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4 \Who or What is ProCare?
4 Contextual Environment

4 Systems of Care
4 Continuous Care
4 Episodic care and virtual budget management

4 Patient/Community Empowerment
4 A Patientos Journey




CARE

What is ProCare?
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High Needs

A 59,424 Maori
A 72,894 Pacific
A 49,459 Other

Enrolled Population
670,987
(50% of Aucklanders )

Population Health Through

3 PHOs General Practices

A 580 GPs
Management Services To A 450 Practice Nurses
Primary Care

Primary Care Provider -

_ Other Contractors
Support For Organised A Pharmacy

General Practice A Radiology
A Allied Health Prof.
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onships

The success of general practice depends (mostly) on the
relationship they have with their patients d our job is to add
value to that relationship

Practice to Patient

aE ‘;ProCare to Practic_'_;;}

HEALTH LIMITED

The success of ProCare depends on the loyalty of our
practices, which in turn depends on the value we
contribute to those practices
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roCareodos staff provide pe
through practices & 15% directly support practices.

Clinical Services

‘7 Quality Managers

Practice Services Team

ProCare Psychological Services

Nurse Specialists

es, GPs, other health professionals and
taff in the Practice Team

mbmmunity Health Co-ordinators

HomeCare Medical and Home Alert
Health Promotion

Education



ACARE

Copyright 2004 by Randy Glasbergen.
www.glasbergen.com

— GLASBERGEN

“It’s not what you know that matters or who you know.
It’s what you know about who you know!”

- ™™
.‘.’ — V.h"‘
b “

®-




teams through
the development of PHOs

4 Patient Enrolment 0 provides a population
0denomi naHlor o

4 Mixed Capitation / Fee for Service Funding:
4 (ability to set co -payments )

ACARE

4 0Services to | mprove Accessd¢

4 0Very Low Cost Accesso

4 Increasing Workforce diversification

scher




- R=CARE
The clumsy path to “Systems of
Care”
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4 Why COPD?

4 9% per annum increase in acute medical
admissions to Hospital was limiting ability
to provide Elective Services.

4 Willing Secondary Care Partners

4 Significant volume of patients (Est. > 2,000
per annum
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4 Improve health outcomes for patients
4 Reduce acute burden on hospitals

4 Create a Osustainabl edo
primary care based solution

4( Not exactly rocket sci




F OUR COPD CHRONIC CARE

GEMENT PROGRAMME

Pulmonary
Green Rehabilitation
Prescription Courses
Exercise
Programme

Smoking
Cessation
Programme

Patient Held Free GP Visits
Wellness Plan
Spirometry in
General
Practice

Pneumococcal
Vaccination

Case

Management Specialist Nurse
in General Support
Practice

COPD
Management
Guideline

oMagi co
Support Group
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RCT of Case Management by General Practice in Moderate to Severe COPD

Statistically Significant Mean Respiratory Hospital Bed
iImprovements (p<0.05) Days
seen in:
- FEV 1 (Actual & % Predicted) e
- CRQ Mastery and Fatigue e
Dimensions 3 17
- Mean Respiratory Bed Days 25 " Before
2 ¥ During
Trends to Improvement seen naPd
in: 0; -
- Shuttle Walk Distance 0 7
- All Cause Hospital Bed Days Control Intervention
- CRQ Emotional Function
Dimension

A chronic disease management programme can reduce days in hospital for patients with COPD
Rea H, McAuley S, Stewart A, Didsbury P, Lamont C, Roseman P. Internal Medicine Journal 2004; 34: 608

: 3 e - - x4
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Heart Care Project (500 Pts

Depression CCM
High Needs CVD




ESTO SYSTEMSN RE

Diabetes Annual Review Programme (8,000 Pts)

Heart Care Project (500 Pts)

Depression CCM

Chronic Disease Continuous
Management Care System
Programme (5,500 Pts) (Est. > 40,000

Pts)

Generic Case
Management
Programme

(25,000 Pts)




CVD Screening RE

ck2Action

X U25 :
eta Blocker Initiation Spirometry

Engage Cervical Screening
CCM Boost Diabetes Get Checked Choose 2 B Free

Electronic Clinical Decision Support

Diabetes Incentives Medication reviews

CCM Depression Self Management CCM CVD
PPS FAMA CCM Diabetes  peer review CCM CHE
ECG POAC  |nsulin Initiation
Community Health Coordinators Minor Surgery
Palliative Care Echocardiography Home visits
o e Ve Post Natal Depression CCM COPD
~ Compliance packaging Breast Screening
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MORE
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“That’s our new mission statement.”







CARE

Continuous Care




- MedTech-32 Procare Test

File Edit Patient Module Report Tools Utilities Setup “Window Help

3 5 ) )

PNA Pallcare (130371.1) A3-R ZZZ1250 ¢ ¢.ded JF
2e/27 Falcon Street, Parnell. 093757825 04 Nov 1943 66 yrs Male Cook Island Maori 0.00 RP

<> Patient Dashboard {ProCare) =]l 4
Web ] & @

PATIENT INFORMATION

I Ethnicity "Cook Island Maori" I Funded / Confirmed Enrolment
I High Needs Patient

LonG TERM CONDITIONS
PATIENT RISk FACTORS

MM Blood Pressure  Notrecorded Record e
Bl Height / Weight Height or weight not recorded Recerd
B Waist Circum ‘Not recorded Record
i N . -1 GO
B Smoking Cigarette smoker 26 Nov 2009 ===
Assessment
: No HBA1C recorded. Recommended (age Read Code here
Il Diabetes Screen Screen
~©........._  over50ornonEuropeanover4o)  TTEeC
Bl CVD Screen =~ Notrecorded ... . .. Bereen
Cervical smear Not relevant
et D o T R ——
B vaccinations Flu Vacc recommended
Medications On long-term medication
Engage Eligibility Detail Consult
ProExtra Eligibility Detail Consult
Child Oral Health Eligibility Detail Diabetes Self Mgmt. Eligibility
Integrated Heart Failure Eligibility —Detail CVD Screen/Mgmt(CCO) Eligibility Detail
Care Plus{CCO) Eligibility Detail ProGRESS+(CCO) Eligibility Detail Consult
Il OEP Falls Prevention Eligibility Detail Enrol Diabetes Mgmt{CCO) Eligibility Detail

Sexusl Health Eligibility Detail
Help Test Log Set PHO ID Version 3.2
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Please registrer
to continue using
this software!



ProCare Online Demo 85.html

tronic RE

dict®)

Before & After Audit of GP EMR for Evidence of CVD Risk Assessment

Results: CVD Risk Documented in
- 4 to 5 fold increase in CVD EMR
Risk Assessment in first
year after Predict ® installed

Simi ) 16.00%
- Similar or greater increases 14.00%
for O6High Needs06 paibobwne™

10.00% m Before

Predict ® Version 2 : il % = After
- Released Jan 2007 woow |
- Higher screening rates 200% |
- Population reporting tools 0.00%

Maori Non -Maori

incorporated

Will a web -based cardiovascular disease (CVD) risk assessment programme increase the assessment of CVD risk factors
for Maori? Whittaker R, Bramley D, Wells S, Stewart A, Selak V, Furness S, Rafter N, Roseman P, Jackson R. NZMJ 2006; 119

—~ J - '>H
: : -7

- e

. -\' b 0
. . 1)
0 )

L

~




2 CARE

4 What does SIA mean?
a)oServices to I mprove Ac
b) 0Seni |l e I rate Australi a

Under the capitation model do General
Practices retain the right to charge co -
payments?

a)Yes
b)no
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4 Which tool would you use to find out what
services/programmes the patient in front of you
may need:

4 A)Continuous Care On -Line?
4 B) Patient Dashboard?

4 Who owns the IP for pavlova?
4 A) Australia
4 B)NZ
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Episodic Care




South Auckland PHO Enrolled Populations

Ta Pasefika 7,000

5,000
22,000\ 10,000 700

TKOH

EastHealth

77,000
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0S|I A0 Fun

roCare Network Manukau
(the South Auckland PHO)

$7,000,000

$6,000,000

$5,000,000
$4,000,000
Hlncome
$3,000,000 = Expenditure
H Closing Balance
$2,000,000
$1,000,000 ﬂ
$0 - - -

2002/2003 2003/2004 2004/2005 2005/2006 2006/2007 2007/2008 2008/2009




