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Introduction

This document is the final evaluation report of the Health Care Homes Trial (HCH trial). This
volume is one of three featuring the findings of the evaluation. Table 1 describes the volumes.

Table 1: Final evaluation report volumes

Volume Description
Volume 1 Summary report Summarises the findings of the evaluation.
Volume 2 Main report Presents the findings from the evaluation.

Volume 3 Methods and data supplement | Further details on evaluation methods, data sources and
quality issues and additional analyses.

This report incorporates and builds on the findings reported in previous evaluation reports.’

Overview of the HCH trial

The HCH trial started on 1 October 2017 and ended on 30 June 2021. HCH was developed to
reflect the recommendations of the Primary Health Care Advisory Group (PHCAG).® It
incorporated elements of the patient-centred medical home (PCMH), focusing on coordinated
and comprehensive primary care that is responsive to patients’ needs and preferences. The
key features of the intervention were:

e Voluntary enrolment of patients to a general practice — their health care home —
nominating a GP as their preferred clinician.

e Tools to identify patients at risk of hospitalisation and stratify them to a complexity
tier.

e A bundled payment for every enrolled patient based on their tier (for services relating
to the patient's chronic conditions), replacing Medicare fee-for-service.

e Training resources to support transformation of practices towards the HCH model.

e Facilitation for practices to transform, provided by Primary Health Network (PHN)
practice facilitators.

! Health Policy Analysis. (2019b). Evaluation of the Health Care Homes program — Interim evaluation
report 2019. https://www1.health.gov.au/internet/main/publishing.n onten aluation-of-the-

% Health Policy Analysis. (2020). Evaluation of the Health Care Homes program — Interim evaluation
report 2020. https://www1.health.gov.au/internet/main/publishing.nsf/Content/Evaluation-of-the-
Health-Care-Homes-Program

3 Primary Health Care Advisory Group. (2015). Better Outcomes for People with Chronic and Complex
Health Conditions: Final Report.
http://www.health.gov.au/internet/main/publishing.nsf/Content/primary-phcag-report



e Use of electronic shared care planning tools, giving authorised health professionals
and patients access to up-to-date electronic medical records.

These features are consistent with the 10 building blocks of high-performing primary care”
and the quadruple aims: improving patient health, enhancing patient experience, reducing
health care costs and improving the work life of providers and staff,”® which underpin the
PCMH.

Participating practices implemented different models, but common to all models was the
intention 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 (including to practice nurses and other
staff), 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 continuum of the health system through shared information
and care planning.

e Deliver high-quality and safe care. Care planning and clinical decisions are guided by
evidence-based patient health care pathways, appropriate to the patient's needs.

Practices from 10 PHNs across Australia participated in the trial. The 10 PHNs were selected
to maximise geographic and socio-economic diversity amongst the populations represented
and leverage chronic disease programs operating in the regions. Practices within the PHNs
were selected following an expression of interest issued in late 2016. One of the Department
of Health's considerations in selecting practices was to ensure a mix of locations, practice
size, ownership status and staffing levels. This was so the model could be tested in different
contexts.

The Department initially recruited 200 practices and announced the successful practices in
mid-2017. Not all practices that were selected proceeded with the trial. Some also withdrew
soon after joining the trial. Practices continued to be recruited until mid-2018 to replenish
practices that didn't proceed or that withdrew early. Participating practices received a
$10,000 grant to help with implementing the model.

4 Bodenheimer, T., Ghorob, A., Willard-Grace, R., & Grumbach, K. (2014). The 10 Building Blocks of High-
Performing Primary Care. Annals of family medicine, 12(2), 166-171.

°> Berwick, D. M., Nolan, T. W., & Whittington, J. (2008). The triple aim: care, health, and cost. Health Aff
(Millwood), 27(3), 759-769.

5 Bodenheimer, T., & Sinsky, C. (2014). From triple to quadruple aim: care of the patient requires care of
the provider. Ann Fam Med, 12(6), 573-576.

’ Primary Health Care Advisory Group. (2015). Better Outcomes for People with Chronic and Complex
Health Conditions: Final Report.
http://www.health.gov.au/internet/main/publishing.nsf/Content/primary-phcag-report.



The trial was originally intended to run between October 2017 and June 2019, with patients
enrolled up to December 2018. An extension was announced in the second half of 2018, with
patient enrolment extended to June 2019 and the trial to June 2021.

A risk stratification tool (RST) was commissioned by the Department and practices had to use
this to identify patients suitable for enrolling in the program and to allocate them to a tier for
payment purposes.

Practices received a bundled payment for each patient, with the amount determined by the
patient’s tier. There were three tiers, where tier 3 was the most complex and had the highest
payment. The bundled payment was intended to cover the costs of care delivered by the
practice related to a patient’s chronic health conditions. Practices could still bill Medicare for
other (acute) conditions and certain other items.

Practices had to develop a care plan jointly with each enrolled patient, and update this
regularly. They also had to install and use shared care planning software to develop the care
plan and share it with the patient’s other health care providers outside of the practice as well
as with the patient (and where relevant, their carer/ family).

To support the implementation, the Department commissioned online training modules and
supporting materials to be developed. The Department also provided funding to the 10
participating PHNs to support practices and facilitate the implementation of HCH. PHN
practice facilitators received training and ongoing support through regular webinars and
coaching by a national facilitator.

In August 2018, under the Sixth Community Pharmacy Agreement (6CPA), the Australian
Government funded the Community Pharmacy in Health Care Homes Trial (the community
pharmacy trial), which supported patients participating in the HCH trial by offering them a
range of patient-centred, coordinated medication management services from community
pharmacists, including:

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

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

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

e Providing regular follow-up reviews with the patient.

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

Patients could choose the pharmacy that the practice referred them to.



Overview of the evaluation

The HCH trial, including the community pharmacy trial, was evaluated by a consortium led by
Health Policy Analysis (HPA). The consortium included the Centre for Big Data Research in
Health (CBDRH, University of New South Wales), the Centre for Health Economics Research
and Evaluation (CHERE, University of Technology Sydney) and individual experts from
Australia and abroad.

The evaluation methods were detailed in the HCH evaluation plan.? Figure 1 shows the key
evaluation questions.

Figure 1: Key evaluation questions

Health Care Homes Community pharmacy trial

Is community pharmacy

[+)

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

How does the HCH model

change the way practices

approach chronic disease
management?

Do patients enrolled in
HCH experience better
quality care?

What are the financial
effects on governments,
providers and
individuals?

beneficial to the broader
HCH coordinated care
model and should it be
included as part of any
future roll out?

Do patients who received
medication management
services as part of the
trial experience better
health outcomes than
patients who did not?

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

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

8 Health Policy Analysis. (2019a). Evaluation of the Health Care Homes program — Evaluation plan
(Updated 2019). https://www1.health.gov.au/internet/main/publishing.nsf/Content/Evaluation-of-the-
Health-Care-Homes-Program. Note that this reference is to the version of the plan that was updated to
accommodate the extension of the trial. The updated plan maintained the evaluation approach and
measures published in the original plan but added data collection points due to the extension.



Evaluation design

The evaluation used mixed methods. The design was predominantly convergent (that is,
quantitative and qualitative data collected separately but compared at the time of analysis
to corroborate or expand findings), with some sequential elements (that is, quantitative
results informing qualitative data collection or vice-versa, for example, results of practice
surveys informing exploration in case study interviews).

The quantitative components used quasi-experimental and before-and-after designs. For the
quasi-experimental analyses, selected outcomes for HCH patients were compared with
outcomes for equivalent patients from non-HCH practices. Similarly, measures for HCH
practices were also compared with non-HCH practices. For the before-and-after analyses,
measures for HCH practices and patients were compared before or at the start of the trial
with measures after implementation.

Quantitative data sources included extracts from practice clinical management systems and
linked data that included Medical Benefits Schedule (MBS) data, Pharmaceutical Benefits
(PBS) data, hospitalisations data, emergency department data, residential aged care data
and national deaths data.

The qualitative components aimed to provide information about how the trial was
implemented, and insights into participants' experiences with the trial. These data were
collected through case studies of selected practices that included interviews with the
practices, practice staff, practice patients and their carers and other stakeholders.

Table 2 lists the data sources, labelled as “primary” (data collected specifically for the
evaluation), and “secondary” (data requested from other sources). The evaluation was split
into five “rounds” and primary data collection activities were organised according to these.
There were also three “waves” of patient surveys. Table 3 shows the dates relating to key
primary data collection activities.

COVID-19 was declared as a pandemic by the World Health Organization (WHO) on 11 March
2020. It affected the last 16 months of the trial. Box 1 outlines the impact of the pandemic on
the evaluation.

Box 1: Impact of COVID-19 on the evaluation

Questions about COVID-19 were incorporated into primary data collection and were mainly aimed at
understanding the impact of the pandemic on practices’ implementation of the HCH model and
operations during the pandemic. The impact of the pandemic was also reflected in secondary data
sources. These impacts have been analysed in this report.

Evaluation activities were not affected by the pandemic, except that case study interviews in the final
data collection round were mostly conducted via tele/videoconference.




Table 2: Evaluation data sources

Evaluation report in which data were used
Key Collection and data collection round/period

Data Source questions type -- Final report
Interim 2019 | Interim 2020
2021
Patient surveys 3,6 Primary Wave 1 n.a. Waves 1, 2
(baseline) and 3
Practice surveys 1,2,4 Primary R1 R2 R4 R1 R2 R4 R5
Practice staff surveys 1,2,4,5,7 Primary R1 n.a. R1 R5
PHN surveys 1,2,4 Primary R1 R4 R1 R4 R5
PHN interviews 1,2,4,57 Primary R1 R2 R4 R1 R2 R4 R5
Case studies! 2,4,5,6,7 Primary R2 R4 R1 R2 R4 R5
HCH program data? 1,4 Secondary Oct 2017 - Oct 2017 - Oct 2017 -
Aug 2019 Jun 2020 June 2021
Community pharmacy 56,78 Secondary July 2018 - July 2018 - July 2018 -
Health Outcomes Data June 2019 June 2020 June 2021
Risk stratification 2 Secondary July 2018 — July 2018 - July 2018 —
June 2019 June 2020 June 2021
Practice extracts? 2,3 Secondary To June To June To June
2019 2020 2021
Linked data* 3,4 Secondary n.a. n.a. Various®

Notes: ! Case studies include patient interviews/focus groups, practice interviews, related provider interviews (for
example, pharmacists, allied health); ? Data related to the administration of the program from the Department of
Health and Services Australia; 3 For some practices, data were obtained two years before the start of the trial, see
Volume 3 for details; 4 Includes MBS, PBS, hospital, emergency department, aged care, and fact of death data; ° See
Volume 3 for details.

Table 3: Timing of primary data collection activities

Evaluation Practice surveys PHN surveys Patient surveys | PHN interviews (-Zose s.tudy
round and staff surveys interviews
Round 1 Dec 2017- Aug 2018 Wave 1: Dec Jan = Jun 2018
(R1) Jul 2018 (incl. 2017-Mar 2019
staff survey)
Round 2 Nov 2018- Nov-Dec 2018 Sept-Oct 2018
(R2) Mar 2019
Round 4 Nov 2019- Mar-Apr Wave 2: Dec Jul-Oct 2019 Nov 2019-
(R4) Mar 2020 2020 2019-Mar 2020 Mar 2020 (incl.
NT ACCHS case
studies)
Round 5 Mar-May 2021 May-June Wave 3: Mar- Mar-Apr 2021 Mar-May 2021
(R5) (incl. staff survey) 2021 Apr 2021 (incl. NT ACCHS

case studies)




Program theory

Before the start of the trial, a conceptual model or “program theory” was developed of how
the HCH intervention was intended to work (Figure 2). The community pharmacy trial was
later incorporated into this. The model was used to guide the evaluation and analyse how
infrastructure established for the implementation of HCH contributed to structural and
process changes within practices and engagement of patients and outcomes.

The bottom of Figure 2 labelled "1. Elements promoting transformation” includes the
infrastructure that was made available to practices and community pharmacies to promote
transformation: the risk stratification tool (RST), training and support and bundled payments.

The next level labelled “2. Structural change/transformation” identifies the capabilities that
practices were expected to develop to transform to a HCH, including leadership to drive the
transformation, introducing flexibility in how resources would be deployed, improving
knowledge and skills of staff, identifying quality improvement initiatives, and establishing
collaborations with community pharmacists and other providers.

The next level labelled "3. Processes of care” shows improvements that were expected
following practices' structural change/ transformation. They included improved access to
care and care coordination, engagement of patients and activation (maximising their
knowledge, skills and confidence to manage their health), leading to improved adherence to
treatment and behavioural changes.

These processes of care were hypothesised to affect outcomes, which are listed in the next
level, 4. Outcomes”. These included improved health outcomes for patients (defined as
improved health-related quality of life, improved life expectancy and improved experience of
primary care), and better control of health care costs (brought about by patients being
healthier, thereby reducing avoidable health care use, including hospitalisation). These goals
align closely with the triple aims of the Institute for Healthcare Improvement (IHI),° and the
health system goals identified by the World Health Organization in its health systems report
framework. %!

9 Stiefel, M., & Nolan, K. (2012). A Guide to Measuring the Triple Aim: Population Health, Experience of
Care, and Per Capita Cost. IHI Innovation Series white paper. https://www.jvei.nl/wp-
content/uploads/A-Guide-to-Measuring-the-Triple-Aim.pdf

10 Murray, C. J. L., & Evans, D. B. (2003). Health systems performance assessment: Goals, framework and
overview. In C. J. L. Murray & D. B. Evans (Eds.), Health systems performance assessment: Debates,
methids and empiricism (pp. 3-18). WHO.

1 World Health Organization. (2000). The World Health Report 2000. Health Systems: Improving
Performance.



Figure 2: Program theory for HCH (incorporating the community pharmacy trial)
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HCH practices

Box 2: Chapter summary

Over the course of the HCH trial, 227 practices participated. At the end of the trial on 30 June 2021,
106 practices remained. Most of the 121 practices that withdrew had not enrolled any patients or
had enrolled less than 10.

The mean number of patients per practice peaked in July 2019 (the end of the enrolment period).
Practices remaining in the trial in June 2021 had enrolled 89 patients on average, although there was
considerable variation, with 47% enrolling less than 50 patients and 19% enrolling less than 20
patients.

Practices of a medium size, independently owned, and/or located in a remote and/or most
socioeconomically disadvantaged area were less likely to withdraw.

Practices that withdrew early in the trial identified the following as key reasons for not continuing:
insufficient information leading to lack of clarity of expectations; concerns with the RST (particularly
installing the software); administrative burden of enrolling patients; challenges with distributing the
bundled payment amongst staff in the practice; concerns about who would be responsible for
patients with a team-based model; and misalignment with their existing practice model.

In the middle stages of the trial, practices that hadn't progressed their HCH model perceived that the
transformation that they would need to undergo would be too challenging and withdrew due to this.

In the later stages of the trial, practices withdrew due to lack of certainty about the future of the
program. Some practices also cited ongoing frustrations with external providers using the shared
care platform and having to provide them with printed copies of patient care plans.

Through all stages of the trial, factors that contributed to practices withdrawing included losing a key
person/role from the practice; GP attitudes to the model; lack of a value proposition for GPs and
patients; perceptions about the adequacy of the bundled payment; and practice closure or change of
ownership.

Despite withdrawing, several practices identified aspects of the model that they would like to
maintain or see maintained into the future. These included team care, quality improvement and the
bundled payment.

The number of practices that stayed until the end of the trial (30 June 2021) was 106 (labelled
as "Active” practices in Table 4).'? A further 121 practices (53.2%) had participated at some
stage but withdrew before the trial ended (labelled as “Withdrawn" practices in Table 4).
Most practices that withdrew had not enrolled any patients (n = 62) or had enrolled less than
10 (n = 26) (Table 5). Practices withdrew from the trial at a steady rate until July—August 2019,

2 Table 4 and Table 5 refer to ‘active’ and ‘withdrawn'’ practices. ‘Active’ means the practice was
participating in the HCH trial when it closed on 30 June 2021. 'Withdrawn' means that the practice was
participating at some stage following October 2017 but had withdrawn before 30 June 2021.



when those that had not enrolled any patients by the end of the enrolment period withdrew
(Figure 3).

The mean number of patients per practice peaked in July 2019 (the end of the enrolment
period) (Figure 3). The mean number of patients per active practice was 88.6 (Table 5).

Table 4 shows the number of practices by three of the four dimensions used in the selection
process for the trial: 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 practices are located, using the Australian Bureau of Statistics (ABS)
Index of Relative Socio-economic Disadvantage (IRSD). The index has been grouped into three
categories using the deciles of the IRSD.

Table 4: Participation status of practices and number of patients enrolled by active practices,
by sampling strata,’ 30 June 2021

Practices

. Patients
Practice

in active
characteristic ) Patient N _— Percentage
practices atients o patients withdrawn
enrolled enrolled

Total 7,754 106 59 62 227 53.3%

Practice size (based on FTE GPs)?

Sole practitioner 460 (5.9%) 11 (10.4%) 9 (15.3%) 8 (12.9%) 28 (12.3%) 60.7%
Small practice 3,028 (39.1%) 53 (50.0%) 30 (50.8%) 29 (46.8%) 112 (49.3%) 52.7%
Medium practice 2,404 (31.0%) 23(21.7%) 9 (15.3%) 11 (17.7%) 43 (18.9%) 46.5%
Large practice 1,862 (24.0%) 19 (17.9%) 11 (18.6%) 14 (22.6%) 44 (19.4%) 56.8%
Practice ownership

AMS3 1,297 (16.7%) 16 (15.1%) 7 (11.9%) 9 (14.5%) 32 (14.1%) 50.0%
Independent 5,626 (72.6%) 76 (71.7%) 38 (64.4%) 23 (37.1%) 137 (60.4%) 44.5%
Corporate 831 (10.7%) 14 (13.2%) 14 (23.7%) 30 (48.4%) 58 (25.6%) 75.9%

Remoteness (MMM category)*

MMM 1 5,390 (69.5%) 75 (70.8%) 37 (62.7%) 34 (54.8%) 146 (64.3%) 48.6%
MMM 2 329 (4.2%) 8 (7.5%) 15 (25.4%) 11 (17.7%) 34 (15.0%) 76.5%
MMM 3 366 (4.7%) 4 (3.8%) 2 (3.4%) 6 (9.7%) 12 (5.3%) 66.7%
MMM 4 & 5 805 (10.4%) 6 (5.7%) 3 (5.1%) 2 (3.2%) 11 (4.8%) 45.5%
MMM 6 & 7 864 (11.1%) 13 (12.3%) 2 (3.4%) 9 (14.5%) 24 (10.6%) 45.8%

ABS Index of Relative Social Disadvantage

Deciles 1-3 most
ecties =2 mos 3,202 (41.3%) 44 (41.5%)  23(39.0%) 25 (40.3%) 92 (40.5%) 52.2%
disadvantaged

Deciles 4-7 3,702 (47.7%) 43 (40.6%) 24 (40.7%) 22 (35.5%) 89 (39.2%) 51.7%

13 Aboriginal Medical Service is used to refer to both Indigenous Health Services and Aboriginal
Community Controlled Health Services (ACCHS).
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Prqctices

. Patients
Practice in active
R Percentage
characteristic
practices Active Patients No putlents Total withdrawn
enrolled enrolled

Deciles 8-10 least
disadvantaged

850 (11.0%) 19 (17.9%) 12 (20.3%) 15 (24.2%) 46 (20.3%) 58.7%

Notes: ! Does not include strata in dimension relating to range of clinical staff available at the practice; > Large
practice defined as 8+ FTE GPs, Medium practice defined as 5 to 8 FTE GPs, Small practice defined as <5 FTE GPs; 3
See footnote 13, p. 10; * MMM refers to the Modified Monash Model (see footnote 14, p. 12).

Source: Department of Health database of practices, practice surveys and Health Professional Online Services
(HPQOS) data to 30 June 2021.

Table 5: Practice withdrawal status by maximum number of patients enrolled throughout trial

Maximum patients | Active practices Withdrqwn
enrolled n (%) practices
n (%)

0 0 (0.0%) 62 (51.2%)
lto4 4 (3.8%) 18 (14.9%)
5t09 3 (2.8%) 8 (6.6%)
10 to 19 15 (14.2%) 10 (8.3%)
20 to 49 28 (26.4%) 14 (11.6%)
50+ 56 (52.8%) 9 (7.4%)
Total 106 (100.0%) 121 (100.0%)
Mean per practice 88.6 13.7

Source: Health Professional Online Services (HPOS) data to 30 June 2021.
Figure 3: Active practices and mean patients per active practice, January 2018 to June 2021
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Source: Health Professional Online Services (HPOS) data to 30 June 2021.
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The analysis shows:

e Medium sized practices (5—-8 FTE GPs) tended to have a lower rate of withdrawal
(46.5%) compared with practices of other sizes.

¢ Independently owned practices tended to have a lower rate of withdrawal (44.5%)
and corporate practices the highest (75.9%).

e Practices located in more remote areas (Modified Monash Model - MMM - categories
4,5,6 and 7)** tended to have a lower rate of withdrawal. This was slightly lower than
for practices located in major metropolitan areas (48.6%). Rates were high for
practice located in regional areas (MMM categories 2 and 3 — 76.5% and 66.7%
respectively).

e Practices located in more disadvantaged areas (deciles 1-7, 52%) tended to have a
lower rate of withdrawal than those in the least disadvantaged areas (deciles 8-10,
58.7%).

The evaluation aimed to achieve a minimum number of practices — 10 — for each sampling
stratum (Measure 1.02.03). Table 4 shows that on 30 June 2021, the minimum number was
maintained for all study strata except practices located in areas classified as MMM
categories 2 and 3 (8 and 4 active practices respectively) and areas classified as MMM
categories 4 and 5 (6 active practices). The evaluation also aimed to ensure that at least 100
patients were enrolled in practices across the sampling stratum (Measure 1.02.04). This
target was achieved at the end of the enrolment period (30 June 2019) and maintained on 30
June 2021.

Reasons for practices withdrawing

Through the course of the trial, 43 practices that withdrew either completed a survey or
participated in an interview to discuss their reasons for withdrawing. The most common
reasons for practices withdrawing in the earlier stages of the trial included:

¢ Insufficient information provided about the program before implementation, resulting
in a lack of clarity of expectations. PHN practice facilitators also identified an
absence of clear expectations at the time practices signed up for the trial.

e Concerns with the RST. These included problems installing the software, which they
were not able to overcome. 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 trial 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.

14 MMM classifies metropolitan, regional, rural and remote areas according to both geographical
remoteness and town 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
Program (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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e Concerns about the administrative burden of enrolling patients, specifically the length
of time and multiple processes required.

e Difficulties with working out how to distribute the bundled payment amongst staff in
the practice.

¢ Incompatibility of HCH with the practice’s “walk in” model.

Concerns about who would be responsible for patients given the emphasis in the
model of delegating tasks from a GP to a practice nurse or medical practice assistant.

In the middle stages of the trial, at about the end of the enrolment period, a few practices
found that they hadn't yet enrolled any patients or only enrolled a few patients and hadn't
progressed their HCH model. They withdrew as they perceived that the transformation that
they would need to undergo would be too challenging.

In the last six months of the trial, a small number of practices withdrew due to the lack of
certainty about the future of HCH. Some practices also cited ongoing frustrations with
external providers using the shared care platform and having to provide them with printed
copies of patient care plans.

Factors that persisted for practices at all stages of the trial that contributed to their
withdrawal included:

e Loss of key people/role and staff turnover. Key individuals/roles that practices lost
that led to their decision to withdraw included GPs, nurses and practice managers.
These were often individuals who championed the model. Staff turnover of GPs who
were not directly involved in the trial also impacted the capacity of practices to
continue. 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 it
was too time consuming to train new staff.

e Lack of commitment or support amongst GPs within the practice, including those not
participating in the trial. In some instances, GPs in the practice did not have a good
understanding of the model when the practice signed up to the trial. In many
practices only one or two GPs participated in HCH, and other GPs were unable to
agree on the merits of the model, eventually leading the practice to withdraw.

e Perception that the bundled payment was inadequate for the care required for
patients with chronic illnesses. For some practices this issue was compounded by the
low volume of enrolments, which meant that they couldn’t offset losses for some
patients with gains for others.

o Perception that there was no clear value proposition for their GPs and their patients.

¢ Practice closure or change of ownership.
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Despite withdrawing, practices identified some aspects of the model that they would like to
maintain or see maintained into the future:

e Team care. A few practices said that they intended to maintain elements of team care and
increased patient care responsibilities for non-GP staff. Nurse-led clinics and care
coordination were specific examples of initiatives practices developed under HCH and
intended to maintain after withdrawal.

¢ Quality improvement. Practices reported an intention to maintain quality improvement
measures put in place to facilitate HCH, including data quality measures and reporting of
specific measures using practice clinical management software and plugins.

¢ Financial model. While the direct financial benefit to GPs and/or the practice was front of
mind for many practices that withdrew, there were examples of practices that thought
that the financial model was working well, but withdrew for other reasons:

"From a financial side the model was working brilliantly, by the end of June we
had 4 nursing staff and 5 receptionists, and the daily volume of consultations
was normally over 100 and add to this we only had one GP at that time ... | was
more managing from a financial side and all | can say is that the numbers
worked and allowed us to bring on more staff that could support [the GP] and
produce great patient-centred outcomes. The only point | need to raise in regard
to that side is that the GP didn't take any % of the HCH funding initially, we
were postponing that until we had been able to work out that side of the
business model. | am sure that in some clinics that could be an issue if you
potentially have GPs wanting % of these funds, we were able to allocate it all to
the nursing and allied health side and build the team and services up firstly.”
[CFO, Exit survey]
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HCH patients

Box 3: Chapter summary

Between October 2017 and June 2019, 11,332 patients were enrolled in HCH. Patients were most
commonly assigned to tier 2 at enrolment (49% of patients), followed by tier 3 (33%) and tier 1 (18%).

At the trial end on 30 June 2021, 7,742 (68%) patients remained. Of these, 1,053 (13.6%) were re-
allocated to a different tier at least once before the trial ended. There were both upward and
downward movements in the tiers, with more patients moving to a more complex tier than they were
assigned at enrolment.

Patients allocated to tier 3 at enrolment were more than four times as likely to die than patients in
tier 1, and 1.6 times as likely to die as patients in tier 2. Older patients, males and patients allocated
to a more complex tier at baseline were more likely to die during the follow-up period.

More than one third of patients who withdrew did so because their practice withdrew. Among all
patients who enrolled in the trial, 7.3% opted out. In interviews with practices, staff commented that
patients who opted out did not understand the HCH model or wanted more time with their GP.
Patients who withdrew from the trial for reasons other than their practice withdrawing tended to be
slightly older and allocated to a more complex tier on enrolment compared with patients who
remained in the trial.

Practices started enrolling patients in the trial from October 2017. Enrolment closed on

30 June 2019. Figure 4 shows the trend in the number of active patients — those who
remained in the trial — with the shaded area highlighting the enrolment period. Enrolments
increased slowly during the first half of 2018, then more rapidly through to the end of 2018.
Enrolments then slowed again, with relatively steady increases through to the end of the
enrolment period. From the end of the enrolment period there was a gradual attrition of
patients. Table 8 shows the reasons for withdrawal.

At enrolment, patients were assigned to one of three risk tiers, which determined the level of
bundled payments made to the practice. Figure 6 (p. 40) describes the characteristics of each
tier. The Department of Health estimated that of the population participating in the HCH
trial, approximately 9.5% would be tier 3, 45% tier 2, and 46% tier 1.'° The profile that
eventuated was very different to this (Table 6); with most patients were assigned to tier 2
(49%), followed by tier 3 (33%) and tier 1 (18%). Table 6 shows other characteristics of
enrolled patients.

15 Australian Government Department of Health. (2016b). Factsheet: Stage one modelling
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes
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Figure 4: Number of patients in the HCH trial
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Source: Health Professional Online Services (HPOS) data to 30 June 2021.

Table 6: Key characteristics of HCH patients

Patient status?®

Characteristic . .
Withdrawn

Total patients 7,742 3,590 11,332

Sex?

Female 4,189 (54.1%)
Male 3,553 (45.9%)

1,909 (53.2%)
1.681 (46.8%)

6,098 (53.8%)
5,234 (46.2%)

Age group at enrolment?

0to 17 134 (1.7%) 37 (1.0%) 171 (1.5%)
8to 24 167 (2.2%) 46 (1.3%) 213 (1.9%)
25to 44 971 (12.5%) 276 (7.7%) 1,247 (11.0%)
45 to 64 2,580 (33.3%) 1,089 (30.3%) 3,669 (32.4%)
65 to 74 1,965 (25.4%) 903 (25.2%) 2,868 (25.3%)
75 to 84 1,461 (18.9%) 805 (22.4%) 2,266 (20.0%)
85+ 464 (6.0%) 434 (12.1%) 898 (7.9%)
Risk tier at enrolment3
Tier 1 1,427 (18.4%) 585 (16.3%) 2,012 (17.8%)
Tier 2 3,909 (50.5%) 1,665 (46.4%) 5,574 (49.2%)
Tier 3 2,406 (31.1%) 1,340 (37.3%) 3,746 (33.1%)

Notes: 1 "Active” means patients in the trial on 30 June 2021. Withdrawn means patients who were enrolled any
time from 1 October 2017 to 30 June 2019 but withdrew before 30 June 2021. 2 Difference between active and
withdrawn patients not significant (p=0.365). 3 Difference between active and withdrawn patients is significant
(p<0.001).
Source: Health Professional Online Services (HPOS) data to 30 June 2021.



Tier changes

Among the patients who were still in the trial until 30 June 2021, 1,053 (13.6%) were re-
allocated to a different tier at least once before 30 June 2021 (Table 7). Of the 1,427 patients
allocated to tier 1, 381 (26.7%) moved to a more complex tier. Of patients initially allocated
to tier 2, 443 (11.3%) moved to tier 3 and 97 (2.5%) to tier 1. Of patients initially allocated to
tier 3, 128 (5.3%) moved to tier 2 and a further 4 (0.2%) to tier 1.

Table 7: Tier changes of patients still in the trial on 30 June 2021

Tier at Total Tier at follow-up?

enrolment __patients 123

Tier 1 1,427 1,046 (73.3%) 313 (21.9%) 68 (4.8%)
Tier 2 3,909 97 (2.5%) 3,369 (86.2%) 443 (11.3%)
Tier 3 2,406 4 (0.2%) 128 (5.3%) 2,274 (94.5%)

Notes: ! Variable follow-up periods not necessarily aligning with the requirement to
review patients every 12 months following enrolment.
Source: Health Professional Online Services (HPOS) data as of 30 June 2021.

Patient withdrawals

Of the 11,332 patients who enrolled, 7,742 (68%) were still in the trial at its end on 30 June
2021 (Table 6). Patients who had withdrawn tended to be slightly older (34.5% vs. 24.8% 75
years or older; p<0.001) and allocated to a more complex tier at baseline (37.3% vs. 31.1% in
tier 3; p<0.001) than patients who remained in the trial.

Patients were recruited over a 21-month period (October 2017 to June 2019), and by 30 June
2021, patients were in the trial for periods between 24 and 45 months. Therefore, examining
differences in withdrawal rates between groups of patients at a particular point in time may
be misleading, as the groups may have been in the trial for different lengths of time. Figure 5
shows the probability of patients withdrawing from the trial as a function of the time from
enrolment. In calculating the denominator for the curve, patients who withdrew because their
practice withdrew were removed (at the time point the practice withdrew) and are not
considered to have withdrawn from the trial themselves. Separate lines are fitted for risk tier
at the time of enrolment. The Figure supports the data presented in Table 6, which shows
that patients in tier 3 were more likely to withdraw from the trial than patients in the other
two tiers.
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Figure 5: Probability of patients withdrawing from HCH by time from enrolment and tier
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Source: HPOS to 30 June 2021.

More than one third of patients who withdrew did so because their practice withdrew (Table
8). Among all patients who enrolled, 7.3% opted out of the trial. In interviews with practices,
staff commented that patients who opted out did not understand the HCH model or wanted
more one-on-one time with their GP. Other reasons for withdrawing included that the patient
was no longer with the practice, the patient died, or the patient moved from the area.

Table 8: Number of patients withdrawing from HCH and reasons, 30 June 2021

Tier Total
n (% of all patients within the tier) n (% of all
Reason .

1 P 3 patients:

(n=2,012) (n =5,574) (n = 3,746) n=11,332)

Patient died 37 (1.8%) 168 (3.0%) 310 (8.3%) 515 (4.5%)

Patient moved from the area 44 (2.2%) 186 (3.3%) 168 (4.5%) 398 (3.5%)

Patient opted out 172 (8.5%) 378 (6.8%) 274 (7.3%) 824 (7.3%)

Patient no longer with the practice 69 (3.4%) 257 (4.6%) 225 (6.0%) 551 (4.9%)
Practice withdrawn from HCH 262 (13.0%) 668 (12.0%) 361 (9.6%) 1,291 (11.4%)

Other 1 (0.0%) 8 (0.1%) 2 (0.1%) 11 (0.1%)
Total 585(29.1%) 1,665 (29.9%) 1,340 (35.8%) 3,590 (31.7%)

Source: HPOS to 30 June 2021.

Table 8 shows that patients allocated to tier 3 at enrolment were more than four times as
likely to die than patients in tier 1 (8.3% vs. 1.8% of patients enrolled in the tier), and 1.6
times as likely to die as patients in tier 2 (3.0% vs. 1.8%). Unadjusted and adjusted hazard
ratios (for risk of dying) from a survival analysis technique that adjusts for both different
lengths of follow-up time and clustering of patients within practices are presented in Table 9.
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The hazard ratios suggest that older patients, males and patients allocated to a more
complex tier at baseline were more likely to die during the follow-up period.

Variable

Tier

Age
group

Gender

Table 9: Risk of death by level of baseline characteristics

Level

1

2

3
45 to <65
65 to <75
85+
Females

Males

Unadjusted hazard ratios

HR (95% CI) HR (95% CI)

Referent Referent
2.60 (1.55 to 4.35) <0.001 2.45 (1.46 to 4.11)
8.45 (5.09 to 14.00) <0.001 7.34 (4.41 to 12.22)
Referent Referent
1.22 (0.91 to 1.62) 0.177 1.42 (1.07 to 1.89)
6.39 (4.81 to 8.48) <0.001 5.72 (4.32 to 7.56)
Referent Referent

1.30 (1.04 to 1.62) 0.019 1.41 (1.13 to 1.76)

Adjusted hazard ratios

<0.001
<0.001

0.015
<0.001

0.002

Source: HPOS data 30 June 2021.
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Key evaluation question 1: How was the HCH
model implemented and what were the
barriers and enablers?

Key evaluation question 1 focusses on the activities undertaken to implement the HCH trial
and lessons.

At the program level, this question concerns how practices were recruited to participate in
the trial and whether this resulted in an adequate mix of practice types, settings and
enrolled patients to test the model, what training and support was made available to
practices and whether these assisted in practices’ transformation efforts, the utility and
effectiveness of the RST in identifying high risk patients and the administrative aspects for
practices in implementing and operating the model.

At the PHN level, this question looks at PHNs' roles in the implementation. It also looks at
how PHN/state/territory/Local Hospital Network (LHN) quality improvement/chronic
disease management initiatives were leveraged to assist the HCH implementation.

The chapters in this section answer the following sub-questions of key evaluation question
1:

e 1.01 What program level activities were undertaken to assist implementation?

e 1.02 How were practices recruited to participate in the HCH program?

* 1.03 How was HCH training strategy implemented?

* 1.04 What infrastructure and processes were commissioned to support processes for
risk stratification and patient enrolment?

* 1.05 How effective and efficient were the program's administrative processes, including
for patient enrolment, claims management, monitoring program processes, and
managing program compliance and integrity?

e 1.06 What roles did PHNs play in the HCH implementation?




HCH trial initiation

Box 4: Chapter summary

The Department of health developed and commissioned infrastructure and supports for the trial,
which included an incentive grant for practices, guidelines for practices and patients, software for
risk stratification, practice facilitation and support provided through PHNSs, training for practices and
practice facilitators based in the PHNs, changed payment arrangements for HCH patients (the
bundled payment) and facilities to support the changed payment mechanisms, an audit and
compliance system, and evaluation of the trial with formative and summative components.

Ten PHN were selected from which practices would be drawn for the trial. The regions were chosen
to maximise geographic and socio-economic diversity amongst the populations represented and
leverage chronic disease programs operating in these regions. Initially practices were recruited
through an expression of interest (EOI), and subsequently suggested by the PHNs. Practice
recruitment started in 2016 and continued after the launch of the trial in October 2017, through to
June 2018. It was necessary to continue to recruit practices after the trial started as some that were
selected through the EOI process didn't take up the offer, and some that were recruited withdrew
once they understood the requirements better. This highlights that practices needed more
information before they applied to participate in the trial, and that PHNs could have been more
closely involved in the initial recruitment to provide information to practices and advise on practices’
readiness.

Nationally the trial was overseen by an Implementation Advisory Group (IAG). Five specialised
working groups reporting to the IAG contributed to the development, design, modification and
monitoring of the trial. The Department also met regularly with the 10 participating PHNs throughout
the trial, and regional or state-based groups were established within the 10 PHN regions to oversee
the trial within their regions.

Background

Responding to the Primary Health Care Advisory Group (PHCAG) report, the Australian
Government announced the HCH trial in March 2016.%° The trial was initially scheduled to
begin in July 2017 and continue through to June 2019. Up to 200 practices from 10 PHN
regions (of the 31 Australia-wide) were to participate. 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.'’ They were:

16 Australian Government Department of Health. (2016c¢). Health Care Homes announcement media
release http://pandora.nla.gov.au/pan/154649/20160508-0839/www.pm.gov.au/media/2016-03-
31/healthier-medicare-chronically-ill-patients.html.

7 Australian Government Department of Health. (2016d). Health Care Homes Grant Guidelines 4
November 2016
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e Perth North e Nepean Blue Mountains

e Adelaide e Hunter, New England and Central Coast
e Country South Australia e Tasmania

e South Eastern Melbourne e Northern Territory

e Western Sydney e 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.

Practices would receive a bundled payment for enrolled patients. The payment was aimed to
cover services related to their chronic conditions, departing from the Medicare fee-for-service
model. The level of the bundled payment was based on the tier to which the patient was
assigned, which in turn reflected the practices' assessment of their risk of hospitalisation
using the Hospital Admission Risk Program (HARP) tool.

Box 5 describes criteria that patients needed to meet to be eligible to enrol.

Box 5: Patient eligibility for HCH?8

e Green or blue Medicare Card holders.

e Not a resident of a residential aged care facility.

* 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.

The Handbook for general practices and Aboriginal Community Controlled Health Services*’
outlined 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 were expected to collect and use data for internal
quality improvement processes.

e Electronic shared care plans. HCHs needed to ensure that enrolled patients had a
shared care plan and could access it. Practices that did not have electronic plans were
given until 30 November 2018 to implement compliant software.

'8 Australian Government Department of Health. (2018d). Health Care Homes Handbook for general
practices and Aboriginal Community Controlled Health Services Version 1.4 August 2018
19 |pi
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e Access to My Health Record. HCHs needed to be registered with the My Health
Record System, and enrolled patients were required to have a My Health Record
within a month of enrolment. This requirement was lifted in late 2018.

e Team-based care. HCHs were required provide care for enrolled patients using a
team-based approach, where the patient (and their carer or family) was also part of
the team. One of the aims of the bundled payment was for new roles to be
introduced, 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 trial was added in August
2018, aiming to provide HCH patients with access to a community pharmacist to
assist them with managing their medications.

Practice selection

A call for expressions of interest (EOI) for participating in HCH was issued on 4 November
2016 and closed on 22 December 2016. The Department received 461 eligible applications.
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 HPA for the evaluation. 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. PHNs also observed that in some 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 subsequently withdraw.

To achieve the target of 200 HCHs, the Department drew on its reserve list of 136 practices
and some of the 125 practices originally considered unsuitable. PHNs were also asked to
approach 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 practices
were still deciding whether to proceed with the offer at that stage. One corporate group
initiated a roadshow for its practices who were given an initial 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 they thought that 30 plus pages were too much for
practices to digest at that point. Another PHN outlined the roles of the practice facilitators
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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 to site visits.

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, with help from the PHNs, the Department invited additional
practices to join.

In the initial round of interviews, PHNs expressed that there wasn't enough information given
to practices about the trial when practices applied, as they observed that some practices
were surprised by the requirements articulated in their agreement. The consequences of this
were that practices withdrew from the trial once they understood the detail due to having
different expectations about what it meant participate, or they took time to understand the
detail after they joined the trial, thus delaying patient enrolment. PHNs suggested that the
Department could have arranged formal information sessions for prospective HCH practices
before applications were due. The sessions could have articulated what a HCH is and the
transformation journey expected from practices. They could have also been used to promote
the trial. PHNs also suggested that they should have been more closely involved in the initial
recruitment of practices, as they could have helped with providing information about HCH to
practices and advised on practices’ readiness in the selection process.

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:

¢ Payment Mechanisms Working Group

e Patient Identification and Risk Stratification 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 trial.

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

Regional or state-based governance groups were also established within the 10 PHN regions.
These usually included representatives from the PHN, local GPs/practices, state/ territory
health authorities, the Commonwealth Department of Health, LHNs and peak organisations
representing Aboriginal Community Controlled Health Services (ACCHS), consumers and the
Pharmacy Guild.
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Program infrastructure

The Department developed or commissioned infrastructure and supports for HCH trial,
including:

e HCH Grant Guidelines.?’

e Operational guidelines for HCHs.”*

e Patient information and handbook.??

e Resources targeted for health professionals, HCH practices and consumers.”?

e Enhancements to the Department of Human Service's (now Services Australia) Health
Professionals Online Services (HPOS) system to enrol patients in the trial.

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

e Software to assess patient eligibility for HCH and allocate patients to a tier.

e Online training materials for staff within HCHs.

e Practice facilitation and support provided through PHNSs.

e Training workshops and ongoing support 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.

e An evaluation that included both formative and summative components.

Incentive grant

HCH practices were paid a one-off $10,000 incentive grant (GST exclusive). The amount was
“intended to incentivise participation and facilitate readiness for the program”.”* P ¥ The
grant could be used for preparing for and participating in HCH. 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.?’”

20 Australian Government Department of Health. (2016d). Health Care Homes Grant Guidelines 4
November 2016

21 Australian Government Department of Health. (2019b). Health Care Homes Handbook for general
practices and Aboriginal Community Controlled Health Services Version 1.7 February 2019.
https://www1.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes-cp/$File/HCH-
Handbook-Feb-2019.pdf The initial versions of the Handbook was issued in 2017.

22 Australian Government Department of Health. (2017c). Patient Handbook
https://www1l.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes-more-information
23 Australian Government Department of Health. (2019a). Health Care Homes—Health professionals.
Retrieved 7/10/2019 from https://www1.health.gov.au/internet/main/publishing.nsf/Content/health-
care-homes-professional

24 Australian Government Department of Health. (2016d). Health Care Homes Grant Guidelines 4
November 2016

’% Ibid.
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Risk stratification tool

The Department commissioned software for risk stratification, which was implemented within
practices' IT environments and interfaced with their clinical management systems. The risk
stratification process involved two stages: a predictive risk model (PRM) to identify patients
potentially eligible for the trial based on their risk of hospitalisation in the next 12 months;
and an assessment of clinical factors (such as presence of chronic conditions) and other
factors impacting on self-management to confirm eligibility and assign patients to a tier for
payment.

Bundled payment

Practices received a bundled payment for services related to HCH patients’ chronic
conditions. An annual payment rate was set, paid retrospectively on a monthly basis. The
payment began when the patient was enrolled in HCH, marked by the patient signing the
HCH enrolment/consent form and being registered in the Services Australia Health
Professional Online Services (HPOS) system. Enrolment ended when a patient withdrew from
the trial due to death or other reasons or when the practice withdrew.

In developing the payment rates, the Department considered spending for about 130 MBS
items related to chronic disease. It was estimated that the average total MBS fees claimed by
general practices for patients accessing the chronic disease items was $862.°° Based on this
analysis, payments rates for three tiers were set as shown in Table 10.

Table 10: HCH tier payments 2018 (indexed annually thereafter)

HCH tier Payment

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

Source: Australian Government Department of Health (2018d).?’

The bundled payment was intended to cover the following services:?® *- 2%
e comprehensive health assessment

e shared care plan development

e regular reviews

o referral to allied health providers or specialists

e case conferencing

e telehealth services and monitoring

e standard consultations related to the patient’s chronic conditions
e after-hours advice and care.

%6 Australian Government Department of Health. (2016b). Factsheet: Stage one modelling
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes

%7 Australian Government Department of Health. (2018d). Health Care Homes Handbook for general
practices and Aboriginal Community Controlled Health Services Version 1.4 August 2018

% Ibid.
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HCHs could still claim for consultations or clinical services not relating to patients’ chronic
conditions. The HCH Clinical Reference Group developed guidance on this.?’

HCH patients were not prohibited from consulting other primary care practices, but the
patient enrolment/consent form contained the statement “4. | agree to seek care from my
Health Care Home practice on an ongoing basis".*" Also, the HCH Funding Assurance Toolkit
required that "The practice encourages an enrolled patient to attend their HCH for all care
and, in particular, care that is related to their chronic conditions. This means that visits to
other practices by enrolled patients are expected to be minimal (for example, when an
enrolled patient is travelling)".! - ®

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

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 transformation. This was
the practice facilitator role. One position was to help practices with enrolling patients.
Funding for the roles was initially for 12 months (transformation) and 15 months (enrolment)
respectively, but subsequently extended through to June 2019 with the extension of the trial.
During 2019-20, PHNs were funded for one FTE per 10 practices participating in HCH, with a
minimum of one FTE per PHN. During 2020-21, funding scaled back to one FTE per 16
participating practices, with a minimum of one FTE per PHN.

In the rest of this report, the funded PHN staff are referred to 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 activities (for example, completing surveys).

29 Australian Government Department of Health. (2018c). Health Care Homes Clinical Reference Group
Q&As.

30 Australian Government Department of Health. (2017a). Health Care Homes Patient Information
Statement
https://www1.health.gov.au/internet/main/publishing.nsf/Content/C6EB6F07C8F62954CA2581A90009
CA75/%$File/HCH%?20Patient%20Consent%20Form%20-%200ctober%202018.pdf

31 Australian Government Department of Health. (2018b). Health Care Home Funding Assurance Toolkit
March 2018. https://www1.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes-
assurance-compliance

27



Training for practices and PHN practice facilitators

The Department of Health engaged AGPAL to develop online training modules for practices
and train and coach PHN practice facilitators through train-the-trainer workshops, coaching
webinars, and a dedicated national practice facilitator to provide support as required.

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

e 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.

e 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.

Other resources

The Department of Health made available a wide range of resources through its website.
They included:

e Resources for health professionals: Videos and overviews of HCH.??

o Updates and factsheets: Factsheets, FAQs, articles, information about the evaluation
(FAQs, the evaluation plan), HCH and tax, link to AAPM guidance.??

e Resources for HCHs: Resources that HCHs can use with patients (for example, HCH
brochure and patient handbook), resources that HCHs can use internally (for example,
HCH care team handbook, enrolment checklist for clinicians, guide for talking with
prospective patients), allied health referral form and infographics for GPs and practice
staff, link to evaluation resources.*

e Resources for consumers: Overview, benefits, FAQs on My Health record, list of
participating practices.?®

HCH assurance and compliance

The Department of Health's assurance and compliance approach aimed to minimise the
following risks associated with the HCH trial:

e incorrect stratification of patients
e non-provision of HCH services to enrolled patients

e systematic double billing under HCH and Medicare.
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The compliance approach was focussed on education and support. A Health Care Home
Funding Assurance Toolkit*® was developed to "assist practice staff in implementing policies,
procedures, systems and day-to-day activities that will result in appropriate use of the HCH
bundled payments and billing of MBS items for services provided to enrolled patients" (p. 4).
The toolkit contained:

e strategies for minimising incorrect billing

e a HCH funding assurance manual template including examples of policy statements
and operational guidelines that HCHs can use to develop their own MBS billing
manual

e d HCH self-assessment checklist

e pre- and post-participation questionnaires for HCHs to rate their HCH funding
assurance approach (for example, “There is at least one person responsible for HCH
funding assurance in the practice" p. 32)

e consequences of incorrect billing under Medicare.

The Handbook for practices and ACCHS?’ stated that the Department may use a range of
techniques to identify, prioritise and respond to identified risks, including:

e providing education, compliance support and tools

e using established norms and baselines (through data analysis and random audits) to
identify outliers, who in turn will receive targeted communications and/ or education

e using environmental scanning, previous audit information, published tip-off line and
data analysis to target audits and investigations.

The Department also developed criteria for appropriate delivery of HCH services (Box 6).

Box 6: Appropriate delivery of HCH services

The Health Care Home Funding Assurance Toolkit*® defined "appropriate delivery of HCH services” as
services where:

1. Practice staff comply with the Privacy Act 1988 (particularly, the Australian Privacy Principles
and the My Health Records Act 2012 (Cth)), and ensure that personal information collected,
used and disclosed is accurate, up-to-date, complete and relevant.

2. The practice obtains patient consent for the collection, use and disclosure of personal
information for the purpose of the HCH trial before conducting the second stage of the risk
stratification process.

3. Only the HCH enrolment and consent form provided by the Department is used by the practice
for obtaining patient consent to HCH enrolment.

36 Australian Government Department of Health. (2018b). Health Care Home Funding Assurance Toolkit
March 2018. https://www1.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes-
assurance-compliance

37 Australian Government Department of Health. (2018d). Health Care Homes Handbook for general
practices and Aboriginal Community Controlled Health Services Version 1.4 August 2018

38 Australian Government Department of Health. (2018b). Health Care Home Funding Assurance Toolkit
March 2018. https://www1.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes-
assurance-compliance
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9.

10.

11.

A copy of each enrolled patient’s signed and dated HCH enrolment and consent form is kept on
the practice’s patient records.

The HCH services provided by the practice to enrolled patients are consistent with industry
agreed best practice and evidenced based disease management protocols, and are applicable
to locally developed care pathways.

Individually tailored shared care plans are developed by the practice in partnership with each
enrolled patient (and their carers, where appropriate) and members of the HCH team, with input
provided from any participating nominated allied health providers. The practice ensures that all
patient care plans:

e incorporate all of the minimum requirements for shared care planning identified in the HCH
Handbook and online training manual

o reflect the patient’s level of complexity and need, and their tier level

e are approved by the patient’s nominated preferred GP, who is responsible for the clinical
care delivered to the enrolled patient and ensuring that care plans are followed

e are developed in the presence of, and agreed by the enrolled patient (or their nominated
carer, where appropriate), who is also given a printed copy

e are accessible to and shared between health care providers responsible for their care

e are regularly reviewed by the practice and the patient’'s nominated preferred GP in
consultation with the enrolled patient (and their carers, where appropriate) and involved
allied health care providers—as a guide, this is expected to be at least:

e once a year for tier 1 patients (or more frequently if the patient’s needs change)
e twice a year for tier 2 patients (or more frequently if the patient’s needs change)
e three times a year for tier 3 patients (or more frequently if the patient’s needs change).

e are updated whenever a patient’s health or health care needs change.

The practice ensures that all patients are enrolled in the My Health Record system* and that all
patients have an up-to-date Shared Health Summary. Shared Health Summaries should be
updated as patient’s health needs and status changes.

The practice provides all enrolled patients with information and support that helps them to
understand:

e the care they can expect to receive from their HCH;

e their roles and responsibilities as enrolled patients;

e any out-of-pocket expenses they may incur and how these will be linked to their Medicare
Safety Net threshold/s;

e who they can contact for details of in-hours and out-of-hours care; and

e where appropriate, the circumstances when they might need to seek support from their
local hospital.

The practice assists enrolled patients to:

e be actively involved in planning and managing their care, and in making decisions about
their care; and
e keep healthy and better self-manage their chronic conditions.

The practice encourages an enrolled patient to attend their HCH for all care and, in particular,
care that is related to their chronic conditions. This means that visits to other practices by
enrolled patients are expected to be minimal (for example, when an enrolled patient is
travelling).

The practice supports enrolled patients with life limiting health conditions (or who have a
condition that may lead to a loss of capacity to make decisions) with advance care planning for
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12.
13.

14.

15.

end-of-life care, including preparing and keeping up to date an Advance Care Directive (ACD).
The practice ensures that patient ACDs are uploaded to the patient’s My Health Record.*

The practice withdraws patients from enrolment on the DHS HPOS system as soon as the
practice ceases delivering HCH services to them or when an enrolled patient dies.

The practice confirms the status of each registered enrolled patient on the DHS HPOS system
twice a year through completing the biannual confirmation statement.

The practice reports any enrolment errors to DHS as soon as they become aware that an error
has been made.

* This requirement was lifted in late 2018.
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Training and support

Box 7: Chapter summary

The Department of Health commissioned online training modules to be developed for practices and
PHNs. The modules were not widely accessed by practices, especially by GPs and nurses, where
approximately 5% of the GPs and 9% of the nurses participating in the trial completed the
foundational modules (1 to 5). The main issue was with starting the modules, because most that
started a module completed it (completion rates ranged from 76% for module 2 Engaged leadership
to 89% for module 9 Prompt access to care).

In keeping with the philosophy of the PCMH, the modules were created to be relevant to all roles
within the practice (clinical and non-clinical). However, according to practices and PHNs, this was one
of the shortcomings of the modules. Others were length and thus time to complete, repetition and a
theoretical rather than a practical focus.

Nevertheless, individuals who completed the modules reported improved understanding or
confidence in the topic area following completion and practices tended to rate the modules as
“moderately effective” for preparing them for implementing HCH.

PHN practice facilitators initially participated in two train-the-trainer workshops in August and
November 2017. They described difficulty providing support and training to practices at the same
time as learning about HCH themselves. They felt they had little guidance or clear expectations of
their role at the beginning of the trial.

At the beginning of the trial, the PHN practice facilitators spent time building relationships with
practices and helped practices with the administrative tasks of setting up for HCH (including
implementing software), assessing practice readiness, and identifying and implementing strategies to
recruit patients. Following the end of the enrolment period, the facilitators focussed on helping
practices with their model of care and building the healthcare “neighbourhood” by raising awareness
of the program amongst other providers.

The main enabler for PHN practice facilitators was collaboration and networking with other
facilitators.

Facilitator turnover was an ongoing issue that negatively impacted both PHNs and practices
throughout the trial. Practices were largely positive about the support they received from their PHN
practice facilitators to implement HCH. Where they were critical, they were frustrated with the
turnover of practice facilitators or they would have liked more support.

The Department of Health engaged AGPAL to develop online training modules for HCHs.
AGPAL also trained and supported the PHN practice facilitators.

The online training modules for practices were organised into 11 modules (Table 11). The first
six modules were released in August 2017, and the remaining in December 2017.

Individuals completing the training modules could claim continuing professional development
points from the Australian Association of Practice Management (AAPM), the Australian
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College of Rural and Remote Medicine (ACRRM), the Australian Practice Nurse Association
(APNA) or the Royal Australian College of General Practitioners (RACGP).

Practices’ experiences with the online training modules

Data compiled by AGPAL showed that at the beginning of September 2018, 1,822 people had
received a login for the online training modules. This included practice staff as well as PHN
practice facilitators. Of the 1,822 people who were provided a login, 955 had started module
1 and 748 completed it (78%, Table 11). The number that started subsequent modules
steadily decreased. Nevertheless, the proportion of people completing the modules increased
with module 2, then remained steady except for the last module where it decreased again.
This suggests that the main issue was people starting the modules.

Table 11: Users starting and completing HCH online training modules?

Number of Number of Percentage

Module users users of users
started completed completed
1 | Introduction to HCH 955 748 78%
2 | Engaged leadership 621 470 76%
3 | Patient enrolment and payment processes 520 447 86%
4 | Data driven improvement 412 348 84%
5 | Team-based care 374 321 86%
6 | Developing and implementing the Shared Care Plan 312 273 88%
7 | Patient-team partnership 270 228 84%
8  Comprehensive and coordinated care 235 198 84%
9 | Prompt access to care 213 189 89%
10 | Population management 194 161 83%
11 | Quality primary care into the future 101 78 77%

Notes: ! As at 6 September 2018.
Source: AGPAL, September 2018.

Twenty-seven GPs and 57 nurses completed the foundation modules (1 to 4), and 10 GPs and
11 nurses completed the implementation modules (5 to 11). Based on the staffing numbers
received through the round 1 practice survey, the numbers completing the foundation
modules represented approximately 5% of the GPs participating in HCH and 9% of nurses.

AGPAL data indicated that individuals who completed the modules reported improved
understanding or confidence in the topic area following completion.

Through the practice survey undertaken for the evaluation, most practices rated the modules
as "moderately effective” for preparing them for implementing HCH (Table 12).
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Table 12: Practice ratings of the effectiveness of the HCH online training modules for
preparing the practice for implementation

Module efx:c?i,ve Mec:‘jee:::\tlzly e:‘:::::\e/e ineffective
1 Overview of the HCH model 12 (15.6%) 34 (44.2%) 23 (29.9%) 8 (10.4%)
2 Engaged leadership 11 (14.9%) 32 (43.2%) 20 (27.0%) 11 (14.9%)
3 Patient enrolment (incl. risk 14 (18.9%) 31 (41.9%) 18 (24.3%) 11 (14.9%)
stratification) and payment
4 Data-driven improvement 14 (19.4%) 28 (38.9%) 21 (29.2%) 9 (12.5%)
5 Team-based care 15 (21.1%) 29 (40.8%) 19 (26.8%) 8 (11.3%)
6 Developing and implementing the 12 (17.9%) 28 (41.8%) 16 (23.9%) 11 (16.4%)
shared care plan
7 Patient-team partnership 12 (17.9%) 24 (35.8%) 22 (32.8%) 9 (13.4%)
8 Comprehensiveness and care 10 (15.4%) 25 (38.5%) 19 (29.2%) 11 (16.9%)
coordination
9 Prompt access to care 12 (18.5%) 24 (36.9%) 20 (30.8%) 9 (13.8%)
10 Population management 9 (13.8%) 27 (41.5%) 18 (27.7%) 11 (16.9%)
11 Quality primary care and the future 11 (17.5%) 26 (41.3%) 16 (25.4%) 10 (15.9%)

Source: Practice survey R2, Nov 2018-Mar 2019, question 25.

Through interviews, practice staff complained about the length of the modules, repetition, the
inability to move to the next module until you had completed a previous one, and the
theoretical rather than practical focus of the content. They also thought that the modules
should have been role-specific, that is, that information should have been pitched differently
for different roles within the practice.

Practices suggested ways to improve the modules (Table 13). The top suggestions were to
shorten them, reduce repetition, make them more concise and provide additional practical
examples/case studies.

Table 13: Top ways in which the online training modules could be improved
(including responses from withdrawn practices)

Response n (%) Response n (%)

Shorter in length 54 (51.4%) Training videos/ visuals 4 (3.8%)

Less repetition 19 (18.1%) Additional focus on GP 2 (1.9%)
engagement

More simplified/concise 13 (12.4%) Additional team involvement 2 (1.9%)

Additional practical examples/case 12 (11.4%) Better questions to test 2 (1.9%)

studies knowledge

More engaging material 9 (8.6%) Fewer activities 2 (1.9%)

More user friendly and accessible 6 (5.7%) Language easier to 2 (1.9%)
understand

Additional time to complete 5 (4.8%) Better leadership to drive 1 (1.0%)

training change

In person training/workshop 5 (4.8%) Increased financial incentives 1 (1.0%)

Role specific modules 4 (3.8%) More print options 1 (1.0%)

Source: Practice survey R2, Nov 2018-Mar 2019, question 26.
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In their responses to a survey, PHNs also suggested improvements to the online modules,
including:

e identify the essential and desirable features of the model

e more instruction on the "global concepts beyond the model” [PHN 9, survey, R1]

e consider where practices are at currently (that is, the modules should be "better
targeted to the reality of where general practice is at not where they should be" [PHN
9, survey, R1])

e include activities to reinforce learning at the end of each module (in addition to
practical activities)

e increase video content

e provide more concise and relevant practice examples.

Preparation of PHN practice facilitators

PHN practice facilitators were initially trained in their roles through two train-the-trainer
workshops in 2017. The first, held in August, covered the topics of the first six online training
modules. The second, held in November, covered the remaining modules. What facilitators
liked most about the workshops was sharing information with other facilitators. This was
supported by the analysis of participant feedback from the training workshops provided by
AGPAL, where the two most highly rated sessions were those where facilitators shared their
implementation experiences. At the workshops, PHN practice facilitators would have also
liked to hear more from speakers working in practices that had implemented HCH-like models
in Australia or from other countries whose systems were like the Australian health care
system (for example, New Zealand) rather than from speakers from the United States, whose
health care system they considered to be very different from Australia’s.

A third refresher workshop was run in November 2019 as part of the HCH Forum hosted by
the Department of Health.

Following the initial workshops, AGPAL ran regular webinars focussed on different elements
of the PCMH and involved guest speakers. A national facilitator supported PHN practice
facilitators with questions or challenges. PHNs were generally very positive about the
webinars:

“I think the webinars have been great with [AGPAL staff member]...I haven't got
anything to say that hasn't worked for us.” [PHN 10, Interview, R5]

Box 8 lists other support activities.

Box 8: Training and support provided to PHN practice facilitators

e Coaching webinars, including train-the-trainer webinars for new practice facilitators (and those
requiring a refresher) and ongoing webinars emphasising different aspects of HCH.

o Pioneers of change, a platform for practice facilitators to showcase experiences, highlight areas
of challenge, different approaches to implementation, solutions, and resources.

* Review of bi-monthly reports provided by the practice facilitators, capturing HCH-related events
and how these can be improved, identify and encourage collaboration on common issues and
suggest solutions to moving practices through transformation.
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e  Online learning collaborative, an online interactive forum aimed to foster a community of
practice through the proactive sharing of knowledge and experience including issues or
challenges, strategies and solutions, quality Improvement approaches, tools and resources,
articles, case studies and best practice.

e Practice facilitator buddy scheme, linking recently appointed practice facilitators with more
experienced facilitators to support learning, development and growth.

e Quarterly webinars, aimed at sharing highlights, learnings, strategies, and resources collected
from the practice facilitators.

PHN practice facilitator role challenges

At the beginning of the trial, PHN practice facilitators described difficulties providing support
and training to practices at the same time as learning about HCH themselves. They felt they
had little guidance or clear expectations of their role at this time. One PHN suggested that
the train-the-trainer workshops designed to prepare facilitators for their role could have been
used to explore the differences between a PHN's usual support role of general practices and
the facilitation role for HCH:

“Each PHN has just been left to sort of work their own way through it...there's lots of
support from the Commonwealth and AGPAL, but | don't know that we've really landed on
what does it mean and what does it really look like and what are the skill sets that you
need to do this....”" [PHN 2, interview, R1]

As the trial progressed, facilitators developed their own understanding of the role. During
subsequent rounds of interviews for the evaluation, facilitators reported having a much better
understanding of the model and how to support practices with program implementation:

”...in the next phase, the next wave of practices, we know the good, the bad
and the ugly basically. We'll know exactly what we're looking for, how the
install is going to be because we've ironed everything out now.” [PHN 10,
interview, R2]

Some PHN facilitators reported feeling overwhelmed with their role due to competing
demands:

“It's hard for me to say because, to be honest, I'm just feeling stretched in
different directions at the moment, and | don't feel like I've been able to do
Health Care Homes the justice that | would have liked. | understand the
content of it, but | wish | could be more hands-on and supportive to the
practices. | just haven't had the time and capacity.” [PHN 3, Interview, R5]

Facilitator turnover was an ongoing issue that negatively impacted both PHNs and practices
throughout the trial. An indicator of the extent of the turnover is that of the original cohort of
45 PHN practice facilitators trained for the role before the start of the trial (August to
November 2017), five individuals remained in the role at the end of the trial. New facilitators
had to simultaneously re-establish relationships with practices and rebuild trust while
learning about the program. New facilitators reported that they received little training or
handover from previous facilitators and had to learn on the job:
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“...I came into a position where the team was morphing into something different...
| felt that just looking at my role | didn't have a clear understanding... | read the
handbook and all of that. And how to support and facilitate but it was a lot of
information to take in to just go into a practice and assist the practice.” [PHN 5,
interview, R2]

"Another challenge is we're really reactive to things that happen out in practice.
So, often that means we don't get a chance to prepare or educate ourselves. So
[practice facilitator], for example, when | came on board had not been trained in
Health Care Homes other than being given access to the online modules and
saying here you go, do the modules. That was it. So, there was no handover or
training...I know that that was a source of frustration...you learn stuff when things
go wrong, we've found.” [PHN 8, Interview, R3]

By the end of the trial, a few PHNs commented that general uncertainty around the future of
the program was difficult for facilitators and it was challenging to make decisions about PHN
team arrangements.

PHN practice facilitator role enablers

PHN practice facilitators stated that collaborating with other facilitators was a significant
enabler that helped them develop a stronger understanding of the model, establish their roles
and become more effective in supporting practices. Facilitators reflected that the
collaboration and networking between PHNs evolved as the trial progressed. Several PHNs
stressed the positive effects of these partnerships and sharing resources, ideas and
knowledge:

“If | do have any questions about something, | might give [practice facilitator in
another PHN] a call...and you can have these conversations with each other...The
ability to pick up the phone and just call one of our colleagues that's doing the
same role in another part of Australia has probably been one of the biggest
enablers to learning for me. [PHN 1, Interview, R5]

"I think even all the practice facilitators, throughout the PHNs, we've developed
and built up that relationship. So, it's always there, there's always somebody to
call. The information and support that we're getting has been quite significant to
our role.” [PHN 2, Interview, R3]

“Sharing resources maybe might be something that would assist because [the
PHNs are] all preparing the same documentation, the sharing of that would be
ideal.” [PHN 10, Interview, R3]

PHN practice facilitators also found the regular meetings with the Department of Health
helpful because they could keep up-to-date with what other PHNs and practices were doing,
and because they could get information about trial developments directly from the
Department:

“The Department of Health monthly teleconferences, | thought they were great.
Super useful and to a degree have some pretty handy discussion in the fact that
we're talking to the Department. And they could pretty quickly give you an answer
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to a question rather than having to go through channels and waiting for a
response, so, that's all been super useful. On the monthly teleconference we go
through the entire PHNs from around the country, and it's good to hear what
other PHNs are doing with their practices and where their practices are at.” [PHN
9, Interview, R5]

Therefore, opportunities for collaboration and networking were most values by PHN practice
facilitators, as was the ability to get information about trial developments or answers to
questions quickly.
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Risk stratification

Box 9: Chapter summary

The Department of Health commissioned a risk stratification tool (RST) for practices to identify
patients with high coordination and care team needs. The 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 affecting self-management using the Hospital Admission
Risk Program (HARP) tool. The HARP score was used to determine the tier of the patient for the
purposes of the bundled payment.

Most practices experienced challenges in installing the RST software. Some of the practices that
didn't take up the initial offer to participate in the trial and some that withdrew soon after they
joined identified problems with the software (installing it and/or compatibility with their other
software), as reasons for not continuing with HCH.

While most practices reported that the patients identified at the first stage of risk stratification were
suitable for enrolment, there were other patients who were also suitable that the PRM didn't identify.
GPs could override the score returned by the PRM and invite patients to undertake the second stage
of the process to assess eligibility. Of the 12,377 patients for whom valid baseline data were
available, 30% (3,745) had a HARP completed because the GP overrode their PRM score. The override
function was more likely to be used for patients allocated to tier 1 (40.8%) than to tier 2 (32.4%) or to
tier 3 (20.5%).

The main issue with the HARP that practices reported was that it scored all chronic diseases equally
and didn't consider their severity. Also, some chronic diseases were missing altogether (for example,
cancer). Some of the questions in the HARP were also described as "vague” or “subjective”, and
stakeholders thought that training and further guidance on interpreting the questions would be
helpful. Others considered that some of the items failed to appropriately account for extreme levels
of disadvantage faced by patients in some communities such as remote Aboriginal communities.

Some practices completed a HARP for specific patients before they approached those patients to
enrol. This was to determine whether the tier allocated would be financially viable for the practice.
Almost one third of practices said that they didn't enrol some patients flagged as potentially eligible
by the RST because the payment level would be insufficient to cover the costs of their care needs.

Some practices reported not re-stratifying patients as regularly as required by the program rules.
Reasons were lack of time, limited face-to-face interactions with patients during the COVD-19
pandemic, few perceived changes in their patients’ conditions and a lack of motivation to do what
they considered an administrative activity. When they re-stratified and patients went up a tier, this
was usually attributed to a new diagnosis, the progression of a patient's existing conditions or the
natural ageing process. A small number of practices reported a slight improvement in some of their
HCH patients who they moved to a less complex tier. However, the payment scheme did not provide
an incentive to do this.

De-identified data from the RST were available for analysis by the evaluation team, and results of
this analysis are presented in this chapter.

The HCH trial demonstrated the feasibility of real-time risk stratification systems implemented within
Australian primary care services using practice data. In the trial, risk stratification of practice
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populations was used principally for “case finding” and as a basis for allocating patients to payment
tiers. Risk stratification has uses beyond case finding, including practice population profiling,
benchmarking, utilisation review and quality improvement and performance measurement. It can
also be used to predict risk of a range of outcomes beyond hospitalisation. These uses are all
important for supporting future primary care reform. Chapter 26 (p. 341) outlines potential directions
for risk stratification.

The PHCAG recommended the use of risk stratification to identify patients with high care and
coordination needs. The Department commissioned the development of a risk stratification
tool (RST) to be used for this. The process involved two stages: a predictive risk model (PRM)
to identify patients at high risk of hospitalisation within 12 months*? and an assessment of
clinical factors and factors affecting self-management using the Hospital Admission Risk
Program (HARP) tool (Western HARP, 2009). The HARP score was used to determine the tier
of the patient for the purposes of the bundled payment. Figure 6 shows the Department of
Health's descriptions of the three tiers.

Figure 6: Tier characteristics

Tier 3 Highly complex, multiple morbidity

1% of the *  Many require ongoing clinical care within an acute setting (e.g. severe
population* and treatment resistant mental illness.
* Require a high level of clinical coordinated care.
* Some could be supported through better access to palliative care.

Tier 2 Increasing complexity, multiple morbidity

9% of the Most ;hould be moncged in the primqry health care settir_wg.

Have increased risk of potentially avoidable ED presentations and
hospitalisations as their conditions worsen or if not well supported.
Require clinical and non-clinical coordination

Will benefit from self-management support.

population*

Tier 1 Multiple morbidity, low complexity

o,
10% Of_the* Largely high functioning but would gain significant long-term benefits
population from improved engagement and structured primary health care
support.

Notes: * Estimates based on analysis of available population, hospitalisation and Medicare data.
Source: Australian Government Department of Health (2016a).%°

39 Khanna, S., Rolls, D. A., Boyle, J., Xie, Y., Jayasena, R., Hibbert, M., & Georgeff, M. (2019b). A risk
stratification tool for hospitalisation in Australia using primary care data [Research Support, Non-U.S.
Gov't]. Scientific Reports, 9(1), 5011.

40 Australian Government Department of Health. (2016aq). Factsheet: Patient eligibility
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes
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A feature of the RST was an override mechanism. If a GP encountered a patient who in their
clinical opinion was at risk but was not identified as such by the tool (and this was not due to
data errors or omissions), the GP could initiate a HARP assessment. A note in the software
was required as justification for the override.

The certificate generated by the RST was valid for 12 months, at which stage the HARP
needed to be repeated to review the tier. The tier could also be reviewed within the 12-
months if there were changes in the patient's circumstances.

Software implementation

The RST needed to be in place before practices could enrol patients. The Round 2 practice
surveys revealed that while some practices described implementing the RST as “smooth”,
most experienced challenges (Table 14). A few experienced ongoing difficulties. The
challenges often reflected IT environments and the skills of practice staff.

Table 14: Practice rating of implementing the RST software

Response No. of practices (%)

The process was very smooth 22 (21.0%)
We had some challenges, but we overcame them 65 (61.9%)
We experienced ongoing difficulties 17 (16.2%)
Don't know/ no response 1 (1.0%)
Total 105 (100%)

Source: Practice survey R2, Nov 2018-Mar 2019, question 2.

Initially the tool was compatible with two of the common practice clinical management
system in use across Australia- Best Practice and Medical Director. Later compatibility with
ZedMed, Monet and MedTech32 was achieved. Compatibility issues with Communicare
continued into 2019. Additional compatibility issues were created by a concurrent update of
Communicare to enable HCH patients to be flagged within the software and produce extracts
for the evaluation. These issues delayed ACCHS clinics in the Northern Territory implementing
the trial. To avoid further delays, the Department of Health instructed the ACCHS to bypass
the PRM and instead use age 45 years or older (or 35 years or older if Aboriginal and/ or
Torres Strait Islander) with two or more chronic diseases to identify potentially eligible
patients. Practices then had to complete the HARP tool built into Communicare to confirm
eligibility and assign the patient to a tier.

Enhancements to the RST suggested by practices and PHNs through surveys and interviews
included:

e Display the most at-risk patients at the top of the list (including patients not yet
enrolled).

¢ Include a function to filter out ineligible patients (for example, Department of
Veterans' Affairs funded patients, residents of nursing homes).

o Filter the RST results by selected criteria (for example, chronic condition, regular GP).

e Integrate the RST with HPOS and other HCH enrolment processes.

An additional challenge with the RST at start-up was that de-identified data from practice
clinical management systems would be transferred out of the practice computing
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environment to a secure cloud environment in which the relevant algorithms would be
applied. Practices were concerned about the security and confidentiality of data. These
concerns were addressed through assurance that the data would only be stored within
Australia and patients’ identifying information would be suitably de-identified (hashed)), so
that no patient could be identified through data uploaded to the cloud.

Predictive risk model (PRM)

While most practices reported that the patients identified by the first stage of the RST were
suitable for enrolment, there were other patients who were also suitable that the tool didn't
identify:

“l was just a bit surprised when there were some people that weren’t included. |
certainly had no issue with those people that they wanted to include.” [GP,
Practice 2, R2]

“The system just isn't flagging certain people, and | don't know why, because they
are absolutely candidates for it. It's not pulling out all of them. Most, but it is
missing people.” [Practice nurse, Practice 1, R2]

“One patient has chronic pain, chronic infection in her bones, disability, financial
difficulties, socially isolated, depression, mental health issues, 12 medications--a
perfect patient to enrol. The PRM didn't pick her up plus she wasn't even eligible
according to the PRM. | had to override it and put it all in, and she is a T3.” [GP,
Practice 5, interview, R2]

These experiences partly reflect issues around the completeness of capture of data on
chronic conditions and related measures in practice clinical management systems and may
also be impacted by the fact that the PRM algorithm was built on predicting hospitalisation
rather than other outcomes or measures of need. However, it is not entirely unusual that
clinical knowledge of patients and the complexity of their conditions and circumstances will —
in some cases — be richer than the results of applying a risk stratification algorithm. Hence
having a clinical override function is important for any approach that aims to find patients
suitable for an initiative or program, provided relevant justification is supplied for the
override.

Practices made several recommendations to improve the PRM, including expanding the
conditions list to include conditions such as HIV and chronic lung diseases that is not COPD,
emphysema and bronchiectasis, which are already included in the tool, and considering
cultural, demographic and socio-economic factors.

HARP assessment

The second component of the RST, the HARP assessment, was used by practices to stratify
patients into one of three tiers determining the amount of the bundled payment. Most
practices felt that their patients ended up "in the right tier” and that the tool was "useful” to

I"

“very useful” for assessing the key needs of patients (Figure 7).
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Figure 7: Practices’ use and assessment of the HARP tool

87% of practices reported that they felt patients
ended up "in the right tier."”

Difficulties with interpreting the HARP questions.
Some felt that they were "vague" or "subjective.”

55% of practices described the tool as "very useful”
or "useful” for assessing care needs of patients.

Concerns about reflecting severity of patients'
conditions, limited consideration of comorbidities.

A nurse (41%), a GP (30%) or a GP and a practice
nurse together (16%).

Source: Practice survey R2, Nov 2018-Mar 2019, questions 2 to 8.

Those practices that felt their patients did not end up in the right tier thought that the tool

was potentially skewed towards factors impinging on self-management without enough

emphasis on physical disease:

”So, for example, | had a gentleman who was at home with his wife, on the farm,

with no services at all, looking after himself, with severe cardiovascular disease,

mixed valvular and ischaemic heart disease, who was in-and-out of hospital,

marginally controlled, and came out as a one, and yet | was seeing him weekly,

and twice weekly sometimes.” [GP, Practice 4, R2]

“Let's say if you had diabetes with end-stage renal failure, about to start dialysis
and you're on insulin and you're highly brittle, you still only score one point. ... we

had quite a few patients who actually were exactly that category, where they

were actually tiering as level ones. Because they were well-educated, they were

mentally well, ...they were still coming through with tier ones. Of course, we also
knew that their hospitalisation levels are going to be very high in the coming
years because that was just the natural trajectory. But of course, none of this was
reflected in the selection criteria nor the funding criteria of results. So, what it
meant was that we ended up just not putting those patients in." [GP, Practice 11,

R5]
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A consequence of this emphasis was that children were assessed as being more complex
because they had a carer, which is not necessarily appropriate.

Other concerns were that the tool scored all chronic diseases equally and didn't consider their
severity, and that some chronic diseases were missing altogether (for example, cancer).

Some thought that the approach and remuneration offered particularly for tier 1 missed
opportunities for early intervention, which was a key aim of the HCH model:

Context — GP discussing patients with physical health problems that the practice
did not invite to enrol due to expected higher resource use than the tier level
allowed for: “Oddly enough, we actually did [enrol these patients] when they got
depressed and when they got all the other comorbidities further down the track.
Whereas if we really wanted to look at true prevention, we would have put them
in at the very beginning, put in a lot of efforts and resources into trying to help
them at that point to stop them going into tier three.” [GP, Practice 11, R5]

In terms of completing the tool, practices and PHNs thought that some of the HARP
questions were "vague" or "subjective"”:

“Some of the questions aren't really clear, they could be clearer. Like use of
previous services, well what exactly do you mean?" [Practice Nurse, Practice 04,
R2]

"It was very subjective and open to interpretation." [Practice Nurse, Practice 6,
R2]

"And then the questions themselves on that assessment are very subjective. So
often in your head you're going, oh, | feel like this question is really complex and
probably should be in tier three, but I've answered these questions or you've
asked them some of them as well, and are you meant to? Are you meant to ask
the patient? Or is it meant to be your judgment? It's not very clear.” [Practice
Nurse, Practice 10, R2]

Other concerns were that nurses, who mostly did the assessments, didn't necessarily know
the patients well enough to accurately complete the items, and that this was exacerbated by
patients’ underestimate of the burden of their conditions:

“The nurses did most of the HARPs the doctor rarely did it, and if you didn't know
that patient maybe as well as maybe the doctor...” [Practice Nurse 2, Practice 6,
R2]

“Health management in itself, a lot of people are in denial. They don't want to
believe that they have a chronic condition that needs to be looked at on a regular
basis...” [GP, Practice 1, R2]

“l think patients tend to generally underestimate what they have...” [GP, Practice
9, R2]
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GPs working in clinics serving remote Aboriginal communities considered that some of
the items in the HARP related to social circumstances failed to appropriate account for
extreme levels of disadvantage faced by patients in these communities.

Practices suggested that for future use of the HARP, additional guidance be given on who
should be completing the assessment with the patient, the context of the questions, how the
assessment should be undertaken, and the way in which staff members should interpret both
the questions and the options provided for answering.

The Department of Health undertook a compliance audit of a sample of practices examining
the use of the RST for categorising patients into tiers based on the complexity of their
medical conditions and care needs. The audit concluded that the RST is suitable for the
purpose of assigning patients to a tier level (and corresponding payment level) based on the
relative complexity of their chronic conditions and required care. In all the cases reviewed, the
risk tier applied by the practice for the patient was assessed as appropriate.

Some practices reported completing the HARP assessment to determine patients’ tiers before
approaching patients to decide if it was financially viable to enrol them. This “cherry picking”
occurred because practices didn't want to risk a lower payment for patients who they
considered high risk from a resource perspective:

“[The order in which we assessed patients using the HARP] was as patients
presented, and if we deemed them as someone that would benefit from Health
Care Homes we would run the risk stratification tool and just see where they
would place on it...At the very beginning we probably were doing everything
backwards in that we identified patients that would benefit from the program but
then they would necessarily be reflected on that risk stratification tool as in, this
patient had high-end care. Some patients missed out for that reason, if that
makes sense. They may only have been a tier 1 or tier 2, but their needs were
great. From the practice perspective it wasn't always feasible for us to actually
enrol them. We did look at quite a few patients and balanced that and then
waited, but at the end of the day it is a business too." [Practice nurse, Practice 13,
interview, R2]

Through the round 2 practice survey, 31% of practices (32 out of the 100 that completed this
question) identified “Financially not viable (frequent attendance)” as the main factor that the
GP/practice decided not to approach some patients flagged by the PRM as potentially
eligible for the trial.

Review of tier allocation

According to the Department of Health's Handbook for general practices and Aboriginal
Community Controlled Health Services:

“An enrolled patient's tier level is intended to account for fluctuations in their
health care needs over the course of 12 months. A patient’s risk stratification
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certificate is valid for 12 months, at which time their risk tier level will need to be
reviewed by repeating the risk stratification process.” ** °-9

In the final round of interviews, which took place a few months before the end of the trial, a
few practices reported that they hadn't regularly re-stratified patients. PHN practice
facilitators stated that the main reasons for this were the lack of time for the effort needed
for this, limited face-to-face interactions with patients during the COVID-19 pandemic, few
perceived changes in their patients' conditions and a lack of motivation to do what they
considered an administrative activity:

"A lot of them have gone, the patient's not changing tiers...We know they're going
to stay at tier one or tier three. That's been difficult. And then that conversation
has just come down to, you need to do this...with the COVID pandemic, that took
a backseat...I think with having everyone's got to do it on those regular intervals,
it becomes...just another admin thing to do. And | tend to find that usually most
of the practices...are a bit put off by the amount of...administrative workload.
You're coming at them with another thing and they're just like...This isn't going to
change how we deliver our care.” [PHN 1, interview, R5]

“The re-stratification, you have to do it every 12 months, and they were reaching
that 12-month period in the middle of the pandemic, so it's about how do you
then bring the patient back to do the re-stratification. You can do most of it over
the phone, but generally, practices like to do these types of health assessments
and re-stratification with patients face-to-face...And then the reviewing, with
Health Care Homes, it's a continuous reviewing process...It's more administrative
than anything else, ...and their headspace wasn't in that space at that
moment...The problem with the re-stratification is that some of the practices
assumed that the re-stratification doesn’t need to be redone and it only needs to
be redone if there's a change with the patient’s condition...”" [PHN 5, interview, R5]

PHNs serving largely rural areas also reported ongoing issues with the RST. This made the re-
stratification process more arduous for practices in these regions:

”...the RST tool does grind their systems quite a bit, slows them down" [PHN 10,
interview, R5]

“We've had a lot of trouble though with [the RST] matching up to software and
everything like that. So, that's been a huge challenge that they have. | think in my
time they only had to do it once in that period so | supported them to do that, but
it was very challenging...Then one of them was saying it was really hard,
especially during the COVID period...” [PHN 8, interview, R5]

41 Australian Government Department of Health. (2019b). Health Care Homes Handbook for general
practices and Aboriginal Community Controlled Health Services Version 1.7 February 2019.
https://www1.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes-cp/$File/HCH-
Handbook-Feb-2019.pdf
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Practices that did re-stratify their patients predominantly reported going through this process
in the last 12 to 18 months of the trial. Staff experience of the re-stratification process was
variable, and some stated that this task involved a high degree of administrative burden that
they felt derived little to no benefit to the practice or the patient:

"I also think that the compliance activities [are] more onerous than [they] need to
be. For example, our nurses do regularly reassess people for tiers and the
feedback I've had from [Nurse 1] and others who did it for her is it would take a
good chunk of time. | think in most situations patients’ tiers wouldn't change and;
therefore, there's very limited benefit out of it.” [GP, Practice 22, R5]

“There's a lot of things though, and you must know the extra amount of work that
we've done. We had about seven tick boxes to just change one patient here in our
system anyway because we had flagged them in Medical Director, PracSoft, HPA
[evaluation activities], PRoODA, that spreadsheet, the top bar. You have to change
everything and it's all time and then that takes away from the amount of care
planning you do.” [Nurse, Practice 4, interview, R5]

Staff commonly attributed movement of patients from a lower risk tier to a higher risk tier to
a patient's new diagnosis, the progression of their existing condition(s) or the ageing process:

"...bearing in mind that all these disease states are progressive...you're not going
to cure them..." [Practice Owner, Practice 6, interview R5]).

“...when there's a crisis for a patient, or there's a new diagnosis of say a brain
tumour or breast cancer, that sort of situation would take them up a notch.
Because patients are getting older they will naturally tend to go up a notch as
well in most instances.” [GP, Practice 9, interview, R5]

Practices re-stratified patients when they felt that a patient's health was deteriorating. When
the re-stratification resulted in the patient staying in the same tier, in some instances
practices would withdraw the patient if they felt it was no longer financially viable to look
after that patient at the same tier level. This also happened for patients already at the
highest tier level. There were instances where a patient was considered what practices and
PHNs described as a “tier 4", meaning that the patient was more complex than the most
complex tier available. This reflected practices’ perception that bundled payment didn't
adequately reflect the amount of effort required for some patients:

“One thing | think you do need to keep on top of though is if you have people that
go to hospital and develop new issues, is to keep on top of should you be re-
stratifying these people. Those people who were really significantly unwell and
perhaps stratified out... Well, sometimes | think the stratification process wasn't
truly reflective of the amount of effort.” [GP, Practice 4, interview, R5]

“I think it's also worth noting that a couple of my practices removed a couple of
the patients from the trial just because they weren't a tier three anymore. That's
where a tier four could have come in.” [PHN 8, interview, R5]

“...the final point of this whole billing thing is what I'm going to call my tier four
patients... two of them who are still with us, two of them have died, have been so
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complex and so demanding. I've got one who's coming in twice a week, every
week, if not more often than that. And has been doing so, for the whole duration
of the time...These are well beyond tier three patients. Very happily accepted
them into this whole process, because they know there's tier ones, for which I've
done very little. And so, it's swings and roundabouts. But there's no question that
there are some people who are so sick, are so unwell, so demanding of your time
and your resource, that there's no way that a capitation process sorts them out.”
[GP, Practice 12, interview, R5]

A small number of practices reported slight improvement in some of their HCH patients and

had a few move to a less complex tier. One practice described this improvement as gradual

and another stated that this tangible outcome had a great impact on their patients:

... if you follow the routine of doing the care plan and reviews periodically you
can see people gradually improving, and therefore go down tiers. And with GP
management plans you see that people graduate from not needing monthly or
three-monthly reviews anymore but being able to get away with six monthly
reviews. Or no longer even qualify for a GP management plan, because those
various health issues are no longer a problem, or haven't been for whatever
period of time because of maintenance.” [GP, Practice 9, R5]

“I know there were some patients who were initially a tier three and then now
they're tier two. The impact of that, actually, when you talk to the patient and
telling them, oh, you were tier three before and now you're a tier two, it's like that
feeling of joy that you can get from them... to be able to do that assessment and
for them to know that, okay, | am at this level now, that’s really a great thing for
the patient.” [Nurse, Practice 24, R5]

PHNs also commented that the incentives were not there for practices to work towards
moving patients to a less complex tier:

“It's a double-edged sword in the sense that you lose out for money, you're no
longer paid at that higher rate....We did have one practice say, yay, the patient’s
improved, but what about the money?” [PHN 5, interview, R5]

“I had an interesting comment from one of the nurses at the practice that I'm
looking after around reviewing and reclassifying and the benefit for the practice
in doing that. There's the benefit for the patient obviously, because there’'s health
outcomes, but in reclassifying from a tier three to a tier two, they're actually
going to lose financial benefits from that.” [PHN 7, interview, R5]

Training on the RST

Education about the RST was available through the training webinars and online training.
However, PHN practice facilitators commented that some practices still took time to learn
exactly how the RST worked. For example, one practice did not know about the CSV file of

potentially eligible patients that the RST Connector saved to the practice’s desktop computer.

Staff in the practice only identified potential patients when a pop-up appeared for a patient

when the patient attended the practice for an appointment. This slowed the practice’s rate of



enrolment. PHN practice facilitators suggested more training to help practices with these
types of issues.

The need for training for GPs on how patients were assigned to tiers using the HARP tool was
identified by practice facilitators and the PHN survey. One PHN conducted a workshop with
GPs on the RST, and it emerged there were differences amongst GPs in how they interpreted
questions in the HARP. Some were "erring on the side of caution by not wanting to over
stratify.” [PHN 2, interview, R1]. Through the survey, PHNs suggested training tailored to
clinicians in the HARP and the RST more broadly (for example, “[The] RST is new to general
practice—consider developing a training tool for clinicians" [PHN 4, survey, R1]).

Analysis of data from the tool

De-identified data were provided to the evaluation team by the proprietor of the RST,
Precedence Health Care. The data relate to items and risk scores for the two stages of the
risk stratification process: the PRM and the HARP. Data were available for 12,767 patients,
some of whom were never enrolled in HCH, but because the data were deidentified it was not
possible to distinguish enrolled and not enrolled patients.

The overall mean for the initial PRM scores was 0.168 (a 17% probability of hospital
admission in the next year) and the median was 0.134 (a 13% probability). The mean
increased with tier, 0.130 in tier 1, 0.155 in tier 2 and 0.211 in tier 3.

Figure 8 shows density plots for the initial PRM scores for HCH patients. 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 tiers, but patients who were assigned to a more complex tier in the second
step of the risk stratification process (using the HARP tool) were more likely to have a higher
risk of hospitalisation.

Figure 8: Distribution of initial PRM risk scores by HCH tier
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As indicated earlier, the factors influencing patient selection were not fully available in the
practice clinical management system alone, so GPs could override the score returned by the
PRM and invite patients to undertake the next stage of the assessment — the HARP. Of the
12,377 patients for whom valid baseline data were available, 30% (3,745) had a HARP
completed because the GP overrode their PRM score. Patients were more likely to have their
PRM score overridden if they were in tier 1 (40.8%) than if they were in tier 2 (32.4%) or tier 3
(20.5%).

Patients were likely to have 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” (prevalence of 43.1%), cardiac conditions (CHF or angina) (33.2%) and
chronic respiratory condition (33.7%). The steepest gradient in the prevalence across tiers
was for a diagnosis of “complex care needs in frail aged”, such as dementia, falls and
incontinence (prevalence of 4.7% in tier 1, 11.6% in tier 2, and 34.5% in tier 3).

Within the service access profile category of the HARP, patients in tier 3 were more likely to
have been in hospital more than once in the last 12 months (41.3% in tier 3, 18.5% in tier 2,
7.4% in tier 1) and more likely to have a reduced ability to self-care (62.5% in tier 3, 12.8% in
tier 2, 1.5% in tier 1).

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 (73.8% in tier 3, 53.3% in tier 2, 29.8% in tier 1) and polypharmacy (79.5%
in tier 3, 63.3% in tier 2, 46.6% in tier 1).

In the HARP, there are eight complications, and when any of these are present, a score of 1 is
assigned. The prevalence of these were 17.8% for carer stress issues, 16.5% for change in
drug regime, 43.6% for chronic pain, 10.8% for cognitive impairment, 10.9% for compromised
skin integrity, 13.5% for triggers for asthma, 10.0% for no carer available, and 37.4% of use of
services previously. Each of the eight complications were more common amongst tier 3
patients.

Longitudinal analysis was undertaken for patients in practices that applied the RST (both the
PRM and the HARP tool) to their patients and were still in the trial on 31 March 2021 (n =
10,118 patients from 97 practices, with 16,416 separate assessments). The RST was
completed once for 60.8% (n = 6,154) of patients in these practices, twice for 25.4% (n =
2,570), three times for 10.1% (n = 1,025), and four or more times for the remaining 3.6% of
patients. Practices participating in HCH were asked to reassess patients using the RST every
12 months. As discussed above, this didn't happen, and consequently there is a potential bias
towards reassessing patients who were likely to move between tiers. Consequently, trends
over the study period, and differences in trends, should be interpreted with caution.

There was a relatively small but significant increase in the average PRM score of 0.008 per
year (95% CI 0.006 to 0.010), which in relative terms was about a 5% increase per year over
the period of the study (Figure 9). The trends were similar across tiers.
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There was also a significant increase in the average HARP scores of 1.0 per year (95% CI 0.89
to 1.10), which in relative terms was about a 5% increase per year over the period of the trial
(Figure 10). The trends in the HARP score were similar across tiers.

Figure 9: Distribution of PRM risk scores by HCH baseline tier and period after baseline
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Figure 10: Distribution of scores on the HARP by HCH baseline tier and period after baseline
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Patient enrolment

Box 10: Chapter summary

A key feature of HCH was voluntary enrolment of patients to a practice and a specific GP. Practices
could enrol patients on joining the trial and until 30 June 2019 (extended from 30 November 2018).

The Department of Health provided guidance to practices on the enrolment processes in the HCH
handbook for practices and funded staff in each of the 10 PHNs to help practices with enrolment.

Practices used different approaches to enrol patients. Some opportunistically enrolled patients as
they attended the practice for their appointments. Others were more strategic, for example, holding
a forum to explain the trial to their patients and providing on-the-spot enrolment facilities. Practices
did not approach some patients flagged as potentially suitable by the RST mainly because they
thought it would not be financially viable based on the patient’s past attendance patterns. Practices
generally approached patients to enrol who were already motivated to manage their health and who
they thought were activated or were willing to try new things.

Practices reported that distilling the goals of the model into benefits that patients could understand
and getting the GPs to talk to patients about the program were effective in recruiting patients.
However, a challenge for many practices was to articulate the value proposition to patients.
Sometimes practice staff thought that their model was already consistent with the HCH model, and it
was hard to identify what additional benefits patients would receive under the new model. Practices
also reported that sometimes nurses lacked confidence in explaining the model to patients and
delivering a clear and consistent message about its goals. Consequently, some patients reported
being confused by staff's explanations of the model.

The HCH trial involved voluntary enrolment of patients to a practice and a GP. Patients with long-
standing relationships with their GPs who also trust their GP were prepared to enrol. However,
patients still need a clear value proposition to commit to an initiative.

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 time-consuming. Practices recommended that these processes be significantly streamlined for
similar programs in the future, especially the IT components.

Despite the extension of the patient enrolment period, some practices found it challenging to
increase enrolments. Practices cited ongoing IT issues, convincing GPs to participate and the
extensive processes for registering patients as barriers to enrolling additional patients. Uncertainty
about the future of the program was also an issue.

Patient concern 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 to enrolling in HCH.
However, this was subsequently lifted. Another deterrent was the perception that their relationship
with their GP would be threatened. 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. Sometimes these
barriers arose from what practices were planning to offer as part of HCH (such as telephone
consults, which would not work for people with limited English without an interpreter) rather than the
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model not being suitable for these individuals.

Overall, practices reported that they selected the right patients to enrol. Where practices did not feel
they selected the right patients, this was because the patients they enrolled were not open to
receiving care from a wider team.

Some practices also reported that very complex patients and low complexity patients were not
suitable, the former due to financial viability (as the bundled payment was insufficient) and for the
latter due to questions over whether the model would benefit these patients.

Overview of the enrolment process

A key feature of HCH was voluntary enrolment of patients to a practice and a specific GP.*
Selected practices started enrolling patients on 1 October 2017, and the remainder could
enrol patients from 1 December 2017. Originally, the enrolment period was from 1 October
2017 until 30 November 2018. In late 2018, the Department announced the extension of the
HCH trial and extension of the enrolment period to 30 June 2019.

Acknowledging that enrolling patients in HCH was a new process for practices, GPs and
patients, the Department provided detailed guidance on this (Box 11).

Box 11: Patient enrolment process*3 (- 11-12)

Step 1: Identify potentially eligible patients (case finding)

e The HCH identifies potentially eligible patients via the first part of the RST (the predictive risk
model or PRM). GPs may also identify additional patients considered to be suitable for HCH.

Step 2: Discuss HCH with the patient

e 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. The
patient is given a brochure about the program and informed of out-of-pocket costs that may
apply.

Step 3: Assign a risk tier

e 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 assessment. The HARP score determines the eligibility of
the patient. If eligible, the score is used to assign the patient to a HCH tier (1, 2 or 3). The
RST issues a digital certificate confirming tier assignment, which is saved in the clinical
management system.

Step 4: Obtain patient’'s consent to enrol in HCH

e 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.

42 Australian Government Department of Health. (2018d). Health Care Homes Handbook for general
practices and Aboriginal Community Controlled Health Services Version 1.4 August 2018
43 |

Ibid.
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Step 5: Provide further information and complete any outstanding requirements

e 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

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

e 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.

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

e 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 Northern Territory ACCHS, as there are alternative arrangements for
these services).

Practice experiences with enrolment

Identifying potentially eligible patients

The identification of potentially suitable patients was intended to be a systematic process
using the RST. In practice, a variety of approaches emerged. These could be broadly
categorised into systematic and opportunistic approaches for identifying suitable patients.

The intended systematic approach involved using the RST or other data on the practice
population to produce a list of potentially suitable patients. GPs would review the list and
could add patients who they thought would benefit from the HCH model. Following
identification of suitable patients, the practice contacted the patient by phone or letter to
invite them for an individual consultation about enrolment or to a group information session.

To begin with a manageable and potentially easily identifiable group of patients, some
practices opted to target individuals with a specific chronic disease, such as diabetes or
COPD, rather than their entire list of patients with chronic diseases.

Other practices took a more opportunistic approach and discussed HCH with patients who
the GP or nurse thought were suitable for the program when they attended routine
appointments.

Several practices reported using a combination of these approaches. Some practices also
used methods to raise program awareness within their chronic disease patient cohort. For
example, posters in their waiting rooms or information sessions or workshops where they

could enrol multiple patients at the same time after providing them with information.

In addition to the formal requirements for enrolment, practices reported approaching
patients based on specific patient factors and financial considerations (Figure 11).
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Figure 11: Reasons practices approached patients to enrol in HCH
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In the practice survey, practices identified why they didn't approach some patients identified
by the RST as candidates for enrolment (Table 15).

Table 15: Main factors that the practice/GP decided not to approach some of the patients
flagged by the RST as suitable (including responses from withdrawn practices)

Response

Financially not viable (frequent
attendance)

Patient's personality not
suitable/model wouldn't suit
Doctor's choice

Patient also attends other
practices
Time constraints

Patient sees multiple GPs at the
practice
Time constraints (for registering
patient)

n (%)
32 (30.5%)

22 (21.0%)

8 (7.6%)

7 (6.7%)

6 (5.7%)

5 (4.8%)

5 (4.8%)

Response

Complex mental health patients

Patient prefers to see their GP (a
doctor)

To restrict the number of HCH
patients

Language barrier

Patient too complex to be seen
by the nurse

Patients conditions are not fully
managed at this stage

Patients don't have a chronic
condition

n (%)
4 (3.8%)

4 (3.8%)

3(2.9%)

1(1.0%)

1(1.0%)

1 (1.0%)

1(1.0%)

Source: Practice survey R2, Nov 2018-Mar 2019, question 5.
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Practices reported that they generally enrolled patients in HCH who were already motivated
to manage their health. GPs also tended to approach patients to enrol that they thought
were activated or were willing to try new things. Therefore, the model was not fully tested on
the general population of patients with chronic disease:

...if you want the policy to work, you come and say, [General Practitioner], go and
pick out 100 naughty patients who don't want to come and participate, who are
not going to do well. | give you double the incentive for the first year, but you
make sure that, at the end of the first year, they improve..."” [GP, Practice 3, R5]

Informing patients about HCH

Several approaches to informing patients about the program were identified in interviews.
These can also be categorised into systematic and opportunistic.

Beyond identifying potentially eligible patients through the RST, the systematic approach
involved information sessions to groups of potentially eligible patients. Information sessions
typically involved several clinical staff and, in some instances, PHN practice facilitators.
Sufficient time was needed for information about HCH to be provided and for patients,
families and carers to ask questions. At the sessions, patients would be asked whether they
wanted to proceed to the next stage of enrolment (the HARP assessment) and a follow-up
consultation would be arranged. These sessions ranged from very successful in some
practices to unsuccessful in others.

The opportunistic approach involved providing patients with information during a GP
consultation. This was sometimes divided between a consultation with a GP, where an
overview of HCH would be provided and a lengthier consultation with a practice nurse who
would provide more detail on the program. The consultation at which information was given
was often also used to get a patient's permission to proceed with the HARP assessment.
Some practices reported that several consultations were often required before a patient felt
they were comfortable to proceed to the next stage.

Messages for patients about the benefits of HCH
When discussing HCH with patients, practices had a wide variety of HCH “selling points”:

e increased access via phone, skype and email

e shorter waiting times

e improved monitoring of chronic disease (including through shared care plans, routine
recalls to check the patients' health)

e improved coordination between general practice, allied health, and external
specialists

e focus on patient activation and the patient taking control of their health

e ability to request some prescriptions and referral over the phone

e access to a nurse for routine management and health measurements

e a more personalised approach to managing health issues

e access to more services (for example, education, home visits).
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Despite these selling points, practices and PHN practice facilitators often struggled to create
a coherent and convincing message for why a patient should enrol in HCH. A common issue
was that practices felt that they were already providing services consistent with the HCH
model, so that HCH would not change the care they were providing to any great extent.
Several practices stated that access and the ability to request prescriptions over the phone
was the “juicy carrot” that encouraged patients to participate. Otherwise, practices thought
that many of the major changes under HCH were internal to the practice and weren't always
visible to patients.

Overall, practices found creating a clear and consistent message that outlined the goals of
the program a challenge. It was especially difficult for staff members to explain the
advantages to patients from different cultures, non-English speaking backgrounds, recent
migrants and homeless people.

Many practices stated that the GP recommending the program to their patients was often
integral to convincing patients to enrol. This was due to the strong relationships and trust
that GPs have with their patients.

Some practices found that delivering a simple message was the most effective way to get
patients to understand the program benefits. Others showed patients the HCH patient video
developed by the Department of Health.

Practices continued to describe issues with patient understanding and expectations of the
program that lasted beyond enrolling patients. Specifically, practices reported instances of
patients’ misunderstanding the model, confusion, or lack of awareness about being enrolled:

“Initially, we started it, we were saying Health Care Homes and a lot of the
patients were thinking that it's home care or something like that. Most of them
didn’t want to even talk about it.” [Practice Manager, Practice 9, R5]

Another area of misunderstanding was the extent to which patients would have access to
their GP once enrolled in HCH. In some instances, patients withdrew from the trial when they
found that they would be interacting less with their GP and more with nurses and other
clinicians. Other patients persevered and found benefits with the team-based approach. In
other instances, practices thought that some of their patients had become overdependent on
the practice as HCH enrolees.

Why patients decided not to enrol

Not all patients agreed to proceed with enrolment in HCH and practices expressed challenges
encouraging patients to enrol. Table 16 shows the main reasons that patients who practices
approached to enrol in HCH program opted not to enrol.
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Table 16: Main reasons that patients approached opted not to enrol in HCH (practices could
report more than one reason)

— n (%)

Patient concerned about privacy 46 (43.8%) Preferred to see a GP (rather than 10
of their data/My Health Record nurse) (9.5%)
Patient felt it was unnecessary/ 43 (41.0%) Patient didn't want to be restricted 10
couldn't be bothered to one practice (9.5%)
Patient didn't understand model 32 (30.5%) Not interested in care planning 3 (2.9%)
or the potential benefits

Patient didn't want to change / 32 (30.5%) Other (too hard to get carers on 3 (3.0%)
happy with current care board, language barrier)

Patient didn't want to be in a 11 (10.5%)

(government) trial

Source: Practice survey R2, Nov 2018-Mar 2019, question 12.

The top reason that patients decided against enrolling in HCH was concern with privacy and
security resulting from having to opt into My Health Record. Initially, opting into My Health
Record was a requirement to enrol in HCH but was later removed. Other reasons that
patients decided not to enrol were personal preference, not understanding the program
advantages or they felt it was not necessary for their care:

“It was actually quite hard to enrol patients. A lot of patients just felt like, well
what am | getting out of this?” [GP2, Practice 1, R5].

In some instances, there was an expectation that a patient would be solely looked after by
their GP and not other members of the team. This was particularly an issue for some cultural
groups but was not isolated to these groups. It often took GPs to convince their patients that
their relationship would not be hindered by the HCH model.

One practice reflected that since COVID-19 and the broader rollout of telehealth, patients
who were previously not interested in joining HCH because they only wanted to engage with
practice staff face-to-face would probably agree to participate following their experiences
during the pandemic where they became familiar with and accepting of receiving care
virtually:

“It's just if we were to ask them who's interested in enrolling, | have a feeling that
we'd have a lot more take-up, considering so many people now are used to the
change in consults, phone consults, change like that. | think because this wasn’t a
thing before COVID, whereas, now it is.” [Senior Receptionist, Practice 9, R5]

Did practices feel they selected the right patients?

When asked if they chose the right patients for HCH, many practices felt the patient cohort
selected was largely appropriate for the model. The range of approaches taken by practices
to select patients for the program appeared to influence their responses to this question.
Some practices stated they carefully selected their patients after considering a variety of
factors while others specifically selected individuals with complex, high needs or targeted

patients with certain conditions or from a particular demographic:
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“Yes, because a lot of ours were the elderly patients. The doctors chose them and
maybe because they were elderly, and they needed more emotional support with
keeping them in the home...We've helped them with their appointments and some
of their medical problems, appointments, transport and things. | think they
probably thought the younger ones didn't need the extra help.” [Nurse, Practice 4,
R5]

“Yes, | think so. | think the patients that have been selected, | think we've got a
better understanding now about who should be involved and who shouldn’t. And |
really do think the GP has to be the key as to whether that patient, whether they
think they're...in the right headspace to be taking ownership a little bit, and
getting involved in their own health care, and their own outcomes.” [Practice
Manager, Practice 10, R5]

In instances where practices did not feel they selected the right patients, this was because
the patients enrolled only wanted to see their GP. Practices also felt that very complex
patients and low complexity patients were not suitable. Very complex patients became
financially not viable to continue. For low complexity patients they questioned the benefits of
the model:

“...they were on the low risk but just across the line, what additional support could
| give them that | wasn't already giving them under the normal funding
arrangement?” [GP, Practice 15, R5]

Other enrolment processes

Beyond the HARP assessment and the assignment of patients to tiers, which is discussed in
Chapter 6 Risk stratification (p. 39), the additional areas in which practices provided feedback
were administrative processes, particularly registering patients (Step 6). About two thirds of
practices felt they had some challenges [with these processes], but overcame them, and one-
fifth reported that the process was very smooth (Table 17). A smaller proportion reported
ongoing difficulties.

Table 17: Practices' rating of administrative processes for enrolling patients in HCH

Response

The process was very smooth 23 22%
We had some challenges, but we overcame them 64 62%
We experienced ongoing difficulties 16 16%
Total 103 100%

Source: Practice survey R2, Nov 2018-Mar 2019, question 13.
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Extension of the patient enrolment period

The trial extension gave some practices more time to engage staff and firmly implement
HCH, allowing them to enrol more patients:

“I think last year, January [2019], we were a bit ramped up a little bit, and [the GP]
got quite a few more of these patients in, because he understood how things
would work.” [Business Manager, Practice 15, R4]

Other practices found it challenging to increase their enrolments. A key frustration was the
lack of time to simultaneously implement the model and enrol patients while running a busy
practice and other competing priorities. Practices specifically cited ongoing IT issues,
convincing GPs to participate and processes for registering patients as barriers to enrolling
additional patients:

“I think it was hard to incorporate the registration timing into the existing clinics,
you sort of had to get these registrations done and care plans done whilst the
clinic was going on. ... [Y]ou still had your other ... duties or patients to attend to
... [Hlaving to do these as well was hard.” [Nurse, Practice 10, R4]

There were also concerns and general uncertainty about the future of the program. They did
not want to invest significant resources in the trial when it was not clear if it would continue.
Other practices wanted to test the model before enrolling a large number of patients:

... the other reason why we didn't end up [enrolling] too many patients in the
program was uncertainty about where the program would be after two years. So,
it's difficult to get ... a large cohort of patients used to it and then after two years
say well, we're going to now can it and we'll have to do things differently.” [GP,
Practice 11, R4]

Later practices reflected on the missed opportunity of enrolling more patients:

“If [General Practitioner] would have done that training before the enrolment
process ended, he would have probably got a lot more patients ... But,
unfortunately, he wasn't able to enrol anyone after that.” [Practice Manager,
Practice 15, R5]

“Definitely, if we could enrol more patients, | think that’s been a bit limiting
factor. And part of the reason why that’s limiting is because over time we've had
patients withdraw for various reasons, and then we can’t add others to replace
them. So, it creates this artificial scarcity, which makes it less appealing to then
continue being part of.” [GP, Practice 22, R5]
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Suggestions to improve enrolment

Practices suggested streamlining the enrolment process to save time, educating staff and
raising patients’ awareness of the program as key mechanisms to improve patient enrolment
(Table 18).

Table 18: Suggestions for improving the enrolment process

Response n (%) Response n (%)

Synchronising the various 29 (27.6%) Increase the engagement of 3(2.9%)
enrolling portals doctors
Simplify the enrolment process/ 16 (15.2%) Payment for nurses to register 2 (1.9%)
make it easier to find eligible patients
patients
IT and admin process working 6 (5.7%) Counter negative publicity of My 1 (1.0%)
more efficiently Health record
Provide doctors/ other staff 6 (5.7%) Flexibility for patients to see 1 (1.0%)
with more education different providers within the

practice
Increase publicity of HCH to 5 (4.8%) Involvement of family members 1 (1.0%)
make patients more aware
Provide literature for patients 4 (3.8%) MBS item number to prompt 1(1.0%)
and standardised approach to HCH registration
recruitment

Source: Practice survey R2, Nov 2018-Mar 2019, question 14.
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Bundled payment

Box 12: Chapter summary

Implementing the bundled payment absorbed a large amount of practices’ time in the initial stages
of the trial, working out how to distribute the payment amongst staff and what services were in the
bundle versus what could be charged separately. Some practices also spent time convincing their
GPs about the advantages of the payment model compared with fee-for-service.

As the trial progressed, practices appeared to have worked out how to manage the bundled
payment, but many continued to report difficulties with how to distribute the payments amongst
staff and differentiating between chronic and acute care for the purposes of payment. Managing two
systems of charging in the same practice — fee-for-service alongside the bundled payment — was also
challenge for many practices, especially where they had only few patients enrolled.

The perceived benefits of the bundled payment for practices and GPs included certainty of funding,
additional financial flexibility and potential time savings for GPs as they could delegate certain tasks
to other team members. Perceived disadvantages included an increased workload and the amount of
time it took to understand and implement the HCH model.

The ACCHS suggested that the bundled payment — with refinements — may a viable and appropriate
payment approach for their settings. This partly reflects that ACCHS are typically offering a team-
based approach in which there is much greater reliance on nurses, Aboriginal health practitioners
and workers, and allied health professionals, and that these service providers are only partially and
inadequately supported through MBS fee-for-service revenue. Additionally, the bundled payment
offered greater predictability in revenue and opportunities to use funds more flexibly in addressing
priority needs within the practice population.

Many practices were interested in testing and/or comparing the bundled payment with the fee-for-
service model and thus enrolled only a few patients. Practices that enrolled a higher number of
patients were more likely to report that the bundled payment model was having a positive financial
impact. Nevertheless, some felt that regardless of the number of patients, the financial model did not
allow them to provide more services or hire additional staff.

Practices offered a range of ways in which the bundled payment could be improved. Many
recommended increasing the level of funding by tier or expanding the tiers to recognise more costly
patients to further incentivising practices to focus on prevention and the achievement of positive
health outcomes.

Overall, the HCH trial demonstrated that it is feasible to implement a bundled payment approach for
Australian primary care services. However, the evaluation was unable to reach clear conclusions
about the long-term value of this payment reform. Potential improvements to the approach were
identified, and the circumstances in which the approach may be more appropriate. Chapter 26 (p.
341) outlines these.
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Overview

HCHs received a bundled payment for services related to enrolled patients’ chronic conditions
(Box 13). An annual payment rate was set and paid monthly, retrospectively. Payments for
each patient began when the patient was enrolled in HCH and ended when a patient
withdrew from the trial due to death or other reasons, when the practice withdrew, or when
the trial wrapped up in June 2021.

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 (2016 prices).** Based on this information, payments rates for three
tiers were set as shown in Table 19.

Table 19: HCH tier payments (2018 prices)

HCH tier Payment
Tier 1 $591 per year
Tier 2 $1,267 per year
Tier 3 $1,795 per year

Source: Australian Government Department of Health (2018).*°

Box 13: Bundled payment inclusions*®

The bundled payment was intended to cover the following services relating to patients’ chronic
conditions:

e shared care plan development

e regular reviews

e comprehensive health assessment

e making a referral to allied health providers or specialists

e case conferencing

e telehealth services and monitoring

e standard consultations related to an enrolled patient’s chronic and complex conditions
e after-hours advice and care.

HCHs could still claim for consultations not relating to patients' chronic conditions. The Clinical
Reference Group created guidance on this.*” For example:

Question

Does Point of Care (POC) testing of INRs (including the cost of the consumables) come under the
HCH bundled payment?

Answer

4 Australian Government Department of Health. (2016b). Factsheet: Stage one modelling
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes

45 Australian Government Department of Health. (2018d). Health Care Homes Handbook for general practices and
Aboriginal Community Controlled Health Services Version 1.4 August 2018

“© Ibid.

47 Australian Government Department of Health. (2018c). Health Care Homes Clinical Reference Group
Q&As.
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Consults related to INR results from POC testing would normally be MBS-rebated as part of chronic
disease management (for example Atrial Fibrillation). Accordingly, these consults, including
associated consumables, form part of and are covered by the bundled payment.

Question

AN HCH COPD patient gets an infectious exacerbation. With any patient, this would generally be
considered as an acute episode, especially if treated with antibiotics. Considering that COPD
patients are more prone to respiratory infections, would the consultation addressing this event be
considered as part of an extension of the patient’s chronic condition and therefore be covered by the
bundle, or would this be an acute event to be billed to the MBS?

Answer
The consultation addressing this event is considered an extension of the patient’s chronic condition
and therefore covered by the bundled payment.

Question
How should the consultation for the administration of free government vaccines such as the Flu and
Pneumococcal be billed for eligible HCH patients?

Answer
The consultation for the administration of free government vaccines in this scenario should be
covered by the bundled payment as it would form part of a patient’s care plan.

The Department of Health stated that the payment values for each of the tiers were:

"...developed from best practice clinical models. They were progressed through a
payments working group and have been tested against individual clinician data

outside of the 10 selected PHN regions".*®

The Department anticipated that the bundled payment under HCH would result in practices
receiving about 10% more than under the fee-for-service arrangements for HCH enrolees.*? It
also recognised that the bundled payment may not be suitable for all chronically ill patients,
and allowed HCHs to withdraw “very unwell” patients and revert to fee-for-service MBS

charges for these patients.”’

Given that payments under various Commonwealth incentive programs — the Practice
Incentive Program (PIP), Service Incentive Program, Practice