primary care and coordination of care, health conditions, health status.

! This is the latest date for which findings are reported. Some data end earlier.
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e Practice surveys Round 4 (late 2019): Experience of HCH after 1-2 years.

e Case studies (late 2019 to early 2020): Patient family, carer and practice experience of HCH
after 1-2 years. Will include case studies of two ACCHS in the NT.

e Practice data extracts (up to June 2020): Changes in key measures after 1-2 years.

e Initial Medical Benefits Schedule (MBS), Pharmaceutical Benefits Scheme (PBS) (up to June
2020) and hospital data (up to June 2018): Patients profiles for HCH and comparator groups,
frends in MBS billing prior to and after implementation of HCH.

e Key themes: Practice and GP perspectives on implementation. Patient experience of HCH.

Final evaluation report (late 2021):

e Patient surveys Round 5 (late 2020 to early 2021): Changes in patient activation, experiences
of primary care and coordination of care, health conditions, health status.

e Practice and practice staff surveys (late 2020): Experience of HCH implementation, nature of
changes introduced and practice/staff assessment of their effect, changes in staff
satisfaction.

e Case studies (late 2020 to early 2021): Patient family, carer and practice experiences after 2-
3 years of HCH.

e Practice data extracts (up to June 2020): Changes in evaluation measures, including clinical
processes and selected clinical outcomes.

e MBS, PBS (up to June 2021) and hospital data (up fo June 2020): Comparison of frends for
HCH patients and comparator patients for key evaluation measures. Impact of HCH on
practice revenues. Early indicators of change in hospitalisation/emergency department
attendance.

e Key themes: Practice and GP perspectives on implementation. Viability of approach for
practices. Changes in the HCH patient population. Changes in specified measures for HCH
and comparator practices and patients.

Key findings

As at 31 August 2019, 131 practices were participating in HCH. This is less than the original
target for the HCH program — 200 practices. Another 96 practices had participated in the
program at some time but had withdrawn. Most practices that withdrew did not get to the
point of enrolling patients. The reasons practices withdrew were mostly to do with staff
turnover; lack of commitment to the initiative by a sufficient number of GPs within the
practice; and difficulties with the practical aspects of implementing HCH encountered or
perceived. In most instances, practices that withdrew supported the HCH principles.

Preparation for HCH was complex. It involved new technology, new administrative processes,
and new ways of working with patients, as a team internally and with other health care
providers outside the practice. Practices needed to develop strategies to explain the
benefits of HCH to patients to recruit them to the program. They also needed to transform
their processes for chronic disease management, care planning and the sharing of plans
and define new roles for staff.

The time allocated for setting up for HCH was less than five months (in the latter half of 2017).
Most practices did noft start enrolling patients until 2018. Even at that stage many ‘tested the
waters’ by enrolling a small number of patients before making more concerted efforts.
Enrolment was slow in the first half of 2018, then increased through to the end of 2018. The
rate slowed again in early 2019, with relatively steady increases through to 30 June 2019, the
end of the enrolment period. Some practices were delayed in starting fo enrol patients due
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to technological challenges. For example, a satisfactory solution for risk stratification was not
achieved for ACCHS in the NT until the second half of 2018.

At 31 August 2019, there were 10,161 patients enrolled in HCH. This fell well short of the
original estimate of 65,000 enrolees. The original estimates were based on assumptions that
were not borne out. The number of patients enrolled per full time equivalent (FTE) GP was 22
rather than the original assumption of 65, and this accounts for half of the shortfall. The
number of participating practices (131 vs. 200) and the number of GPs within practices
participating (3.5 vs. 5) each accounted for around a quarter of the shortfall.

Practices and PHNs reported that the focus on enrolment in the early phase of HCH
competed with fransformation; transformation could not begin in earnest until enrolments
had been completed. Practices are busy environments in which there is a limit to the level of
change they can infroduce at any one time.

A key challenge for the program has been for a sufficient number of GPs to be committed to
the inifiative within practices. But GPs were sometimes unconvinced or cautious.
Commitment by practice nurses and practice managers was also vital. Practices that made
progress are those that have a core team of GPs, practice nurses and the practice manager
steering the implementation.

Staff turnover and organisational change were also challenges for the implementation. As
discussed, these were the reasons many practices withdrew. Looking to the future, models
such as HCH need to achieve a sufficient scale in terms of staff participation and patients
enrolled to have traction and avoid reliance on individuals to drive change.

A practical issue that arose for practices in this program (and continues for some) was how
to manage the bundled payment. The available guidance on this issue from groups
commissioned by the Department of Health was useful, but for most practices, the systems to
support its implementation were insufficient.

The views about the bundled payment remain mixed, with some reporting it has created
opportunities for flexibility and change, and others that it is insufficient for managing patients’
chronic ilinesses. The data to assess the economic viability of the bundled payment are not
yet available, but this is one of the questions that the evaluation will address down the frack.

Most patients who agreed to enrol in HCH had long-standing relationships with their practice.
HCH patients generally rated their primary care practice highly, although there are
opportunities for improvement.

HCH patients are generally older than practices’ overall patient population, but around 50%
are less than 65 years old. Most report multiple chronic conditions, with close to 50% reporting
four or more conditions. Across several measures, HCH patients experience health challenges
that increase by the risk tier fo which they have been assigned.

Interviews with HCH patients revealed a high level of trust in their GP, and the GP’s
recommendation featured in their decision to enrol. But patients often struggled to
understand what HCH would mean for them. They were also concerned that access to their
GP would be compromised and need time to develop trust in the broader primary care
team. Early indications are that patients appreciate changes that are occurring, for
example, participating in lifestyle/ educational groups, greater contact with the practice
(usually through a nurse), and being able to get a repeat prescription or annual re-referral to
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see a specialist without seeing the GP. Practice staff reported that HCH has helped them to
know their patients at a deeper level than previously possible. Carers interviewed were
positive about HCH, highlighting that it has improved their experience with the practice and
has been beneficial for the person they cared for.

A large body of literature highlights the challenges for health services adopting innovations
(Greenhalgh, 2018; Greenhalgh, Robert, Bate et al., 2006; Robert, Greenhalgh, MacFarlane
et al., 2010). The challenges derive from the interaction of the nature of the innovation, the
characteristics of the adopters, the organisational context and the outer context. HCH is a
multi-dimensional innovation involving changes to the way primary care teams work
together and with their patients and ofther providers. It involves implementing new
technology, including risk stratification and shared care planning. And it has introduced a
new concept to the Australian health care system — patients enrolling with a practice.

Given this complexity it is not surprising that the early experience of implementing HCH aligns
with previous experiences of implementing major health programs in Australia and the
experiences of other countries implementing HCH-like models (Janamian, Jackson, Glasson
et al., 2014; Pearse and Mazevska, 2018). Transformation to an HCH requires changes to
many processes. For example, enrolment alone involved: installing software; cleaning up
data; identifying patients suitable for HCH; explaining what enrolment means; and registering
patients. But even greater challenges exist in changing culture, mindsets, roles and how
practice staff work together. While additional resources and support may compress the time
needed for the former, the latter need time. Implementation takes time.

The Australian Government recognised this, and in December 2018, extended the time frame
for both enrolling patients and for the program overall.

Lessons - Overall implementation

1. For complex programs such as HCH, allow sufficient time forimplementation.

Characteristics of HCH
practices

Twenty-two practices formally started implementing HCH in October 2017, and a further 151
in December 2017. Other practices subsequently signed up to the program, and some
withdrew.

At 31 August 2019, there were 131 practices participating. A further 96 practices had
participated in the program at some stage but withdrew (42.3%). Throughout the program
most practices that withdrew had not enrolled patients, although since the end of the
enrolment period a small number of practices with enrolees withdrew.

The practices remaining in HCH are spread across practices of different sizes (based on the
number of FTE GPs), practice ownership (independent, corporate and ACCHS) and location
(reflecting both the remoteness and socio-economic circumstances in which the practice is
located). Lowest rates of withdrawal were observed for practices that are independently
owned (31.4%); have 5-8 FTE GPs (37.2%); are in major cities (37.7%); and in locations that
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have average levels of disadvantage (37.1%). However, practices across all these
dimensions remain active in the HCH program. Therefore, HCH seems feasible for different
types practices operating in different circumstances, but these factors influence the nature
and intensity of the implementation challenges that the practices face.

The practices remaining in the program have an average 3.6 FTE GPs participating in HCH,
which represents around 64% of the total FTE GPs that were estimated to be working in the
participating practices at the beginning of the frial.2

Based on data reported by practices, GPs make up around 33.6% of the practice FTE staff.
Others include other medical staff such a GP registrars/advanced frainees (0.8%); nurses
(18.6%); allied health (13.6%); and practice managers, receptionists and other administrative
staff (33.5%). Forty-seven per cent of practices reported having allied health staff.3

The average number of HCH patients per practice was relatively stable in the first half of 2018
— around 20 patients per practice — but increased to around 78 patients per practice by
August 2019. Enrolments varied greatly per practice, from 1 to 469 patients.

Practices cited the following as the main motivations for joining the program: attraction to
the HCH principles or the perception that they were already operating according to these
principles; seeing HCH as the future of primary care; limitations of fee-for-service funding.
Those that withdrew cited the following reasons for withdrawing: staff furnover; lack of
commitment or support for the model from GPs within the practice; insufficient information
about the program prior to implementation resulting in a lack of clarity over expectations;
issues with the risk stratification tool (RST); the administrative workload associated with
enrolling patients and implementing the program more generally; concern that they would
be worse off financially under the bundled payment; that the model was incompatible with
their clientele; lack of clarity around responsibility for patients under the model.

Characteristics of HCH
patients

As at 31 August 2019, there were 10,161 patients enrolled in the HCH program amongst the
131 participating practices. Enrolment was slow during the first half of 2018, then increased
through to the end of 2018. The enrolment rates slowed again, with relatively steady
increases through to the end of the enrolment period (30 June 2019). Most patients enrolled
have been assigned to Tier 2 (50%), followed by Tier 3 (most complex — 33%) and Tier 1 (least
complex —17%).

2 This figure may overestimate the number of GPs actively participating within practices. It was drawn from data
collected early in the frial, but through interviews we heard that some GPs who originally infended to participate
changed their minds.

3 We suspect that some practices have reported allied health staff that provide services at the practice but who
may not be formally employed or confracted by the practice.
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Patients joining HCH cited various reasons for doing so: curiosity about the program; frust in
their doctor who recommended it; easier access4; more personalised care and greater
involvement in their own care and self-management.

As at 31 August 2019, 1,217 patients had withdrawn from the program (11% of the total
enrolments). The main reasons were that the patient had opted out (32%) or the practice
had withdrawn from the program (31%).

Both the patient survey and interviews with patients revealed long-standing relationships
between patients and their GP and practice. The patient survey found that two-thirds had
aftended the practice for more than five years, and in interviews, patients reported
relationships that spanned up to 30 years. Patients initially attended their practice due to
convenience or on the recommendation of someone that they knew. They stayed due to
friendly staff; services offered; proximity to specialists or pharmacists; bulk billing; office set-up;
multiple GPs with a wide range of skills; openness to frying new treatment ideas; and access
to nurses via the phone. In their GP they valued communication; empathy; non-judgment;
generosity of fime; thoroughness; continuity; and expertise.

HCH patients are older than the overall patient population, but around 50% are aged less
than 65 years. Most patients reported multiple chronic conditions, with close to 50% reporting
four or more chronic conditions. Across several measures HCH patients experience various
health challenges which increase with the tier that they are assigned to.

Practice extracts revealed that patients had seven consultations with their GP on average
over the most recent six months and 13 over the most recent 12 months. This aligned
reasonably with what patients reported when surveyed.

Patients reported that for urgent care, they generally got an appointment when they
needed it (84% got an appointment ‘most of the time’ or ‘always’). This was also the case
with appointment for routine care (85% reported being able to get an appointment when
they needed it ‘most of the time’ or ‘always’). Most got an appointment with their personal
GP (84% reported being able to get an appointment with their GP ‘most of the time’ or
‘always’).

Patients reported that features of care that occurred ‘always’ or ‘most of the time’ atf the
practice where they were enrolled included: that their values, beliefs and traditions were
thought about when their doctor or nurse recommended treatments; that they were shown
how what they did to care for themselves influenced their condition; and that their care was
well-organised. Features they reported were less common were being given a written list of
things that they should do to improve their health; being contacted after a visit to see how
things were going; being encouraged to attend programs in the community that could help
them; or being asked how their visits with other doctors were going.

Levels of patient activation were assessed using a standard instrument. Across the HCH
patient population, 34% of patients were allocated to the highest level of activation
(*Maintaining behaviours and pushing further’); 41% to the next highest level (‘Taking
action’); 19% to the third level (‘Becoming aware but still struggling’); and é% to the lowest
level (‘Disengaged and overwhelmed’). Higher proportions of Tier 3 patients were in the
‘Disengaged and overwhelmed' category. The responses suggest relatively high levels of

4Including to other team members beyond the GP fo receive information, guidance, and education about their
condition, priority access and the ability fo get routine prescriptions and referrals without visiting the practice.
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activation amongst the HCH population, although there are opportunities for increased
levels to be achieved for some patients.

Practice experience of
Implementation
Setting up for HCH

Practices and PHN practice facilitators felt the length initially set out for the frial (two years)
was not long enough given the level of change required. This was subsequently addressed,
with both the fime frame for the enrolment as well as the overall program extended by the
Australian government (seven and 19 months respectively).

PHN practice facilitators distinguished between infrastructure changes and conceptual
changes in the way practices operate and deliver care. The former requires training and set-
up of key processes (such as installing software and cleaning up data) and the latter
includes changes to culture, mindset and buy-in from key staff. While additional resources
may have helped with changes to infrastructure, the conceptual changes could not be
achieved any faster. Certainly, the magnitude of change required for practices to transform
to HCH was large. PHN practice facilitators thought that in the early stages of HCH
implementation, practices did not appreciate this, with some thinking that the only change
with HCH would be that they would be paid differently.

Some practices stated that they found it difficult fo run a busy practice while simultaneously
integrating the HCH model. The pressure to adhere to the program timeframes was difficult
for practices, especially for enrolling patients. Because of the additional time it took practices
to establish their processes, many reported that they had little time left before the enrolment
deadline.

Some practices reported high costs associated with setting up for HCH; much higher than the
value of the incentive grant. The costs were associated with time for practice staff to frain,
cleaning data and upgrading IT. Some didn't think that the investment was worthwhile given
that it only covered a small component of the practice’s work, due to the small number of
patients enrolled and/ or that only a fraction of the practice’s GPs were participating. For
many practices, the program involved running dual systems — one for HCH patients and one
for other patients — which created ftensions with the practice.

Lessons - Practice set-up

2. For programs such as HCH, allow time for practices to prepare for practice change prior to
enrolling patients.
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Enrolling patients

Some practices opportunistically enrolled patients as they attended the practice for their
appointments. Others were more strategic, for example, holding a forum to explain the
program to patients.

Practices tended to approach patients based on who clinicians thought would benefit from
the model. They tended to approach patients whom they perceived were motivated o
improve their health; whose goals aligned with the HCH model; who had a strong
relationship with the GP; whom they did not expect to attend more than the tier payment
allowed for; and who had chronic conditions being targeted by the practice in its HCH
model. In some instances the patient had approached the practice to enrol.

Practices did not enrol some patients identified by the RST as being potentially eligible mainly
due to financial reasons (i.e. frequent attenders) and the perception that the model would
not suit the patient.

Practices ‘sold’ the HCH model to patients as something that would improve their access to
services; shorten waiting times; improve monitoring of their chronic disease(s) (e.g. including
through shared care plans, routine recalls); improve coordination between the practice and
external providers; allow the patient to take control of their health; be more convenient for
getting scripts and referrals; give them access to a nurse for routine management and health
measures; provide them with more personalised care; and give them access to more
services (e.g. education, nurse home visits).

A challenge for practices in enrolling patients was articulating the value proposition to
patients, specifically for their practice. This was sometimes because the practice already
thought that they were providing good quality care and/ or their approach was consistent
with the HCH model, and it was hard to identify what additional benefits patients would
receive under the new model. Practices also reported issues around the confidence of the
nurses to explain the model and generally creating a clear and consistent message that
outlined the goals of the program. (Indeed, patients reported being confused by practice
staff's explanation of the program; they did not understand program aims or how it would
work.) Practices reported that distilling the goals of the program into benefits that patients
could understand and getting the GPs to talk to patients about the program were effective
in recruiting patients.

Time was a major issue for practices in enrolling patients. Explaining the program, getting
consent, assessing the patient’s eligibility, creating a care plan, and registering patients on
multiple platforms were tfime-consuming. Some practices found innovative ways to
stfreamline these processes.

Both practices and PHNs identified synchronising the various enrolment systems and
simplifying the process as key improvements that could be made to enrolling patients for
future rollouts of HCH.

Patients’ concerns around the security and confidentiality of their personal and medical
information — in particular, the requirement to have a My Health Record — was a major
deterrent for agreeing to enrol. Those patients that enrolled either did not have a problem
with My Health Record or were sceptical about the security of their information but enrolled
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anyway. Seventy-two per cent of patients responding to the patient survey said that they
had a My Health Record. Some patients were unaware of it and/ or tended not to go online.

Another deterrent for patients in enrolling in the program was the perceived threat to their
relationship with their GP. Practices also highlighted difficulties in enrolling patients from
different cultures, non-English speaking backgrounds, recent migrants, and homeless people,
due to cultural expectations, language barriers and lack of permanent accommodation.
However, sometimes these barriers were due to what practices were planning to offer as
part of HCH (e.g. telephone consults, which would not work for people with limited English
without an interpreter) rather than the model not being suited to these individuals.

The methods used to recruit patients into HCH varied across practices. Many patients and
carers reported that their doctor mentioned the program at one their routine visits. Nurses
often explained the details.

To recruit multiple individuals to HCH and utilise time effectively, as mentioned previously,
some practices organised an information forum. Patients had mixed experiences of these
forums: some enjoyed it and others reported difficulties in understanding the program or
hearing the speakers.

Lessons — Patient enrolment

3. Exploit multiple avenues to build patient awareness of programs such as HCH, including the
benefits.

4. Provide additional practical guidance to practices on how to communicate the benefits of
programs such as HCH succinctly to patients and their carers/ families.

5. Infuture, for programs such as HCH, allow sufficient time to implement processes for enrolling
patients.

6. Streamline enrolment processes, whereby relevant information is recorded once and used for
multiple purposes. In the HCH program this included registration with the Department of
Human Services, flagging enrolled patients within the clinical management software, risk
stratification, shared care planning and evaluation.

Implementing the HCH model

PHN practice facilitators felt that an HCH model of care had not been sufficiently defined as
part of the HCH program. It was recognised this was deliberate on the Department of
Health's behalf (to allow practices to respond to local needs and stimulate innovation).
However, it meant practices didn’t always know what to do, and this was one of the factors
that slowed patient enrolment in the first year of the program. Nevertheless, both practices
and PHNs also thought that flexibility in the model was important. Some suggested pursuing a
middle ground where PHNs and governing bodies would provide high-level parameters and
practices would have the flexibility to implement a model that works for their patients.

In interviews, practices reported varying interpretations of the objectives of HCH, including:
encouraging patient activation and education; individualising patient care/ more patient-
centred model of care; improving continuity of care; reducing hospital admissions; improving
the quality of chronic disease management and patient care through better planning and
monitoring; offering better access to patients beyond traditional face-to-face consultations;
advancing team-based care; preventative care; and taking the pressure off GPs.
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Practices were surveyed about the changes that they infended to make as an HCH in the
earlier stages of implementation. The most common were: reassigning components of care
usually undertaken by a GP to a nurse; proactively contacting patients to monitor their
health; HCH patients able to telephone the practice and talk to a nurse or GP about their
health concerns; HCH patients able to refill scripts without a GP consultation; improved
systems for follow-up and re-call of HCH patients for preventative checks/ screens; and
enhanced team care. Practices that were interviewed also identified similar changes.

Where practices had made changes, they reported that the program was already
impacting positively on their internal processes, team arrangements, and the quality of
patient care. However, there were practices that were yet to make changes. One reason for
this was that they were still planning what they were going to do. Low enrolments also
affected practices’ ability to make any significant changes, as did other barriers such as lack
of GP-engagement and physical space.

There were also practices that thought that they were already operating as an HCH. These
practices identified that they had measures in place for their chronic disease patients, such
as care plans, access via phone, nurse-led management, team-based care and
individualised freatment. Therefore, they did not infend to make any changes. PHN practice
facilitators in some cases agreed that these practices had indeed implemented key features
of the model, but in others they felt that the practice had a limited understanding of HCH. An
example that they gave was that some practices thought that meeting accreditation
standards meant that they were already operating as an HCH.

Team care and delegation

Several practices highlighted team-based care as the major change implemented in their
practice as part of HCH. For many, it was bringing about positive results. Other practices
stated that they were still setting up processes to promote team-based care.

The HCH model specifically focuses on broadening the roles of the primary care team, and
provides the opportunity to delegate responsibilities traditionally managed by GPs to other
team members. Many practice staff interviewed felt that their GPs were already comfortable
with delegating to other team members. This had come about due to GPs’ exposure to
team-based care in other countries, or GPs recognising that they could “take the pressure
off” themselves by delegating.

However, despite the recognition that delegation is important, several practices reported
that shiffing to a more team-based approach had been difficult. Delegation has been a
major change for GPs and a barrier for some practices in implementing aspects of the HCH
model. Many staff suggested that the key to successful change in this area is allowing time to
foster staff relationships and develop trust.

Sometimes team-based care was difficult due to patients’ expectations about seeing their
doctor at each appointment.

New roles established

Some practices hired new staff and/ or established new roles responsible for HCH patients/
activities. New staff included nurses and medical practice assistants, and new roles were
HCH coordinator/ nurse. These positions had responsibilities for: enrolling patients; recalling
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and monitoring HCH patients via phone and email; fracking and handling finances; chronic
disease management; running patient groups; entering data; preparing patient care plans;
licising with outside specialists and allied health professionals.

Though some practices with a larger proportion of HCH patients would have liked to hire
additional staff for HCH, they felt that they were restricted either financially or due to the
ability to recruit staff or furnover of staff. Some practices focused on having dedicated staff
for HCH to ensure that they could keep up with the workload.

Managing change

PHN practice facilitators and practices identified key factors that helped practices transition
to an HCH: change leaders, peer-to-peer engagement and sequencing change.

Practice facilitators felt that practices should identify key people within the practice to
facilitate the change to an HCH. More than one person was required — typically a GP, a
nurse and a practice manager. Facilitators thought this team should be adequately
prepared, for example, through training taken together prior to the start of the
implementation and having protected time to plan as a team.

A struggle in PHN practice facilitators’ role was engaging GPs in the practices. Many
recognised early that peer-to-peer engagement was the most effective approach for this. A
strategy PHNs used was to use a GP with experience of implementing PCMH to talk to the
local GPs about the model. Another strategy was GP-to-GP forums, which were often a
subset of a wider community of practice established by the PHN.

Practice facilitators talked about the need to break up tasks to make change more
manageable. They also talked about tailoring their work with practices according to the
stage that the practice was at, including managing how much information that they gave
the practice at certain points.

Both PHN practice facilitators and practices also discussed other aspects of practices that
enhanced or thwarted their ability to effectively transition to an HCH. Some practices felt
that their involvement in past initiatives made it easier for them to adopt HCH. These included
team-based care, quality improvement, and patient-centred care. They reported that these
initiatives helped them slowly engage their staff and create a culture that embraced the
HCH model. Engagement in these types of activities often meant that they had worked with
their PHNs in the past. It also gave them additional time to prepare for this type of large-scale
change.

Practices in rural and remote areas identified obstacles related to their location. These
included difficulty recruiting staff; problems with IT connectivity and general set-up; fewer
supports and medical resources for individuals; and limited access resulting in high waiting
times for patients.

There were conflicting views on whether practice size or ownership type made it easier to
implement HCH.

Evaluation of the Health Care Homes program - Interim report 2019 - Vol 1 Summary Page 16



Lessons — Changes within practices
7. Use peer-to-peer approaches to raise awareness of initiatives such as HCH amongst GPs.

8. Practices to identify key people to facilitate the change process. A team comprising a GP, a
nurse and a practice manager is potentially most effective. Members of this feam should be
frained and have protected time to plan as a team.

9. Create more opportunities for peer-to-peer engagement of clinicians involved in
implementation.

Staff experience

Individual staff members interviewed for the evaluation discussed varying degrees of change
in their own roles since the inception of the program. Some staff members reported that,
despite an increase in administrative and clinical tasks, their role was largely the same.

In some instances staff members reported that their job satisfaction was initially negatively
impacted due to the additional tasks and administrative burden, but this has since been
resolved. A few practices reported that their HCH-associated workload has not decreased,
and their staff members are still struggling to integrate some aspects of the model within their
scope of responsibilities.

Despite these difficulties, practices reported largely positive changes in their roles and
experience with implementing HCH. These include increased autonomy and responsibilities
for nurses, less pressure on GPs, more team coordination and staff involvement, and stronger
staff-patient relationships.

Patient experiences

Patient interviews were conducted between September and October 2018, and provide
early insights intfo patients’ experiences of HCH. At that fime many practices were only just
starting to implement HCH and were focussing on patient enrolment. Consequently,
interviewees' reflections about the differences in their care under the HCH model were
limited. However, some practices were further along in implementing the program and
changes were apparent to patients. These included: alternative means of accessing services
(e.g. telephone); better access more generally (e.g. priority appointments); more proactive
management of chronic conditions; better coordination; greater involvement of patient in
their own care/ emphasis on patient activation; more holistic approach to care and more
administratively organised with care and follow up.

Where patients reported improved access since joining HCH, this was mainly through being
able to contact a nurse via phone or email with any questions or to get a repeat
prescription. Patients also reported follow up by the practice by phone or email to check in
or remind them about upcoming appointments.

Some practices gave HCH patients priority access so that they wouldn't have to wait when
they turn up at the practice or they would get a priority appointment if something urgent
came up. However, patients’ experience of this varied. Some noticed a difference (e.g. the
receptionist would send them straight through to see a nurse when they attended the
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practice), while others didn't notice a different or expected that there would be a difference
but reported still having fo wait.

Another feature of HCH that many practices instigated was greater involvement of nurses in
patients’ care. While many patients liked this as they felt that the nurse provided them with
the additional support and motivation that they needed, others were not comfortable with if,
as they did not think that the nurses were qualified to attend to their medical needs.

Some practices also had allied health professionals on a full or part-time basis seeing patients
within the clinic. Patients also reported positive experiences with this.

Patients acknowledged practice administrative staff as part of their care team, commenting
on their proactivity and helpfulness.

Some practices focussed on encouraging patients to take control of their health as part of
the changes they made as an HCH. This was one of the attractions of the program for some
patients, and they reported positive experiences with this. Establishing groups on specific
health issues was a strategy that some practices used to both help with activating patients as
well as addressing specific health issues. Patients not only reported positive experiences with
these groups health-wise, they also noticed improvements in their emotional state due to the
social aspect of the groups and in their quality of life.

When asked about additional services or benefits that patients would like under HCH, most
were largely content with the care that they were receiving. Where patients gave
suggestions, they were around additional support that the practice could provide, overall
integration of services and more information about what services they could access.

An objective of the HCH program is to promote and improved coordination between
practices and other health care providers. Most patients interviewed felt there was
communication between their primary care practice and other providers.

Some patients reported having medication reviews involving a community pharmacist
outside of the HCH practice. Some of these reviews took place prior to the infroduction of
HCH. A few patients reported that their practices had a part-time pharmacist. This was
beneficial as those individuals were more likely to have received a medication review since
joining the program. Some patients were not sure if their GP had any contact with their
pharmacists, and they had not had a medication review in the past.

In interviews, carers of HCH patients shared the struggles that they have faced in this role and
lack of services and support available. Some carers discussed the benefits of HCH, including
feeling that they're been listened to, and better coordination of care and advocacy for the
person that they're caring for.

Most patients interviewed recommended that other individuals join HCH due to better
information about their condition and more seamless care within the practice amongst other
reasons. The lack of awareness of the program was raised and some patients and carers
were concerned about its continuity.
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Lessons - Patient experience

10. Develop succinct messages that communicate the benefits of the initiative to the patient and
address their concerns.

11. Use multiple avenues to communicate these messages to patients, their families and careers,
and the broader community.

12. Develop the capacity of practices to engage with patients, families and carers in designing
and implementing change.

13. Patients, families and carers need time to build confidence in a wider primary care team.

Support and fraining

PHN practice facilitators

The Department of Health funded the 10 PHNs involved with the trial to support practices
through the HCH implementation. The initial funding was for three FTE staff per PHN: two FTEs
to support practices in transforming to HCHs and one to help with enrolling patients. The PHNs
recruited individuals to these roles from a diverse range of professional backgrounds (nursing,
allied health, practice management, practice development, community development,
event management, marketing, IT, government) and organised the roles in different ways
(teams with members specialising in support components such as IT, enrolment vs. a single
contact per practice coordinating assistance from others).

PHN practice facilitators prepared for the role through train-the trainer workshops held at the
end of 2017. Beyond the workshops, facilitators also had access to ongoing coaching
webinars and a national facilitator who could answer their questions. Facilitators identified
networking and sharing of information between PHNs and interactive-style learning as key
enablers for their learning.

Practice facilitators saw the role as practical help for practices to prepare for HCH. In the
early stages of the program implementation they focussed on relationships with practices to
build trust and improve staff engagement with the model. They also focussed on helping
practices with enrolling patients, which continued through to June 2019.

At the beginning of the program, PHN practice facilitators felt that they had little guidance
or clear expectations of the role. They thought that the frain-the-trainer workshop that was
run prior to the program launch (August 2017) could have been used to better define the
role. As time went on, they developed their own understanding of the role. By the second
round of inferviews (about a year after the first set of practices started enrolling patients),
they thought that they were in a better position to support practices. One of the issues that
impacted the advancement of the role was turnover of facilitators. New facilitators had to
re-establish relationships with practices and rebuild trust, in addition to developing their
knowledge of HCH and their skills in supporting practices.

A major challenge that practice facilitators faced in their role was getting access to key staff
in the practice, particularly GPs. Strategies that they used to get around this were being
flexible with their time (e.g. offering early morning or lunchtime sessions), and establishing
expectations around the requirements and frequency of practice-PHN engagement.
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Practice facilitators reflected that the role as it was designed for the trial was intensive, and
potentially not feasible for a nation-wide rollout. They commented that in the future, the role
should evolve to be more about coaching; the ultimate goal is that practices will drive the
change and facilitators will be able to guide them through it. This can potentially be
achieved with an increased awareness of HCH across Australia.

Practices felt that their PHN practice facilitators were effective in helping them prepare for
HCH and/ or during the early stages of implementation. Some practices would have liked
more support, particularly with patient enrolments and sitting with them to show them how to
do things, such as using the RST. Other challenges in PHN support for practices were
facilitator knowledge of program requirements (this was mainly in the early phases of
implementation), facilitator furnover, and the different styles of the facilitators.

Lessons - Practice facilitation

14. External practice facilitation is valuable for practices to achieve the level of transformation
needed to operate as an HCH.

15. Rapport and trust between the practice facilitator and practice staff are foundations for
practice facilitation.

16. Akey to facilitation is assessing each practice’s readiness, culture and environment, and
tailoring changes to the unique needs of the practice.

Training

The Department of Health commissioned a package of online modules that practices could
access. PHNs used these for their training and also developed their own training.

PHN fraining

PHNs offered workshops on specific issues and on-site one-on-one or group fraining for
practices. Practices felt that this training was more useful than the online modules because it
was offen more interactive; they could ask questions, voice ideas, and discuss any
implementation barriers that they were facing. However, they often struggled with time to
attend these.

Online modules

The Australian General Practice Accreditation Limited (AGPAL) led a consortium to develop
the training materials, basing its approach on the ‘10 building blocks of high performing
primary care’, the co-creating health philosophy, and the Safety Net Medical Home
Initiative. Individuals completing the modules could claim continuing professional
development points from Australian Association of Practice Management (AAPM), the
Australian College of Rural and Remote Medicine (ACRRM), the Australian Practice Nurse
Association (APNA) and the Royal Australian College of General Practitioners (RACGP).

The online training modules did not target specific clinical groups such as GPs, nurses or allied
health staff, as the developers believed that the material should be suitable for all practice
staff, including non-clinical staff. However, PHN practice facilitators identified this as one of
the shortcomings of the modules. Having tfime to complete and digest the materials due to
their volume was also identified as a barrier.
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Data from AGPAL showed that by September 2018, 1,822 people had received a login for
the online training modules. Of these, 955 had started module 1 and 748 completed it. The
number that starfed and completed subsequent modules steadily decreased, with 101
people starting the last module (11) and 78 completing it.

Very few GPs and nurses completed the modules: 27 GPs and 57 nurses completed the
foundation modules (1 to 4), and 10 GPs and 11 nurses completed the implementation
modules (5-11). Using data from the initial round of practice surveys (late 2017/ early 2018),
this franslated to 5% of the GPs participating in the HCH program at the fime having
completed the foundation modules and 9% of nurses.

According to the data from AGPAL, individuals who completed the modules reported
improved understanding or confidence in the topic area following the completion of the
module.

Through the practice survey, practices suggested ways to improve the modules. The top
suggestions were to shorten the modules, remove repetition, simplify the material and
include more practical examples.

AGPAL's strategy in developing the material was for PHN practice facilitators to assess where
practices were at and use segments of the online modules based on their needs. PHN
practice facilitators reported that this was not easily achieved with the technology used for
the online modules, as individual users couldn’t move to a new module until a previous one
had been completed. It was also not possible for PHNs to ‘cut up’ the modules to present
segments to practices. Nevertheless, both PHNs and practices found ways to summarise the
material and identified other strategies to lessen the time for practice staff fo get across the
key concepts.

Suggestions for training

Practice facilitators thought practice staff should have had the opportunity to attend training
workshops with other HCHs. They commented that it would have benefitted key people in
practices in the trial to have been brought together as a group. This peer-to-peer learning
approach also surfaced in other aspects of implementing HCH, for example, GPs learning
from each other about the model.

Lessons - Training

17. Shorten and sharpen training materials: identify opportunities to reduce their length, reduce
repetition, make them more practical, and subset them further so that staff can focus on
segments based on their level of knowledge and their role.
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Community Pharmacy in HCH
trial

Community pharmacy was added to the HCH trial in August 2018. As part of the initiative,
community pharmacists to whom patients are referred are collecting demographic data

about the patients, current medications, the pharmacist’s assessments (e.g. adherence o
medication), goals of the review and details of supporting services provided.

At 30 June 2019, 468 HCH enrolees had been referred to a community pharmacist. The
patients were referred from a small number of practices, with 399 (85%) referred from seven
practices. Most of the patients had only had an initial review, and 141 (30%) had had a
second review.

Of the patients who had an initial review, 9% were in Tier 1, 50% in Tier 2, and 40% in Tier 3. The
characteristics of patients were similar across tiers: 58% were female, 90% were English
speaking at home, and patients generally scored high on the measure of adherence to
medication (Medslndex score; 74% scored above 80). Patients in Tier 3 were slightly younger,
with 53% of patients being less than 65 years old compared with 41% in Tier 1 and 35% in Tier
2. Patients in Tier 3 were more likely to have attended hospital in the past 6 months (26%
compared with 11% in Tier 1 and 9% in Tier 2).

Patients were taking medicines for a wide range of conditions. The most commonly
prescribed medicines were antihypertensives (72% of patients) and lipid lowering drugs (54%).
Medicines prescribed for these conditions were similar across tiers. Medicines were also
commonly prescribed for: diabetes (44%); heart disease (41%); arthritis (32%); respiratory
conditions (32%); depression or anxiety (27%); pain (26%); and digestive disorders (25%).
Prescriptions of medicines for depression and anxiety increased with tier, as did prescriptions
for diabetes, kidney disease, respiratory disease, and the category of ‘other condifions’.

The most common goals agreed to in the patients’ medication management plan were
‘Improved medication adherence’ (42%) and ‘Improved patient knowledge about their
medicines leading to improved medication use and disease self-management’ (51%), but
these varied substantially between tiers. Patients in fiers 1 and 2 were much more likely to
have the goal of ‘improved patient knowledge' than patientsin Tier 3 (73% in Tier 1, 63% in
Tier 2 and 30% in Tier 3), but patients in Tier 3 were far more likely to have the goal of
‘Improved medication adherence’ (68% in Tier 1, 32% in Tier 2 and 61% in Tier 3s). The goals of
‘Improved technique/usage of medication devices' (15%), ‘Optimise the medication dose’
(18%), and ‘Reduced medication side effects’ (8%) were less common.

For most conditions, at least two people were identified as being responsible for the patient
achieving their goals. Although GPs were less likely to be considered responsible for a goal,
they were considered responsible for goals relating to optimising dose (57%) and reducing
side effects (61%).

The most common outcomes (i.e. what the pharmacist did) for the first review included: the
pharmacist updating or reconciling the medication list (98%), the pharmacist providing the
patient with medicine education (89%), and the pharmacist providing the patient with
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disease state information (75%). The same goals were also commonly reported at the second
review.

Patients were offered services to assist them in achieving the goals they agreed to in the
medication management plan. The most common service offered was blood pressure
monitoring (31% of patients), followed by dose administration aid (25%).

Recent interviews with PHNs indicate that in some PHNSs relationships been GP practices and
community pharmacies are being fostered through initiatives sponsored by the PHN. The next
round of case studies will aim to obtain perspectives from community pharmacists and
practices on the Community Pharmacy in HCH trial.

Other implementation issues

Risk strafification

The PHCAG recommended risk strafification to identify patients with high coordination and
care feam needs, to tailor services to meet their needs. The Department commissioned
Precedence Health Care to develop a tool that would be used by practices in this process.
The risk stratification process involved two steps: a predictive risk model (PRM) to identify
patients at high risk of hospitalisation in the next 12 months; and an assessment of clinical
factors and factors impinging on self-management using the Hospital Admissions Risk
Program (HARP) tool, to assign patients to a complexity fier.

Precedence developed and validated the PRM using hospital data from a Victorian source,
linked with practice clinical data. It has been recognised that further validation will be
needed following the trial. Both the PRM and HARP have been developed as tools to predict
hospitalisation. Different views were expressed about the tools and their application in
practice.

There were challenges with installing the RST in practices, either due to incompatibility with
clinical management systems or practices’ IT environments. These were resolved quickly for
most systems and practices but persisted in some cases. For ACCHS in the NT, it confinued to
be a problem into late 2018. Some of the practices that did not take up the initial offer for
HCH from the Department and some of the practices that withdrew subsequently, identified
problems with the compatibility of the RST, or installing it, as reasons for not continuing with
HCH.

Training in the use of the software for practices and PHN practice facilitators, and in the
meaning of the tiers, and application of the HARP tool for clinicians, were identified as
priorities for future rollout of the program.

De-identified data were provided to the evaluation team in early September 2019 for
analysis. The data supplied relate to items and risk scores for the two stages of the risk
stratification process.

Most patients had a risk of 0.25 or below (25% chance) of being hospitalised in the next 12
months. There was overlap across the fiers, but patients in the higher tiers were more likely to
have a higher risk.
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GPs could override the score returned by the PRM and invite patients to undertake the next
stage of the assessment — the HARP. Of the 12,448 patients for which data were available,
30% (3,674) had a HARP completed because the GP overrode their PRM score. For those
patients whose score was overridden, 25.4% were then allocated to Tier 1, 52.6% allocated to
Tier 2, and 22.0% allocated to Tier 3.

Patients had more chronic conditions and more social problems with increasing tier. The most
common chronic disease groups were diabetes and/or renal failure and/or liver disease;
cardiac conditions (congestive heart failure or angina); and chronic respiratory conditions.
The steepest gradient in the prevalence across fiers was for diagnosis of complex care needs
in frail aged such as dementia, falls, incontinence.

Within the service access profile category, patients in Tier 3 were far more likely to have been
in hospital more than once in the last 12 months, and more likely to have a reduced ability to
self-care.

There were high levels (>50%) of all the lifestyle risk factors, except smoking (which had a
prevalence of 18.0%). High blood pressure, high cholesterol and overweight/obese were
more prevalent amongst patients in Tier 1, but patients in Tier 3 had substantially higher levels
of physical inactivity and polypharmacy.

Of the complication categories listed in the HARP tool, each was more common among
patients in Tier 3.

Shared care planning

The Department gave practices until 30 November 2018 to implement an electronic shared
care planning tool that met with the minimum requirements stipulated for HCH. While some
practices already had tfechnology and processes in place to share patients’ care plans with
providers outside of the practice, for many, selecting and implementing a system was a
focus in the early stages of implementing HCH. Some PHNs purchased licences for a tool for
their practices, while others provided guidance on tools that met the Department’s
requirements (building on the list compiled by the Medical Software Industry Association).

Practices that implemented new shared care planning tools reported initial ‘teething issues’.
While technical issues were resolved, some practices had ongoing issues with the usability of
the tools, describing them as “clunky” and “cumbersome.” Key issues were the inability to
personalise templates to make them more “user friendly” and autopopulate patient
information from their clinical management system. Practices stated that it took a lot of time
to create a care plan using the shared care tools compared with creating it in their clinical
management systems.

Some practices reported that, though the new tools had templates for common chronic
diseases, such as diabetes and chronic obstructive pulmonary disease, the software did not
have templates for other illnesses or comorbidities. This made it more difficult to individualise
plans and ensure that they included all relevant medical history and information.

Due to these problems, some staff members argued that they should not have to
incorporate another IT tool at their practice that still has many flaws. They felt that the
deadline to select a shared care provider should have been extended. There were also
concerns about the future costs of maintaining a shared care planning tool.
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Both PHNs and practices were also concerned about how regions would achieve
interoperability of the different shared care planning tools used by providers in the health
care neighbourhood. During the time of the case study interviews (late 2018), practices
reported varying levels of coordination with external providers via shared care platforms.
Some practices had frouble with outside health professionals accessing the platform or were
generally unsure whether they were using the software. These problems have led some
practices to continue to communicate with providers by phone, mail, or fax. However, some
practices reported that after an initial adjustment period, external providers were starting to
communicate with them through the shared care software.

Despite some movement towards electronic communication between providers, many
practices stated that the process of creating care plans for their HCH patients is largely the
same as before. This includes how they create the care plan with the patient, the information
that they input, and the way patients access the plan. Multiple practices reported providing
patients with a paper-based copy of their care plan. Often this was due to consumer
preference and ease.

The patient survey asked about patients’ awareness of a treatment or shared care plan prior
to enrolling in HCH, whether they had received a copy of the plan in the last six months and
whether a copy of the plan was available on My Health Record. Around 57% of patients
reported being aware of a freatment or shared care plan. Of those, 42% reported that the
plan was discussed with the GP or other practice staff at most consultations, and 43%
reported that it was sometimes discussed. Interviews with patients also revealed mixed
awareness of a tfreatment or shared care plan. In the interviews, patients that were aware
that they had a care plan mentioned discussing issues such as their medical history,
functional status at home, diet, activity, emotional support, hobbies and personal health
goals when the plan was developed. The frequency of care plan reviews reported by
patients ranged from yearly to every time the patient visited the practice.

Lessons - Risk stratification and shared cared planning
18. Allow time for developing and implementing new information technology.

19. Explore opportunities for better integration of functiondlity (e.g. risk stratification and shared
care planning) within practice management software.

20. Investin understanding how new technology will integrate into clinical processes and use
these lessons to enhance tools.

21. Develop further training for clinicians in risk strafification tools, including improving their
understanding of how the tools work and how they should be interpreted for consistent
application.

22. Use quantitative and qualitative findings from the HCH evaluation to improve the current RST.

23. In promoting shared care planning, consider how solutions will be taken up by health care
providers across a region.
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The bundled payment

The bundled payment represents a new way of thinking and working for practices and
clinicians. It aims to reduce the emphasis on GP-patient interactions as a basis for payment
to a system that allows flexibility in how resources are used, consequently providing an
opportunity to focus on outcomes — what's achieved for the patient.

However, practices cannot altogether abandon recording service fransactions, as this
information is necessary for them to assess the adequacy of the bundled payment across
their HCH patients, and to share revenue from the bundle internally (based on who delivered
what).

The Department commissioned the Australian Association of Practice Management to
provide guidance on how to best capture services provided to patients without submitting
claims, within the more common practice clinical management systems. Some clinicians
were concerned that this type of recording would threaten the new way of thinking the
model was trying to instil. Therefore, one of the clinicians worked with the vendor of the
clinical management system that the practice was using to generate reports relevant for
revenue sharing as a by-product of clinicians' recording of patient encounters rather than
clinicians having to separately record this activity.

Both practices and PHNs reported that issues associated with the bundled payment took a
long time to resolve within practices. These issues were in relation fo tax, distriouting the
payment amongst HCH care providers, being clear on the rules for what the payment
covers, and convincing doctors about the advantages of bundled payment versus fee-for-
service.

How the bundled payment compared with fee-for-service financially for the practice was a
concern for practices more generally. Many reported comparing the two. Some practices
deliberately only enrolled a small number of patients to do this fest. Nevertheless, practices
were still unable to defermine the financial impact given the short fime period of the trial so
far. They felt that they would have a better understanding of how the funding model is
impacting their practices as the program continues to progress.

Lessons — The bundled payment

24. Guidance and tools to help with practical implementation of payment reform amongst
practices with different revenue sharing schemes for their GPs are necessary.

25. The information required to manage a bundled payment within a practice should be
captured in the practice management software.

Other program implementation issues

The Department issued an expression of interest (EOI) for practices to participate in the HCH
trial in November 2016 and announced the 200 practices that were selected in May 2017.
Negotiations were then held with practices leading to a signed agreement. The Department
offered a $10,000 grant to practices as an incentive to participate and help them get ready
for the program.
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The Department managed the selection of practices as a grant program. PHNs were not
directly involved in selection but were asked to comment on practices to which the
Department was considering giving an offer. Some PHNs see their lack of closer involvement
as a lost opportunity to provide information about practices’ readiness, to more effectively
engage with practices prior to commencement, and to tailor the program to local needs.
Others thought that if PHNs were involved, they might have selected a less representative set
of practices (most likely selecting practices that they thought were ready or capable of the
changes required). Having practices at all capability levels meant that the program could
be properly evaluated for wider rollout. Also, through facilitating practices that weren’t quite
so mature, PHNs gained insight into their own capabilities of working with these practices.

PHNs observed that many practices struggled to get HCH off the ground because in many
instances, practice owners (including the head office of practices belonging to a corporate
group) or practice managers had submitted the EOI but had not sufficiently discussed the
submission with others in the practice, particularly GPs. Insufficient consultation within the
practice resulted in some practices declining the offer to participate, and others who took
up the offer to withdraw subsequently. It also meant delays to implementation due to the
need for buy-in from key people in the practice.

PHNs felt that there wasn’'t enough information given to practices about the program when
they applied, as they observed that some practices were surprised by the requirements.
Others just hadn't read the agreement closely. PHNs suggested that clearer information was
required about what being an HCH entailed and that information sessions could have been
provided for practices that were thinking of applying. One PHN ran information sessions itself.

The launch date for HCH for some practices was October 2017, and for the remaining
practices that were signed up to the program at the time, it was December 2017. There were
a couple of issues with this. One was that there wasn't enough time from when practices
were notified of being successful in their application to participate in the program (May
2017) to when they were to start enrolling patients (October or December 2017). A second
one was that the end of year start meant that practically, practices did not start enrolling
patients or working on new initiafives until a few months later due to the impact of the
holiday period on practice staffing and following that, the increase in demand practices
experience at the beginning of the school year.

Lessons - Practice recruitment

26. For programs such as HCH, allow fime and invest in developing and communicating
information about the program during the EQI process or equivalent. This should include
providing information sessions about the program for interested practices.

27. Make greater use of PHNs in any assessment process involving primary care practices.

28. In assessing applications, ensure there is evidence that GPs within the practice have been
adequately informed about the program and a sufficient number support its implementation.

29. Infunding agreements, set out clear expectations for practices and their staff in working with
external facilitators.

30. Ensure funding contributions meet the costs of participation.
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Achievements so far

The HCH program has laid foundations for primary care reform in Australia to provide better
care to people with chronic and complex conditions. These foundations include:

Better understanding of challenges and opportunities for reform in primary health
care.

Policy innovation to facilitate voluntary enrolment by patients with a practice and a
nominated GP.

A bundled payment o facilitate flexible service delivery and innovation in the care of
patients with chronic illness.

Recruitment of a wide variety of practices to frial the model, allowing assumptions to
be testedin different environments.

Creation of resources including training to help practices with fransformation.
A new workforce of practice facilitators to support practice transformation.

New software to identify high-needs patients that can benefit from the model, and
installation of the software in a wide variety of computing environments.

Increased uptake of IT for shared care planning, fo improve care coordination across
providers.

Some vendors of software systems used in primary care have responded to the needs
of the practices by building additional functionality to support the HCH model of care.

Strengthening infrastructure/ supports provided to practices by PHNs and state and
territory health authorities (e.g. PHN data sharing agreements with practices, PCMH-
readiness programs, communities of practice, integrated care, and other initiatives
that align with the principles and goals of HCH).

Infrastructure for evaluating the current trial has been established and is yielding
qualitative and quantitative data required to understand how HCH has been implement and
its effects. The infrastructure included systems for obtaining extracts from practice
management systems, data linkage, and survey tools. The data collected for the
evaluation will inform work on developing an ongoing minimum data set for primary
care in Australia.

An initial profile of HCH patients has been developed that provides insight into their
health and health condifions, what they value and where there may be room for
improvement.
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Conclusion

Overall, it has been important for Australia to trial HCH. The implementation of the program
has identified many areas that need greater attention in a wider rollout. It has also shown
that HCH could not have been mandated — not as a concept and definitely not as a formula
for how practices should do it; practices have needed to experience it for themselves or
learn from others. So far it is acceptable and resulting in positive experiences for practices
that have persevered and for their patients.
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INntfroduction

Overview of the evaluation

The Health Care Homes (HCH) trial started on 1 October 2017 and will end on 30 June 2021.
The trial is being evaluated by a consortium led by Health Policy Analysis. The consorfium
includes the Centre for Big Data Research in Health (University of New South Wales), the
Centre for Health Economics Research and Evaluation (University of Technology Sydney) and
other Australian and international experts.

A detailed description of the evaluation methods is in the HCH Evaluation plan (Health Policy
Analysis, 2019). Briefly, the evaluation is seeking to answer the following key questions:

1. How was the HCH model implemented and what were the barriers and enablers?

2. How does the HCH model change the way practices approach chronic disease
management?

3. Do patients enrolled in HCH experience better quality care?

4. What are the financial effects of the HCH model on governments, providers and
individuals?e

Additional key questions relating to the community pharmacy component are:

5. Is the community pharmacy component beneficial to the broader HCH coordinated
care model and should it be included as part of any future roll out?

6. Do patients who received medication management services as part of the HCH trial
experience befter health outcomes than patients who did not?2

7. What was the level of engagement between HCH practices and community
pharmacy (care coordination)?2

8. Is the inclusion of a pharmacy component in HCH financially viable?

The evaluation is using mixed-methods to address these questions.

Purpose of this report

This document is the Interim evaluation report 2019, Volume 2: Main report. It is one of four
volumes featuring the findings of the evaluation of the HCH trial up to 31 August 20191, The
volumes are described in Table 1.

Table 1 - Interim evaluation report 2019: Description of volumes

Volume 1: Summary report Summairises the findings of the interim evaluation.

Volume 2: Main report Presents the findings from the interim evaluation.

Volume 3: Evaluation progress Describes progress for the evaluation to September 2019, including
progress with acquiring evaluation data and approaches for
analysing qualitative and quantitative data.

Volume 4: Evaluation data Includes supplementary data to support the findings reported in

supplement Volume 2.

! This is the latest date for which findings are reported. Some data end earlier.
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As this is an interim report, it reflects findings that are focussed on the establishment phase of
the program and the early experiences of practices and their staff, patients and PHNs. This
report profiles the participating practices and enrolled patients, but these largely reflect their
characteristics at the start of the program. Also, the experiences of practices and patients in
Aboriginal Community Controlled Health Services (ACCHS) have not been documented as
yet. Case studies of two ACCHS in the NT are currently being undertaken, and will be
reported in the next evaluation report. This report will be followed by a second interim
evaluation report in late 2020, and a final evaluation report in late 2021. These next reports, in
particular the final report, will provide further insights intfo changes that have happened
within practices and patients’ experiences and outcomes.

The quantitative and qualitative data used to prepare this report and subsequent evaluation
reports are listed below.

Another interim evaluation report will be prepared in the latter half of 2020, covering the
period to 30 June 2020. The final evaluation report will cover until the end of the trial (30 June
2021). The quantitative and qualitative data used to prepare this report and subsequent
evaluation reports are listed below.

Evaluation reports
Interim evaluation report 2019 (this report):

e Patient surveys at entry of HCH (from December 2017 to March 2019): Patient activation,
experiences of primary care and coordination of care, health conditions, health status.

e Practice surveys Round 1 (March to June 2018) and Round 2 (November 2018 to March
2019): Characteristics of HCH practices and early experience of HCH implementation.

e Case studies (late 2018): Patient, family, carer and practice experiences in the initial period
following commencement of HCH.

e Practice data exfracts (up to June 2019): Profile of enrolled patients from practice data,
baseline for key measures.

e Selected program data, including practice participation and patient enrolment (up to 31
August 2019).

e Key themes: Practices and GP perspectives on implementation in early stages of HCH.
Description and analysis of HCH patient population. Baseline estimates for evaluation
measures.

Interim evaluation report 2020 (late 2020):

e Patient surveys Round 4 (late 2019 to early 2020): Changes in patient activation, experiences
of primary care and coordination of care, health conditions, health status.

e Practice surveys Round 4 (late 2019): Experience of HCH after 1-2 years.

e Case studies (late 2019 to early 2020): Patient family, carer and practice experience of HCH
after 1-2 years. Will include case studies of two ACCHS in the NT.

e Practice data exfracts (up to June 2020): Changes in key measures after 1-2 years.

e Initial Medical Benefits Schedule (MBS), Pharmaceutical Benefits Scheme (PBS) (up to June
2020) and hospital data (up to June 2018): Patients profiles for HCH and comparator groups,
frends in MBS billing prior to and after implementation of HCH.

e Key themes: Practice and GP perspectives on implementation. Patient experience of HCH.
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Final evaluation report (late 2021):

e Patient surveys Round 5 (late 2020 to early 2021): Changes in patient activation, experiences
of primary care and coordination of care, health conditions, health status.

e Practice and practice staff surveys (late 2020): Experience of HCH implementation, nature of
changes introduced and practice/staff assessment of their effect, changes in staff
satisfaction.

e Case studies (late 2020 fo early 2021): Patient family, carer and practice experiences after 2-
3 years of HCH.

e Practice data extracts (up to June 2020): Changes in evaluation measures, including clinical
processes and selected clinical outcomes.

e MBS, PBS (up to June 2021) and hospital data (up to June 2020): Comparison of trends for
HCH patients and comparator patients for key evaluation measures. Impact of HCH on
practice revenues. Early indicators of change in hospitalisation/emergency department
aftendance.

e Keythemes: Practice and GP perspectives on implementation. Viability of approach for
practices. Changes in the HCH patient population. Changes in specified measures for HCH
and comparator practices and patients.
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CH program

overview
Primary Health Care Advisory Group

In PHCAG, 2015, the Primary Health Care Advisory Group presented its recommendations to
the Australian Government for the country’s primary health system, within a focus on
achieving “better outcomes for people with chronic and complex health conditions”. A key
recommendation of the Group was to establish a new model for primary health care called
‘Health Care Homes', with the relationships to the broader health and social care system as
shown in Figure 1.

Local Hospital Primary Health Private Health
Networks Networks Insurers

* Established health care pathways
s Ffficient use of available resources

Health Care Homes Better

coordinated
& more

appropriate
care for
targeted
patients

High guality patient centre clinical care
Patients as partnersin their care
Patient enrolment
Flexible service delivery
Enhanced access

* Relationships & agreements E-
* Connectivity

Community Hospital & emergency l Medical & allied

agencies departments health specialists

Figure 1 - Health Care Homes as recommended by PHCAG, 2015

The HCH model was based on the following principles, some of which the PHCAG
acknowledged currently feature in Australian primary care, and others which are embryonic:

Voluntary patient enrolment.

Patients, families and their carers as partners in their care.

Patients have enhanced access.

Patients nominate a preferred clinician.

Flexible service delivery and care teams are enabled through shared, integrated
care planning.

o~ ~

Evaluation of the Health Care Homes program - Interim report 2019 - Vol 2 Main report Page 6



6. The HCH is committed to care which is of high quality and is safe.
7. Data collection and sharing by patients and their health care feams to measure
patient health outcomes and improve performance.

Primary Health Care Advisory GroupPHCAG, 2015, p. 5.

The PHCAG's HCH model drew on the principles of the patient centred medical home
(PCMH), whose implementation has been widely written about in the United States, the
United Kingdom and New Zealand. The model also aligns with the 10 building blocks of high-
performing primary care (Bodenheimer, Ghorob, Willard-Grace et al., 2014), and is consistent
with the quadruple aims of health reform.

The patient centred medical home (PCMH)

There is no one PCMH model. The concept refers to models where care is delivered or coordinated
through a single health care practice and/or practitioner — the medical or health care home. PCMHs
are usually based in primary care. The medical home provides comprehensive care and
coordination that is responsive to patients’ preferences and actively engages patients and their
carers and family in their care. Models usually have the following features:

e Continuity of care, achieved through linking each patient to a medical/health home - a
care team led by a primary care clinician — and fostering long-term relationships between
the patient and the care team.

e Team-based approach to care to address patients’ comprehensive care needs, provide
continuity of care and enhance capacity within the practice. The patient and their carer
and family are members of the care team.

e Coordination of patients' care across other primary providers, pharmacists, specialists and
hospitals.

e Comprehensive care encompassing preventive, acute, chronic, and end-of-life care
addressing the patient’s physical, mental, and social health needs.

e Enhanced access to care and health care information offering patients in-person,
telephone, group, and telehealth options and electfronic medical records.

e Focus on patients with chronic and complex care needs.

¢ Commitment to quality and safety using data to improve performance.

Health systems and practices have adopted the PCMH model to suit local contexts, including the
policy and regulatory environment; goals and structural and operational features of practices; and
the practices’ patient population.

The 10 building blocks of high performing primary care

The 10 building blocks (Bodenheimer et al., 2014) are essential elements of high-performing primary
care. The authors developed the list through their extensive experience in working in primary care as
practice improvement facilitators. The building blocks are closely aligned with the PCMH model of
care. They are ‘building blocks’' as they include foundational components that support other
attributes, with the ultimate goal being flexibility in the way that the practice delivers care to patients
(supported by funding reform). The 10 building blocks are:

e Foundational elements: (1) engaged leadership; (2) data-driven improvement; (3)
empanelment; (4) team-based care.

e Second level elements: (5) patient-team partnership; (6) population management; (7)
confinuity of care.

e Third-level elements: (8) prompt access to care; (?) comprehensiveness and care
coordination.

e ‘Crowning glory': (10) template for the future.
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The elements featured in the first three levels are mostly in control of the practice, while the last one
requires system-wide funding reform.

The quadruple aim

The quadruple aim (Bodenheimer & Sinsky, 2014) adds improving the work life of providers and staff
to the triple aim (Berwick, Nolan, & Whittington, 2008) of improving patient health, enhancing patient
experience, and reducing health care costs.

HCH trial

Responding to the PHCAG report, the Australian Government announced the HCH trial in
March 2016 (Australian Government Department of Health, 2016c). The trial was initially
scheduled to begin in July 2017 and continue through to June 2019. Up to 200 practices from
10 Primary Health Network (PHN) regions (of 31 Australia-wide) were to participate in the trial.
The 10 PHN regions were selected to maximise geographic and socio-economic diversity
amongst the populations represented, and leverage chronic disease programs operating in
these regions (Australian Government Department of Health, 2016d). The 10 PHNs are:

. Perth North

o Adelaide

. Country South Australia

. South Eastern Melbourne

. Western Sydney

° Nepean Blue Mountains

. Hunter, New England and Central Coast
. Tasmania

. Northern Territory

. Brisbane North.

As part of the program, eligible patients with chronic and complex health conditions would
be invited to enrol with a participating practice — their HCH. The HCH was to provide patients
with a ‘home base’ for coordination, management, and support of their conditions. Patients
would nominate a preferred GP within the HCH. A tailored care plan would be developed
by the primary care team in partnership with the patient. The following elements were
specified:

e Voluntarily enroiment with a practice and GP.

o FEligible patients include those identified as at higher risk of hospitalisation over the
next 12 months.

e GPsreceive a bundled payment for enrolled patients. The payment covers services
related to their chronic conditions, departing from the traditional Medicare fee-for-
service model. The level of the bundled payment is based on the tier that the patient
is assigned o, which in turn reflect the GP’s assessment of their risk of hospitalisation
using a standardised tool (the Hospital Admissions Risk Program or HARP).

e A care planis developed, and a system of shared care planning is implemented,
giving patients and authorised health professionals access to the plan.

Criteria that patients need to meet to be eligible for the program are described below.
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Patient eligibility for HCH

e Green or blue Medicare Card holders.

e Not aresident of aresidential aged care facility.

e Not enrolled in the Department of Veterans’ Affairs Coordinated Veterans' Care Program.

e Chronically ill with a score returned from the risk stratification tool (RST) that is above the
threshold for patients considered for the program, and the subsequent HARP assessment results
in the patient being assigned to one of the three risk tiers.

Australian Government Department of Health, 2018c

Service delivery expected of HCHs

The Handbook for general practices and Aboriginal Community Controlled Health Services
(Australian Government Department of Health, 2018c) outlines the following service delivery
features expected of HCHs:

e Enhanced access to care. Aimed at supporting a patient’s confidence in self-
managing their condition through in-hours telephone support, email or video-
conferencing, as well as access to after-hours care where a practice already
provides this for their patients.

e Data driven improvement. HCHs are expected to collect and use data for internal
quality improvement processes.

e Electronic shared care plans. HCHs must ensure that enrolled patients have a shared
care plan and can access if. Practices that don’t have electronic plans have until 30
November 2018 to implement compliant software.

e Access to My Health Record. HCHs must be registered with the My Health Record
System and their patients must have a My Health Record within a month of
enrolment. This requirement was lifted later in 2018.

e Team-based care. HCHs must provide care for enrolled patients using a tfeam-based
approach, where the patient is also part of the team. The bundled payment
potentially allows for new roles to be infroduced, such as nurse practitioners/
specialists or advanced practice registered nurses, Aboriginal and Torres Strait
Islander health practitioners/ workers, care coordinators, medical practice assistants,
allied health professionals and pharmacists.

e Community pharmacy support. The Community Pharmacy in HCH Trial program was
added in the August 2018 version of the Handbook (see section below) and refers to
an extension of HCH aimed at providing HCH patients with access to a community
pharmacist to assist them with managing their medications.

Bilateral Agreements on Coordinated Care

HCH is a component of the Bilateral Agreements on Coordinated Care (the ‘Bilateral
Agreements’) between the Commonwealth and the states and territories resulting from the
Heads of Agreement on public hospital funding. The Bilateral Agreements include
commitment to coordinated care activities and projects infroduced by the Commonwealth,
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states and territories. The Agreements sets out priority areas focussing on system-wide
enablers of more effective care coordination, including:

e data collection and analysis
e systemsintegration
e coordinated care approaches and reforms

The Commonwealth's key contribution to the Bilateral Agreements is the HCH program,
which is part of the coordinated care priority. Jurisdictions added initiatives relating to other
discretionary areas. Within these the top five priorities were: a multidisciplinary team
approach, telehealth, digital health, end of life and mental health.

Community pharmacy in HCH

In August 2018, under the Sixth Community Pharmacy Agreement, the Government
dedicated funds for HCH patients to receive additional medication management services
from community pharmacists, including:

e Medication reconciliation and assessing the patient’s medicines regimen.

e |dentifying any potential medication-related issues and agreeing on medication
management goals.

e Developing a medication management plan (MMP) in collaboration with the patient
and their HCH.

e Providing regular follow-up reviews with the patient (in consultation with the referring
HCH practice).

e Providing support services for the more complex patients, such as dose administration
aids, blood glucose monitoring, blood pressure monitoring and asthma management
planning.

The program is accessed by referral of the patient by their HCH to a community pharmacy of
their choice. The community pharmacy and the HCH care feam are to work together to
deliver the MMP.

Program extension

In December 2018, the Australian Government announced an extension of HCH, continuing
patient enrolment to 30 June 2019 and the trial to 30 June 2021.

Program establishment and implementation

This section describes the steps taken by the Department of Health and PHNs to implement
the HCH program.

Program governance

To provide expert advice on the implementation of the program, the Department
established a two-tiered governance structure consisting of an overarching Implementation
Advisory Group (IAG) and specialised working groups. The specialised working groups were
as follows:
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e Payment Mechanisms Working Group

¢ Patient Identification and Risk Strafification Working Group
e Guidelines, Education and Training Working Group

e Evaluation Working Group (EWG)

e Clinical Reference Group.

These groups were initially established in 2016 and contributed to the development, design,
modification and monitoring of the HCH program. Some have a continued role throughout
the trial.

PHNs played an important role in implementation. The Department initially engaged with
PHNs through existing advisory structures. Once the program was established, the
Department met regularly (initially monthly then quarterly) with the CEOs and/or their
representatives from the 10 PHNs. The Department also regularly corresponded with the PHN
CEO:s (initially weekly and then fortnightly) to update them on developments and to highlight
issues that practice facilitators should follow-up with HCHs.

In the 10 PHNs in which HCH operates, regional or state based governance groups were
established, which include representatives from the PHN, local GPs/practices, state/ territory
health authorities, the Commonwealth Department of Health, Local Hospital Networks and
peak organisations representing ACCHS, consumers and the Pharmacy Guild.

Program infrastructure

The Department developed or commissioned infrastructure and support for HCH program,
including:

¢ HCH Grant Guidelines (Australian Government Department of Health, 2016d).

e Operational guidelines for HCHs (Australian Government Department of Health,
2019b).

e Patient information and handbook (Australian Government Department of Health,
2017c).

e Resources targeted for health professionals, HCH practices, and consumers which are
available through the Department’s HCH website (Australian Government
Department of Health, 2019a).

¢ Enhancements the Department of Human Service’s Health Professionals Online
Services (HPQOS) system to allow patients to be enrolled in the program.

e Enhancements to Medicare payment mechanisms to pay the bundled payment.

e ARST to facilitate assessment of patient eligibility for HCH and to allocate patient to
fiers the patient’s disease complexity and associated needs

¢ Online fraining materials targeted for staff within HCHs (see Appendix 1).

e Practice facilitation and support provided through PHNs. PHNs have provided direct
support to practices and through fraining workshops and communities of practice.

e Training workshops and ongoing support targeted for PHN based practice facilitators

e Systems for monitoring program implementation, including progress on enrolment and
payments related to the program.

e An audit and compliance system (see Appendix 1).

e An evaluation of the program.
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Bundled payment

HCHs receive a bundled payment for services related to a patient’s chronic conditions. An
annual payment rate is set but paid monthly, retrospectively. It begins when the patient is
enrolled in HCH, which is marked by the patient signing the HCH enrolment/consent form
and being registered in the HPOS system within seven days of signing the form. Enrolment
ends when a patient withdraws from the program due to death or other reasons.

In developing the payment rates, the Department considered spending for about 130 items
listed in the Medical Benefits Schedule (MBS) relating to chronic disease. It estimated that the
average total MBS fees claimed by general practices for patients accessing the chronic
disease items was $862 (Australian Government Department of Health, 2016b). Based on this
information, payments rates for three tiers were set as shown in the Table below.

Table 2 — HCH tier payments

Tier 1 $591 per year
Tier 2 $1,267 per year
Tier 3 $1,795 per year

Source: Australian Government Department of Health, 2018c.
The HCH payment relates to enrolled patients’ chronic conditions, and includes:

e comprehensive health assessment

e shared care plan development

e regularreviews

e making a referral to allied health providers or specialists

e case conferencing

e telehealth services and monitoring

¢ standard consultations related to an enrolled patient’s chronic and complex
condifions

e after-hours advice and care.

Australian Government Department of Health, 2018c, p. 20

HCHs may still claim for consultations or clinical services noft relating to patients’ chronic
conditions. The HCH Clinical Reference Group created guidance on this (Australian
Government Department of Health, 2018b).

HCH patients are not prohibited from consulting other primary care practices, but the patient
enrolment/consent form contains the statement “4. | agree to seek care from my Health
Care Home practice on an ongoing basis” (Australian Government Department of Health,
2017a). Also, the HCH Funding Assurance Toolkit requires that “The practice encourages an
enrolled patient to attend their HCH for all care and, in particular, care that is related fo their
chronic conditions. This means that visits to other practices by enrolled patients are expected
tfo be minimal (for example, when an enrolled patient is travelling)” (Australian Government
Department of Health, 2018a p. 8).

A new MBS item — item 6087 — was created to record HCH patients’ out-of-pocket expenses -
so that they can be counted towards to the patient’s safety net. The item has a rebate value
of $1.15.
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Incentive grant

In addition to the bundled payment, HCH practices were paid a one-off $10,000 incentive
grant (GST exclusive) (see Appendix 1). The amount was “intended to incentivise
participation and facilitate readiness for the program” (Australian Government Department
of Health, 2016d, p. 3). The grant could be used for preparing for and participating in the
HCH program. The incentive was offered under a ‘restricted competitive grants program’ — a
consequence of which was the need for a competitive process managed by the
Department of Health, through which applicants were assessed against criteria specified in
the Health Care Homes Grant Guidelines (Australian Government Department of Health,
2016d).

Practice selection

A call for expressions of interest (EQI) for participating in HCH was issued on 4 Novemlber 2016
and closed on 22 December 2016. The Department received 461 eligible applications
(Appendix 1 lists the eligibility criteria). The Health State Network Division, involving the state
and territory offices of the Department of Health, initially assessed compliance. In a second
stage, a Departmental Assessment Committee reviewed the initial compliance assessment
scores then considered the mix of selected practices against a sampling frame proposed by
Health Policy Analysis. The sampling frame was used to ensure a minimum number of
participating practices were selected for specified categories of ownership, size and
location.

Two hundred successful applicants were announced in May 2017 and formal offers made.
Some practices decided not to proceed because of change of ownership, business
direction, and/ or staffing. To achieve the target of 200 HCHs, the Department drew on its
reserve list of 136 practices and also some of the 125 practices originally considered
unsuitable. PHNs were also asked to approach other practices to apply.

Following the initial announcement of practices, many PHNs met with the selected practices
either individually or as a group. Some PHNs held workshops/information sessions for the
selected practices to provide more information about the program. Some of the successful
practices were still deciding whether to go ahead at that stage. One corporate group
initiatfed a roadshow for its practices who were given an inifial offer. PHN practice facilitators
joined the corporate representatives in the local forums for practices within their region.

Some PHNs developed additional resources to help communicate with practices during the
initial recruitment phase. For example, one PHN developed an abridged (10-page) version of
the Department’s practice handbook as it was believed that 30 plus pages were too much
for practices to digest at that point. Another PHN outlined the roles of the practice facilitators
and their skill sets so that practices could know who could help and how. The PHNs used the
resources they developed in the workshops with practices or took them along fo visits,
leaving them behind for staff to have a closer look at following the meeting.

The week before the 1 October 2017 start, 173 HCHs had been recruited, with 22 starting on 1
October and the remainder to start on 1 December 2017. However, practices continued to
withdraw, and as they did, the Department invited additional practices to join. Recruitment
of practices has continued since the commencement of the program through to mid-2019.
By the end of August 2019, 131 practices were participating in the program.
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Practice facilitation and support from PHNs

The Department funded the 10 PHNs involved with the trial to support practices through the
HCH implementation. The PHNs were initially funded for three full time equivalent (FTE)
positions from July 2017. Two positions were to help practices with fransformation — the
practice facilitator role. One position was to help practices with enrolling patients. Funding
for the roles was initially for 12 months (tfransformation) and 15 months (enrolment)
respectively, but subsequently extended through to June 2019. During 2019-20 PHNs are
being funded for one FTE per 10 practices participating in HCH, with a minimum of one FTE
per PHN. During 2020-21, funding will scale back to one FTE per 16 participating practices,
with a minimum of one FTE per PHN.

In the rest of this report we refer to the funded PHN staff as ‘PHN practice facilitators’.

In addition to regular meetings with PHN CEOs and/ or their representatives, the Department
met with the PHN practice facilitators each fortnight and sent weekly emails to update them
on each practice’s progress in enrolling patients, installing and using the RST and undertaking
evaluation requirements.

Chapter 6 describes the practice facilitation role. We also present stakeholder perspectives
on this role and its effectiveness, together with reflections on what enhanced or diminished its
sUCCess.

In addition to the funded HCH positions, PHNs provided other support to HCH practices.
These are also described in Chapter 6.

Clinical champions
The Department established a network of clinical champions in April 2018 to:

o Support retention of participating practices, particularly those progressing more
slowly, by providing leadership, support and advice throughout the trial.

e Assist HCHs in harnessing and building the benefit of the model to patients.

¢ Promote positive messaging and a collective understanding of the model in practice.

e Drive and support patient enrolment across the trial regions.

Clinical champions came from various backgrounds, including GPs, nurses and practice
managers.
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Overview of HC

practices

This Chapter describes the practices parficipating in HCH, and their progress with enrolling
patients. The descriptions are drawn from HCH program data (from the Department of
Health and the Department of Human Services), two rounds of practice survey (Round 1
March to June 2018, and Round 2 November 2018 to March 2019), a survey of practice staff
(Round 1: March to June 2018) and interviews with the PHNs. The Chapter also analyses the
reasons practices withdrew from the program.

Participating practices

At 31 August 2019 there were 131 practices participating in HCH. A further 96 practices had
participated in the program at some stage but withdrawn (42.3%). Most practices that
withdrew had not enrolled patients. In the following sections, reference has been made to
‘active’ and ‘withdrawn’ practices. ‘Active’ means the practice was participating in the
HCH program as af 31 August 2019. ‘Withdrawn' means that the practice was participating
at some stage between October 2017 and August 2019, but had withdrawn prior to 31
August 2019.

Table 3 shows the number of practices by three of the four dimensions used in the selection
process for the program: location, practice size (based on the number of FTE GPs) and
practice type (corporately owned, independent or Aboriginal Medical Service?). The Table
also includes information on the level of socio-economic disadvantage of the communities in
which practice are located, using the Australian Bureau of Statistics (ABS) Index of Relative
Social Disadvantage (IRDS). The index has been grouped into three categories using the
deciles of the IRDS.

The analysis suggests that certain practices characteristics were associated with withdrawing
from the program. Specifically:

¢ Independent ownership category tended to have a lower rate of withdrawal.

e Practices located in maijor cities (Modified Monash Model - MMM — category 1)3
tended to have a lower rate.

¢ Medium size practices (5-8 FTE GPs) tended to have a lower rate.

There is no clear evidence that withdrawal from the trial is strongly associated with the social
circumstances of practice populations.

2 Aboriginal Medical Service is used to refer to both Indigenous Health Services and ACCHS.

3 MMM classifies metropolitan, regional, rural and remote areas according to both geographical remoteness and
tfown size. It is intended to enhance the Australian Statistical Geographic Standard, Remoteness Areas (ASGS-RA)
used by the Australian Bureau of Statistics (ABS). The classification has been adopted by several Government
programs, including the General Practice Rural Incentives Programme (GPRIP). MMM 1 aligns fully with the ASGS-RA
category of ‘Major cities’. MMM 7 relates to the most remote areas.
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Table 3 - Participation status of practices and number of patients enrolled by active
practices, by sampling strata’, as at 31 August 2019

Practice

. in active Percent
characteristic . t

Total 10,161 (100.0%) | 131 (100.0%) 96 (100.0%) 227 (100.0%) 42.3%
Practice size (based on FTE GPs)

Sole practitioner 694 (6.8%) 16 (12.2%) 12 (12.5%) 28 (12.3%) 42.9%
Small practice 4,118 (40.5%) 64 (48.9%) 48 (50.0%) 112 (49.3%) 42.9%
Medium practice 3,026 (29.8%) 27 (20.6%) 16 (16.7%) 43 (18.9%) 37.2%
Large practice 2,323 (22.9%) 24 (18.3%) 20 (20.8%) 44 (19.4%) 45.5%
Practice ownership

AMS? 1,579 (15.5%) 17 (13.0%) 15 (15.6%) 32 (14.1%) 46.9%
Independent 7.302 (71.9%) 94 (71.8%) 43 (44.8%) 137 (60.4%) 31.4%
Corporate 1,280 (12.6%) 20 (15.3%) 38 (39.6%) 58 (25.6%) 65.5%
Remoteness (MMM category)?

MMM 1 7,020 (69.1%) 91 (69.5%) 55 (57.3%) 146 (64.3%) 37.7%
MMM 2 523 (5.1%) 14 (10.7%) 20 (20.8%) 34 (15.0%) 58.8%
MMM 3 435 (4.3%) 5 (3.8%) 7 (7.3%) 12 (5.3%) 58.3%
MMM 4 & 5 1,189 (11.7%) 7 (5.3%) 4 (4.2%) 11 (4.8%) 36.4%
MMM 6 & 7 994 (9.8%) 14 (10.7%) 10 (10.4%) 24 (10.6%) 41.7%
ABS Index of Relative Social Disadvantage

Zifggi; L’ng:j 4296 (42.3%) 52 (39.7%) 40 (41.7%) 92 (40.5%) 43.5%
Deciles 4-7 4,701 (46.3%) 56 (42.7%) 33 (34.4%) 89 (39.2%) 37.1%
Deciles 8-10 least 1164 (11.5%) 23 (17.6%) 23 (24.0%) 46 (20.3%) 50.0%

disadvantaged

Source: Department of Health database of practices and Practice survey R1 Mar-Jun 2018. Notes: 'Does not include
strata in dimension relating fo range of clinical staff available at the practice; 2See footnote 2, p. 3. In this Table, all
but one AMS is an ACCHS; 3SMMM refers to the Modified Monash Model (see footnote 3, p. 15).

One measure established for the evaluation was achieving a minimum number of practices —
10 — for each sampling stratum (Measure 1.02.03). Table 3 shows that at 31 August 2019, the
minimum number was achieved for all strata except practices located in areas classified as
MMM category 3 (five active practices) and areas classified as MMM categories 4 and 5
(seven active practices). Another measure is a minimum number of patients enrolled — 100 —
in practices across the sampling stratum (Measure 1.02.04). This farget was achieved as at 31
August 2019.

Figure 2 shows the trends in the number of active practices that enrolled patients, the
number of active practices that did not enrol any patients, and the number of practices that
withdrew. The number of practices enrolling patients grew steadily through 2018, plateauing
around November 2018. There was a further increase in around January 2019 due to several
ACCHS starting to enrol patients. However, through 2019, the number of practices enrolling
patients has remained relatively constant at around 130. Practices withdrew from the
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program at a steady rate through to July 2019. There was a jump in withdrawals in June 2019,
as the enrolment period for the program ended then, and practices that hadn't enrolled
patients fo that point formally withdrew. Throughout the program most practices that
withdrew had not enrolled patients, although since the end of the enrolment period a small
number of practices with enrolees have withdrawn.
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Figure 2 - Number of active practices enrolling one or more patients or no patients, and

number of practices withdrawing from the program, January 2018-August 2019
Source: Department of Human Services weekly enrolment statistics (provided through the Department of Health).

Selection of HCH practices

As described in the previous Chapter, the Department of Health issued an EOI for practices
to participate in HCH in November 2016. The 200 practices that were selected were
announced in May 2017. Negotiations were then held with practices leading to a signed
agreement. As described, the Department managed process as a grant program, which
required compliance with regulations related to procurement. PHNs were not directly
involved in the initial selection of practices but were asked to comment on practices that the
Department was considering giving an offer to. Later however, the Department asked PHNs
to identify additional practices to replace ones that had withdrawn.
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PHN practice facilitators commented on the process for selecting practices and the results of
the process.

Some practice facilitators were not surprised with the practices selected - "we could've
picked most of them who got it" [PHN 5, interview, R1] — while others thought that the
Department had recruited some practices that the PHN “would no way sign up fo Health
Care Homes" [PHN 6, interview, R1]. Others thought that given the intent to rollout HCH more
widely in the future, it was good to have practices at
. different stages of readiness to learn from these
“You always want to pick the ones . , . . .
. practices’ experiences. In a few instances practice
who are going to be easy to work - ; )
with” [PHN 5, interview, R1] facilitators were surprised that practices they thought
were not ready to implement the program were
making progress:

“...there’s a lot of handholding and a lot of walking through it but | think
they're going fo be good.” [PHN 5, interview, R1]

One PHN reflected when the PHN was directly engaged in recruiting replacement practices
it was able to better engage with the GPs, and attributed this to the relative success of these
practices:

“So working it this way | think we've got that engagement, we've got that
buy-in from the GPs from the beginning, not being dictated fo that you're
going to be joining this program.” [PHN 10, interview, R1]

Effective engagement of practices and specifically buy-in from GPs were identified as
crucial for successful implementation. Practice facilitators felt that this was missing in the
recruitment processes, leading to later problems for the program.

Although PHNs weren't directly involved in practice recruitment, some were proactive during
the EQI stage. One PHN ensured practices were aware that an approach to market was
coming. It did not interfere with the process; it left it up to practices to apply.

PHN facilitators had mixed views about their role in recruiting practices. Many believed the
PHN should have been involved earlier in the selection process. Specifically, they argued
they could provide information about which practices would be suitable and which were
not. One practice facilitator commented:

“...ifit's something that's driven by the PHNs, so driven by the contact at
the PHN, you can add a lot more... You can give a lot more context and
background and you can, | guess, find their carrot. So, say, you've got a
practice who you know would be perfect for it because they've just got the
right set-up and everything’s good to go, you know that practice. So, you'd
go, I know you've been thinking about doing this, this, this and this. This
program will allow you do this, this, this and this. Whereas it just comes
across people’s desks, it's at the mercy of how they interpret it.” [PHN 1,
intferview, R1]

Facilitators suggested PHN involvement in selection would have resulted in more effective
engagement with practices, which they thought was crucial:
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“...the vast majority of practices communicated to the ...PHN that they
would have been much happier with direct PHN involvement in this process
and would have felt much more secure in dealing with people who were
familiar to them and knew their region etc.” [PHN 3, survey, R1]

Staff from the Department of Health involved in the practice selection indicated that they
would have welcomed more involvement from PHNs. They identified exireme time pressures
and the division of responsibilities across sections of the Department and state/territory
offices as the main challenges of involving PHNs earlier.

Practice motivations for joining HCH

Practices gave several reasons for their interest in joining
“The future of general practice HCH. Some practices felt HCH to be the future of primary
is changing” [PHN 2, interview, care. The infroduction of multiple PCMH-type initiatives in
R1] Australia and shifts away from fee-for-service funding in
other countries were factors that played into this thinking.
Practices were inferested in learning how to implement HCH and potentially influencing how
it might look, prior to a wider rollout of this type of program:

“We [have] been in the general practice medical centre industry for over 10 years now,
and we felt that if this kind of change is coming, we want to be part of the group thatis a
good influence on some kind of change. More often than not, when change has
happened with MBS items, we hear about them and then everyone whinges, we thought,
maybe we've got a chance to influence things ...We hope that it earns some money for
the practice, it also earns some money for us. But perhaps, it's the way that things are
changing, and we would like to be part of this.” [Joint practice manager and GP Practice
15, interview, R2]

A GP from another practice echoed this sentiment:

“I suppose, see firstly if it's any good and secondly | suppose have a say.
Have a say in the system. If it's going to be rolled out then we're going fo be
at the forefront...” [GP, Practice 1, interview, R2]

Testing the model and checking whether “it's any good” was another motivation mentioned
by practices. A GP commented:

“I am definitely a person in life that's swayed by evidence. | don't have a
fixed point of view... | even think, looking at the evidence for Health Care
Homes, it still wasn’t strong one way or the other, especially in an Australian
context, so | was more prepared to say, let’s build the evidence and see
how it works and evolve my decision making along the way.” [GP, Practice
1, intferview, R2]

Some practices felt that the HCH philosophy aligned with their values of delivering holistic
care and that they were already providing these types of services to their patients:

“The philosophy behind it is individualised care based on the needs of the
patient is in keeping with what our philosophy is anyway...If you've got an
opportunity to be part of it why not be part of it¢ [Practice manager,
Practice 18, interview, R2]
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“...Isuppose | practice a little bit like that anyway, so this idea of holistic
care, prescribing for patients when they're not present, requesting scripts,
telephone calls, home visits which I'll do on occasion as well...” [GP,
Practice 1, interview, R2]

"All of our staff, our reception, they do a lot of work just actually aiding the
patients with everything that they need. Whether it be appointments.
Whether it be pathology. Whether it be just ...helping them get fransport.
They're doing a lot of work anyway that's not acknowledged.” [Practice
manager, Practice 10, interview, R2]

The ability o increase nurse involvement was another driver for practices. They felt that using
nurses to their full potential would free up doctors’ time and promote a more team-based
approach in chronic disease management:

“My main reason behind my push was to get a better nurse involvement
that nurses could manage patients without a doctor. [They] Would be part
of a team led care rather than everything running off just a doctor’s
consultation.” [Nurse, Practice 13, inferview, R2]

“I think what we were hoping fo do was be able to provide coordinated
care in a way that was less linked to bureaucracy. And by that what |
meant was hopefully being able to free up the nursing staff in particular to
be able to take a bit more of a free hand in coordinating care without
necessarily always involving the general practitioner in every consultation.”
[GP, Practice 2, interview, R2]

Having a population of patients with higher rates of chronic disease and the emphasis of the
program on patient activation and self-management was another motivation. They felt that
HCH would benefit the practice and their patients on a large scale:

“I think because our patients are, have so much chronic multfi-morbidity that
it was suggested to us by the PHN that we might be interested in doing it.”
[GP, Practice 10, interview, R2]

“I think it really is the way forward. | can see that it's a very positive step
forward... there's more push for people to take responsibility for their own
health... People come, they are sick, you fix them, off they go. Now it's
about prevention. There’s largely a much, much bigger component,
prevention. And HCH is the way to encourage people to do it, especially
with chronic diseases like ischemic heart disease and diabetes. It's tailor-
made for those kind of things.” [GP, Practice 4, interview, R2]

In some practice leaders had exposure to bundled payments in other countries and had
positive experiences with the approach:

“[GP] was very on board. Again, because he was in UK...He was a huge
advocate of this model.” [Nurse, Practice 6, interview, R2]

A common perception was that the current Medicare fee-for-service system restricts
practices’ ability to provide various types of chronic disease management, such as group
sessions, home visits, and telephone consults. Practices that believed they were already
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providing holistic care saw the bundled payment as an opportunity to be reimbursed for
services currently unpaid under the fee-for-service model. This persuaded some practices to
trial the program:

“I'm caught in that | try to spend time with people, educating them. But the
longer | spend, the more | run behind...Medicare discourages us so much
from frying to do appropriate health care that this was just a whole new
way where we may be able to get some funding to better run this...The
benefit to me of this program was to be able to run health care programes,
fo be to able run fitness programs, fo be able fo run weight-loss
programs...Trying to care for people appropriately and spend time with
them is an effort. And this program, to me, was going to be able to enable
me to be able to do that.” [GP, Practice 17, interview, R2]

“"What we were interested in doing as part of Health Care Homes was to fry
out a few ideas that at the moment aren't supported under Medicare. So
different models of consulting that we've been wanting to fry out. So, this
afforded us some sort of funding to be able to try that out and the flexibility
to do that.” [GP, Practice 9, interview, R2]

Case study

A large corporate practice with over 10 GPs was interested in joining HCH to both provide feedback
about the model and have a voice in the potentially changing the health care system. The practice
found it difficult to engage its doctors in the program due to the confusion around the
compensation structure. Many of the doctors felt that they would not be adequately funded under
HCH and that there was limited guidance around how the bundled payment would be distributed
within the practice. In addition, the GPs felt that they were already providing high quality chronic
disease management for their patients, so they were not interested in participating. This made it very
difficult for management to increase enrolments or drive change under the initiative.

Advantages and drawbacks for GPs

Practice staff focused on the importance of engaging GPs in the decision to participate in
HCH. Many felt GP involvement was crucial to their success due to GPs’ leadership role within
the practice and their ability to influence patients to enrol in HCH. Practices discussed their
struggle to convince GPs to participate:

“"We really need the primary GP to be on board and be happy with it. And
he’s not, so it really restricts what | can do.” [Nurse, Practice 14, interview,
R2]

...not many doctors have come on board so we haven't been able to
really get in there and do what we wanted to do.” [Practice manager,
Practice 1, interview, R2]

To encourage involvement of GPs, practices identified possible benefits of HCH that might
be included in key messages about the model:

e addifional time fo see more patients
e streamline administrative and preliminary clinical work by allocating tasks to
administrative and nursing staff
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e being remunerated for care beyond face-to-face consultations (which GPs may
already be providing), which could improve patient access and work-life balance

e improve job safisfaction due to better quality patient care

e promote teamwork and continuity of care

e provide better chronic disease management for patients.

Despite the potential advantages of the program, practices cited several potential
disadvantages that have discouraged GPs from participating in HCH. The level of
remuneration for the tiers and the bundled payment were the most prominent. A practice
manager commented:

“I think across the board the doctors were concerned that they may lose
financially. That ... seems to be a big issue for doctors.” [Practice manager,
Practice 18, interview, R2]

Concerns were raised particularly about the payment levels for tier 1 and 2 patients. Some
also felt that the Tier 3 payment was insufficient for severely ill patients, and that there should
be an additional tier with a higher level of payment.

Other factors that have discouraged GPs that were mentioned include:

e |ack of time to incorporate the model

e notinterested in trying different care models or changing the way they practice

e content with the current fee-for-service model

¢ limited information on how the bundled payment would work within the practice (see
further discussion in Chapter 9)

e belief that HCH funding model will cause GPs to lose money, become overworked,
and lead to burnout

e |ack of clarity on how the model impacts on practices and practice staff

e negative media attention

o difficulty letting go of control, delegating tasks to other staff members, and shifting
towards more team-based care

e seen as away for the government to save money

e program seen as being time-limited and therefore not worth investing time and effort.

Reasons for practices withdrawing

By 31 August 2019, 96 practices had withdrawn from the program. Of these, 76 (84%) had not
enrolled patients. Of the 20 withdrawn practice that enrolled patients, the median number
patients enrolled was 8.5 and the average was 17 (range 1 to 59).

Practices that withdrew from HCH were invited to complete a survey that explored the
factors contributing to their decision to withdraw. Some were interviewed instead. Overall, 30
practices were followed up through one of these means. Reasons for withdrawing were also
explored with PHN practice facilitators.
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The practices withdrawing described their motivations to join HCH, and these were similar to
those described by continuing practices (see previous section). The motivations included:

Attraction to HCH principles.

Belief that the practice had already adopted HCH principles, and that the new
program would not be a significant departure from its business model.

Expectation that the HCH program would fund activities not supported under fee-for-
service funding.

Case study

A medium-sized practice in a small town struggled with the additional workload of implementing
HCH. The practice manager discussed difficulties finding fime to implement the shared care
planning tool, change operational processes and workflows, understand the financial model, make
major quality improvements, and undertake training while simultaneously running a busy practice.
The practice nurse was the main driver of the initiative and was frustrated with not being able to
engage all the staff in the practice in HCH. Though the practice manager could see the potential
long-term benefits of participating in the program, other staff questioned the financial benefits of
HCH given the workload. The practice ultimately decided to withdraw from HCH for these reasons.

The following were the commonly cited reasons for withdrawing:

Staff turnover, in particular, GPs, nurses and practice managers who were
championing the program leaving the practice. Staff turnover of GPs who were not
directly involved with the program also impacted the capacity of practices to
continue to be involved in the program. Some practices indicated that turnover of
key staff meant the practice lost expertise and knowledge built up in the initial stage
of implementation, and that training was too time consuming for new staff.

Some practices indicated problems arose from a lack of commitment or support
amongst GPs within the practice, including GPS not participating in the program. In
some instances, GPs in the practice did not have a good understanding of the
program at the time the practice signed up to the program. In many practices only
one or two GPs were participating in HCH, and other GPs were unable to agree on
the merits of the model.

Several practices reported that there was insufficient information about the program
prior to implementation, resulting in a lack of clarity over expectations. PHN practice
facilitators also identified an absence of clear expectations at the time practices
signed up.

Several practices raised concerns about the RST. This included problems installing the
software which they were not able to overcome in some practices. Some practices
were also dissatisfied with the training in the use of the tool, and disappointed with
the amount of information they had been able to extract from it, although these
factors were not primary reasons for withdrawing. Several practices suggested that
they would have remained in the program if the RST had been easier to use, if it had
worked more effectively, and if the training had been better and less time-
consuming.
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e Concerns were also raised about the administrative burden incurred with the HCH
program, specifically the length of the patient enrolment form and the length of time
and multiple processes required to enrol patients. Working out how to distribute the
bundled payment amongst staff in the practice was also mentioned by some
pracftices.

e A few practices were concerned that they would be worse off financially after
shifting from fee-for-service to the HCH bundled payment model.

e Some practices found that HCH did not work well with their ‘walk in” model.

e Some practices were concerned about who would be responsible for patients given
the new roles for staff under HCH.

Case study

A large practice located in a city suburb employed an HCH coordinator and received positive
feedback from patients about the program. Practice staff reported that patients enjoyed receiving
regular ‘check-in’ calls from the coordinator and felt comfortable calling to request scripts, referrals
or ask other questions. However, the practice had difficulties with staff turnover, which not only
affected continuity of care but also meant that many aspects of HCH had to be put on hold. At the
time of the interview, the practice had no nurses on staff, and the GPs were not able to handle the
workload associated with HCH. The HCH coordinator had been handling patient enrolment and
management, which meant that her exit from the practice created a large gap. The practice had
advertised for a replacement but was yet to find one.

Interviews with PHN practice facilitators revealed similar observations about the reasons
practices withdrew: information fechnology (IT), lack of buy-in from key people in the
practice prior to signing up for the program, and the inability to reach an agreement
amongst GPs in a practice to participate. The facilitators also identified two other reasons:
change of ownership of the practice, and the length of time between submitting the EOI
and notification of the success (e.g. one practice signed up to another commitment during
that period).

Overall, the reasons practices withdrew were mostly to do with staff turnover, lack of
commitment to the approach across a sufficient number of GPs within the practice, and
difficulties with the practical aspects of implementing the model encountered or perceived.
In most instances, practices that withdrew supported the HCH principles and its aspirations.

Practice characteristics as baseline

The section focusses on characteristics of practices at the start of the HCH program - the
baseline. These results are principally derived from the practice survey and staff survey
conducted in Round 14. Unless otherwise indicated, responses from practice that withdrew
from the program have not been included in the analyses presented in this section.

4 The results of the Round 2 survey, which obtained information on practices’ early experiences with HCH, are
presented in later sections of this report. The Round 1 practice survey had two parts. Part A related to characteristics
of practices at the commencement of the HCH implementation. Part B was a self-assessment by practice staff of
the extent to which the practice had implemented the various dimensions of a PCMH. For Part A of the practice
survey, responses were received from 120 (91.6%) of practices participating in the program on 31 August 2019.
Additional responses were received from 57 practices that withdrew from HCH prior to that date. For Part B,
responses were received from 118 (90.1%) of practices participating in the program on 31 August 2019. Additional
responses were received from 51 practices that withdrew from HCH prior to that date. For the staff survey in Round 1
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Staffing

The 119 practices responding to the practices survey in Round 1 which were still participating
in HCH at 31 August 2019 reported employing a ftotal of 2,449 individuals (head count) and
2,014 FTE staff. This is an average of 20.6 per practice for head count and 16.9 for FTE (Table
4). The difference between the FTE and head count is due fo part-time employment.
Practices reported an average of 5.7 FTE GPs per practice, 3.1 FTE nurses and 5.7 FTE
management/ receptionist/ administrative staff. Allied health staff were less common — an
average of 2.3 FTE per practice.

Vacancies, as a percentage of FTE positions, were around 6.7% for GP positions, 3.2% for
nursing positions, 4.8% for allied health positions and 2.0% for management/ receptionist/
administration positions.

Staffing varies substantially between practices. Table 5 explores some of the differences
related to GPs. Corporate practices have a higher average number of GPs, both in terms of
FTE and head count. AMS have a lower average number of GPs. Practices located in major
cities (MMM 1) have a higher average number of GPs compared with those located in
regional and remote locatfions.

Part-time arrangements tend to be more common in corporate practices. AMSs tend to
have a lower number of GPs than independent practices but have similar levels of staffing to
the independent practices when all staff are considered.

Table 4 - Staff within in each practice

Staff type reporting staff o Total % of
type n (%) 2o o191 total FTE

General practitioner 119 (100%) 33.6%

Other medical 9 (8%) 0.2 20 0.1 16 0.8%

Nurses 118 (99%) 3.8 457 3.1 374 18.6%

Allied health and other 56 (47%) 2.3 275 2.3 274 13.6%

Practice manager/

recepfionist/ 119 (100%) 6.8 812 5.7 675 33.5% 2.1%

administrative staff/ other

Total 119 (100%) 20.6 2,449 16.9 2,014 | 100.0% 4.3%

Source: Practice survey R1 Part A, Mar-Jun 2018. The Table relates to active practices as at 31 August
201719.

Based on practice reports from the survey, an estimated 3. GPs per practice were
participating in HCH (Table 5). (The data from the Department of Human Services suggests a
slightly higher average — 3.8 per practice.) For the active practices this represented 64% of
GPs in the practice based on the head count. The actual number of GPs participating
increases by practice size, but the participation is lower in large and medium sized practices.
Participation is highest in AMSs (?3%). Participation is higher in practices located in regional

responses were received from 529 individuals: 100 GPs, 125 practice nurses/nurse practitioners, 131 receptionists, and
128 practices managers
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and remote locations (MMM 2/3 and 4+). Table 6 shows the participation of GPs by their
employment arrangement.

Table 5 - GPs: Total and participating in HCH
HCH GPs

Practices HCH GPs
suayshata | roparing |50 o e g o | (mecm
GP details! - from HPOS?
Total 115 7.1 5.1 3.6 64% 3.8
Size
Large 21 15.8 11.9 6.9 48% 7.0
Medium 24 9.8 6.9 4.2 46% 4.7
Smalll 55 4.0 2.8 2.6 75% 2.7
Sole 15 2.3 1.5 1.5 77% 1.7
Ownership
AMS 14 2.4 1.9 2.0 93% 2.4
Corporate 17 10.8 7.4 3.8 44% 4.5
Independent 84 7.2 5.2 3.8 64% 3.9
Location - MMM
MMM 1 80 8.0 5.6 3.5 57% 3.8
MMM 2/3 17 6.3 4.3 4.2 71% 3.7
MMM 4+ 18 4.3 3.7 3.4 90% 3.5

Source: The Table relates to active practices as at 31 August 2019. 'Practice survey R1 Part A, Mar-Jun
2018; 2Health Professionals Online Services (HPOS) from the Department of Human Services.

Table é - GPs participating in HCH by
employment arrangement

GP employment HCH GPs
arrangement n (%)

1: Owner/partner 125 (29.8)
2: Salaried 52 (12.4)
3: Contract 235 (55.9)
4: Other 8 (1.9)

Source: Practice survey R1 Part A, Mar-Jun 2018. The
Table relates to active practices as at 31 August 2019.

Further details of staffing in the practices is in shown in Table 7. Around 50% of active
practices reported employing GP registrars/advanced frainees and 8% reported employing
another (non-GP) medical practitioner. Most practices employed registered nurses, most
commonly as a practice nurse (78% of practices), but in some cases a nurse practitioner
(13%) or remote area nurse (9%). Forty percent of practices reported employing an enrolled
nurse. Only a few practices (6%) reported employing a medical practice assistant. Most
practices employed a practice manager (92%) and reception or administrative staff (96%).
Allied health staff were reported for 39% of practices. More detail on allied health staff are in
Table 8.

Evaluation of the Health Care Homes program - Interim evaluation report 2019 - Vol 2 Main report Page 26



Table 7 - Staff within in each practice: details designation/discipline
Practices Head count FTE

Staff type reporting staff % of
type n (%) total FTE
General practitioner 119 (100%) 28.4% 6.9%
ﬁ;:ﬁsm” advanced 59 (50%) 1.01 120 0.88 105 52% 5.4%
Other medical practitioner 9 (8%) 0.17 20 0.13 16 0.8% 5.0%
Nurse practifioner (RN) 16 (13%) 0.29 34 0.25 30 1.5% 8.7%
Remote area nurse (RN) 11 (9%) 0.38 45 0.38 45 2.2% 0.0%
Practice nurse (RN) 93 (78%) 2.11 251 1.58 188 9.3% 2.8%
Assistant in Nursing 8 (7%) 0.10 12 0.10 12 0.6% 8.3%
Practice nurse (EN) 48 (40%) 0.97 115 0.83 99 4.9% 3.5%
;\rt;zﬁig:'er'*ec'”h 10 (8%)  0.33 40 033 39 1.9% 5.0%
Medical practice assistant 7 (6%) 0.08 9 0.06 7 0.3% 22.2%
Allied health 47 (39%) 1.88 224 1.91 227 11.3% 4.2%
Allied health assistant 2 (2%) 0.02 2 0.01 1 0.1% 0.0%
Practice manager 109 (92%) 0.97 116 0.91 108 5.4% 4.8%
Recepfionist/ admin staff 114 (96%) 5.42 645 4.33 515 25.6% 1.1%
Other staff 18 (15%) 0.43 51 0.43 52 2.6% 7.8%
Total 119 (100%) 20.58 2,449 16.93 2,014 100.0% 4.3%
Source: Practice survey R1 Part A, Mar-Jun 2018. The Table relates to active practices as at 31 August
2019.

Table 8 - Details of allied health staff reported by pracﬁces

Staff type reporting staff
peny) | Meon' | Tolal | %oftofalrT

Physiotherapist 34 (50%) 0.53 36 11.8%
Dietitian 45 (66%) 0.62 42 13.8%
Exercise Physiologist 19 (28%) 0.20 14 4.5%
Psychologist 48 (71%) 0.82 55 18.0%
Social Worker 7 (10%) 0.34 23 7.5%
Audiologist 17 (25%) 0.27 18 6.0%
Optometrist 7 (10%) 0.09 6 1.9%
Pharmacist 19 (28%) 0.16 11 3.6%
Dentist 12 (18%) 0.16 11 3.5%
Other allied health 44 (65%) 1.20 82 26.5%
Allied health assistant 8 (12%) 0.14 10 3.1%
Total 68 (100%) 4.54 309 100.0%

Source: Practice survey R1 Part A, Mar-Jun 2018. The Table relates to active practices as at 31 August
2019. 'The mean is calculated for practices reporting this staff type only.

Evaluation of the Health Care Homes program - Interim evaluation report 2019 - Vol 2 Main report Page 27



In 17.5% of practices, at least one GP had a formal arrangement for working with or in local
hospitals (e.g. as GP Visiting Medical Officer (See Volume 4 Appendix 1).

AcCcess

One of the aspirations of the HCH model is to improve access for patients to services.
Opening hours of practices and after-hours arrangements are one dimension of access.

Table 9 shows the reported average waiting fime (in days) for an appointment with a GP. In
88% of practices an appointment can be arranged on the same day in an emergency, and
in one day in 17% of practices. For other (non-emergency) appointments, an appointment
can be arranged on the same day for 45% of practices and in around one day in 38% of
practices.

Table 9 - Average time (days) to wait for a GP appointment

Practices n Practices n
In an emergency (%) Other appointment %)
(] (<]

Same day 107 (89.2%) Same day 52 (43.3%)
Around 1 day 13 (10.8%) Around 1 day 51 (42.5%)
Around 2 days 6 (5.0%)
Other 11 (9.2%)

Source: Practice survey R1, Mar-Jun 2018. The Table relates to active practices as at 31 August 2019.

Most practices (88%) indicated that at least one GP in the practice did home visits. Table 10
summarises the means of communication between patients and the practice as reported by
practices. The evaluation is also exploring whether the availability and use of alternate ways
of communicating between patients and practices expanded during the HCH
implementation. Certain mechanisms (e.g. the patient portal) appear to have only a low
level of uptake at this point in time, while others (e.g. contacting a doctor or nurse by
telephone during the practice/ service's hours of operation) are commonly available.

Table 10 - Availability of selected means of communication between patients and the
practice

. Practices n
Means of communication
(%)

Contact a doctor or nurse by telephone during the practice/ service's hours of

operation? 102 (85.0%)
Request appointments online? 85 (70.8%)
Describe the problems they wish to discuss with the GP prior to the appointment?2 75 (62.5%)
Send a medical question or concern via email or electronic message? 48 (40.0%)
Leave a voice message and get a return call from a doctor or nurse 39 (32.5%)
Review letters from specialists/ hospital discharge summarised on a patient portal? 11 (9.2%)
View fest results on a patient portale 7 (5.8%)
Request refills for prescriptions online? 6 (5.0%)

Source: Practice survey R1, Mar-Jun 2018. The Table relates to active practices as at 31 August 2019.
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Practices reported on the availability of other primary care/allied health services in the local

community (See Volume 4 Appendix 1). Communities in which the practices reported lower

levels of availability of these services fended to be more remote, although a small number of
practices in major cities identified low levels of availability for selected services.

IT and data capabilities

Practices reported using seven different practice clinical management systems, with 91% of
the practices using one of three systems. Practices also identified several applications used
for clinical data audits and benchmarking, which drew on analysis of the data from the main
clinical management system. A few practices listed the clinical management system as the
system that they used for clinical data audit. Others indicated that they used/ participated
in: PenCAT (with or without Topbar), Polar, NPS Medicinelnsight, or a system developed by
their corporate group. A few practices used more than one system.

Table 11 shows responses to questions about the ease with which certain information could
be generated using the clinical management system and/or other software. Most practices
reported that producing the specified information items was ‘easy’.

Table 11 - Practice reports of how easy it is to generate selected information about patients
using the practice clinical management system and/or other software

Somewhat
Ease of generating difficult Posmble

No. of practices reporting (%)

List of patients by diagnosis or health problems (e.g.

diabetes, cancer) 109 (70.8%) 1 (2.2%)

List of patients by laboratory result (e.g. HoATC > 9.0) 90 (75.0%) 23 (19.2%) 4 (3.3%) 3 (2.5%)

List of patients who are due or overdue for tests or

. . 101 (84.2%) 17 (14.2%) 1 (0.8%) 1 (0.8%)
preventive care (e.g. flu vaccine)

List of all laboratory results for an individual patient (including

those ordered by other doctors). 81(67.5%) 28 (233%) 8(67%) 3 (2.5%)

List of all patients taking a particular medication 96 (80.7%) 20 (16.8%) 2 (1.7%) 1 (0.8%)
List of all medications taken by an individual patient

(including those that may have been prescribed by other 87 (72.5%) 24 (20.0%) 8 (6.7%) 1 (0.8%)
doctors)

Source: Practice survey R1, Mar-Jun 2018. The Table relates to active practices as at 31 August 2019.

Practice staff were also asked about the extent to which their practice used electronic
health records and other electronic systems for functions related to chronic iliness
management (Figure 3). Most staff reported that their practice always or usually uses
electronic health records and other electronic systems for the functions listed. Relative to the
others, staff responses suggest that ‘identifying patients with complex health needs’ (22%)
and ‘monitoring patient outcomes’ (23%), are potentially areas that could be improved.
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The primary care team used an electronic health
record system or other electronic systems to...

a. identify patients with complex health _
¥ P p needs. 41% 40% 4% B%
. monitor and track patient health _ a0 g%, S

indicators and outcomes.

c. support the documentation of patient _

needs. R e g

d. develop care plans. - B 3% 6% 3%

e. determine clinical outcomes. - 5% 3% 1% 4%
] “: 2 EI B4 5 IIII Ba T EI % 10 EI Ba

Percent of respondents

1 Always 2 Usually 3 Sometimes 4 RarelyMever

Figure 3 - Staff perspectives on the use of electronic health records and other electronic
systems to identify patients with complex health needs, monitor patient outcomes, document

patients’ needs, develop care plans and determine clinical outcomes
Source: Practice staff survey R1, Mar-June 2018. Active practices as at 31 August 2019.

Practice staff were asked their perspective on the ease with which specific functions could
be performed with the practice’s IT (Figure 4). Most staff identified ‘ordering’ and ‘reviewing’
pathology results (77% and 75% respectively), ‘prescribing medications’ (78%), ‘reviewing
patient notes’ (74%) and ‘updating patient medication lists and allergies’ (67%) as being very
easy to do. The functions that larger proportions of staff identified as being somewhat
‘difficult’ or ‘very difficult’ included: ‘using their IT were communicating with other providers’
(30%) and ‘sending or receiving messages from patients’ (28%).
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easy easy difficult difficult

Figure 4 - Staff perspectives on ease with which selected functions can be undertaken within

their practice’s existing practice clinical management systems and/ or other IT
Source: Practice staff survey R1, Mar-Jun 2018. Active practices as at 31 August 2019.

Table 12 shows practice responses to questions about whether selected systems/processes
were in place for preventive care or other aspects of care. Almost all practices reported a
reminder system to invite patients for recommended screening. The questions in the survey
didn’t cover re-call systems to assist in management of chronic iliness, and it is worthwhile
noting that the practice staff survey responses often identified improved re-call systems as
one of the thee top improvements that could be made towards the effectiveness of the
care delivered. Most practices (87%) reported having checklists for preventive clinical
activities. Around two-thirds reported using ‘a tool to assist lifestyle counselling or fo help
modify behaviours’' and ‘a system to frack laboratory tests ordered until results reach
clinicians’. Only 20% of practices reported using ‘a standardised patient activation tool’, and
even in those responses it was evident that many may have misunderstood what this is (e.g.
they listed their practice clinical management system or patient experience/ satisfaction
survey as patient activation tools).
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Table 12 - Practice reports on whether selected systems/processes are in place

Practices No.
System/process (%)

A checklist for preventive clinical practices (counselling, screening, immunisation) to

carry out with patients, according fo guidelines? 104 (86.7%)
A reminder system to invite patients fo recommend screening fests (e.g. Pap fest, 119 (99.2%)
mammogram) e

A system to frack laboratory tests ordered until results reach clinicians? 88 (73.3%)
A tool to assist lifestyle counselling or to help modify behaviours (e.g. smoking cessation 86 (72.3%)

program, health education program)?

Source: Practice survey R1, Mar-Jun 2018. Active practices as at 31 August 2019.

Table 13 shows the extent to which practices reported that GPs regularly receive and review
data on selected aspects of their patient’s care. Fifty-eight percent of practices reported
GPs regularly received data on clinical outcomes. Similar proportions reported data was
received on patient satisfaction and experience with care (62%) and frequency of ordering
diagnostic tests (58%). A higher proportion reported providing GPs with data on patient
hospital admissions or emergency department use (77%) and prescribing practices (68%). The
number of practices reporting data on patient hospital admissions or emergency
department use is surprising given that data linkage is not widespread. Therefore, this and
other figures will be further investigated through interviews with practices.

Table 13 - Practice reports on whether GPs routinely receive and review data
on selected aspects of their patients’' care

Data reviewed by GPs Practices No. (%)

Clinical outcomes (e.g. percentage of patients with diabetes or

asthma with good control) 74 (62.27)
Frequency of ordering diagnostic tests 69 (57.5%)
Patients' hospital admissions or emergency department use 92 (76.7%)
Prescribing practices 82 (68.3%)
Surveys of patient satisfaction and experiences with care 74 (62.2%)

Source: Practice survey R1, Mar-Jun 2018. Active practices as at 31 August 2019.

Practice self-assessment of HCH features at baseline

The Health Care Home Assessment (HCH-A) tool was part of the fraining materials provided
to practices for the HCH frial. The purpose of the tool is for practices o assess the extent to

which they are operating as an HCH. At program start-up, practices could use it to identify
and prioritise changes that they would make as an HCH.

The tool on which HCH-A was developed in the United States (known as the Patient Centred
Medical Home Assessment — PCMH-A). It was adapted for use in Australia by WentWest in
2015, and further adapted by AGPAL in 2017 for the HCH implementation (MacColl Center
for Health Care Innovation at Group Health Research Institute, Qualis Health, WentWest et
al., 2017).

For the evaluation, Health Policy Analysis asked for practices’ results of their initial application
of the tool (as part of the Round 1 practice survey, March to June 2018). The results of this are
presented in Volume 4.
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For each question in the tool, scores are represented on a scale of 1 to 12. The questions are
grouped into eight dimensions. Scores of 1 to 3 on any item reflect absent or minimal
implementation of an element of the patient centred medical home. Scores of 10 to 12
reflect that most or all the critical aspects of the element are well established in the practice.
Overall, practices’ median and mean self-assessment scores were in the range of 6 to 9.
These suggest that practices believed that they have many of the elements of a patient
centred medical home in place, but there are opportunities for improvement.

There were methodological issues in the way that practices applied the tool and technicall
issues that need to be considered to ensure the scores can be appropriately used in analysis.
This will be addressed in the final report of the evaluation.

Previous participation in quality improvement, clinical audits and
benchmarking initiatives

Practices were asked to identify which components of the Practice Incentive Program (PIP)
they participated in and to describe other improvement initiatives in which they had
participated in the last two years. The questions also sought to identify the extent to which
they worked jointly with the PHN or local hospital/Local Hospital Network (LHN) on these
initiatives. Most practices reported participating in at least one component of the PIP, with
the most common being the eHealth, Diabetes and the Asthma components (Table 14).
Most practices (72%) reported involvement in a quality improvement, collaborative,
benchmarking, or chronic and complex disease management initiative in the last two years.

Table 14 - Practices’ participation in the Practice Incentive Program (PIP)

PIP component Practices n (%)

Diabetes Incentive 114 (95.0%)
eHealth Incentive 110 (91.7%)
Asthma incentive 108 (?0.0%)
Cervical Screening Incentive 105 (87.5%)
After Hours Initiative 86 (71.7%)
Indigenous Health Incentive 83 (69.2%)
Teaching Payment 58 (48.3%)
Quality Prescribing Incentive 52 (43.3%)
General Practitioner Aged Care Access Incentive 49 (40.8%)
Rural Loading Incentive 23 (19.2%)
Procedural General Practitioner Payment 16 (13.3%)

Source: Practice survey R1, Mar-Jun 2018.

Clinical process measures

Practice data extracts are being provided for the evaluation from several sources: Pen CS,
Population Level Analysis and Reporting (POLAR), National Prescribing Service (NPS)
Medicinelnsight and separate extracts from two corporate groups. For the baseline,
(October 2017 to June 2019), practice extracts were received from 108 HCH practices
(including 12 ACCHS) as at 31 July 2019 and 417 non-HCH (comparator) practices as at 31
August 2019.
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These extracts will be used to assess changes in measures set out for the evaluation. The
measures include clinical process indicators reflecting those included in the National Key
Performance Indicators (nKPIs) being reported regularly by ACCHS and have been adopted
for some of the PIP Quality Improvement (PIP Ql) indicators. To date, we have only
undertaken preliminary analysis of these indicators. Our focus has been on understanding the
variations between data sources, the completeness of data and ensuring HCH patients have
been properly flagged in the data. Table 24 and Table 27 later in this Volume describe some
of these findings.

The initial analysis of clinical process indicators found that the proportions of HCH patients
who had selected clinical assessments and measures recorded in the last year were: 90.6%
for blood pressure; 85.3% for pulse; 83.5% for kidney functioning; 81.0% for body weight; 76.8%
for cholesterol levels; 31.9% for waist circumference; and 6.5% for physical activity. The
recording of smoking status and amount of alcohol consumption in the last year was 68.8%
and 60.7% of patients respectively. In HCH patients with diabetes, 92.2% had a HbAlc test
recorded, and in patients with asthma or COPD, 5.7% had a spirometry test recorded in the
last year. Trends in these and other measures will be analysed for HCH patients in future
reports.
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Patient enrolment

Patients enrolled

At 31 August 2019, the 131 active practices had 10,161 patients enrolled in the HCH program.
Figure 5 shows the trends in numbers of patients enrolled and the average number of
patients per practice. Enrolment increased slowly during the first half of 2018, then more
rapidly through to the end of 2018. The enrolment rates then slowed again, with relatively
steady increases through to the end of the enrolment period (30 June 2019).
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Figure 5 - Patients enrolled and enrolments per practice, January 2018-August 2019
Source: Department of Human Services weekly enrolment statistics (provided through the Department of Health).

The average number of patients enrolled within practices was relatively stable in the first part
of 2018 — around 20 patients per practice — but increased rapidly to the end of 2018 to
around 55 patients per practice. The average continued to increase more steadily through
to the end of the enrolment period, finishing at 78 patients per practice. At 31 August 2019,
the number of patients enrolled at the practice level ranged from 1 to 469, with the mean of
78 and median of 45 patients per practice. Figure 6 and Figure 7 show the distribution of the
enrolments per practice. The number enrolments tended to be higher for the practices of
medium size (5-8 full time equivalent GPs). Also, the number of enroiments tended to be
higher for AMSs and independently-owned practices. However, there was a wide distribution
across all practice sizes and ownership types.
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Figure 6 - Distribution of patient per practice by practice size, 31 August 2019
Source: Department of Human Services weekly enrolment statistics (provided through the Department of Health).
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Figure 7 - Distribution of patient per practice by practice ownership, 31 August 2019
Source: Department of Human Services weekly enrolment statistics (provided through the Department of Health).

Figure 8 shows the number of enrolled patients by fier. Most patients enrolled have been
assessed as Tier 2, followed by Tier 3 (most complex) and Tier 1 (least complex). From January
2019, enrolments in Tier 1 increased only slightly, whereas enrolments for Tier 2 and Tier 3

continued to increase substantially.
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Figure 8 — Patient enrolments by HCH tier, May 2018 - 28 August 2019

Source: Department of Human Services weekly enrolment statistics (provided through the Department of Health).

In original modelling for HCH, the Department of Health established an enrolment cap. The
main purpose of this was to establish an upper limit on the financial impact of the program.
This figure was subsequently interpreted as a target for enrolments. The modelling was based
on assumptions shown in Table 15 (Australian Government Department of Health, 2016b).
These assumptions were revised in 2018 (Australian Government Department of Health,
2018b).

Table 14 shows how the initial assumptions aligned with the enrolments at 31 August 2019.
Final enrolments were much lower than the cap. The Table also shows the conftribution of
each of the assumptions to the difference between the cap and actual enrolments. Overall,
the assumption about the number of enrolees per GP contributed around 50% of the
difference and each of the other assumptions around 25% each.

Table 15 - Assumptions applied to set the upper limit on enrolments in the HCH,
compared with actual enrolments as at 31 August 2019
Original Revised

A ., Final Contribution to
estimate estimate 3 .
20161 20182 enrolments difference
Practices 200 200 131 28%
FTE GPs per practice 5.0 5.0 3.5 24%
Patients per FTE GP 65.0 55.0 22.0 48%
Total 65,000 55,000 10,161

Sources: ! Australian Government Department of Health, 2016b; 2 Australian Government Department of Health,
2018b; 3 As at 31 August 2019.
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Reasons for patients withdrawing

Table 15 details the reasons for patients withdrawing from the program. The main reasons
were the patient had opted out (32%) or the practice had withdrawn from the program
(31%). Most other withdrawals related to the dynamic nature of practices populations,
including: patient no longer with the practice (16%), patient has moved from the area (9%)
or the patient died (11%).

Table 16 - Number of patients withdrawing from HCH and reasons: 31 August 2019

Patient death recorded 131 1%
Patient has moved from the area 115 9%
Patient has opted out 386 32%
Patient no longer with the practice 190 16%
Patient not entitled to Medicare 3 0%
Practice withdrawn from HCH 379 31%
Enrolled in error 10 1%
Other 3 0%
Total withdrawals 1,217 100%

Source: Department of Human Services (provided through the Department of Health).

Overview of the enrolment process

A key feature of HCH is voluntary enrolment of patients to a practice and a specific GP
(Australian Government Department of Health, 2018c). Selected practices started enrolling
patients on 1 October 2017, and the remainder could enrol from 1 December 2017.
Acknowledging that enrolling patients in HCH was a new process for practices, GPs and
patients, the Department provided detailed guidance on this, shown in the box below.

Patient enrolment process

Step 1: Identify potentially eligible patients (case finding). The HCH identfifies potentially eligible
patients via the first part of the RST (the predictive risk model or PRM). GPs may also identify patients
considered to be suitable for HCH who were not flagged by the RST.

Step 2: Discuss HCH with the patient. The HCH checks that the patient holds a green or blue
Medicare Card, that they are not a resident of a residential care facility or enrolled in the
Department of Veterans’ Affairs Coordinated Veterans' Care Program. The HCH invites the patient
for a consultation. They give the patient a brochure about the program and information about out-
of-pocket costs that may apply.

Step 3: Assign arisk tier. The patient’s verbal consent to proceed with an assessment is obtained. A
clinician completes the second stage of the RST, the HARP assessment, based on information
provided by the patient during the consultation/assessment. The HARP score determines the eligibility
of the patient. If eligible, the score is used to assign the patient to an HCH tier (1, 2 or 3). The RST issues
a digital certificate related to the tier assignment, which is saved in the clinical management system.
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Step 4: Obtain patient’s consent to enrol in HCH. The HCH answers any further questions that the
patient has and gives the patient a consent/enrolment form and a resource pack with detailed
information about HCH. The patient provides written consent to enrol in HCH.

Step 5: Provide further information and complete any outstanding requirements. The HCH gives the
patient a copy of the patient handbook, and answers any further questions that they may have.

Step 6: Register the patient. This involves several components, as follows:

Patient registration in HPOS: This must be completed within seven days of the patient completing the
consent form.

Practice clinical management system: Patients should be flagged in the practice clinical
management system so that they can be identified as HCH patients by clinicians in the practice that
will contribute to their care.

Clinical audit/data extfraction tool: The practice also flags HCH patients in the clinical audit/data
extraction software, so that they can be identified as such in the practice extracts provided for the
evaluation.

HCH evaluation app: The HCH enters contact details about registered patients for the evaluation into
the online evaluation app. This is for the purposes of inviting patients to participate in surveys,
interviews and focus groups. These details are not required for patients enrolled by the NT ACCHS, as
alternative arrangements were made for the evaluation for the NT ACCHS).

Source: Australian Government Department of Health, 2018c, pp-11-12

How practices went about it
ldentifying potentially eligible patients (S