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Solution Concept
	Project Name
	Integrating Telehealth into the Continuum of Care


	Sponsoring Organisation
	Healthcare New Zealand 



	What problem is the idea seeking to address?

	Studies have shown that remote monitoring for CHF and COPD provides benefits over standard care or home based nurse interventions as it allows for pro-active implementation of interventions to prevent avoidable hospitalisations.  

However, home telehealth solutions are currently stand-alone and do not integrate into other health care providers’ systems.  Telehealth systems can capture longitudinal biometric data; however they are not integrated into other healthcare applications used by the patient or healthcare providers. This limits the realisation of maximum clinical and economic effectiveness of the telehealth solutions. The key integration challenges are:

The information gathered by telehealth systems doesn’t integrate with GP or secondary care patient record systems. This is significant, as practical deployment experiences suggest maximum benefit is gained when information is integrated within existing and accepted patient management software systems. 
Existing telehealth solutions lack the integration capability to communicate with the patient via multiple communications channels such as mobile phones to provide support to patients when away from home.
The telehealth biometric data can’t currently be included in a personal electronic health record and combined with information from the healthcare providers systems or with data provided by the patient. With the data fragmented across multiple systems there is no integrated data set.


	What strategies does it align with?

	This project is well aligned to the HISNZ strategy. The project supports Action Zone 7 Management of Long Term Conditions by addressing patient information and management in the area of adherence to medication regimes.

It provides a reference implementation in support of the Key Directions strategy. 

The delivery of these key areas is advanced by the project.

· Support for self-care:
· Support for tailored care:
· Enabling the co-ordination of care and integration of service
· National Health Strategy – this document was published in 2000 and includes 13 health objectives.  Some of particular relevance are: reduce the incidence and impact of cardiovascular disease; reduce the incidence and impact of diabetes; reduce smoking; improve nutrition; reduce obesity; increase the level of physical activity; reduce the impact and incidence of depression.

· Primary Health Care Strategy – there are six key directions identified for primary care to achieve the vision of primary health services focusing on better health for populations and actively reducing health inequalities between different people.  These are:  work with local communities and enrolled populations; identify and remove local inequalities; offer access to comprehensive services to improve, maintain and restore people’s health; coordinate care across service areas; develop the primary care workforce; continuously improve quality using good information.

· He Korowai Oranga – the Maori Health Strategy emphasises whanau health and wellbeing as its overall aim, with particular note made of reducing inequalities. Te Ara Tuatahi - Pathway One – Development of whanau, hapu, iwi and Maori communities has particular aims to increase whanau health and wellbeing through fostering Maori community development, and to recognise and value Maori models of health and traditional healing.

· Decades of Disparity series, particularly report III – Ethnic and Socioeconomic Inequalities in Mortality (May 2006) – The key findings included the implication that Maori are disproportionately affected by the health consequence of lower socioeconomic status; Maori:non-Maori inequalities in mortality largely persist within socioeconomic strata; the different socioeconomic resources or positions of Maori and non-Maori ethnic groups account for at least half of the ethnic disparities in mortality for working-age adults and one third of the disparities in mortality for older adults.
· PHO Performance Programme - The PHO Performance Management Programme (PMP) was designed by primary care representatives, DHBs and the Ministry of Health to improve the health of enrolled populations and reduce inequalities in health outcomes.  It seeks to do this through supporting clinical governance and rewarding quality improvement within primary health organisations (PHOs). Improvements in performance against a range of nationally consistent indicators results in performance payments to PHOs.  Indicators include cervical smear rates, flu vaccination for those over 65, CVD/Diabetes Assessment and Management.
· Health of Older People Strategy - the primary aim of the strategy is to develop an integrated approach to health and disability support services that is responsive to older people’s varied and changing needs. This approach, the integrated continuum of care, means that an older person is able to access needed services at the right time, in the right place and from the right provider
· Coordinated Care:  dependable systems for long-term conditions – building on the Leading for Outcomes principles, this new Ministry of Health policy aims to enhance Care Plus and improve PHO capacity and capability to manage diabetes and cardiovascular disease.  


	How would the idea work?

	Patients will be evaluated against a criterion by their healthcare providers. Qualifying patients will be enrolled into the telehealth monitoring programme.
The patient will be provided a home based telehealth system comprising a central hub and the appropriate sensors. The patient is then prompted to input their biometric data, blood pressure, blood oxygen saturation, weight etc as appropriate to their clinical condition and at a frequency determined by the care team.
The biometric information will be compared against the patient’s specific expected ranges and alerts will be generated to the care providers by the decision support system. This will provide a prioritised alert list to the healthcare provider team.

The healthcare team will then call or visit the patient as appropriate.
The information from both the telehealth system and the care providers visits will be uploaded into a personal electronic health record with access controlled by the patient. The patient will also have the ability to add other information about progress towards their health goals or state of wellbeing into their record.

Mobile phones will be used to provide reminders about missed biometric information and to give patients an alternate channel to input some biometric information.

The solution will be implemented in a series of phases. Health Care New Zealand will run an initial trial of the telehealth solution to gather initial feedback from patients about the usability of the solution and to gather the requirements around the changes to the business processes of the nursing care team to take into account the biometric information from the telehealth solution. This information will be provided to the Collaborate 2 Innovate (C2I) project team to inform the development of the concept brief.

The Collaborate 2 Innovate Concept Brief will expand the initial telehealth trial by integrating into the electronic health record, the case management system and the mobile phone.

The C2I project will also establish the future vision of further integration with other healthcare systems such as general practice PMS systems, pharmacy systems or secondary care patient management systems.


	Proposed solution architecture

	The telehealth solution will be connected into an integration layer to facilitate its integration with other health sector applications. This will have a standards based technology agnostic interface to enable interoperability with a wide range of applications These will include:

A web based personal electronic health record able to provide the following:

· Authorised family and friends could access the electronic health record and become part of the care team to support the patient in achieving their health goals.

· The patient will be able to authorise access to their personal electronic health record so that the information gathered by the telehealth system can be made available to clinicians.

· The patient will be able to input their own information about progress to their health goals and provide additional information about their health and welfare.

A mobile phone based solution so that some patient biometric data e.g. glycometer or other complementary biometric data results can be uploaded by users that have low levels of ICT skills but who are confident with a mobile phone, or when they are away from home. The mobile phone will also be utilised to send reminders to patients about their measurements.

The case management tools used by the care provider team. The telehealth solution will highlight a list of patients that have various levels of alerts due to adverse measurements or missed information. This needs to be integrated with the care team work plan so that the most at risk patients are prioritised for contact.
The integration layer will also provide a connection point for the exchange of information with other systems in the continuum of care, such as GP PMS systems, pharmacy systems or secondary care systems.
This architecture diagram describes the current thinking about the solution architecture and project phasing.
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	Proposed standards

	The solution will communicate via the accredited health network and will look to utilise certified products from suppliers accredited under the Connected Health programme where available.

The solution will look to be informed by the HISO standard on GP2GP patient record transfer to facilitate information sharing with clinical systems.



	If the idea was put into practice, what would change?

	Patients with chronic or long term conditions will be monitored in the home by their healthcare provider team. Access to the biometric information provided by the patient is expected to:

Provide a prioritised list of patients with adverse biometric readings who require intervention from the care team, along with a list of patients that have not provided the expected information. The prioritised clinical workflow is expected to reduce the number of routine visits for patients that are successfully managing their own condition.

Reduce the frequency and severity of acute episodes especially those requiring hospital treatment compared to those typically experienced by those with long term conditions by allowing early intervention by the healthcare team.

Improve clinical decision making and improve clinical outcomes by making the longitudinal record of the data captured by the telehealth system available to healthcare providers currently involved in treating the patient.
Empower patients to involve their friends and family in their wellbeing by allowing them access to selected parts of their health record, and specify them as contact points for non urgent alerts, such as missed medications. This will allow the wider family to support the patient in managing their condition.


	How will we evaluate the results of the project?

	We will need to design a way to measure the expected changes. We will need to compare the health of the patients using the integrated telehealth solution with a baseline health of a typical group of patients with similar conditions.
We will need to track the number and severity of acute episodes suffered by the telehealth users. What is the impact of using telehealth in the reduction of acute episodes and what is the assessment of the economic benefit to the health system.
We also need to evaluate the impacts on the workload of the care provider team, does the use of the Telehealth solution. To what extent does this allow the care team to handle more patients for a given size of care team?
Obtain qualitative research around the use of the biometric data gathered by the telehealth solution and its use in clinical decision making.
Gather information from the patients and their friends and family in regards to the increased confidence they get from using the telehealth system, being able to manage their own condition and support their loved one to achieve their health goals.


	Project team

	We have identified some capabilities we believe will be key too successfully completing the project. We would like to hear from organisations that have an existing complementary solution or expertise that they will be looking to contribute to the project. There could be several project team members with similar solution components and a detailed evaluation of may need to be undertaken once the requirements and preferred architecture have been defined to determine which solutions most closely match the requirements.

The following organisations, including the sponsoring organisation, have shown an interest in collaborating in the development of this solution.

To indicate its interest, an organisation completes the Registration of Interest form, providing details of the capabilities that it can offer and the role it seeks to play.

	Role
	Organisation

	Project governance, project directorship, funding and contractual framework
	New Zealand Health IT Cluster

	Project lead partner and Telehealth solution, provider 
	Healthcare New Zealand

	Customer
	Taupo PHO and Lakes DHB

	Systems Integrator
	

	Personal electronic health record supplier
	

	Mobile phone reminder and upload capability provider
	

	Case management solution provider
	

	Healthcare team management supplier
	

	Infrastructure
	

	Measurement and research.
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