Connecfﬁzg Clients 2 Care



Project Aims

To improve the level of patient care available to
residents in the Loddon Mallee region,

To increase the capacity of care providers to meet the
needs of patients with chronic health conditions in the
Loddon Mallee region,

To investigate the technical and clinical feasibility of
using high technology telecommunications based
services to enhance the quality of patient care available
to rural patients, and

To determine and quantify the efficiency dividends these
technologies may offer the health sector both in Victoria.



Service Coordination Principles

RPM provides;

e Improved access to services especially for
remote clients.

* Improved client assessment and ongoing
monitoring for chronic conditions.

e Opportunities for risk screening and appropriate
Intervention or referral through online
guestionnaires.

 Enhanced feedback mechanism for health care
iInformation to general practitioners.




Specifically, Remote Patient
Monitoring

e Uses a monitor installed in the patients’ home

 Monitor and peripherals are easy to use and
have been very well accepted by patients
(including the elderly and less “computer
literate” people)

e Measurement take about 20 minutes to
complete

* Does not require the patient to “wear” any
device at other times



Measurements

*Patient uses the monitor to take physiological

measurements, using peripheral devices
BP
Heart rate
Lead | ECG
Weight
Oxygen saturation
Spirometry
Temperature is entered via keypad
Blood sugar level is entered via keyad
Disease specific questionnaire .
Medication reminders
Health Diary
Links to health websites
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Data Transmission

Measurement data is transmitted overnight to a
nurse at the referring program.

Data Is not transmitted in real time.
This Is not an emergency response device.

The clinical aim of remote patient monitoring Is
to detect adverse trends In data early so that
treatment can be adjusted in the optimal way to
avoid exacerbations.



Remote Patient Monitors

 Equipment used In this project is supplied
by Medcare and has TGA approval

¢ (Wwww.medcaresystems.com.au)
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CC2C Pilot Sites

Mildura Base Hospital (HARP)
Sunraysia Community Health (Healthy
Living Program)

Kyabram & District Memorial Hospital
Maryborough District Health Services

Mallee Track Health and Community
Services



Types of clients who may be
monitored:

COPD, not end stage
Heart failure, not end stage

Diabetes, may include newly diagnosed
KDHS has 10 monitors

e 6 Diabetes clients
e 4 COPD clients
e 10 Control group clients (non-monitored)



Remote Patient Monitoring
A Web-Based Home Telecare
System
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The Nurse at the referring program

* Recelves data.
 Responds to data outside certain limits.

* Follows up on patients who apparently did
not send data.

* Plans further care (eg. Nurse to visit,
patient to attend Dr).

* Provides monthly reports to client’'s GP to
Inform ongoing care and management.



Remote Patient Monitoring
Equipment
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Ease of Use — ECG touch
plate



Accurate BP Monitoring

Oscillometric
(Accurate
Mean BP)

Auscultatory

(Electronic
stethescope)
Accurate

Systolic and
diastolic BP



Patient view — BP results












Simple Glucometer Input



Scheduling and reminders






Patient “My Results” for BP



Enablers

Comprehensive IT training and support.

horough client identification and
recruitment processes.

Established relationship and
communication pathways with local GP'’s.

Dedicated positions that are responsible
for the project.




Barriers

 Drop out rate of 2/10 clients to date.

 Did not anticipate the time commitment
required for resolving technical issues.

o Steep learning curve (I think | could work
for Telstra now!)



Learnings To Date

Continually keep in communication with
local GP’s.

Clients report increased understanding of
their symptoms and health measurements.

We are only 4 months in to project so stay
tuned!

Technology is challenging so when all else
fails take deep breath and count to 10!



RPM in Action

Double click on slide for movie



loddon mallee health alliance

Further information:

Dr Helen Aikman
Project Coordinator

Loddon Mallee Health
Alliance

03 5434 1004

Helen.Aikman@Imha.com.au

Ms Di Roberts
CDM Coordinator

Kyabram & District Health
Services

03 5857 0243
droberts@kyhealth.org.au




