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» Who or What is PvroCoreB
» Contextual Environment

» Systems of Care
» Contfinuous Care
» Episodic care and virtual budget management

» Patient/Community Empowerment
» A Patient’s Journey
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What is ProCare?
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High Needs

o 59,424 Maori
« 72,894 Pacific
» 49,459 Other

Enrolled Population
670,987
(560% of Aucklanders)

Population Health Through

3 PHOs General Practices

« 580 GPs
Management Services To » 450 Practice Nurses
Primary Care

Primary Care Provider -
. Other Contractors
Support For Organised « Pharmacy

General Practice « Radiology
« Allied Health Prof.
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ionships

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

Practice to Patient
HEALTH LIMITED

aE ‘;ProCare to Practic_'_;;}

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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e’s staff provide patient care coordinated
through practices & 15% directly support practices.

‘ Clinical Services
‘ Quality Managers
t Practice Services Team
i ProCare Psychological Services
Nurse Specialists
5, GPs, other health professionals and
aff in the Practice Team
}'.'f'gf‘()mmunity Health Co-ordinators
‘ HomeCare Medical and Home Alert
Health Promotion

Education
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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!”
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ACARE

ice teams through
the development of PHOs

» Patient Enrolment — provides a population
‘denominator” - NHI

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

» “Services to Improve Access” Funding (SIA)
» “Very Low Cost Access” scheme

» Increasing Workforce diversification
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The clumsy path to “Systems of
Care”
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» Why COPD?

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

» Willing Secondary Care Partners

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

» Create a ‘sustainable’ and ‘scalable’
primary care pbased solution

» (Not exactly rocket science...)




F OUR COPD CHRONIC CARE

AGEMENT PROGRAMME

Pulmonary
Green Rehabilitation
Prescription Courses
Exercise
Programme

Ngleldgle
Cessation
Programme

Patfient Held -
Wellness Plan Free GP Visits
Spirometry in
General

Practice

Pneumococcdal
Vaccination

Case

Management Specialist Nurse
in General Support
Practice

COPD
Management
Guideline

“Magic” Patient
Support Group
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RCT of Case Management by General Practice in Moderate to Severe COPD

Statistically Significant Mean Respiratory Hospital Bed
improvements (p<0.05) Days
seenin:
- FEV 1 (Actual & % Predicted) e
- CRQ Mastery and Fatigue a5 V7
Dimensions 3 V7
- Mean Respiratory Bed Days 25 Caerore
2
Trends to Improvement seen 151 buring
in: 0'; >
- Shuttle Walk Distance o 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: 608-614
S, y IS el ¢ Y p
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Depression CCM
(—High Needs CVD

Heart Care Project (500 Pis

FAMA

P
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ES TO SYSTEMS IN

Diabetes Annual Review Programme (8,000 Pis)

Heart Care Project (500 Pts)
'—
Depression CCM

High Needs CVD

Chronic Disease
Management
Programme (5,500 Pts)

_FAMA_ ¥
_CVDCCM_

LI I ) ELEN LD L L 00

Continuvous
Care System

(Est. > 40,000
Pts)

-

Generic Case
Management
Programme
(25,000 Pts)

23 &3 2 E3 £ E3 £ £ E3 B3 £ B3 £




ZB CVD Screening RE

Back2Action U25 Spi ¢
- pirometry
Beta Blocker Initiation 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 CHF

ECG POAC |nsulin Initiation
Community Health Coordinators Minor Surgery

Palliative Care  Echocardiography Home visits

Post Natal Depression CCM COPD
Compliance packaging Breast Screening
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@ 1998 Randy Glazbergen.
v glasbergen com

MORE

GLASBERGEN

—

“That’s our new mission statement.”
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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

Electronic RE

Predici®)

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

Results: CVD Risk Documented in
- 41to 5 fold increase in CVD EMR

Risk Assessment in first
year after Predict® installed

1600% .

- Similar or greater increases 1400%
for ‘High Needs’ patients 1200% |
1000% | wBotor
Predict®Version 2 : iggz . A::,e
- Released Jan 2007 0%
- Higher screening rates 200% |
- Population reporting tools 0.00% <
incorporaied Maori Non-Maori

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
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» What does SIA mean?
a)’'Services to Improve Access’'e
b)'Senile Irate Australians’?

Under the capitation model do General
Practices retain the right to charge co-
payments?
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» Which tool would you use to find out what
services/programmes the patient in front of you
may need:

» A)JContinuous Care On-Linee
» B) Patient Dashboard?e

» Who owns the IP for paviova?
» A) Australia
» B)NZ
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Episodic Care




South Auckland PHO Enrolled Populations

Ta Pasefika 7,000
22,000

EastHealth

/77,000
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roCare Network Manukau

(the South Auckland PHO)

$7.000,000

$6,000,000

$5.000,000

$4,000,000

$3.000,000

$2,000,000

$1,000,000

$0

Al

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

ACARE

Hincome
= Expenditure

H Closing Balance
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hieve ?

» Live within our needs

» Allow pracftices to decide which
services/programmes were most important to them

» Incorporate better decision support — eligibility based
on:.

» Demographics

» Clinical need

» Previous service utilisation or
» Resource availability

» Make resource allocation decisions nearer to the




()
AUNCHPAD

xira Laun:hpod]

»,
»)
€0 € a Fnsmmm : Funding Available
o 3 « ProCare Test Practice =1 -
Nltelle Nile Beta-Blocker [mitisban ($45.00} -—I Saptamber, 2008 .
ECC (845.00) AR Real-time budget
Echo-Cardogram (§292.50) — Balince Lekt monl.l_orln
Engage Mental Health Consult ($50.00) ;_I g
Home Vist ($45.007 [ W
LUCD insertion ($1%0.00) -—[
Insulin Ingiation ($150.00)
Madication Packaging (560,00}
Prsurnococcal Vactination ($60.00} [r=] I
Sexual Heath (UZ2) ($35.00) ::I
Spiromatey ($60.00) —1
Virtual budget
allocation
Service Key
- =
: Total Marthly: $3,000
Fatient may ba elgbie and practice has required funds. -_]

* All ameunts include GST

ProEXTRA Services Pro 3 \ RA

Copyright & 2001-2008 ProCam Heaits Limzed. All rights reserved
EEERCH

BT B Gl




Pro
ERVICE PAGE

-
ProExtra Launchpad](ﬂ edication Pa ckagingw

~
Patient Consent : yes @ - O No et
Date of Service : dd/mm/yyyy B
Reason for Request : | 5 or more long term medication w |
Period of Supply : |3 Months
- . Preferred Pharmacy Location @ | Ma Prea roved
Online service =~ L PP

voucher request

provision confract

Provider's contract for this service is current.
View Terms & Conditions (Last Update on 26/03/

I Accept Terms and Conditions ves & - O No

| REQUEST VOUCHER

Copyright © 2Z001-2008 ProCare Health Limited. &l rights reserved.
Logout
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Important Information for the Pharmacist

This voucher entities you to invoice ProCare Network Manukau for the cost of Prea @) pro\/ed
providng medication packaging to the bearer of this voucher. You must have signed a
‘ProExtra’ contract with ProCare Network Manukau before we will reimburse you. VOUC h er
Rro RA
MEDICATION PACKAGING

FLEASE COMPLETE AND ATTACH TO YOUR INVDICE

NHI: ABCT235
Purchase Ordar Number: 99495869

Medicaton packaging provided for (please tick):
Oetmh Timth Damths T mths

Was packagng in addtion to the above provided? (please tick):
Ovyes Ono

Additicnal packagng provided for (plesse tick):
Cetmth Timth TD2mths T Imths
Plasse specdy reasun for additionsl packagmng:

N:: :r '.‘:‘ vtouthof

& VOl o

s ProCARE
PO Box 108 348 NETWORK
T 99 375 781 MANUKAU

Fax: 08 377 7826

List of service providers
via external data source

Fleste go to ane of the following pharmaces:

Name Address Telephone & FAX

Clendon Pharmacy Ltd Clendon Town Centre Phone: 09 267 0143
Clendon Pax: 03 207 2368
Msnurews
Auckland

HealthCare Pharmacy, Clendon 5-11 Robert Ross Flace Fhone: 03 269 3626
Clendoo Fax: 03 268 3647
Manurews
Auckland
77 Grande Vus Ra Phone; 0F 267 2530
Manurewa Fax: 09 267 2530
Auckland
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Total ProExira S Spend vs Total Funds Released

$100,000.00
$20,000.00 ~—

$80,000.00 - i e = =
$70,000.00 N s e
$60,000.00 ~
$50,000.00
$40,000.00
$30,000.00
$20,000.00
$10,000.00

$0.00
Jun 08 Jul 08 Sep 08 Oct 08 Dec08 Feb 09 Mar 09

% Spend ( based on Claims paid) ====Funds Released to Practices
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anagement

» Manage resources beyond SIA funding e.g.
» Care Plus places
» Elective Services Capacity
» After Hours Eligibility

» Intfegrate with Confinuous Care Online and
Patient Dashboard
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» Population Health Database
» Revised (Online) Patient Dashboard
» Telehealth Home and Surgery solutions

» Consumer Health Portal

» Primary Care Referral Management System
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» Who said the following quote:

» ‘NZ is a country of inveterate, backwoods,
thickheaded egotistic philistines’.

» A)John Lennon
» B) Viadimir Lenin




o

» Which of the following is regarded as
appropriate etiquette when dining out in New
/ealand?

» A)When decanting wine from the box, filt the
paper cup and pour slowly so as not to bruise
the wine

» B)If drinking from the bofttle, hold it with only
one hand
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Community and Patient
Empowerment




e
ement

» Flinders — Practice Based

» Stanford Group Model

» Patient Held Wellness Plans

» Patient Support Groups

» Lifestyle Coordinators

» Community Development

» Community Health Coordinators
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« Toimprove community health & wellbeing by building
‘grass roots’ capacity and capability.

« Community people contracted out with Trusts.

* Increase levels of physical activity & improve nutrition of
members of the setting/community.

« Strengthen skills & knowledge and facilitate action.




cipate in need;‘E

aiwhakahaere
» 420 needs assessments completed

» Needs Assessments Qutcomes ensures programs are
targeted to marae needs

» Not just a circular but a living breathing document

» 5 target areas, GP Services, Levels of Physical Activity,
Knowledge of Nutritious Foods, The Marae Environment
and Barriers to being active and eating healthy kai










Community Health Coordinators
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Tania Rerekura

» Female
» 48yrs old

» Maori
» No Contact with practice for 15
months

» Did not respond to three letters for
recall re cervical smear screening.
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PATIENT
PARKING
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' Sees The General PrCARE
ractice Team
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Ol’alh'ul Dashboard (ProCare) = —u

W | e
B Ethnicity "Cook Island Maon' B Funded / Confirmed Enrolment 4 D as h b Od rd ﬂQ g S Th d T d
B High Needs Patient CVD screen is indicated

CLASSTFICATIONS - .
L (Maori female older than

M Blood Pressure  120/80 13 Apr 2005 Ragord

I Weight / Height ~ 65kg, 157cm, BMI 26 10 Nov 20 o 4 5)
B Alcohol 1-2 units / day 20 Fab 2006\gagord

W Smoking 0 6 0ct 2005  Racord
T e S Macamened o) faan » Tania has a blood test and
W Cervical smear  First Normal 10 Aug 2008 Raod Cotohare | is found to have Type 2
Mamimography Kot ralevant . .
Becressor ok rocrthg s Diabetes Mellitus
Vaccinations Not ralervant
Madications No long-tarm medication .
POTENTIAL PROGRAMMES AND EP1SODIC CARE CONSULTS FOR THIS PATIENT } S h e |S reCO | | ed for fU rTh er
M Care Plus flgbilty Detad forol Engage fligiblity Detail Sonsult
Care Plus / CVD Elaibilty Detad Palliative Care Eligbiley Datall Congult GssessmenT Gnd care
CVD Case Management Elabllty  Datal Post Natal Depression Elabilty Datal Sonsul
Heart Care fligblity Detal ProExtra
M Smoking Cessation Gligibllty Datall Eavoll [ U2 Serual Haakh
(25 Saxval Heakh

Help Teitog S0t 8H0 10 Varsion 24




REREKURA Tania (130350.1)

&> New CVD Diabetes Predict Procare (Predict)

“wieh ] More ] Audit ]

EL T

A3-R

18 Aug 1960 48 yrs

iy

ABC1235

Female Maori - NZ

&> MedTech-32 Procare Test

File Edit Patient Module Heport Tools Utbltes Setup Window Help

A0 B &R

E - Funded oI
0.00 RP

a

NZ CVD / DIABETES
PROGRAMME

DEMOGRAPHICS || CVD RISK ASSESSHENT”C\J‘D RISK MANAGEMENT”DIABI:_TES MANAGEMENT} §
E
'd '
This page sheuld be completed for all patients. All underlined items are required.
After submitting this form, additional follow up management forms become available to you. The secondary Diabetes
management form will become available dependant upon the status of the Diabetes field on this form.
NOTE: It is inappropriate to do CVD risk assessment in pr cy.
AsSUME NEGATIVE DEFAULTS |
Clinical History |
Family History of Premature CWVD Ves . (& Mo
Angina ves - % Mo
MI ves . & Mo
PCUCABGE Yes (- (F No
Ischaemic Stroke Ves - % Mo
Transient Ischaemic Attack (TIA) Yes ( . & Mo
PVD ves ( - (% Mo
Diabetes |TypeZ[inc|TypeZ on insulin} ﬂ
ECG confirmed Atrial Fibrillation ves - {* Mo
Diagnosed Genetic Lipid Disorder |Nune ﬂ
Diagnosed metabolic syndrome Yes & . 7 Mo
Smoking History |Yes—up to 10/ day ﬂ
Pregnant? ves { _ ¢ Mo o
Examination |
Maost recent BP [Sitting .-’ mmHg B
Previous BP [Sitting ,l" mmHg
TC/HDL ratia |7 | - Date: [18/09/2008] dd/mmiyyyy
Total Cholesteral mmol.n’L- Date:dd.n’mmfvmﬁ
For diabetic patient |
Diabetes; year of diagnosis 2
Lo [} —

>l ol

Frint | Save | Cancel | Help |

(o)

Assessment and
management
recommendations
are assisted by
Predict




&)/ MedTech-32 Procare Test

File Edit Patient Module Beport Tools Utlities Setup Window Help

EEe ] (1] [l o 9 () 3 P (8 2

REREKURA Tania (130350.1)  A3- R ABC1235 ; 1 sFE

18 Aug 1960 48 yrs  Female Maori - NZ 0.00 RP

web ] Muore ] Audit ]
[ RISK ASSESSMENT INFO |

&> New CVD Diabetes Predict Procare (Predict) [g
] @
Y

' N\
"WHAT IF" / "DEMO" - Risk Assessment: = Send | & Print | = Export to PDF
This page was made specifically for TANIA REREKURA (ABC1235): 18-Sep-2008 17:14 hrs

Estimated risk of having a CVD event in the next 5 years: 26% L
Estimated risk level: Estimated Benefits: NNT for 5 years to prevent one event
S-year CV risk [CWD events preventad per 100 people treated for 5 years)
(fatal and non-fatal} 1 intervention 1 interventions 3 interventions
{25% risk reduction) {45% risk reduction) {55% risk reduction) B
15 5 7
i (6.5 per 100] {11.7 per 100} {14.2 per 100}

Based on the conservative estimate that each intervention: aspirin, blood pressure treatment (lowering systelic
blaod pressure by 10 mm Hg) or lipid medification (lowering LOL-C by 20%) reduces CV risk by about 25%
over 3 years,

CWD risk has been moved up ane risk category (5%, as cardiovascular risk may be underestimated in the Framingham risk
equatian; based on:

# Maori or Pacific ethnicity or people from the Indian subcontinent

# type 2 diabetes with an HbA1c consistently greater than 8%

Cardi ular Disease: Risk and Treatment Benefit

DIABETES
{With a 5% upward risk zdjustment applied)

Ratio of Totzl Cholestercl:HDL

180/105
160/55

seorss |ICICIL] EEEEE

1zo75 | I

The colour chart and calculated risks vary. Likely cause: patient age or BP fall between two colour chart groups.
Calculated risk value: 26% - Indicated risk range: (30-100%)

Risk Level
5 year CVD risk [non-fatal and fatal)
W=z0% High[_]15-20% Ws-10%
Very High[_]25-30% Moderate [Ji] 10-15% mitd [l 2.5-5%
[Jz0-25% Cz.5%

b

Print ‘ Save | Cancel | Help |

(o)
Tania has o
very high
CVD risk




&>/MedTech-32 Procare Test
File  Edit

Patient

Module RBeport Tools  Utilities

& i
REREKURA Tania (130350.1)  A3- R ABC1235

18 Aug 1960 48 yr=  Female Maori - NZ

Setup Window Help

1o,

E - Funded
0.00

&7/New CVD Diabetes Predict Procare (Predict)
‘wieb I tore I Adit |

DEMOGRAPHICS ” CVD RISK ASSESSMENT H CWVD RISK MANAGEMENT " DIABETES MANAGEMENT \

(_acrions )( recommenpaTions |( PATIENT INFORMATION |(_ RISK ASSESSMENT INFO )

-

[ ]
"WHAT IF" / "DEMO" - Patient Information: = Send | & Print | 2 Expert to PDF
This page was made specifically for TANIA REREKURA (ABC1235): 18-Sep-2008 17:17 hrs re I < g e | I e rO e S
CVD Risk
You have diabetes and your risk of developing heart disease or blood vessel disease or
having a stroke in the next 5 years is classified as very high (20-30%). This means ° ° °

that for every 100 people like you, 20-30 will develop a problem in the next 5 years.

The good news is there are lots of ways you can reduce this risk.

[MHF booklet- reducing the risk of heart attack and stroke [www.nhfiorg.nz)]

Sometimes making changes can seem quite overwhelming - talk to your doctor or

nurse about how you can get started. The benefits of tackling your risk factors start

immediately and continue for as long as you maintain the change. Beneficial changes

include lifestyle, diet, drug therapy and quitting smoking (if you are a smoker). The °

changes that will reduce YOUR risk are described on this page. A d

Lifestyle i V I C e

Regular physical activity and a diet that protects your heart will improve your general

health, control your diabetes, help lower your blood pressure, and improve your

cholesterol and triglycerides (blood fats) and other factors. Your doctor may refer you

for special dietary advice so that you can get advice tailored just for you.

[Diabetes NZ- Fit for life (www.diabetes.crg.nz)]

[Diabetes NZ- Basic guide to food (www.diabetes. org.nz]]

[Tackling your risk factors-Eating and Mutrition [www.nhf.org.nz)] )

Get more active. The long term aim is 30 minutes of physical activity on most days of

the week {or 3 lots of 10 minutes a day). Set a goal and go for it!

[Diabetes NZ- Fit for life (www.diabetes,org.nz}]

[walking / Strecching / Physical activity for people with medical conditiens {www.BushBlay.org.nz)]

[Tackling your risk factors-physical activity (wwwnhf.orginz)]

Your weight is above the recommended healthy weight. If you are not already

involved in a healthy lifestyle programme, ask your doctor or practice nurse about

your options. The target is to lose 10% of your initial weight. This may take some
time but once you have achieved this weight loss, aim to maintain your weight at this
new level,
[Tackling your risk factors- Weight management [www.nhf.org.nz)]

MNo matter how long you have smoked or what age you are, if you quit smoking you
will benefit straight away. For example, within one day of quitting smoking the risk of
having a heart attack starts to drop. In 2 days your ability to smell and taste gets
better. Between 2 weeks and 2 months your circulation and lung function will have
improved. {Quitline phone number is 0800 778 778)

[Nicotine gum {www.quit.erg.nz)]

[Micotine patches (www.quit.org.nz)]

[Smaking [www.quit.arg.nz}]

[Tackling your risk factors-smoking [www.nhf.erg.nz]]
[Tips fer quitting smoking {www.quit.org.nz}] L

Print || Save I Lancel | Help |




or Self-
Education

ACARE

Condition explained -
Tania sees how she
can modify her risk
using “Heart
Forecast” tool

Self management
programme initiated

Enrolled on Care Plus

Referred to Modified
Green Prescription




Prescription




&5 MedTech-32 Procare Test re
File Edit Patient Module Heport Tools Utliies Setup 'window Help

& | =8 ¢ CEEE

REREKURA Tania (130350.1) A3-R ABC1235 SFE

18 Aug 1960 48 yrs  Female Maori - HZ RP

E - Funded
0.00

‘b I More | Audit |

&7/New CVD Diabetes Predict Procare (Predict) Ml g
®
__

DEMOGRAPHICS ][CVD RISK ASSESSMENT ][CVD RISK MANAGEMENTW[ DIABETES MANAGEMENT]

(Cacrions ) recommenpations )( paTient inFormaTIon ) ( RISK ASSESSMENT INFO_)

e N
"WHAT IF" / "DEMO" - Actions: 2 Send | & Print | &= Exportto PDF
This page was made specifically for TANIA REREKURA (ABC1235): 18-Sep-2008 17:17 hrs

Lifestyle
= Reassess dietary pattern and physical activity today D M
= Refer to dietitian re I C -|-
= Give Green Prescription
= Assess willingness to quit smoking
= Discuss weight management

Recommends

= Lab results indicative of renal impairment. If confirmed, rerun risk assessment and
diabetes management selecting renal disease present

Glycaemic Control
= Undertake 3- to 6-month trial of intensive lifestyle interventions D | h r r I
= Start metformin (if HbAlc not improving with trial of lifestyle interventions) O y p G r O C
= Refer for diabetes self-management education
» Check HbAlc in 3 months

Blood Pressure
= BP therapy - check compliance, optimise dosage or add another agent
= Add or change to an ACE inhibitor

Aspirin
= Start aspirin (or alternative) if no history of haemorrhagic stroke or other contra-
indications
Lipids N
= Repeat lipid test (fasting) if required to establish accurate baseline
= Start statin after baseline transaminase level (ALT) taken
= Check fasting lipids and LFTs in 3 months

Feet
= Assess 3-6 monthly (if have 'high risk' foot), otherwise annually

Eyes v

Print ” Save I Lancel | Help |
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Clendon Medical Centre
" RxAspirin 100mg “Adherence to long
RS'QM] ?? o term therapy for
; er;)rmln chronic illness in
I : (]
o . developed countries
= Rx Simvastatin 40mg averages 50%"
Sig: I nocte 9 ©
: ' i1 2.5m
R%C_”?Ii\apm 2.omg Adherence to Long-Term
SIg: Gr?e Therapies: Evidence for Action:
= Rx Compliance World Health Organisation 2003
Packaging 3 months
Tﬁﬂz’d&ﬁur}/

(-

-
"

~

"
1y Y -
‘:JT Q X g N
’ ) r,'.‘ N \ .




ProExira taun:bpod]

()

- ")
F - ProCare Test Practice =1
o : 45, . e a .
Beta-Blocker Imtisbon (§45.00) Saptambar, 2008
ECG ($45.00)
Current Days
Echo-Cardogram ($292.50) Balince Lekt
Engage Mental Mealth Consult ($50.00)
Horme Visd ($45.00}
LUCD insertion ($150.00}
Insun Intiation ($150.00)
Madication Packaging (560,00}
Prsurnococcal Vactination ($60.00)
Sexual Heath (UZ2) ($35.00)
Spiromatey ($60.00)
Service Key
$1.343 15days
1% 0%
Total Manthly: $3,000
Patient may ba elgibie and practice has reguired funds.

* All ameunts include GST

ProEXTRA Services Pro 74 RA
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ProExtra Laun:hpad}[ﬂ edication Packagingw

Pro

~

Patient Consent : ves & - (O No

Date of Service @ dd/mm/fyyyy E

Reason for Reguest : | 5 or mare long term medication w |
Period of Supply : |3 Months V|
Patients Preferred Pharmacy Location : |Hiimrewa v|

Prowvider's contract for this service is current.
View Terms & Conditions (Last Update on 26/03/2008)

I Accept Terms and Conditions yee @ - O Mo

| REQUEST VOUCHER |

Copyright © 2001-2008 ProCare Health Limited. All rights reserved.
Lagaut




Important Information for the Pharmacist

This voucher entities you to invoice ProCare Network Manukau for the cost of
providng medication packaging to the bearer of this voucher. You must have signed 3
‘ProExtra’ contract with ProCare Network Manukau before we will reimburse you.

=EATRA

MEDICATION PACKAGING
FLEASE COMPLETE AND ATTACH TO YOUR INVOICE

NHI: ABCT235
Purchase Ordar Number: 99405869

Medicaton packaging provided for (please tick):
O<tmth Timth D2mths T Imths

Was packagng in addibion to the above provided? (pleases tick):
Ovyes Ooo

Additional packaging provided for (plesse tick):
Cetmth Timth TD2mths T dmths
Plasse specdy reasun for additions| packagmng:

Mail or fax voucher

Fax: 03 377 7826

::::;:: :mnisum E
PO Bor 105 548 NETWORK
?:c:':);"gn 7815 MA N U K A U

Flesse go to ane of the following pharmaces:

Auckland

Name Address Telephone & FAX

Clendon Pharmacy Ltd Clendon Town Centre Phone: 09 267 0143
Clendon Pax: 03 267 3368
Manurews
Auckland

HealthCare Pharmacy, Clendon 5-11 Robert Ross Flace Fhone: 03 269 3546
Clendoo Fax: 03 249 3647
Manurews
Auckland

Hillpark Pharmacy Lid 77 Grande Vue Rd Fhone; 09 267 2530
Manurewa Fax: 09 267 2530

()




ACARE

» Pharmacist dispenses Rx
in blister packs

» Educates regarding
medicines

» Notifies General
practice if patient is late
iIn picking up repeats




ACARE

» Tania’s step daughter resents her relationship
with her partner

» Tania’s job at the carpet mill is under threat

» Tania scores 25 on Kessler score, she is referred to
ProCare Psychological Services




ProExtra Launchpad][Engage Mental Health Consult]

()

' ™
Service will only be provided to patients who score a Kessler score of 16 or more. This is a prerequisit in order to
request a voucher.

2]

Patient Consent : ves & - (O No

Consult Type |{GP Tnitial eonsult T v
Date of Service : _ dd/mm/fyyyy E
Enter Kessler 10 manually vez @& - (O No
Kessler 10 Score _
Interpretation |[Medium risk of anxiety/depression. |
Assessment |Screened by GP/Practice |
Personal history ves (O - & No
Family History vyes (O - (& No
Severitv of condition |_1V.|
Safety issues |INane T v |
Psvchosocial issues (Meme
Medicines prescribed todav |Nepe %

Has follow-up been scheduled yes & - (O Mo

Follow up within 2 weeks doubles the rate of compliance with medication.

P=zychologist

Paychiatrist

Secondary mental health services
CHC

None

OFEO00O0

Other

Schizophrenia
Addictive disorder
Adjustment disorder

Post natal depression

10000

Birnnlar dAisnrder



LETY ]Services] More] Auditl
Document D etails

(Il (Psve Reterral [PPSTAT] j Ta: | J [~ Park Dacument
v
PMHO Services Referral Form
To:
Date: 16 Sep 2008
From: Dr Sam Entwistle  Millstone Family Practice
Phone: 09358 0116
Fax:
Patient Name:  Jayne Gattes
Address: 3030 Epsom Road
Epsom Auckland
Date of Birth: 08 Oct 2006 Age: 23m Gender: Ferale NHI: ABC1Z35 Ethnicity: Cook Island Maori
Contact Numbers
Day Phone: 654 6655
After Hours Ph:
Mobile Phone:
Other Phone:
APPOINTMENT INFORMATION
Brief information regarding the need for psychalogist (Please include any co existing medical
conditions), Community Health worker or Yhanau support input.
v

Drocument Optiots

Prirter: |WebE:-: Document Loader j Praovider: |SamEaves [SFE] j Copies: |1 :| Golat ..

& izard | 0K | Cancel | Helo

| SendTn * | B, Print

- Y\ |

A CARE




K 10 score

Quitcomes

A CARE

O European
E Maori
O Pacific

Intial K 10 score

Final K 10 Score




Key Take-Outs

» Whole patient not the disease
condition

» Cenftral role of CHCs

» Multiple treatments co-
ordinated by GP through range
of community providers

» Snapshot of a small fraction of
the programmes available to
ProCare GPs to provide care

ACARE

Programmes Used

>

>

Community Health Workers

Health Promotion commissioned
exercise programme - GRy

Predict
Care Plus

Medicine compliance packaging

ProCare Psychological Services




ACARE

ctors

» Understanding ‘population health’ i.e.
what is your denominator?

» Engagement of primary care teams
» Aligning incentives
» Flexible use of workforce

» Extending the reach of primary care into
the community




