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CHAPTER ONE:
THE CHRONIC DISEASE MANAGEMENT PROGRAMNEAKIDEBOMMUNITY HEALTH
ASSIST SCHEME (CHAS)

1 Overview
1.1 MediSavefor Chronic Disease Management Programme (CDMP)

1.1.1 The CDMPRwas introduced at theend of 2006, and involves: (a) evidendsased
structured Disease Managemerogrammes (DMPY), where applicableand (b)
option for patients todraw on theirMediSaveto help reduce oubf-pocket payments
for outpatient treatment required in the management of their chronic diseases.

1.2  Community Health Assist Scheme (CHAS)

1.2.1 CHAS formerly known as the Primary Care Partnership Scheme JPGRS
introduced in Jan 2012 to enable loweo middleincome Singapore Citizerie
receive subsidies for medical and dental care at CHAS General Practitioner (GP) and
dental clinics.

1.2.2 Sinceits introduction, chronic conditionsinder CHAS and CDMP haween kept the
same allowingCHASo complement CDMP. Eligibpatients with selected chronic
conditionsarethus able to enjoy CHAS subsidies, as well as tap onMlegiiSavefor
the outpatient treatment of their chronic conditions.

1.2.3 The PioneerGeneration PackagéPGP)was introducedin Sep 2014to allow all
Pionees to receivespecialsubsidiesunder CHASThis would also help CHAS GPs
provide holistic care for Health Assist (HA)/Pioneer Generation (PG) cardholders under
their care, inlinewk (0 KS @A aA2yK&aFA Ghlyys TZNIAS@SNE { A

1.3 Covered Conditions

1.3.1 It isrecognisedthat the treatment of chronic diseases is costly when administered
collectively over a long period. Howev&@DMP/CHA®Ill help reduce oubf-pocket
payments and also reduce the barriers for patients to seek medical treatméfith
the inclusionof more chronic conditions undeEDMPCHAS GPs will bable to take
on a greater role in the management of chronic disease of their patients

1.3.2 The use of CDMEEHASwIll apply to the conditions listed below:

I Components of disease management include: (a) population identification process; (b) evideseckepractice
guidelines; collaborative practice models to include physician and swgpovice providers; (d) patient self
management education; (e) process and outcome management, evaluation, and management; and (f) routine
reporting/feedback loop.
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Tablel.1: ChronicConditions under CDMP/CHAS

Conditions under CDMP/CHAS

Chronic Conditions with 1) Diabetes Mellus and PreDiabetes

Established DMPs 2) Hypertension
(Requiring the reporting of clinica 3) Lipid Disorders
indicators) 4) Asthma

5) Chronic Obstructive Pulmonary Disease (COPD)
6) Chronic Kidney Diseadddphritis/Nephrosi¥

CDMPRMental llinesses 7) Schizophrenia
(Requiring participation of 8) Major Depression
clinic/doctor in a Shared Care 9) Bipolar Disorder
Programme) 10) Anxiety

Other Chronic Conditions | 11) Stroke

12) Dementia

13) Osteoarthritis

MnO tFEN]JAYaz2yQa 5AaSkas
15) BenigrProstatic Hyperplasia (BPH)

16) Epilepsy

17) Osteoporosis

18) Psoriasis

19) Reumatoid Arthritis (RA)

20) Ischaemic Heart Disea@EID)

2.1

2.2

Clinical Guidelines and Clinical Data Submission

Participating clinicghedical institutions are expected to provide care to patients in
line with the latestMOH Clinical Practice Guidelines &P and/or best available
evidencebased practice, as well as to track clinical data at patient and clinic/medical
institution level to monitor patient outcome. While participating clinics/medical
institutions will still be required to submit relevant alial indicatorsclinical data
submissions needed foonly sixof the conditions under CDMEHASFor the other
conditions, essential care components are expected to be documented and may be
subjected to periodic audits

Please refeto Chapter Two: Th€linical Guidelines for further details on the essential
care components, indications for referral and specific examples of claimable/non
claimable items. These are recommended by Subyatter-Experts based on best
available medical evidence. The listtinical indicators to be submitted is detailed in
Chapter Four: Capture and Submission of Clinical.Data
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CHAPTERWQ
THECLINICAGUIDELINES

1

11

1.2

1.3

1.4

15

2.1

2.2

2.3

Enrolling Patients

Clinics participating in the CDMP/CHAS are required to provide all the essential care
components detailed in thifandoook The basis for establishing a diagnosis of the
chronic diseases should conform to the prevailing MOH Clinical Practice Guidelines
(CPGsWwhere applicable

The essential care component$ eachcondition are recommendd by the Clinical
Advisory Committee appointed by MOH. These components are recommended based
on current available evidence. They can be found in Chapter. Tiwe Clinical
Guidelinesof this handbook.

To facilitateintegration of care across the varioustngs so that patients are able to
continue and receive the appropriate management of their chronic conditions, MOH
has worked with relevant specialists to develop continuing care guidelines:

a) To identify suitable patients who are stable and can be madag the
community by their primary care physician rather than in a tertiary setting
Or

b) To identify patientavho are at risk and may benefit from specialist opinion.

Patientsoften have one or more of the 3 common metabolic and cardiovascular
diseases,namely Diabetes Mellitus, Hypertension and Lipid Disorders. For these
patients, they should be enrolled into the respective DMPs accordiAgnex Ajpage

10).

For new diagnosis of Dementia or suspected cognitive impairment, when in doubt, it
is advisale to refer to a geriatrician/psychiatrist/neurologist for confirmation as the
diagnosis carries long term medical and legal implications.

SharedCare Programme for CDMP Mental llinesses (CEN!P

Mental health conditions, i.e. Schizophrenia, Major Degsien, Bipolar Disorder and
Anxiety, are included in the CDMM. Doctors interested in making CDMP/CHAS
claims for the abowenentioned conditions are required to attend training for CDMP
MI, and participate in Shared Care or GP Partnership Programmes avjthblic
hospital to ensure that they have sufficient training and confidence in treating patients
with mental health conditions.

For newdiagnosis of mental health conditionshen in doubt,it is advisable to refer
to a psychiatrist, as the diagnosigy carrymedical, social and legal implications.

With effect from 1 Jan 2014, Dementia is no longer a CIMondition, and
therefore doctors who wish to manage Dementia patients under CODMP/CHAS are no
longer required to participate in the Shared CarégsP Partnershiprogramme.
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3 Guidelines orMediSave Use for CDMP

3.1  Only doctors and clinics/medical institutions which are accreditedViediSave use
and participating in the CDMP can maW{ediSaveclaims.

Doctors and prticipating clinics/medical institutionon the CDMFhave to comply
with these guidelines

3.2  From June 2018, package claims will be discontinued uhtiliSave50Q and by
extension CDMP. Package claims made before 1 June 2018 will still be validng to o
year from the first date of visit for the package.

3.3 MediSave use is only allowed for outpatient treatments of the approved chronic
conditions inTable 11 and/or its associated complication8linics must indicate the
relevant MediSave Scheme or Diagnosis of patienh the MediSave Authorisation
Formor Medical Claims Authorisation Fomitnenthey makeMediSaveclaims

3.4  MediSaveclaims will be accepted only if:

a) The patient is diagnosed to have one of the apy@d chronic conditions listed
in Table 11;

b) The claim must be related to the essential care components in the management
of that specific DMP or for the treatment of the condition and its complications.
The doctor ircharge must clearly document this usal relationship or link
between the condition and its treatment;

c) In this regardMediSave claims will generally not be allowed for sleeping pills,
slimming pills or erectile dysfunction drugs used for lifestyle purposes;

d) Under certain equivocalcircumstances, the auditors will seek further
clarification with the prescribing doctor and decide on acceptance of claim on a
caseby-case basis;

e) 9aaSyidAlrt OIFINB O2YLRySyda NS G2 6S Rz
Audits may call for essentieahre components to be submitted at random.

3.5 Certainitems including norevidencebased treatments are nd¥lediSave-claimable.
CKAAa Aa (2 SyadzNBS 2aMeRi%q@idlagiso iz they Sover ¥ LI
essential care components andedications. A general list of claimable and non
claimable items is included ifable 21 below for reference.

Table2.1: General List of Claimable and Nd@tlaimable Iltems/Services

Claimable Not claimable

9 Services delivered at picipating { Telehealth services
healthcare institutions
fRelevant investigations (laboratol {Investigations unrelated to thediagnosis
and radiologicaljeading to diagnosic management of the disease or its complicatio
of approved chronic conditionsfor 9§ Screening tests, e.g. STD screergpaitis
screen, Tumour markers
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management of condition and/or
their complications
T Investigations for good prescribir
practice to avoid drugelated
complications
' Medications for the management ¢ { Traditional and complementary medicine (e
approved chronic catitions, their  herbal medicine, Ayurveda)
complicationge.g. @stro-protectants { Vitamins and/odietary supplements (except fo
when prescribed with NSAIPsind/or  cases with established deficiencigs
their risk factors (e.g. nicotin qLifestyle modifying medications (e.g. hliss or
replacement therapy for smokin weightloss medications@xcept where clinicall
cessation) indicated based on prevailing CP@g). weight
loss medications for obese patients)
T NonHSAregisteredmedications
9 Off-label use of medications
1 Sedativeshypnotics
T Nursing and lied health servicesas fComplementary, nowevidencebased therapies
referred by physiciangn accordance e.g. massage therapy, chiropractic, homeopat
gAGK LI GASyGaQ A acupuncture
andwhich fulfil the criterian para 3.6. {Medical devices, such as blood press|
monitoring machinessplints, nasogastric tube
and ambulatory deviceqe.g. walking sticks
wheelchairs)
1 Home meal delivery, trasport
' Non-healthcare services (e.g. cooking cours

gym classes)

*More diseasespecific examples of claimable and rAclaimable items/services can be foundthe rest of
Chapter Two: The Clinical Guidelines.

3.6  Support services should meet the followitrgeria for them to be claimablé\ general
list of claimable and nceolaimablesupport servicess included irifable 22 below for
reference.

a) The support service should be widely regarded as a mainstieealthcare or
support service;

b) There is evidencef the support service being effective in contributing to the
positive management of the chronic diseasoncerned,;

c) The support service should be delivered by a qualified personnel, or where
relevant, an accredited professiorfabnd

d) Thesupportservice povided should be within the scope of practice empowered
under the relevant professional registration Act (if relevant), or otherwise

21n the absence folaboratory tests to definitively diagnose clinical deficiency, other supporting documented
evidence (e.g. patient history, physical exam and/or other lab tests) can be accepted to support the clinical
diagnosis of deficiency.

3 Accredited professionalimclude doctors, dentists, nurses, physiotherapists, occupational therapists, speech
therapists, diagnostic radiographers, radiation therapists, optometrists and opticians.
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generally accepted for the professional based on his/her professional
gualifications.

Table3.2: Examplesof Claimable and NotClaimableSupportServices
Claimable
1 Nursing and related services delivered by registered nurses
0 Including nursing care (e.g. diabetic foot wound care, nasogastric tube
nurse counselling
9 Allied health services
0 Therapy services, including physiotherapy, occupational therapy, spe
therapy services delivered by registered AHPs
0 Services by noregistered professions specified in the AHP Act, inclu
podiatry, dietetics, psychotherapy, prosthetics, orthotics
1 Other key spport sevices for chronic disease care
o0 Including diabetic retinal photography, diabetic foot screening, smo
cessation
Exercise support
Stress management
Sleep management
Nutritional counselling
Health coaching
Cooking courses
Gym clases

=A =8 =4 -8 -4 -8 -9

3.7 Eligible patients can use their persorddediSave account and immediate family
Y S Y 6 SMBi®ve accounts for payment of their chronic disease treatments.
Immediate family members refer to the spouse, parent or child of the patRatients
who are Singapore Citizens or Permanent Residents will also be able to use their
AN} YROKAT RNBYyQa aSRAal @S | 002dzyia G2 LI @&

Scenario 1

Mr Lim is a retiree with 2 working children. He is suffering from COPD an
MediSavefrom his earlier years of work. Mr Lim can make use of a maxir
of $1500 ofMediSave¥ NB Y KA & | Yy Red&Vaaccddish (fotRl
of 3 accounts) every year to pay for his outpatient treatment for COPD.

Scenario 2

Thegrandmother and parents of Ms Tan are suffering from Diabetes Mell
However they have noMediSave Ms Tan can make use of a total &G0
(annual withdrawal limit) of her owMediSave every year to pay for the
outpatient treatments d all 3 of her elders.

Scenario 3

Mdm Haslina is a working adult and has no children. She has Hyperte
and Asthma and can use up t&6(P (annual withdrawal limit) from each ¢
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KSNJ | YR K BétiSavelaizalzitsSt® pay for treatment rated to
Hypertension and Asthma.

3.8 Patients may have employer benefits and outpatient insurance that can be used to
L& F2NJ 2dzd LI GASyd GNBlFiGYSyltao . Affa aKz2d
relevant insurance that the patient may have fids¢éfore claiming fronMediSavefor
the balance.

3.9 In cases where only part of the chronic disease outpatient treatment bill is payable by
employer companies and the patient chooses to MeliSavefor the balance of the
bill, clinics would:

a) Follow the current arrangements it has with the employer to seek paynaert
b) Help patients submit th&lediSaveclaim.

3.10 The maximum amount that can be withdrawn for chronic disease
treatments/attendances taking plackom June 2018and thereafteris $500 per
Medisave account per calendar year

4 Guidelines on Usef CHASSubsidy forCDMPConditions

4.1  Only doctors and clinics whichliegparticipating in the CHAGN makeCHASubsidy
claims.

4.2  Doctors and participatinglinicson the CHAShave to comply with theguidelinesin
this handbook

4.3  The guidelines in paras43o 3.6 on CDMRapply toCHASlaimsfor CDMRconditions
as well.

4.4  For patientsvho are eligible foboth employee benefits and CHAS, the CHAS subsidies
will apply before the employee benefits.
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5 DiseaseSpecific Guidelines for the CDMP Conditions

Index1: The Clinical Guidelines

\[o} Condition Page

1 Diabetes Mellitusind Prediabetes 11

2 Hypertension 15

3 Lipid Disorders 17

4 Asthma 19

5 Chronic Obstructive Pulmonary Disease (COPD) 21

6 Chronic Kidney Diseadddphritis/Nephrosi¥ 23

* Schizophrenia 25

8* Major Depression As above
o* Bipolar Disorder As above
10* Anxiety As above
11 Stroke 28

12 Dementia 30

13 Osteoarthritis 32

14 tF NJ]AyazyQa 5AaSlas 33

15 Benign Prostatic Hyperplasia (BPH) 35

16 Epilepsy 37

17 Osteoporosis 39

18 Psoriasis 41

19 Rheumatoid Arthris (RA) 44

20 Ischaemic Heart DiseagéiD) 48

* Conditions under the CDMHMI
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Annex A

Enroling patients with Diabetes
Mellitus, Hypertension, Lipid
Disorders and/or Stroke

v DM? \ Yes

A

Diabetes MellituDMP

No

Yes

Hypertension DMP

Yes
s *| Lipid Disorders DMP
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Diabetes Mellitusand Prediabetes
(Requires reporting of clinical indicators)

Diabetes mellitus is a heterogeneous metabolic disorder characterised by presénce o
hyperglycaemia resulting from defects in insulin secretion, insulin action, or both. Chronic
hyperglycaemia is associated with letegm sequelae resulting from damage to various
organs and tissues, particularly the kidney, eye, nerves, heart and bésse!s.

Diagnosing Diabetes

In patients with hyperglycemic crisis, diabetes mellitus can be diagnosed without further
testing.

In patients with typical symptoms, diabetes mellitus can be diagnosed if any one of the
following is present.

1. Casual plasma@gO2aS X MmM®dM YY2f k|

2.CLadAy3a LX I ayl 3tdz02aS x 1onYY2f K]

3. 2-hourpostOK I £ £ Sy3S LX FayYl 3fdz02aS8S x mmdm YY2f

Prediabetes is defined by glycaemic levels that are higher than normal, but lower than the
diabetes thresholds. Patients are asymptomatic but thaditton puts individuals at higher

risk of developing type 2 diabetes and cardiovascular disease. ThiBgiretic state includes
impaired fasting glucose (IFG) and impaired glucose tolerance (IGT), which can be diagnosed
as follows.

IFG 6.1¢6.9 <7.8

IGT <7.0 7.8¢11.0
*2-hour 75g oral glucose tolerance test (OGTT)

HbAlc is not currently recommended as a screening and diagnostic tool for diabetes mellitus.
Its performarce in our multiethnic population is being evaluated.

Part la: Clinical Indicators for Diabetes Mellitus
Essential Care Minimum Remarks

Components Frequency for

Reporting* :
Glycated Haemoglobin Twice a year General HbAlc target off.0%, but targt of
(HbA1c) treatment should be personalised (e.g. for elderl
Blood Pressure Twice a year For patients with type 2 diabetes mellitus who ha
Measurement hypertension, an acceptable treatmeititiation

and target blood pressure is <140/80 mmHg

Weight and BM Twice a year Keep <25kg/rh(For Asian population, keep BMI
Assessment 23 kg/n)
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Part la: Clinical Indicators for Diabetes Mellitus (continued)

Minimum
Frequency for

Essential Care

Components

Remarks

Reporting*
Lipid Profile Annually All patients Bould be risk stratified (as recommended
the Lipids CPG)
Targets of treatment should be personalised by levels
risk
Neghrogathy Annually Good glycaemic control and good BP contreith
Assessment Angiotensin Converting Enzyme (ACE) inhibitor

Serum Cr and eGFF
and Urine Albumin
Creatinine (UACR)

Angiotensin Receptor Blocker (ARB) preferred to s
progression of Diabetic Nephropathy

Annual screening of serum Cr, eGFR in all patients
Submission of UACR required only for patients w
Nephropatty

Eye Assessment Annually Includes retinal photography and visual acuity
Patients with T1 DM First assessment within3 years
after diagnosis of diabetes once patient is aged ten ye
or older, then annually
Patients with T2 DM First assessment at dgnosis, then
annually

Foot Assessment Annually Screen for peripheral neuropathy, peripheral vascu
disease, bone, joint, skin and nail abnormalities, and p
footwear

Smoking Annually Assessment on smoking habits (estimated sticks/dayj :

Assessment for non or exsmoker) and provide smoking cessati
counselling

Cardiac At diagnosis Includes baseline ECG

Assessmerit before

initiating
medications

*More frequently if clinically indicated
#Non-reportable care component; may

be subjected to pertodudits

Part Ib: Clinical Indicators for Préiabetes

Essential Care

Components for Reporting*
Screen foICVD Risk  Annually
Factors

Minimum Frequency

' Remarks

To screen fohypertension (BP measuremen
and lipid disoders (lipid panel)

Blood Glucose Test
(FPG, OGTHbALc)

Twice a year

FPG + OGTT to monitor glycaemic contr
and screen for diabetes for patients not ¢
metformin.

HbAlc may be used to monitor glycaen
control in patients for whonregular FPG +/
OGTT may not be feasible.

HbAlc is requiredor patients on metformin
to monitor treatment response. Target HbA!

< 6.5%.
Weight and BMI Twice a year Keep <25kg/rh (For Asian population, kee
Assessment BMI < 23 kg/rf)
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Part Ib: Clinical Indicators for Preiabetes (continued)

Essential Care Minimum Frequency for Remarks

Components Reporting*

Renal Funtion Annually Yearly renal function test if on Metformir

Monitoring more frequently if there is evidence of ren
Impairment

*more frequently if clinically indicated

Part Il: Consideration for Collaborative Care

Specialist Referral Recommended |

SpecialPatient Population
9 Adults with suspected Type 1 DM
1 Children and adolescents with suspected DM (regardless of type)
1 Pregnant women or those planning pregnancy who require-qmaception
intensive glycaemic control
i Patients with morbid obesity who are opedn the option of intensive weigh
management including bariatric surgery
Complications Requiring Active Specialist Management
1 Nephrology referral if any of the following:
o Patients with Stage 3b or higher CKD
0 Unexpected or rapid decline in renal function
o Difficult management issues (blood pressure, hyperkalaemia control)
0 Atypical features (e.g. haematuria, presence of casts in the urine sedir
presence of renal bruit, nephritic range proteinuria (>3g/day), absenc
retinopathy)
1 Ophthalmology referral iiny of the following:
0 Hard exudats/retinal thickening within onalisc diameter of the fove:
(diabetic macular oedema)
0 Severe norproliferative diabetic retinopathy
0 Unexplained drop in visual acuity/eye findings
Early referrals
0 Neovascularisation from pliéerative diabetic retinopathy
o Preretinal and/or vitreous haemorrhage
0 Rubeosis iridis (new vessels on the iris)
Urgent referrals
0 Sudden loss of vision
0 Retinal detachment
o0 Neovascular glaucoma
i Footcare team (podiatry, orthopaedics surgery, vascular sy)gédrany of the
following:
o Ulceration, gangrene, severe foot infection
0 {dzZALISOGSR | OdziS / KI ND2GQa F221
o Vascular claudication
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Consider Specialist Input

High Risk Individuals
91 Individuals with or at risk for recurrent severe hypoglycaemia*, diak
ketoacidosis (DKA) or hyperglycaemic hyperosmolar state (HHS) regardl
HbAX, for specialist input on personalised targets and medication titratior
reduce such risks
1 Patientswith difficulty achieving satisfactorgontrol of blood glucose and/or oér
risk factors
Consider Collaborative Ca Anchoring Carevith Primary Care Physician
In patients who
1 Are able to achieve satisfactory HbAlc control and/or
optimisation/management of glycemic control
1 Are able to recogise and manage episodes ofpoglycaemia
1 Complications of DM are stable, or are under regular review by the approf
specialist.
* Severe hypoglycaemia refers to hypoglycaemia where assistance from another person is
required.

Part lll: Claimable/NorClaimable Items
Claimable$
9 Drugs related to the treatment of DM complications, e.g. Ischaemic Heart Dis
Chronic Renal Failure, Neuropathic pains (e.g. Amitriptyline and Carbamaz
and Peripheral Vascular Diseases (e.gtd®&fylline)
i Items involved in drug administration, such as insulin pens, insulin pumps, sy
YR ySSRfS& RAALISYASR AY | LILINE LINR |
use
91 Drug therapy for weight management (e.g. orlistat), as an adjunctivdetstyle
Y2RAFTAOIGAZ2Y YR O2Y0AYSR gAUGK RASI
Smoking cessation
Lancets and glucose test strips for salbnitoring of blood glucose levels for Ty
1 diabetes patients and Type 2 diabetes patients on insulin
Non-claimables

i1 Other items involved in disease monitoring, such as lancing degtexmeters
and blood pressure monitoring equipment
Slimming pills and drugs for erectile dysfunction
Vitamins/supplements suchs Vitamin B/B12 (except for cases with documen
deficiency)

il
il

1
1

4 Providers should also refer to the prevailing Appropriate Care Guide (ACG) agikarPreadiabetes for
recommendations on the care to be provided for fhabetics.
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Hypertension
(Requires reporting of clinical indicators)

Blood Pressure (BP) levels are continuously related to the risk of cardiovascular disease (CVD).
Even within the normotensive rargpeople with higher levels of BP have higher rates of CVD.

BP is characterised by large spontaneous variations. The diagnosis of hypertension should be
based on multiple BP measurements taken on several separate occasions. When the systolic
and diastole BP fall into different categories, the higher category should apply.

Part I: Clinical Indicators

Essential Care Minimum Remarks
Components Frequency for
Reporting*
Blood Pressure Twice a year
Measurement
Weight and BMI Twice a year Keep BNI <25kg/n?. (For Asian population, keep BMI
Assessment 23 kg/)
Smoking Assessment Annually Assessment on smoking habitsstienated sticks/day

zero for nom or exsmoker) and provide smoking
cessation counselling

Lipid Profilé At or soon after All mtients should be risk stratified (as recommendec
the Lipids CPG)

dlagnOSIS Targets of treatment should be personalised by level
risk
Cardiac Assessmeht At diagnosis before Includes baseline ECG
initiating
medications

*More frequently if clinically indated
#Non-reportablecare component; may be subjected to periodic audits

Part Il: Consideration for Collaborative Care

Specialist Referral Recommended

1 Emergency or urgent treatment indicated e.g. malignant hypertens
hypertensive cardiac failure orleér impending complications

1 Hypertension difficult to manage e.g. unusually labile BP, hypertension refra
to multiple drug regimens (3 or more)

1 Secondary hypertension i.e. hypertension due to an underlying cause, su
hyperaldosteronism

i Hypertensim in special circumstances e.g. pregnancy, young children

Consider Specialist Input

1 Young hypertensive patients who are less than 30 years old
i Patients suspected to have secondary causes of hypertension

Consider Collaborative Care with Primary Physician

1 In patients who e able to achieve satisfactory blood pressure control and/or
optimisation/management of anthypertensive medication
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Part Ill: Claimable/Norclaimable Items
Claimable
1 For patients vith complications of Hypertension, such as Ischaemic Heart Dis
investigations like 2D Echocardiogram, MIBI scans
i1 Drug therapy for weight management (eaylistat), as an adjunctive to lifesty
modification and combined with diet and physicalacBvE ¢ KSy . alL
1 Smoking cessation
Non-claimable
1 Purchase of blood pressure monitoring equipment
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Lipid Disorders
(Requires reporting of clinical indicators)

Lipid disorders (dyslipidaen)iplay a major role in the pathogenesis of coronaegrt disease.

It is a modifiable cardiovascular risk factor that may be inherited or acquired.
Hypercholesterolaemia, mixed (combined) dyslipidaemia and hypertriglyeridaemia are the
three commonest dyslipidaemias.

Common causes of secondary dyslipidéeshould be excluded in any patient presenting
with dyslipidaemia.

Part I: Clinical Indicators
Essential Care  Minimum Frequency Remarks

Components _for Reporting* _
Lipid Profile Annually All patients should be risk stratified (as recommended in
Lipids CPG)
Targets of treatment should be personalised by levels of r
Smoking Annually Assessment on smoking habits (estimated sticks/day; zer
non- or exsmoker) and provide smoking cessati
Assessment counselling
Serum Before staring Especially when the statin dose is increased
transaminaseé statins and 812 or when combination therapy is initiated
weeks after Stop the statin / filbate if patient is symptomatic
Annually
Serum creatine  Before starting Look out for rapid increase in creatine kinase gostiation
. . or increase of statin or fibrate. Stop the medication if the
kinase’ statins and 812 is three times ULN) or at abb800 IU/L (whichever is lower
weeks after
Annually

*M ore frequently if clinically indicated
#Non-reportablecarecomponent; may be subjeeti to periodic audits

Part II: Consideration for Collaborative Care
Referral toA&E
T LT GKS ! [5% ”JLN{upper Airdit ofknorma)l or if patient is clinically
ill/decompensating
Referral toEndocrinologist
1 Initiation of rosuvastatin at doses higher than 20mg
Referral to Gastroenterologist
9 For clinical presentation cdicute hepatitis
| Consider Specialistinput
ConsiderReferral toEndocrinologist
1 Triglyceride level more than 4.5mmol/L despiietary changes and maximum
tolerated drug therapy
i Target parameters not achieved despite maximal drug therapy
91 Definite or possible familial hypeholesterolemia on Simon Broome Trust
diagnostic criteria (or other validated criteria)

Handbook for Healthcare Professionals



Consider Referral to Gastroenterologist
1 Pretreatment transaminases are 1.5 to 3 times above normal range
1 Persistently high transaminases (at least 3 times above nlaange) during statir
therapy or when statin has been stopped
In patients who are

i Able to achieve satisfactory lipid control and/or foptimisation/management of
lipid disorder medication

Part Ill:Claimable/NorClaimable Items
Claimable
1 Omega 3 fish oilgnly for patients with severe hypertriglyceridemia (e.g
TG #A.5mmol/L A00mg/dL]) where fibrates alone may not adequately lowes t
markedly elevated G levels
9 Drug therapy for weight management (e.g. orlistat), as an adjunctive to lifesty
Y2ZRAFAOIGA2Y YR O2Y0AYSR 6AGK RAS
kg/m2
1 Smoking cessation
Non-claimable
1 Red yeast supplements (Hypocol) andgbayme QO
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Asthma
(Requires reporting of clinical indicators)

Asthma is a chronic reversible airway disorder that is common in people of all ages. It can be
severe and may be fatal. Asthma may present with cough, wheezing, and unexplained
dyspnoea and chesightness. Symptoms are often transient, may be persistent tend to

be worse at night or in the early mornings.

Asthma symptoms may be precipitated or aggravated by upper respiratory tract infections,
cigarette smoke, environmental haze, exercise, drigyg. aspirin, NSAIDs;bockers, ACE
inhibitors), pets and occupational exposure to triggers.

Spirometry is the most reliable test of reversible airway obstruction. Improvement in FEV1 of
more than 12% is significant. Peak expiratory flow rate issarkdgble test but patients may
improve by15%or more in response to inhaled bronchodilators, or present with diurnal
variability for PEFR of > 10% in adults and’&irbchildren

Part I: Clinical Indicators
Essential Care Components Minimum Frequencyfor Remarks

Reporting*

Asthma Control Test (ACT) Twice a year Recommended for assessment

control at every visjtfor patients 4
S0l years and above. For those below
years old, proper documentatiorof
symptom frequency and severitie.g.
daytime or nighttime symptoms,
gKSGKSNI d8YLIi2Ya
af SSLIZ FSSRAy3aAZ |
carer is required

SelfManagement At diagnosis Check for compliance to treatment
Education (With Written Provide and review patienQa 2
. Asthma Action Plawhen there is any
Asthma Action Plarf) change in treatment
Inhaler technique assessment
Smoking Assessment Annually Assessment — on smoking/  habj

(estimated sticks/day; zero for newr
exsmoker) and provide smokin
cessation counselling

*M ore frequently if clinically indicated
#Non-reportablecare component; may be subjected to periodic audits

Part Il: Consideration for Collaborative Care _

Control: Failure to achieve asthma control despite optimal treatment
9 Patients who are currently on or recently stopped daily oral corticosteroid ther

to achieve control

History of neaifatal asthma requiring intubation and ventilation

Severe asthma requiring step 4 care and yet experiencing exacerbation desp

complianceo treatment

)l
)l
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Specialist Referral Recommendé€dontinued)

Control: Failure to achieve asthma control despite optimal treatment
1 Poorly controlled asthmatics with2 hospitalisations and/or requireg2 courses
of burst therapy with oral corticosteroids in the past one year
Confusing Sign and Symptoms
1 Suspected occupational asthma will require further diagnostic determination ¢
the industrial trigger agent
1 Patientwith atypical signs and symptoms such as unilateral wheeze to exclud
other tracheobronchial pathology
Children
1 Has poor asthma contrelith frequent urgent care needs
1 Is below 3 yearwith atypical features e.g. failure to thrive and/or are not
respondirg to low dose inhaled steroid(UD< 200 mcg/day BDP/ FRLE0 / day)
1 Requires high dose steroid®UD/ FP>400mcg/day or BDP200mcg/day)
1 Is on prolonged inhaled steroid therapy for more than 6 months and remains
symptomatic
9 Suffered from a severacute attack and requires prolonged or repeated oral
steroids for control
9 Diagnosis is uncertain
CoMorbidity
1 Concurrent heart failurevhich may complicate management
1 Psychiatric disease or multiple psychosocial problems,dirgduthe use of
sedative
1 Concurrent active GERD which may mimic asthma

Consider Collaborative Care with Primary Care Physician
In patients who
1 Requiresymptom monitoring anaptimisation/management of asthma
medications

1 Require social support to cope Whittheir disease

Part IlI: Claimable/NorClaimable Items
| Specific Examples of Claimable/Nattaimable: |
Claimables
1 Investigationsfor management of the disease and complications (e.g. ¢
pulmonary function tests, allergy tegts
1 Investigationsfor good pescribirg practice to avoid drugelated complications
(e.g. serum theophylline)
1 Items involved idrugadministration such as spacers amdcompanying masks
RAALISY&AaSR AY ILIWINRPLNARFGS ljdzr yGAGAS
1 Smoking cessation
Non-claimables
1 Investigations unrglted to thediagnosis ofollow-up of Asthma
1 Nonevidence based investigations such asdtheld spirometry
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Chronic Obstructive Pulmonary Disease (COPD)
(Requires reporting of clinical indicators)

Chronic Obstructive Pulbmary Disease (COPD) is a heterogeneous disorder characterised by
airflow obstruction that is not fully reversible. The airflow limitation is usually both
progressive and associated with exposure to noxious particles or gases. Smoking is by far the
most inportant risk factor.

Patients may present with chronic productive cough and breathlessness. Acute exacerbations
of COPD may require hospitalisation. The prevalence of COPD is highest after age 50, and is
generally higher in men than women.

A pulmonary tinction test/spirometry result will establish the diagnosis of COPD for
CDMPCHASpurposes.

Part I: Clinical Indicators
Essential Care Minimum Frequency for Remarks

Components Reporting*

COPD Assessmen Annually

Test (CAT) Score

Smoking Anrually Assessment on smoking habits (estimated sticks/c
zero for non or exsmoker) and provide smokin

Assessment cessation counselling

Influenza Annuall

Vaccination y

Weight and BMI Annually Nutritional intervention should be considered in &
COPD atients with BMI <18.5kg/for significant

Assessment involuntary weight loss (>10% during the last 6 mon
or > 5% in the past month)

SelfManagement At diagnosis Educate on what to do during acute exacerbations

Educatiorf Inhaler technique assessment

Spiromety* At or soon after diagnosi

*More frequently if clinically indicated
#Non-reportablecare component; may be subjected to periodic audits

Part II: Consideration for Collaborative Care
Severe Cases
1 Rapidly progressiveourse of disease
1 Acute exacerbation of COPD not responsive to therapy
1 Development of new symptoms (e.g. haemoptysis) or new physical signs
cyanosis, peripheral oedema)
1 End stage COPD (requiring long term oxygen therapy or considering surgery
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Casider Specialist Input

Severe or Complex Cases
I Severe COPD (i.e. FEV1<50% predicted)
1 Frequent exacerbations (e.gvo or more a year) despite compliance to treatme

Consider Collaborative Care with Primary Care Physician
In patients who
1 Require followup monitoring for onset of new symptoms, decreased effort
tolerance, adherence to medication and smoking cessation advice

Part lll: Claimable/NorClaimable Items
Claimables
i1 Items involved indrug administréion, such as spacers and accompanying mi
RAALISY&AaSR AY | LIIINRPLNARFGS ljdzr yGAGAS
1 Investigations for good prescribing practice to avoid dreigted complications
(e.g. serum theophylline)
1 Smoking cessation
Non-claimables
1 Medications not approved for COPD, including mast cell stabilisers (e.g. Keto
1 Investigations urelated to thediagnosis ofollow-up of COPD
1 Nonevidence based investigations such as khettl spirometry
1 Purchase of oxygen tanks, nebuliserstirer home nursing equipment
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Chronic Kidney Diseas@&léphritis/Nephrosig
(Requires reporting of clinical indicators)

Haematuria and proteinuria are the hallmarks of glomerular disease. In addition,
hypertension, impaired renal function and fluid egition can be present to varying extents.
The nature and severity of the underlying glomerular injury often dictate the nature and
severity of these symptoms.

Conditions covered include (a) Chronic Glomerulonephritis (presenting as nephritic or
nephrotic syndromes), (b) Nephropathies (e.g. secondary to underlying diabetes or other
conditions) and (c) Chronic Kidney Diseases (with or without known underlying aetiology).

Part I: Clinical Indicators _
Essential Care Minimum Frequency Remarks

Components for Reporting*
Cf22R t NBaadecgogrOS | & € ACH and ARBs should be used for BP con

aSl adzNBYS y- i when proteinuria is present
wS y I f Q;&)D@ ivA ! Y y’ dzI f f If eGFR is submitted, it should be using the MC
{ SNHzy / NBF G4 rormula;

Serum Creatinine todbsubmitted for calculation
(for calculation) if lab does not generate MDR
eGFR

w»
(0]

(¢4

' NA Y I NBEc! tNRB/& ! yy dzl f f
t NPEGSAY [/ NBI

0dzt / wo 2mMJ ! §

| NBIFGAYAYS w

*More frequently if clinically indicated

Part Il: Consideration for Clalborative Care
{AIYATFTAOLIY(d t NRGSAYdzNR I

i Urine protein > 1 g/day (or its equivalent i.e. uPCR>100mg/mmo!

ACR>70mg/mmol)

Persistent Haematuria
5SOf AYyAy3d wSylf CdzyOQlAzy

f SDCw Yif KWRAYKMDPT O Yu 2N Nvk KRS OLIBEN
SBATFAOdA G .t [/ 2y UiNR¢

1 BP>150/90mmHg despite 3 aifitypertensive medications at maximal doses
| 2Y&ARSNI / 2t fF 02N 0ADBS /I NB 6A0GK

In patients who
1 Are able to reachindividualsed BP target reached based on severity
glomerulonephritis and proteinuria
Have stable rendunction (decline <30% overmonth followup)
Are not hyperkalaemic

)l
1
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Part lll: Claimable/NorClaimable Items
Claimables
1 Pre and postdialysis investjations
1 The treatment of complications, such as renal osteodystrophy, as we
complications of dialysis
91 Drug therapy for weight management (e.g. orlistat), as an adjunctive to life
modification and combined with diet and physical activity, wherlBMA & X H
1 Smoking cessation
Non-claimables
1 Supplements such as Iron/Calcium/Vitamin@xcept in cases with documente
deficiency)
1 Unrelated investigation®.g. myeloma panels
1 Transplantrelated investigations anadt procedures
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CDMPMental Iliness
(While clinical indicator submission is not currently required, clinicians are required to
document these assessments in case ngtes

Schizophreniais a mental iliness characterised by delusions, hallucinations, disorganised
speech, disorganised or tedonic behaviour, and negative symptoms. Other psychotic
disorders and organic brain disorders should be excluded.

Major Depressionis a mental illness characterised by low mood, anhedonia, significant
weight loss/gain, insomnia, psychomotor agitationretardation, fatigue or loss of energy,
feeling of worthlessness or inappropriate guilt, diminished ability to think or concentrate, and
recurrent thoughts of suicide. Other milder psychiatric conditions, organic conditions or
prescription medicatioAanduced depression should be excluded.

Bipolar Disordeiis a mental illnessharactersed by episodes of mania and depression. During
acute episodes, there may be either an elevation of mood with increased energy and activity,
or a lowering of mood with decesed activity. Manic episodes may last between two weeks
and five months (with median duration of four months), while depressive episodes may last
longer.

Anxietyis an emotion experienced by everyone in everyday life to perceived threats, but it is
consdered to be a disorder when it is of greater intensity and/or duration than would be
expected in the given circumstances, affects daily life, gives rise to unexplained physical
symptoms, or leads to avoidance of situations and places.

In order to providgreater support (e.g. professionally as well as drugs) for family physicians
managing patients with mental illness, family physicians are required to participate in Shared
Care or GP Partnership Programmes with Restructured Hospitals & /CHABaims

can be made.

*Anxiety disorders claimable under CDKIFAASre General Anxiety Disorder, Panic Disorder,
Phobic Anxiety Disorders, Obses€deenpulsive Disorder, and Péstumatic Stress Disorder.

Part I: Clinical Indicators
Applicable to all Mentdllnesses
Essential Care Minimum Frequency*

Components
Clinical Global Annually CGl assessment for

. 1 Severity (Scores17)
ImpreSS|On (CGI) Scale 9 Clinical improvement (Scores7)

FM AYRAOIF(GSa day2N)YL

GOSNE YdzOK A YLINR @SR
(onsultations for CDMP Twice a year Consultation includes assessment f

symptoms, response and adherence
Mental Health medications, psychosocial interventions, ri
of harm to self or otkrs and general physic:
health

*More frequently if clinically idicated
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Part It Consideration for Collaborative Care

a) Schizophrenia
Initial assessment

1 Assessment, diagnosis and initiation of treatment, when in doubt
High Risk Individuals

I Risk of violence to self or others

1 Unstable/uncatrolled symptoms, e.g. recent hospitalisation within last 6 mont

Consider Specialist Input
Special Patient Population
1 Pregnant, paediatric or geriatric patients
1 Forensic or medictegal issues involved
Complex Cases
1 Unexpected changes in symptomaigly
91 Drugrelated complications
1 Treatment resistance

Consider Collaborative Care with Primary Care Physician
Follow up
1 Monitoring for adherence, early signs of relapse, medication side effects and
medication adjustment
i Optimisation of metabolic risk facts (especially for patients on afgsychotics)

b) Major Depression and c¢) Bipolar Disorder
Specialist Referral Recommended
Initial assessment
1 Assessment, diagnosis and initiation of treatment, when in doubt
High Risk Individuals
i Patients experiencing mamepisode
1 Risk of violence to self or others, especially patients with suicidal risk
1 Having psychosis (hallucinations or odd beliefs)
1 Symptoms of catatonia (refusing to talk, eat or drink)
1 Need forhospitalsation
Failure of treatment
i Failure of one orwo trials of medication
1 Need for augmentation or combination therapy (e.g. with mosthbiisers,
psychotherapy
1 Need for specialised treatment (e.g. Electroconvulsive treatment)
| Consider Specialistinput |
Special Patient Population
1 Pregnant or paediatripatients
9 Forensic or medictegal issues involved
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Consider Specialist Input (continued)
Complex Cases
1 Complicated by medical, psychiatric and/or psychosociahodidities, including
addiction disorders and substance abuse
i1 Unstable/uncontrolled symm@ms, e.g. recent hospitalisation within last 6 montk
Consider Collaborative Care with Primary Care Physician
Follow up
i1 Monitoring for adherence, early signs of relapse, medication side effects and
medication adjustment
i Optimisation of metabolic risk fators (especially for patients on asgsychotics)

d) Anxiety
Specialist Referral Recommended
Initial assessment
1 Assessment, diagnosis and initiation of treatment, when in doubt
High Risk Individuals
i Patients with suicidal risk
i Unstable/uncontrolled symptms, e.g. recent hospitalisation within last 6 montt
Failure of treatment
1 Marked functional impairment, disruptive personality disorders
i Failure of one or two trials of medication
1 Need for hypnotics (e.g. Benzodiazepines, Zolpiclone)and/or formal
psyclotherapy
Consider Specialist Input
Special Patient Population
1 Paediatric patients
Complex Cases
1 Complicated by medical, psychiatric and/or psychosociahodbidities, including
addiction disorders and substance abuse
Consider Collaborative Care withrithary Care Physician
1 Monitoring for adherence, early signs of relapse, medication side effects
medication adjustment

Part lll: Claimable/NorClaimable items
Applicabé to all Mental lllnesses

Claimabk
1 Treatments such as Psychological Therapy, El€&xtro/ulsive Therapy (EC
Occupational Therapy, Physiotherapy and Speech Therapy
Non-claimable
1 Sedativeshypnotics
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Stroke
(While clinical indicator submission is not currently required, clinicians asguired to
document these assessments in case ngtes

Cerebrovascular disease (CVD) is a heterogeneous disease. There are clear patholegical sub
types ¢ transient ischaemic attack (TIA), cerebral infarction, primary intracerebral
haemorrhage and subarachid haemorrhage; with over 100 potential underlying causes. It

may affect men and women of any age, and can manifest as a minor episode lasting less than
24 hours (TIA), to a major life threatening or disabling event, and even death. Survivors of
strokesmay make a complete recovery, or have varying degrees of disability.

Part I: Clinical Indicators

Essential Care Component  Minimum Remarks
Frequency

Thromboembolism Risk As clinically indicated Evaluate ffOf atflla' f'bfg'aﬂozf cardia
murmurs, fasting glucos@nd need for anti

Assessment thrombotic therapy

Rehabilitation Need Baseline

Assessment

Blood Pressure Twice a year

Measurement

Lipid Profile Annually All patients should be risk stratified (z
recommended in the Lipids CPG)
Targets of treanent should be personalise
by levels of risk

Smoking Assessment Annually Assessment on smoking habits (estimat
sticks/day; zero for nonor exsmoker) and
provide smoking cessation counselling

*More frequently if clinically indicated

Part Il: Considration for Collaborative Care

Specialist Referral Recommended

1 New (suspected) onset of TIA or Stroke
i New onset of atrial flbrlllatlon or cardlac murmurs requmng further evaluatit

In patientswho are
1 On long term anticoagulation (i.e. warfarin) for dose adjustment
1 On antiplatelet therapy and require continued management of their cardiovasc
risk factors

Part Ill:Claimable/NorClaimable Items
Claimable
1 Treatment of stroke @mplications such as depression
91 Drug therapy for weight management (e.g. orlistat), as an adjunctive to life
modification and combined with diet and physical activity, when BMl &7.5
kg/m2
1 Smoking cessation
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Non-claimables
1 Supplements such as Vitamin B/B&Xcept for cases with documented deficien
9 Dietary supplements (e.g. Glucerna, Ensure)
1 Purchase of medical equipment such as blood pressure monitoring equipt
walking aids, wheelchairs and other home nurssagipment
1 Nootropics (e.g. piracetam)
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Dementia
(While clinical indicator submission is not currently required, clinicians are required to
document these assessments in case ngtes

Dementia is aneurodegenerative diseagbat is characterised bgrogressiveimpairment of
cognitivefunction. As the diseas@creases in severifypatients may experience some or all

of the following: memory loss, language impairment, disorientation, changes in personality,
difficulty with activities of daily living, setfeglect,neuropsychiatricsymptoms and out of
character behaviour.

Part I: Clinical Indicators
Essential Care Component Minimum Remarks

Frequency*

Assessment of Memory Annually For patients on cognitive enhancers, objecti
documentation of memory asssment with a
bedside cognitive screening instrument (e
Mini-Mental State Examination) must b

performed.
Assessment of Mood and Annually Enquiring about mood and behaviour ar
. initiating appropriate norpharmacological
Behaviour and/or pharmacological treatment where
appropriate
Assessment of Social Annually Assessment and referral tcare coordinator,

medical social worker or appropriate

Difficulties and Caregiver community services may be required

stress (if any)
Functional Needs Annualy To assess home safety, driving safety, fz
Assessment functional decline and swallowing difficulties

*More frequently if clinically indicated

Part Il: Consideration for Collaborative Care

Specialist Referral Recommended '

1 Young onset Dementia (YOD) i.e. ortsefore the age of 65
9 Patients who decline rapidly (based on feedback from caregiver and cl
impression)
i Patients in whom diagnosis of Dementia is uncertain
1 Uncontrolled behavioural andneuropsychiatric symptoms despite trial
pharmacological / noqpharmacologicainterventions
| 2Y&ARSNI / 2t 102N 0ADBS /I NBE gAGK t NAYI
In patients who
1 Have minimal behaviour problemsor behavioursthat are well controlled with
modest doses of medications
1 Are stable with minimal coping issues in bottigat and caregiver
1 Have mild/moderate dementia and are keen to drive will require a dri
assessment by the Occupational Therapist

Part Ill: Claimable/NorClaimable Iltems

Specific Examples of Claimable/Ndrlaimable:

| Non-claimables |
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1 Off-labelnon-HSAregisterednon-evidencebased medications or therapies (e.(
NSAIDs, COX2 inhibitors and Prednisolong)r@rention of cognitive decline

9 Dietary supplements (e.g. Vitamin E, Ginkgo) or traditional medications/ther:
(e.g. aromatherapy or massage they)
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Osteoarthritis
(While clinical indicator submission is not currently required, clinicians are required to
document these assessments in case ngtes

Osteoarthritis typically affects older people. The diagnosis can be made clinically based on
history and physical examination, with laboratory and radiologic investigations selectively
undertaken to exclude inflammatory arthritis, secondary osteoarthritis and-awbicular
causes of joint pain.

Part I: Clinical Indicators

Essential Care Minimum Remarks
Components Frequency*

W2AY0d tlFAY ! yydzZffe

t NB 3 C“) N LJlfl A2 y y dzl f f & In the form of a directed or supervised musc
W S Q A S P 2 F 9 strengtheningor aerobic exercise programme

Can e undertaken by physiotherapist

Weight and BMI lyydz £t é Weight reduction should be advocated for patier
Assessment gAUK . alL &FhgsaS| BkVYAS
kg/m2 should be referred to anedicallysupervised
weight reduction programme
''OGADPGAGASE ' yydz €@ Referral to physiotherapy/occupational therap
61 5 [ 0 | 3583 assessment for assisted devices made, should AC

impaired

Part Il: Consideration for Collaborative Care

Specialist Referral Recommended

[ F O]l 2F wSalLkRyasS G2 /2yaSNBIGADS ¢NBL |
T 'yalidAaTrOl2NE 2R YLINRYSYSHUl oAt Al
O2y a SN IIKAINEY FoQ2fy2 3AOF f YR LIKF NXYI C

Consider Collaborative Care with Primary Care Physician
In patients who
 wSIljdzA NISSNNV2 yFR € 29 dzLJ 2F YAEfR G2 Y2R
T tFAY ljd& GISR® O2y GUNRBffSR gAGK Iyl f3S
T 11 08S aSOSNBE RA&SKARD WRANKA Svadzf yyRAIR S |
AdzNBAOFf YIylF3aSYSyi

Part Ill: Claimable/NorClaimable Items

Specific Examples of Claimable/Ndrlaimable

Claimables '
f L3k NI A Odzf | NJ

AGSNRPAR AyeSOirazya
T LYgSaunNBEtKhgRad
y

02 (oKSSHEyaR Wil ARY DY & LI A
RAF3Iy2aidrd | Sk INZ IAONA ¢ N2 Eu2 IS N R S
f 5NXz3 G KSNJI LR 2 NJ o8 NH K & i ¥iyy B R8Ol
Y2RATFTAOIGA2Y YR O2YO0AYSR & A (GKH TREGR |
Non-claimables
 hTiTr e &Y INEIAAVMSRBRE § RAVSH | NB & dzLJLJ S
GKSN}LIASE o0Soda3d Df dzO2 aNBr AlYYSRE /] K A& NRAL
T Iy GINNI A Odzf F NJ @GAa02adzLIL SYSYy Gl dAz2y >

I ALIANRGE2ya 6SI{ SOARSYOS
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tF NJAYE2YQa 5AaSkas
(While clinical indicator submission is not currently required, clinicians are required to
document the® assessments in case nojes

t F NJAYyaz2yQa +Rhktadchréns prégeessiveyheurode§enerative disorder. In its

SINI & adlr3sSas tFNJAyazyQa RAA&ASEHaAS dzadzk £ f& LIN
rigidity. In later stages, nemotor features, such as autonomic dysfunction, falls, sleep
disturbances, and cognitive abnormalities, appear. While the disease may occur in a younger
population, the average age of onset is in the early to-60d.

For the purpose of CDMP/CHAS, this &firtd to A y Of dzRS  tdisdddeanda 2 y Qa
Parkinsonisntexcluding Drugnduced Parkinsonisim

Part I: Clinical Indicators
Essential Care Minimum Remarks

Components Frequency

Review of Dagnosis Annually The diagnosis would be reviewed regularly and reassesseere
are atypical features(e.g., falls at presentation and early in tt
disease course, poor response to levodopa, symmetry at or
rapid progression to Hoehn & Yahr stage 3 in 3 years, lac
tremor or dysautonomia)

Review of Teatment Annually Review and discussion with regard to medical and surg
treatment options, as well as need for rehabilitative therap
(physiotherapy, occupational therapy and speech therapy)
Review of Annually Assessment for cognitive impairment, psyefiadisorders (e.g.
. . depression, psychosis), autonomic dysfunction (e.g. constipa
Comphcatlons incontinence, orthostatic hypotension), falls, sleep disorders, |
medicationrelated side effects

*more frequently if clinically indicated

Part II: Consideration fo€ollaborative Care
[ 2YLIX AOFGSR 2NJ ! G@LAOIT tINJAYA2YAAY
1 . 2d@®/BaoWp &SI NA 20RRISk &S] Ayazy
f 'GBLIAOKE tFENJAYyazyray

T tINJ[ﬁya?QZ\)éSIaS O2YLX AOFGSR o0& Re@
[ 2YLIX AOFGSR 2NJ ! GBLAOIT tINJAYA2YAAY

T tFGASYy(dla é6K2 R2 MM2(i2NBRAZRIYRAVIE [ 3By
Tt GASYy(a GAAYILE ARNSHAGIdANRS JZ &8 OKA I G NR O
f CIYAf @ KAauamﬁészaaSthJlxyazy

Ly LI GdASydGa gK2
T wSIjdANBSSNNV2yF2F €26 dzZLd |y

¢
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¢
>
O
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>
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Part Ill:Claimable/NonClaimable Items
Claimable

T [FEFGADSE T2N) 6SRo2dzyRk 6 KSSt OKI ANJ
Nonclaimable

f 5ASGFNE &adzLJL) SYSyida 2NJ GNYRAGAZ2YI €
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Benign Prostatic Hyprplasia (BPH)
(While clinical indicator submission is not currently required, clinicians are required to
document these assessments in case ngtes

Benign Prostatic Hyperplasia (BPH) is among the commonest urological problems in the
elderly. Patients premnt with acute retention of urine, or lower urinary tract symptoms, such

as hesitancy, poor stream, intermittency, and feeling of incomplete voiding. Irritative
symptoms are nocturia, frequency and urgency.

Important differential diagnoses are carcinomd the prostate and bladder, occult
YSdzNB LI 6§KAO ofl RRSNA RdzS G2 3ISAy3az RAIFoOSH

Part I: Clinical Indicators

Essential Care Minimum Remarks
Components Frequency

2 F [ lyydz £ f e Recommendediool for assessment of LUTS is th
¢ NF O { 3 Y LI Ig(t;:r;atmnal Prostate Symptom /Quiality of Life
| tAYAOlLf QQELYAUGALI f | & Abdominal examination includes assessment fc
I 6 R2 YA I f i palpable bladder. Rectal examination #ssess
e )f size, consigincy and regularity of prostate
wSOultf 9EIY
| 2NDARAGE LYAGALTE | a
1 3a8aavysSyi
YSRAOLFGAZY
! NJS y S [V Foad L y A AL f | & Screen for haematuria, pyuria and glycosuria
aAONRaoO2L¥k

*more frequently if clinically indiated

Part Il: Consideration for Collaborative Care

Spemahst Referral Recommended

NR i T L ENR FYRKk2NJ ANNBIdzE F NJ LIN2&GI OGS
11wéﬁéyﬂA2y 2F dZNAYy ST LI fLIo6fS o6fl RR
T I NAYFNE AyO2ydAySy®@2 iKSRKE2NI 2 (iakeSYND(
T 1 FSYLl GdzNR |
f t NP@SY dzNAYylFNE (N} OG AYyFSOUAZ2Y
f .fFRRSNJ aiz2ySa
| Consider Collaborative Care with Primary Physician |
Ly UIGASyﬁé GK2&S

T {eyLiizaya ¢Sttt O2yiGNRfftSRX NBI dzA NB

Part Ill: Claimable/NorClaimable tems
Claimable
f Ly@gSadAa3alrarzya
O2YLY AOfdAdYH{ !

A~ A

FdSR G2 GKS Yl vyl

NE £
uasadgavo
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Non-claimables
1 t K2AaLIK2RHSATKND A8 2NE
1 ¢Sat2aiSNryS GSaia
T 5ASGF NB A dzI2ND SYEIWRA GA2Y | f YSRAOLI GA
SEGNI OG0
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Epilepsy
(While clinical indicator submission is not currently required, clinicians are required to

document these assessments in case ngtes

Diagnosis of Epilepsy

Epilepsy is a c¢hnic disorder of the braicharactersed by recurrent seizures. Seizures are
episodes of involuntary shaking which may involve a part of the body (partial) or the entire
body @eneralsed), sometimes accompanied by loss of consciousness and control ef bow
bladder function, and result from excessive electrical discharges in a group of brain cells and
may occur in different parts of the brain.

The diagnosis of epilepsy in adults should be established by a neurologist who will have better
access to thenvestigative tools necessary to confirm the diagnosis including classifying the
epilepsy syndrome.

The diagnosis of epilepsy in children and adolescents should be established by a paediatric
neurologist.

Part I: Clinical Indicators

Essential Care Compents ~Minimum Frequency* Remarks

Seizure Frequency Annual
Seizure Type Annual
Seizure Free Duration Annual

*more frequently if clinically indicated

Part Il: Consideration for Collaborative Care

Consider Specialist Input

1 Inadequate seizure contrge.g. in general less than 1 year between seizures whil
anti-epileptic drug (AED))

i Potential withdrawal of AEDs in patients with more than one AED

| Consider Collaborative Care with Primary Care Physician |

91 Able to achieve good seizure control (i.e. segAree for at least 1 year)

i Titration and review of AEDs by the family physician according to a weaning re
prescribed by the specialist for patients who have been seifreefor at least 2 year

Part IlI: Claimable/NorClaimable Items
Claimables
1 Investigations (except genetic testing) to evaluate etiology, e.g. EEG and MR
1 Investigations to monitor epilepsy and related disease complications, e.g. full
count, renal panel, liver functiotrest, vitamin D and calcium levels
1 Ketogenic diet initiated by a specialist in neurology or paediatrics for children
have drug resistant epilepsy (i.e. child has failed to become seizure free
seizure free with adequate trials of two AEDSs) avitere medically necessary
treatment for those who are on enteral feeding or predominately on milk feed:
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Part Ill: Claimable/NorClaimable Items

Specific Exampkeof Claimables/NofClaimables (continued):
Claimables

1 Investigations to monitor/guide tr&tments, e.g. AED blood levels for detection
non-adherence, suspected toxicity, adjustment of phenytoin dose,-BIL¥%502
genotyping for susceptibility to carbamazepine allergy
Investigations to monitor complications of treatments (including ketogerat) di
Supplements in specific situations where there is documented deficiency or v
medically indicated (e.g. supmhysiological doses of pyridoxine, pyrido
phosphate and folinic acid for vitamnesponsive seizures, and carnitine for thc
on sodiumvalproate and at risk of secondary carnitine deficiency)
Non-Claimable

1 Genetic testing for epilepsy

1 Nootropics (e.g. piracetam)

=a =9

Table2.3: List of Claimable Investigations for Patients on Ketogenic Diet

At baseline and on routine followup if indicated:

Full blood count Urine organic acids
Renal panel Urine ketones
Liver panel Magnesium

Lipid panel Serum amino acids
ECG Lactate

AED level Ammonia
Betahydroxybutyrate EEG

Random urine calcium & creatinine Renal ultrasound
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Osteoporosis
(While clinicd indicator submission is not currently required, clinicians are required to

document these assessments in case ngtes

Diagnosis of Osteoporosis

hadS2L12NRaAa Aa | WLINRPINBaaAaAgdS aedaidSYAOo alst
microarchitecturaldeterioration of bone tissue, with a consequent increase in bone fragility

FYR adzaOSLIIASATtAGE G2 FTNI OGdaNBQo®

Common sites of fracture are the vertebral bodies of the spine, the hip, the forearm and the
proximal humerus.

Osteoporosis should be diagnoskdsed on Dual EnergyRay Absorptiometry (DXA) of hip
and spine, and/or previous fragility fracture. Currently, the use of methods other than hip
dual energy Xay absorptiometry to diagnose osteoporosis is not recommended.

Individuals found to have osbporosis should have relevant clinical, laboratory and
radiological assessments to exclude diseases that mimic, cause or aggravate osteoporosis, So
that appropriate management may be implemented.

Table2.4: WHO definitions based on BMD

BMD TFscore (S.D.) ~ Definition |

x-1 Normal

<-1t0>-2.5 Low bone mass (osteopenia)

n2.5 Osteoporosis

X62.5 and a fragility fracture Severe or established osteoporosis

Part I: Clinical Indicators
Essential Care Minimum Frequency  Remarks

Components

DEXA scan .At least once every - BMD readings atfemoral neck, total hip and lumk
spine.
year§ Minimal measurement: BMD of femoral neck.
WHO Fracture Risk Annual http://www.shef.ac.uk/FRX/tool.jsp to access
FRAX Iculat
Assessment Tool (FRAY score cajcuiator
Score)

*more frequently if clinically indicated

Part Il: Consideration for Collaborative Care
Consider Specialist Input
1 Male or premenopausal female patients

5 Consensus development conference: prophylaxis and treatment of osteoporosis. Am J Med. 1991

Jan;90(1):10420.

6When BMD has normalised, frequency of DEXA scans shBulddl 8 SR 2y LI 6ASy G Qa 2aGS21
moderate or high) as defined in Osteoporosis-3aessment Tool for Asians (OSTA).
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Consider Specialist Inpytontinued)

i Patients with /suspected of secondary osteoporosis (e.g. disproportionately lo
scores, longerm steroid use, cexisting endocrine diseases such
hyperparathyroidism, hypogonadism, hypercortisolism and hyperthyroidism)

i Patients with structural or congenital boneraition

Consider Collaborative Care with Primary Care Physician

i Patients with primary osteoporosis and on bone protective agent

i Patients with secondary osteoporosis who are stable and compliant with medicat

Part 1ll: Claimable/NorClaimable Itens
Specific Examples of Claimables/N&Haimables:
Chimables
1 Oral bisphosphonates and evidence supported therapies, e.g.
o |V Zoledronic acid, raloxifene, s/c teriparatide, and denosumab where med
indicated, such as for patients at high risk of fraes and unable to comply wit

oral bisphosphonates
o Vitamin D analogues (e.g. alfacalcidol and calcitriol) for glucocorticdicced

osteoporosis
1 Investigations related to the management of osteoporosis (DEXA scans and bloo
for levels of calcium,itamin D, thyroid stimulating hormone, parathyroid hormone
i Calcium and vitamin D for patients with established deficiencies or those wh
unlikely to meet the respective daily requirements
Non-Claimable
i1 Testosterone and hormone replacement therapR{H
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Psoriasis
(While clinical indicator submission is not currently required, clinicians are required to
document these assessments in case ngtes

Diagnosis of Psoriasis

Psoriasis is a chronic inflammatory skin disease that typically follows a ngjawsl remitting
course. Plague psoriasis presents with vaglineated erythematous, scaly plaques, with or
without pustules.

Typical sites of involvement are the scalp, behind the ears or in the concha, on extensor
surfaces (i.e. elbows and knees)dahe sacral area and natal cleft.

It is associated with characteristic nail changes (more than 5 pits on any nail, onycholysis or
subungual hyperkeratosis) and joint pains, especially fingers showing dactylitis or sausage
shaped joints.

Psoriatic arthis is an inflammatory polyarthritis that may develop in up to 30% of people
with psoriasis. There is no definitive test to diagnose psoriatic arthritis. Some associated
conditions are achilles tendinitis and plantar fasciitis.

Part I: Clinical Indicators

Essential Care Minimum RENEILS
Frequency*
Assessment of psoriatic ~ Annual Monitor for joint pain. If present, to proceed_ wjt
arthritis recommended tool for assessment¢ Psoriasis

Epidemiology Screening Tool (PEST) and refer to spec

Body Surface Area (BSA) Annual i ?Sl LIt U'Al's'{;siélo;} ty ta Iy
. . to specialist | > (1)

affected by psoriasis reterra

*more frequently if clinically indicated

Part Il: Consideration for Collaborative Care

Specialist Referral Recamended

9 Psoriatic arthritis

1 Patients with rash that cannot be controlled with topical therapy

i Patients with such severity or type of psoriasis potentially requiring systemic ¢
or phototherapy

| Consider Specialistinput |

Tt GASY( A0 Kiedapy @nd/dr cohslérabldthanke in psoriasis
rapid BSA extension, frequent flares, plaque psoriasis fluctuating bet
pustulation and remission)

i Patients with generalised pustular psoriasis or erythroderma

Consider Collaborative Care witdrimary Care Physician
In patients who
1 Have stable/low disease activity
1 Are on long term methotrexate(with specialist review every six months to o
year)
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#In the management of these patients, primary care physicians should be guided by detailed
management plans set out by the specialist (who should oversee the monitoring of the
lifetime dose for patients, as well as perform drug titration if necessary).

Figurel: Decision tree for collaborative care

Treatment of Patients with Psoriasis |

Without psoriatic arthritis With psoriatic arthritis |

FIRST LIME IM ALPHABETICAL
ORDER

Limited disease Extensive disease

+  Adalimumab

+ Etanercept

FIRST LINE *  Golimumab

+ [nfliximab

+ Methotrexate (MTX)
* THNF Blocker +

Methotrexate

+ Topical Corticosteroids®

+ Topical Calcipotriene/Calcitrol

+ Topical Calcipotriene-Steroid
Combination

*Mild psoriatic arthritis can be

treated with appropriate non-

* Topical Calcineurin Inhibitors
[flexures and face)

+ Target Phototherapy (limited,
resistant plagues)

stercidal anti-inflammatory
agents. NSAIDs andlow dosage
prednizolone (<10mg/day] can be
*Mote the use of more potent topical used as adjunctive therapy.
corticostercids should be limited to the
short term iLe. <4 weeks, with gradual
weaning to 1-2 times a week usage once
adequate control is obtained, and the
imtroduction of a secondary agent, e.g.
vitamin 03 preparations should be used
for long term safe control

Failure of Treatment

SECOND LINE

+  Ustekinumab and MTX

Failure of Treatment Legend:

Managed by GP

Collaborative Care with

UVE/PUVA Systemic

Specialists initiating therapy

. Specialist Care only

Based on American Academy of Dermatology Guidelines for Psoriasis 2011
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Part IlI: Claimabl®Non-Claimable Items
Claimables
1 Phototherapy
1 Systemic nosbiologic therapy, e.g. Methotrexate, Cyclosporine, Acitretin
i Biologics treatment
i Baseline investigations before starting systemic and biologicslye(e.g. full blooc
count, renal panel, liver panel, chest radiograph, hepatitis B and C screening)
Routine investigations for patients on oral systemic and biologics therapy
Investigations to monitor joint involvement
Topical applications whengrescibed:
o0 Standard moisturisers (e.g. agueous cream, urea cream and white soft pa
and
o Corticosteroid creams/ointment (e.g. hydrocortisone, betamethasone vale
betamethasone dipropionate)
o Coal tar, salicylic acid, olive oll
o Vitamin D analogues
Non-Claimable
1 Overthe-counter products (e.g. moisturisers, emollients, bath solutions) purch
without a prescription

= = =

Table2.5: List of Claimable Investigatiornf®r Patients who arepresently on orinitiating
Oral Systemicand Biologic Terapy

At baselire: On routine followup:

Full blood count For patients on MTX
Liver panel Full blood count
Renal panel Liver panel
Chest xray Creatinine (periodically)
Hep B and C screening Liver fibroscan¥agnetic resonance elastograpt
TBspot (for prebiologic) if indicated
Liver fibroscarilagnetic resonance
elastographyf indicated For patients on Cyclosporin
Renal panel
Before starting Acitretin Liver Panel
Fasting lipids
Forpatients on Acitretin
Before starting Cyclospine Liver Panel
Fasting lipids Fasting lipids
Serum magnesium
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Rheumatoid Arthritis(RA)
(While clinical indicator submission is not currently required, clinicians are required to
document these assessments in case ngtes

Diagnosis of Rheumatoid ArthritiRA)

Rheumatoid arthritis is a chronic inflammatory autoimmune disease of unknown etiology. It
is characterised by inflammatory pain and stiffness of synovial joints, with progressive joint
destruction if untreated. It is associated with exteticular manifestdons (such as sicca
symptoms, interstitial lung disease, and vasculitis), and systemic comorbidities (such as
cardiovascular disease and osteoporosis).

A rheumatoid arthritis flare is characterised by worsening disease activity, commonly
accompanied byaised ESR or CRP that requires a change in therapy. It must be distinguished
from noninflammatory causes of worsening joint pain, swelling, aeptic arthritis.

Patients who meet one of the following classification criteria will be eligible for clanahsru
Rheumatoid Arthritis.

1) Patients who meet the 1987 ARA criteria for rheumatoid arthritis or the 2010
ACR/EULAR Diagnostic criteria for rheumatoid arthritis.

2) Established rheumatoid arthritis with characteristic features such as joint swelling
anddeformity

3) Early rheumatoid arthritis previously diagnosed and followed up by a
rheumatologist.

4) Juvenile rheumatoid arthritis previously diagnosed and followed up by a
rheumatologist.

Spondyloarthritis/Ankylosing Spondylitis, Adult Onset Stilke&¥e are not claimable under
the CDMP Rheumatoid Arthritis

Part I: Clinical Indicators

Essential Care Component Minimum Remarks
Frequency
Assessment of RA Disease Annua”y Number of tender / swollen joints, CRP or ESR;
Activit Measures of diseaseactivity must be obtained anc
y documented regularly, as frequently as monthly f

patients with high/moderate disease activity, or le
frequently (at least at 6 month intervals) for patients
sustained low disease activity or remission.

*more frequentlyif clinically indicated

Part Il: Consideration for Collaborative Care
i Patients requiring new initiation of DMARD therapy

9 Patients with RA flares requiring either high dose (e.g. prednisolone >10mg/day) ¢
GSNY 6xc Y2yiaKao 3f dz0202NIAO02AR (GKSN
dose adjustment of DMARDS)

Patients with extraarticular manifestations of RA

Patients on biologic DMARD therapy

=a =4
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i Paediatric patients with six weeks or more of persistent joint swelling, and joint p

Consider Specialist Input

i Patients who develop active disease (1 or more swollen and/or tender joints,
ESR/CRP) while on collabavatcare

Consider Shared Care with Primary Care Physician

i Patients deemed to be in DMARI2e remission

i Patients deemed to have quiescent/low disease activity (no swollen and/or te
joints, ESR/CRP within normal range) for at lee&&tn3onths under & LJS OA | f A

1 Patients on (nofbiologic) DMARD therapy at maintenance dosage
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Figure 2: Decision tree for collaborative care

| Treatment of Patients with Rheumatoid Arthritis

| Disease activity assessment: Limited Disease activity assessment:
| High disease activity state

Pretreatment investigations * High number of
swollen/tender joints

*» High ESR/CRP
* RF/Anti-CCP +ve
# Early presence of joint

Mono cDMARD + LOW DOSE ORAL
GLUCOCORTICOID

With Ergsions
{Anclhor drug) improvement s Extra-articular features
Leflunomide

* Functicnal limitation

Sulfasalazine
Hydroxychlorogquine
Cyclosporin
Azathioprine
Intramuscular gold

Pretreatment investigations

D-Penicilaming INTENSIVE COMBIMNATION
»  Tacrolimus cDMARD TREATMENT + ORAL
»  Add on NSAID/selective GLUCOCORTICOID

COX-2 inhibitor if required

*  MTX (Anchor drugl

+ Leflunomide

* Sulfasalazine

Failure of Treatment * Hydroxychloroquine

after & months * Cyclosporin

* Azathioprine

*+  |ntramuscular gold

* D-Penicillamine

s  Tacrolimus

Managed by GP s  Add on NSAID/selective
COX-2 inhibitor if required

* Consider early bDMARD
use if indicated

Legend:

Collaborative Care with Specialists initiating
therapy; GP involved with monitoring/managing
intercurrent problem/comorbidities |

. Specialist Care only Failure of =2 combination

cDMARDs after & months

Pretreatment) investigation

Biologic DMARD + MTX/other cDMARD

Adapted from APLAR RA Treatment Recommendation
2014 (bDMARD: biologic DMARD; cDMARD:
conventional DMARD)
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Part lll: Claimable/NorClaimable Items

Claimables

1 Investigations for e monitoring of the disease and related complications (e.g.
blood count, renal panel, liver function test, CRP, ES&ysX

1 Nonbiologic DMARD therapy

91 Biologic DMARD therapy where medically indicated (e.g. where disease is inadec
controlled wth non-biologic DMARD therapy)

1 Investigationsperformed prior to the initiation of DMARD (biologic & ndmologic)
therapy, e.g. hepatitis B and C serologgp®dt TB

i1 Baseline eye screening, and annually after five years of drug institution, for patie!
hydroxychloroquine

1 Anti-inflammatory agents (e.g. NSAIDS, selective-Z@Xibitors and glucocorticoids
as adjunct treatments

Non-Claimable

1 Serum Rheumatoid Factor (RF), &d€P Antibody testing and other investigatic
done prior toand not leadingo diagnosis of disease
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Ischaemic Heart DiseagéHDY
(While clinical indicator submission is not currently required, clinicians are required to
document these assessments in case ngtes

Ischaemic heart disease (IHD)/ coronary artery disease (CADJencstable and unstable
angina pectoris, myocardial infarction (Ml), current complications following MI, and plaques
visualised in the coronary arteries without ischaerhia.

IHD results when coronary artery plaque develops and reduces the oxygen sapply t
myocardium. Early intervention is required to prevent disease progression and recurrent
cardiovascular events. This includes lifestyle modification and medical therapy as indicated.

Evidence to support a diagnosis of IHD (for purposes of claimey @dMP) could include:

a) Past history of symptoms, prior diagnosis of IHD, current symptoms and/or
investigation findings (e.g. electrocardiogram (ECG), stress test, angiography)
consistent with cardiac ischaemia

b) Postacute myocardial infarction (AMI)

c) Priorpercutaneous coronary intervention (PCI) or coronary artery bypass graft (CABG)

Part I: Clinical Indicatorésee Appendix for references)
Essential Care Component  Minimum Remarks
Frequency

Lipid Profile Annually Target LDL <2.1mmol/L gsatients with
LI5k/!5 FNB Ay (KS

Blood Pressure Twice a year

Measurement

Smoking Assessment Annually Assessment on smoking habits (estimat

sticks/day; zero for nonor exsmoker) and
provision of smoking cessation counselling

Weight and BAl Assessment Twice a year Keep BMI <25kg/fn (For Asian population
keep BMI < 23 kg/A)

Diabetes Screening Annua”y or once <creering should be carried out every thre
years for those with normal glucose
every three years, a tolerance and annually for those with

the case may be impaired fasting glycaemia (IFG) or impair
glucose tolerance (IGTRefer to Diabetes
Mellitus chapter for diagnostic criteria
Renal Function Monitoring Especiallyfor patients a1 ACE inhibitors
{ SNYzy / NJ | y R né& Blittmik
Creatinine (UACRMay be considered.

*More frequently if clinically indicated

"Includes coronary artery disease for purposes of claims under COMP.
8 Nonischaemic heart diseases, such as+4smaeme cardiomyopathy, congenital heart diseases, arrhythmias
and valvular defects, ameot covered.
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Part Il: Consideration for Collaborative Care

Specialist Referral Recommended
1 Emergency or urgent treatment indicatec.g. unstable angina, myocardi:
infarction, and acute decompensated heart failure
1 Suboptimal control of IHD risk factors despite lifestyle modification and opti
medical therapy, e.g. lipids and blood pressure
Consider Collaborative Care or Anchoring Care with Primary Physician
i Stable IHD, e.gstable angina, history of Ml but otherwise stable condition

Part Ill: Claimable/Norclaimable Items

Specific Examples of Claimable/Nataimable:

Claimable
1 Investigations for evaluation of IHD severity, monitoring of progression, dete
of complcations and guidance on further treatment, e.g. ECG, stress
transthoracic echocardiography, cardiac CT angiogram, and cardiovascul
factor monitoring such as lipid profile
1 Smoking cessation
i Cardiac Rehabilitation

Non-claimable
1 Monitoring devies for cardiovascular risk factors, e.g. blood pressure monitc

equipment, glucometer and strips
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CHAPTER THREE:
REGISTRATION AND MEDISAVE USE

1. Policy onMediSaveUse

1.1. The primary purpose d¥lediSaveis to help Singaporeans affoostly hospitalisation
bills. For chronic conditions, early detection and good management help patients avoid
subsequent costly hospitalisations. To bring about better health outcomes, MOH has
allowedMediSaveto cover selected chronic conditiomsthe outpatient setting.

1.2. From 1 July 2014, th$#30 deductible applicable for each outpatieGDMPhill using
MediSave has been removedNonethelessto ensure prudent use d¥lediSavefunds,
two safeguardsemainin place under the CD®t

a) Copayment A copayment of 15% will apply on each outpatiebDMPhill;
and

b) Annual withdrawal limit An annual withdrawal limit of 30 perMediSave
account applie This wilbe reset on 1 January of each year.

Example:
For aCDMPbill of $100, the patient pays $15 cof-pocket. The remaining
$85 carbe claimedrom MediSave

1.3 Only doctors and clinics/medical institutions which are accreditetfiediSaveuse and
participating in the CDMP can makiediSave claims for patients. To make claims for
Mental llinesse¥ (i.e. Schizophrenia, Major Depression, Bipolar Disorder and Anxiety),
doctors also need to attend training for CDM® and participate ina SharedCare or
GP Partnership Programme with a public hospitaDoctors with the qualifications
below areexemptedfrom having to attend traininfor CDMPMI:

a) GPs on the existing Mental Health GP Partnership Programme;

b) Doctors with MMed(FM), GDFM on the Register of Family Physicians need
not attend CDMP Mental Health training if the mental health training modules
of these programmes include all the conditions in CDMP Mental llinesses.

C) Doctors with Family Medicine (FM) training who had 3 months ipgsat
psychiatric departments at the various Restructured Hospitals from May 2007;

d) Doctors (Family Physicians, Family Doctors, Medical Officers) who had 6
months posting at psychiatric departments at the various Restructured
Hospitals; OR

e) Holders of theGraduate Diploma in Mental Health.

® The withdrawal limit was raised from $400 from June 2018.

10 Dementia will not be considered a mental illnesgler the CDMRs of 1 Jan 2014, and thereforeysiicians

who wish to manage Dementia under CDMP are not required to participate in the Shared Care Programme.
11 The Shared Care Programme was meant to provide specialised support (e.g. from psychiatrists and mental
health trained nurses, as well as suppfydrugs for mental iliness) to primary care doctors and ensure that they
have sufficient training and confidence in treating patients with mental health conditions.

Chronic Disease Management Programme



2. Registration Process fdviediSavefor CDMP

2.1. Clinics That Wish to Participate in the CDMP

2.1.1To be in the CDMP, both the clinic/medical institution and its doctor(s) have to register
with and be accredited by MQHJpon accreditation, the doctors can then make
MediSaveclaims for their patients.

2.1.2 An outline of the registration and accreditation process is providedhine3. 1.

Table3.1: Registration and Accreditation ProceddlédiSave for CDMP)
Steps

Clinics submit Bpplication form to MOH
Interested clinics submit dE)chments to CPF Board and NCS
Clinic representative(s) attends trainin;Q session (process, IT and Medisave guidelines)
MOH approves the s;rticipation of the clinics
Q@

s conﬂgure; e Sysitein CPF Board prepares Deed o MOH issues letters of
setup & issues tken

Indemnity with clinics approval to clinics
cards y PP

Q
Doctors submit accreditation forms to MOH
Q@
Effective date of participation in the CDMP by clinics

2.2 Reaqistration of Clinic/Medicahstitution with MOH

2.2.1To join the CDMP, clinics/medical institutions will need to fulfil the following criteria:

a) Be able to makélediSave claims for patients through the online MediClaim
systent?, the MOH Healthcare Claims Portal (MHCP) systerother Clinic
Management Systems such as ClinicAssist

b) Sign a Deed of Indemnity with CPF Board; and

C) Submit clinical data to MOH.

2.2.2To make claims for patients through the online MediClaim system, clinics/ medical
institutions need to have:

a) A MediClaim Usr account;

b) ASecurity Token Card (Incurs a refundable cost of $191.20 (inclusive of 7%
GST and delivery fee) for two to three years of use. The subsequent token is
priced at $171.20.);

12 Clinics which are not ready to make claitheough MediSave e-service could opto submit claims via other
Clinic Management Systems such as ClinicAssist
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C) A Personal Computer/Laptop with the following configuration:

() CPU BEntium Il and above,

(i) Memory (RAM) Minimum of 256MB,

(iif) Operating System Windows XP,

(iv) Browser Internet Explorer 6.0, and

(v) Internet connection;
d) GIRO arrangement with CPF BoardMiediSavepayments to be credited into

GKS Of AYAOKYSRKk&totin;anga GAlGdziA2y Qa ol

e) Attended training to procesklediSaveclaims.

2.2.3To make claims for patients through the online MHCP system, clinics/medical
institutions need to have:

a) A CorpPass account
b) A Personal Computer/Laptop with the following configuration:
(i) 1 gigahertz (GHz) or faster processor
(i) 4GB RAM or above,
(iif) 10GB of free space in HDD,
(iv) 1366 x 768 display resolution for optimum viewing,
(v) 10 Mbps Internet bandwidth
(vi)Browser Internet Explorer 10 or above (Chrome, Firefox and Safari
browsers are also suppiad),
(vii) Adobe Acrobat Readger
(viii) Microsoft Excel 2007 and abowend
(ix) Internet connectim
C) GIRO arrangement with CPF BoardMiediSave payments to be credited into
0KS Of AYAOKYSRAOIf AyadAddziazyQa ol y]
d) Attended training to procesklediSaveclaims.

2.2.4 Clinicsmedical institutions interested in joining the CDMP will need to submit the
following forms to MOH:

a) E-Application for Clinics to Participate in tivdediSave for CDMP (by MOH)
and
b) Direct Authorisation Credit Form (by CB®ard).

The EApplication website can be accessed via
https://www.mediclaim.moh.gov.sg/mmae/OverviewApplication.aspx

2.2.5Clinic/medical institution staff who will be makingediSave claims are required to
attend a free haklday training sessionrmoMediSave claims processMediSave use
guidelines and use of the MediClaim system.
2.2.6 Clinics/medical institutions participating in the CDMP will be subjected to:
a) Clinical quality checks conducted by MOH on patients who nvéddiSave

claims through the clinics/medical institutions;
b) Professional medical audits conducted by MOHMmdiSaveclaims; and/or
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C) Operational audits conducted by CPF BoardadiSaveclaims.

2.3 Reaqistration of Doctor with MOH

2.3.4 Doctors practimg at accredited clinics/medical institutions need to register with MOH
to participate in the CDMP before they can makediSaveclaims for their patients.

2.3.5 Interested doctors can submit an-Application to participate in the CDMP. The
website &: https://www.mediclaim.moh.gov.sg/mmae/OverviewApplication.aspx
Registratiorfor MediSaveaccreditationof doctors needs to be renewed every 2 years.

2.3.6 Registered dadors will be audited by MOH and CPF Board on the clinical outcomes and
MediSaveclaims of their patients.

3 Process of Making &ediSave Claim
A typical process of makingMediSaveclaim for a patient is described below:
3.1 What to convey to patient or immediate family members who wish to MealiSave

a) The treatment components

b) The cost of treatment

C) Estimated amount that can be claimed fraviediSave, and

d) Out-of-pocket cash payment that the patient needs to make

3.2 Administrative Procedure

a) EachMediSave account holder will need to sign ldediSave Authorisation
Formor a Medical Claims Authorisation Fotmauthorise the CPF Board to
deduct his/her MediSave funds for the treatment of the pagint. The
authorisation can be made on a per treatment basis or over a period ottime
Authorisatiorsover a period of timewill stand until revoked in writing.

b) Clinic/medical institution staff should witness the identity and the signature by
the patientor account holder. Clinic/medical institution staff should also verify
relationshipsdeclared where possible.

C) Clinics/medical institutions are to submit tivediSaveclaims electronically to
CPF Board for processing via the MediClaim System.

3.3 If the patient is deemed to be mentally incapacitated (see definition of mentally
incapacitated person below), hdonee/deputy orimmediate family members would
YSSR (2 FdziK2NA &S ( KvediSawa Bhe @ogtor in KhdrgeldouldA Sy (1 Q
need to certify onthe relevant partof the form that the patient is mentally
incapacitated.

Definition: A mentally capacitated person either:

13 Authorisation can be for a period of 3, 6 or 12 months, or for an egested length of time subject to
revocation in writing.
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a) has a medical report from a psychiatrist declaring that the patient is
permanently mentally incapacitated; or
b) isdetermined by a doctor, at the material time, to be unable to make a decision
for himself. An inability to make a decision is when a patient is unable to:
() Understand the information relevant to the decision;
(i) Retain that information relevant to the des;
(i) Use or weigh that information as part of the decision making process;
and
(iv) Communicate his decision (by any means).

3.4 Payment will be made daily tMediSave-accredited clinics/medical institutions via
InterBank Giro (IBG) on thé3vorking dayafter the approval date of thélediSave
claims.

Where a clinic/medical institution has made an oxaaim or unauthorised deduction

from MediSave it will have to refund the amount deducted to tMediSaveaccount. The
clinic/medical institution will have to pay the interest lost by individuals if it is the

Of AYAOQakYSRAOIt AyalAadGdziaAzyda SNNEBNID ¢ K¢
interest at the time of the adjustment.

3.5 From June 2018, package claims will beatitoued undelCDMP. Package claims made
before 1 June 2018 will still be valid up to one year from the first date of visit for the
package.Where such package lapses or is cancelled with remaining treatments,
clinics/medical institutions should refund the unused/ediSave amount to the
appropriate payer.

3.6 dinicssubmit Medisavelaims electronically.
4 Audit

4.1 AllMediSsaveclaims for CDMP conditions may be subjected to audit. The CPF Board may
carryout regll NJ F dzZRAGAa 2F GKS LI NGAOALI GAYy3I Of A\
MediSaveclaims. There are 2 types of audits for tediSaveclaims:

a) Operational audit: This audit looks at the operational aspect of making
MediSaveclams such aproper documentation and theompletion ofMedical
Claims Authorisation Form

b) Professional audit: This audit looks at treatments and investigations
administered for eachMediSave claim to determine if it igelated to the
diagnosis.

4.2 MediSaveclaims for all CDMP conditions may be subject to audiior notice will be
given to identify the cases to be audited. The following documents may be required for
the audit:

a) Hard copies of Claim Forms subrmadtelectronically,
b) MediSaveAuthorisation Formg Medical Claims Authorisation Forgns
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C) Itemised bills/Payment records (detailing consultation charges, individual drug
charges, DRP, nursing charges, other services),

d) Photocopies of identification pagps (where necessary),

e) Case records of the patient for the visits which were claimed (For claims on the
complications of the approved chronic diseases, doctors have to document the
causal relationship. For packages, please indicate dates of visits wigich ar

claimed),
f) Investigation/Test reports where available e.g. HbAlc results, lipid results,
0) Prescription records, and

h) Evidence supporting diagnosis e.g. documentation in case records or
laboratory reports.

4.3 Routine clinical data submission will only be réga for Diabetes Mellitu®re-diabetes
Hypertension, Lipid Disorders, COPD, Asth@iD Nephritis/Nephrosis Please note
that in case theMediSave claim includes treatment for complication(s) due to the
chronic disease, the doctor would need tocument clearly the causal relationship
between the approved chronic condition and the complication(s) which arose from it.

4.4 Clinics/medical institutions or doctors found guilty of wrong claims will be required to
refund the amount to the affectedlediSave accounts. Each time the doctor is found
making wrong claims for his/her patients, he/she will be issued a warning letter.
Repeated infringements by a doctor can lead to suspension of NlegliSave
accreditation of the doctor.
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CHAPTEROUR:
CAPTURE AND SUBMISSION OF CLINICAL DATA

1 Commencement of Clinical Datubmission

Datasubmissionshoul®2 YYSy OS | i (GKS LI GASYyGdQa FANRGDG
CDMPCHASconditions. These ar®iabetes MellitugPre-diabetes Hypertension,
Lipid Disorders, AsthmaCOPDCKD Nephritis/Nephrosig.

1.1 The quality of patient care for these six chronic conditions will be evaluated
according to whether the relevant process and care components have been met
as listed below:

Table4.1: List of Clinial Indicators for COMREHASFor Submission)

Chronic Condition Care Components Per Yéar

Diabetes Mellitus Two blood pressure measurements

Two bodyweight measurements

Two haemoglobin Alc (HbAlc) tests

One serum cholesterol level (LD test
Onesmoking habit assessment

One eye assessment

One foot assessment

One nephropathy assessment (Additional
indicators for patients with nephropathy will follo
that of Nephritis/Nephrosis)

Oneblood pressure measurement

Two bodyweight measurenms

Twoblood glucoseaests FPG, OGTT, HbAc
One diagnostic blood glucose teBRGOGTT)
One serum cholesterol level (LD test

One nephropathy assessmefitton metformin)
Two blood pressure measurements
Twobodyweight measurement

One smoking habit assessment

One serum cholesterol level (LD test

One smoking habit assessment

Two Asthma Control Test (A&Bcores

One smoking habit assessment

Onre smoking habit assessment

One bodyweight measurement

One COPD Assessment Test (CAT) score
One influenza vaccination

= =) = =) =) = =) =)

Prediabetes

Hypertension

Lipid Disorders

Asthma

COPD

=2 =2 =8 A28 =8=4=280=2=_=-a=-0=

“perd S N NI T S Nitom thefirstwisi of Yhe patieft for the chronic condition(s).

15 Refer to Clinical Guidelines for Riiabetes (p1114) for more details.

6 This is only applicable for patients aged 4 and above. For patients aged 4 to < 12 years, please use
the Childhood ACT, and for tb® aged 12 years and above, the ACT.
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ChronicKidney 1 Two blood pressure measurements
Disease 1 One renal functiorg creatinine and/or eGFR
(Nephritis/Nephrosiy T One urine proteirg, urine protein : creatinine ratio

1.2 Although data submission is not required for the remaining conditions, clinicians
are advised to manage according to best clinigedcticesand document
essential care components as listed below:

Table4.2: List of dinical Indicators for CDMIEHAS(Routine Data Submission not
required)

Chronic Condition Minimum Clinical Indicators (Per Year)

Two consultations for CDMP Mental Health

One Clinical Global Impression (CGI) Scale for eac
item (verity, improvement)

1 Blood test for fasting glucose and fasting lipfds

Schizophrenia

=a =4

Major Depression 1 Two consultations for CDMP Mental Health
1 One Clinical Global Impression (CGl) Scale for eac
item (severity, improvement)
Bipolar Disorder 1 Two consultations for QP Mental Health
9 One Clinical Global Impression (CGl) Scale for eac

item (severity, improvement)

Anxiety 1 One Clinical Global Impression (CGl) Scale for eac
item (severity, improvement)
Two blood pressure measurements
One serum cholesterol levalDLC) test
One smoking habit assessment
One clinical thromboembolism risk assessment
One rehabilitation need assessment
Documentation of:

i.  Assessment of mood and behaviour

ii.  Assessment of social difficultiead caregiver

stress(if any)

iii.  Assesmient offunctionalneedsassessment
Two consultations for CDMP Dementia
For patients on cognitive enhancers, documentatio
of objective assessment of memory (MMSE or
CMMSE testing or other validated instruments)
One Joint function assessmte
One bodyweight measurement
One exercise and/or weight loss plé@hindicated)
One Activities of Daily Living (ADL) assessment
hyS | YATFASR tIN]JAYya2y Q2
falls)

Stroke

=A|=2 =8 =4 a9

Dementia

=A =4

Osteoarthritis

= |=2 =2 =4 =4

tENlAY&ZY

TPENI & St NR NB FidmMIe filsvisivoiithe vatightifét the chronic condition(s).
18 Only for patients with Schizophrenia on atypical antipsychotic medications.
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1 One Schawb and England Activities of Daily drivin
Scale

1 One review of diagnosis
BPH 1 One International Prostate Symptom Scor@8S)
1 One Abdominal examination/Digital rectal
examination
1 One Urine dipstick test
Epilepsy 1 One seizure frequency assessment
1 One seizure type assessment
1 One seizure freduration assessment
Osteoporosis 1 Atleast one DEXA scan every 2 years
1 One WHO Fracture Risk Assessment Tool (FRAX
Score)
Psoriasis 1 Onepsoriaticarthritis assessment
1 One Body Surface Area (BSA) percentagessment
Rheumatoid 1 One RA disease adtivassessment
Arthritis
Ischaemic Heart 1 Two blood pressure measurements
Disease 1 Two bodyweight measurements
)l

One diagnostic diabetes test for those with impaire
fasting glycemia or impaired glucose tolerance, or

one diagnostic diabetes test for those with normal

glucose tolerance

1 One serum cholesterol level (L)) test

1 One smoking habit assessment

1 One nephropathy assessment

2 Collection and Submission of Clinical Data

2.1 The collection of clinical data can be carried out by:

a) Manually recording the clinical data @anhardcopy template (Annex B,
page 54-55). Please note that fosubmissionpurposes the data will
subsequently have to be keyed in via the online CIEB&rgice(see
Chapter Five: User Manual forService Clinical Data Submissionjhe
MHCP system (sehe MHCP User Guide available in the MHCP Resource
Hub)

b) Recording the clinical data directly onto electronic records through the
Clinic Management System installed for electronic submission of clinical
data forCDMP/CHA®&nrolled patients

3 Deadlines fo Submission of Clinical Data to MOH

3.1 Submission of clinical data is an essential component of the CCHAS
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3.2 We encourage clinics to submit clinical data as soon as possible, during or
AYYSRAFGSE @ FFAOSNI GKS LI GASyhéasklogdt AYyAO @
in submitting clinical data.

3.3 Clinics are allowed to accumulate patient records for submission in batches.
However for batch submissions, regular (e.g. weekly or monthly) submissions
are encouraged.

3.4 When using the electronic Clinic Managaemé&ystem to capture data during
the consultation, the system may allow submission of data automatically at the
end of each patient consultation.

3.5 The deadline for the clinical data submission will be fourteen days after the end

of each quarter. As an exale, for the quarter from Jan to Ma2017, the
deadline for data submission will be 14 A17.
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Annex B

Data Fields Required for Clinical Data Submission

Patient Details
Patient Name
NRIC/FIN

DOB (dd/mm/yyyy)
Gender Male (), Female ( )

Race Chinese (), Malay (), Indian (), Others ()
Height (m)
Current Smoker Yes( ),No( )
Year Started Smoking (yyyy)

W
QX

Medical History

Hypertension

Hyperlipidemia

Ischaemic Heart DiseagéHD)

Diabetes (DM)

Pre-diabetes

DM Retinopathy

DM Nephropathy

DM Foot Complications

Asthma

Chronic Obstructive Pulmonary Disease
(COPD)

Chionic Kidney DiseaséNgphritis/Nephrosi9

0 K| Year of Diagnosis (yyyy

(V)
ax

Diabetes Treatment

Oral Medications

Insulin

Hypertension Treatment
Oral Medications
Hyperlipidemia Treatment
Oral Medications

Asthma Treatment
Requires Controller

0 K| Year of Diagnosis (yyyy

(V)]
ax

0 K| Year of Diagnosis (yyyy

(V)
ax

0 K| Year of Diagnosi (yyyy)

(V)
ax

0 K| Year of Diagnosis (yyyy
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A) Diabetes, Hypertension and Lipid Disorders DMP

For DiabetesPre-diabetes,Hypertension and Lipid

For Diabetes,

Disorders Hypertension
and Lipid
Disaders
Date of Visit| LDLC Systolic BP| Diastolic Weight | Avg no. cigs/day
(dd/mmlyy) | (mg/dL)/(mmol/L)| (mmHg) BP (mmHg) (kg)
For Diabges only
Date of Visit | Glucose HbAlc (%) |9&S oK (C22( 0| Nephropathy
(dd/mmlyy) o0KO
For Prediabetes only
Date of Visit| FPG@mmol/L) OGTT (mmol/L) | Nephropathyo K 0
(dd/mml/yy)
For DM Nephropathy only
Date of Visit | Serum Creatinine eGFR Urine ACR
(dd/mmlyy) |6 >Y2f k[ 0 (mI/min/1.73n7) (mg/mmol)

B) Asthma and Chronic Obstructive Pulmonary Disease (COPD) DMP

For Asthma,| For Asthma | For COPD only
COPD only
Date of Visit | Avg no. Asthma Weight (kg) | COPD Influenza
(dd/mml/yy) | cigs/day Contol Test Assessment | Vaccination
(ACT) Score Test (CAT) oKDV
Score
C) Chronic Kidney Diseas@léphritis/Nephrosig DMP
ForChronic Kidney Diseafidephritis/Nephrosip
Date of Visit | Systolic BP| Diastolic BF Serum eGFR Urine ACR
(dd/mml/yy) | (mmHy) (mmHg) Creatinine | (ml/min/1.73m?) | or Urine PCH
0>Y2f K (mg/mmol)
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CHAPTER FIVE:
USER MANUAL FOR CLINICAL DATA SUBMISSION V&&RNDCHE

1 Introduction
1.1 Purpose

1.1.1 The manual serves as a guide on howse the Clinical Indicators Data Collection
(CIDC) &ervice for the submission of data to MOH as part of CDMP.

1.1.2 The manual is intended for the hospital/clinic staff who are doing clinical data and
indicators submission. The staff should already be famiNith web browsing and the
MediClaim eService.

1.2 System Requirements

1.2.1 In order to use the CIDGS®rvice, an Interne¢nabled computer with the following
is required:

a) Hardware Requirements
The minimum recommended hardware configuration is:
1 Pentium I[IIMHz Processor with 256MB RAM
1 Atleast 200 MB free hard disk space

b) System Software Requirements
1 Windows XP
1 Internet Explorer 6.0 and above
1 Broadband Internet Connection

C) Other Requirements
1 RSA token card
I MaediClaim user account
2 Getting Started

2.1 User Acount

2.1.1 You will be using your MediClaim system user account to access the Sé&doe.
The MediClaim account is the same one used for the submission of claims.

2.1.2 If you do not have an account for the claims submission, you will need to approach
MOH for te creation of a new account.
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2.2  Accessing the CIDCEService

2.2.1 The web URL to access the MediClaim systehttfss://access.medinet.gov.sdrefer
to the MediClaim user manual for details on login procedure

W=D CENrs)

Password Authentication
User ID
Organisation ID
Password

.

Best Viewed with IE &.0 or higher | Recommended screen resolution 1024 ¥ 763 pisels | 1&-bittrue calour,

Screen 1MediClaim Login Screen
2.2.2 Upon successful login to the MediClaim system, you will be able to see the CIDC e
Service in the left hand menu as shown on Screen 2 below. All users with access to the Chronic
Disease Claim FormService will have aess to the CIDG$8ervice.

2.2.3 Click on the menu to display the functions available:

Clinical Indicators ‘J

Submizsion
Search

Claim Advice

-

Error Message J

Screen 2Menu

a) Submissiois used to submit a new report.
b) Searchis used to retrieve submitted reports.

3 Clinical Indicators Report Submission

3.1  This function is used tsubmit clinical data on patients who have used tidediSave

under the CDMP. A new submission can be made each time there is additional indicator
information for the patient either on a per visit basis or consolidated over a few visits. All
submissions are distinct and will be used for analysis by MOH on a cumulative basis.

32 ¢2 adzoYAl | ySg aSi 2F Ot AyAOlFf RFEGE F2NJ
sub-menu. The following screen will appear.
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https://access.medinet.gov.sg/

Compulsory fields _
/| marked with asterisk * Select patient ID Type

New Submission:
Patient ID Type

| 8INGAPORE FINK / BLUE NRIC v\/ Enter patient NRIC/FIN
Patisnt MRIC/FIN* [

(as entered in Medizave claim form|

[ODiabetes O Hypertension [ Lipid Diserder

Dlstroke Dsthma Dicoro ¥~ Select the medical conditions

[CIMajor Depression [ISchizophrenia  []Bipolar Disorder appllc&ble to the patient more than
Click to go to Clinical one medical condition may be
[=<]*— Indicator Form in Screen 4 chosen.

Diseases™*

Condition Care Components Per Year

Two blood pressure measurements

Two bodyweight measurements

Two haemoglobin Alc (HbATC) tests
One serum cholesterol level (LDL-C} test
One smoking assessment

One eye assessment

One foot assessment

One nephropathy screening test

Diabetes mellitus

Two blood pressure measurements
One bodyweight measurement
One smoking assessment

Hypertension

One serum cholesterol level (LDL-C} test
One smoking assessment

Lipid Disorder

Two blood pressure measurements

One serum cholesterol level (LDL-C) test

One smoking assessment

One clinical thromboembolism risk assessment

Stroke

One inhaler technique assessment
One smaoking assessment
Two Asthma Control Test (ACT) scores

Asthma

One inhaler technique assessment
One smoking assessment

One bodyweight measurement
One influenza vaccination

COPD

The following care components are only for COMP Mental Health Programme Patients:

One Clinical Global Impression {CGl) Scale for each item (severity. improvement)
Two consultations for COMP Mental Health

Major Depression

One Clinical Global Impression (CGl) Scale for each item {severity. improvement)
Two consultations for COMP WMental Health

One blood test for fasting lipids

One blood test for fasting glucose

Schizophrenia

One Clinical Global Impression (CGl) Scale for each item {severity. improvement)
Two consultations for COMP WMental Health

One blood test for fasting lipids

One blood test for fasting glucose

Bipolar Disorder

One assessment of memory

One assessment of mood and behaviour

One assessment of functional and social difficulties {if any)

One assessment of rehabilitation Needs

Two consultations for COMP Mental Health

For patients on cognitive enhancers. documentation of ohjective assessment of memory (MMSE or CMMSE testing or other validated
instruments)

Dementia

Screen 3New Submission

3.2.1 Select the Identification Type and enter the Patient NRIC/FIN.

3.2.2 Select the chronic condition applicable to this patient. You can select one or more
conditions, as applicable.

3.2.3 Click on [Next] to proceed to the Clinical Indicator Form.
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Patient Details:
Patient Name: * [Tan Ah Kun Patient NRIC/FIN:* [51234567D
%éaﬂm}: IW Sex: & Male ' Female
Race: IChinege j Height (Metres): |1_52

{use 9.99 if not measurable)
Current Smoker  Yes & No I Year Started Smoking(YYY™)

* denotes a mandatory field

Known Medical History:

Medical Condition Diagnosis Year
Diabetes 2007 YYYY)
[[1 DM Retinopathy YYYY)
] DM Mephropathy YYYYy)
[[1 DM Foot Complications YYYY)
Asthma [YYYY)
IWajor Depression 2007 YY)
[ Bipolar Disorder YY)
Diabetes Treatment:

Treatment Year Started

[ Oral Medications

L vy

Hypertension Treatment:
Treatment

O Oral Medications

Year Started

I \22%7!

Lipid Disorder Treatment
Treatment

O Oral Medications

Year Started

L o

Asthma Treatment:
Treatment

[ Preventer

Year Started

L o

Medical Condition Diagnosis Year

[ Hypertension [YYYY)
[ Lipid Disorder YYYY)
[ Cerebrovascular Accident (CVA) YY)
[] Coronary Heart Disease (CHD) YY)
COPD YYYY)
Schizaphrenia 2007 YYYY)
[ Dementia YY)
Treatment Year Started

1 Insulin L Jovvey

Schizophrenia Treatment {Only for COMP Mental Health Programme patients):
Treatment Year Started

Atypical Antipsychotics Prescribed  |2008 YYyy)

Bipolar Disorder Treatment {Only for CDMP Mental Health Programme patients):

Treatment

Year Started

[ Atypical Antipsychotics Prescribed I:I {YYYY)

Dementia Treatment (Only for CDMP Mental Health Programme patients):

Treatment Year Started
[ Atypical Antipsychotics Prescribed I:I [YYYY)

65
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Clinical Indicators:
Date of Visit (DDMMYYYY):"

Blood Pressure (Systolic/Diastalic): l:l,l:l DM - Eye Assessment: O
LDL-C: | | |mg.f'dL vl DM - Nephropathy Assessment: [l
HbAlc (%) I:I DM - Foot Assessment: |
Weight (kg): l:l Stroke - Thromboembalism Risk Assessment: [
(use 988 if not measurable)
Smoking Assessment # O Inhaler Technique Assessment (Asthma & O
COPD only):
Cigarettes smoked per day (average) ## - I:I
ACT Score (Asthma only): Influenza Vaccination Assessment (COPD O
] e
The following care components are only for COMP Mental Health Programme Patients:
CGl - Severity of llness: Fasting Lipids Blood Test &5 O
CGI - Global Improvement: Fasting Glucose Blood Test 222 0
Consultation for CDMP Mental Health O Assessment of Memory: O
(Indicate the patient attendance):
Far patients on cognitive enhancers, O Assessment of Mood and Behaviour: O
documentation of objective assessment of memory
(MMSE or CMMSE testing or other validated instruments):
Assessment of Functional and Social Difficulties (if any): [ Assessment of Rehabilitation Needs: O
* denotes a mandatory field
Only for patients on Schizophrenia and Bipolar D ntipsychot To check the box if test is done
Click to add clinical indicators (only those performed)
Attending Physician Information:
Registration
Doctor Name:* | g . |
Number:
Specialty/Training: |F'Iease select if applicable j Health;are | j
Establishment:
Role:* Date of 06-Jan-2008

& Attending Doctor is the patient's regular primary physician

Submission:
" The Clinic is the patient's regular primary provider
" None of the Above
* denotes a mandatory field
Submit ‘ Save Draft ‘ Close ‘

Screen 4Clinical Indicator Form
3.3  The Clinical Indicator Form consists of 4 sections:
a) Patient Detalils,
b) Known Medical History,
C) Clinical and Assessment Indicators, and
d) Attending Physician Information.
4 Patient Details
41 ThissectiorRSUOF Af a (KS Ldatal K iSiy yo@ &irst subriissioh fod the?

patient, only Patient NRIC, Name, Date of Birth, Sex, Race, and Current Smoker is required.
For subsequent submissions, only the Patient NRIC and Name are mandatory.
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4.2 In the event of differences between two submissions, the data from the latest
submission will be considered as the-igpdate information.

Patient Details:
Patient Name: * |Lee Yong Kun Patient NRIC/FIN:* [51234567D
EJDaéerﬂuhqui;t\?Y}: IW m Sex: % Male " Female
Race: Ichinege j Height (Metres): |1_7

{use 9.99 if not measurable)
Current Smoker & Yas " Na |1990 ‘Year Started Smoking(YYYY)

* denotes a mandatory fisld

Screen 5Patient Details

5 Known Medical History

51 ¢KAA& aSO0iAz2y RSiOFAfa GKS LI dbmssion fotheY SRA Ol
patient, please enter all the details. For subsequent submissions, you can omit the details if
there are no changes.

5.2 If you are unsure whether you have submitted the information, it is recommended
you fill in the detalils.

Known Medical History:

Medical Condition Diagnosis Year Medical Condition Diagnosis Year
Diabetes 2007 (YYYY) [ Hypertension _ [YYYY)
] DM Retngpathy [YYYY) [ Lipid Disorder / (YYYY)
] DM Mephropdsy | ‘[YYYY] [ Cerebrovascular Accid@m(CVA) [YYYY)
] DM Foot Compli - ‘ [ Coror = o —

O Asthma If selected, the corresponding O cory Textbox is disabled unless

Major Depression - dlate must be filled up as well schizl corresnandina checkbox is checked
[ Bipolar Disorder § [ Dementia (YY)
Diabetes Treatment:

Treatment Year Started Treatment Year Started

[ Qral Medications l:l YYY) [ Insulin I:I YY)
Hypertension Treatment:

Treatment Year Started

[ Gral Medications [ oy

Lipid Disorder Treatment
Treatment Year Started

[1 Cral Medications l:l [YYYY)

Schizophrenia Treatment (Only for COMP Mental Health Programme patients):
Treatment Year Started

Atypical Antipsychatics Prescribed  |2008 (YYYY)

Bipolar Disorder Treatment (Only for COMP Mental Health Programme patients):
Treatment Year Started

] Atypical Antipsychatics Prescribed l:l YY)

Dementia Treatment (Only for CODMP Mental Health Programme patients):
Treatment Year Started

[ Atypical Antipsychatics Prescribed l:l (YYYY)
Screen 6:Known Medical History and Treatment Sections
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5.3 Enter the relevant medical conditions for the patient. If a particular condition is
selected, then the year of diagnosis is mandatory. You only need to fill in medical conditions
that apply to the patient

6 Clinical Indicators and Assessment

6.1  This section enables you to enter the indicator measurement and assessment done on
the patient over any period. Only measurements and assessments not reported previously
need to be entered in this section.

6.2 Initiallythere will be no clinical indicators added to the report.

6.3  Fill in all the clinical indicators and use the [Add Indicators] button to save them (as
shown in Screen 7).

6.4 There must not be any unsaved data left in the Clinical Indicators Section before
submitting the form.

Clinical Indicators:

Date of Visit (DDMMYYYY):* |:| o

Blood Pressure (Systolic/Diastolic) l:l / I:I DM - Eye Assessment O

LDL-C: I:I mgidl v DIV - Nephropathy Assessment: O

HbAlc (%): I:l DI - Foot Assessment: F

Weight (kg): I:l Stroke - Thromboembalism Risk Assessment: [
(use 999 if not measurable)

Smoking Assessment # ] Inhaler Technique Assessment (Asthma & O

COPD only)

Cigarettes smoked per day (average) ## l:l

ACT Score (Asthma anly): Influgnza Vaccination Assessment (COPD O
L | e

The following care components are only for COMP Mental Health Proghqmme Patients:

CGI - Severity of lliness: Fasting Lipids Blood Test ###: O

CGI - Global Improvement: Fasting Glucose Blood Test # O

Consultation for COMP Mental Health O Assessment of Memory: O

{Indicate the patient attendance):

For patients on cognitive enhancers, O Assessment of Mood and Behaviour O

documentation of objective assessment of memory

(MMSE or CMIMSE testing or other validated instruments)

Assessment of Functional and Social Difficulties (fany: [ Add all Clinical B 0

Indicators into the
table below after filling
in the form above

ofics Medication. Te check the box if test is don

#E Or ents on

I

K to add clinical indicators {only these performed)
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Date Indicators Value
[] 11-May-2007 Systolic BR{mmHg) 150
] 11-May-2007 Diastolic BRF{mmHg) 100
] 11-May-2007 LDL{mgsdL) 40
] 11-May-2007 HbA1c(%%) 30
[] 11-May-2007 Weight{kag) 90
[] 11-May-2007 Cigareftes smoked per day(Avag) 10
[] 11-May-2007 DM-Eye Assessment b
] 11-May-2007 DM-Mephropathy Assessment Y
] 11-May-2007 DM-Foot Assessment A
] 11-May-2007 Stroke-Thromboembolism Risk Assessment A

Delete Indicators | Click to delete selected clinical indicators

Screen 7Filing in the Clinical Indicators

Click to sort the records

/ \

Date Indicators Value
[ 11-May-2007 Systolic BR{mmHg) 150
] 11-May-2007 Diastolic BP(mmHag) 100
] 11-May-2007 LDL{mg/dL) 40
] 1-May-2007 HbAc(%) 30
[ 11-May-2007 Weight(kag) a0
[ 11-May-2007 Cigarettes smoked per day(Avg) 10
[ 11-May-2007 DM-Eye Assessment Y
] 11-May-2007 DM-Mephropathy Assessment Y
] 11-May-2007 DM-Foot Assessment Y
] 1-May-2007 Stroke-Thromboembolism Risk Assessment Y
Delete Indicators | Click {o delete selected clinical indicators \
\ Delete after selecting the checkboxes| All entries saved in the table will
of the unwarted Clinical Indicators be submitted to the CIDC system

Screen 8Clinical and Assessment Indicators
6.5  After saving the data, you can use the delete button to remove any mistakes.

6.6 By default, the data dispyed is sorted by date of visit and indicators. You can also
Of A0l 2y UKS GLYRAOFIG2NRE YR a5 0S¢ KSIRSN&H

6.7  After saving the data, you can use the delete button to remove any mistakes.

6.8 By default, the data dplayed is sorted by date of visit and indicators. You can also
Ot AO1 2y (GUKS GLYRAOIFIG2NRE |yR a5 04S¢ KSIRSNA

7 Attending Physician Information

7.1 This section details the physician attending to the patientsItaquired for each
submission.
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7.2 If there is more than one physician attending to the patient, the main physician
information should be entered here.

Attending Physician Information:

Doctor Name:* | ﬁi_‘?}: Sbtzﬂon |
Specialty/Training: |F'Iease select if applicable j Eifialtgrsahrrenent' | j
Role:* & Attending Doctor is the patient’ | 3 o Date of 06-Jan-2008

ending Doctor is the patient's regular primary physician o . .

" The Clinic is the patient's regular primary provider
" None of the Above
* denotes a mandatory field

Submit ‘ Save Draft | Close ‘

Screen 9Physician Information
8 Report Submission

8.1 Once you have completed the data entry, you cabrsii the report to MOH by
clicking on the [Submit] button.

8.2 If you are not yet ready to submit, you can click on the [Save Draft] button and retrieve
the report later from the search function for submission.

S~
The Table below describes the function éach button:

Button Function Description

Submit Submits the form after completion.
Deletes any existing drafts saved previously.

Save Draft Saves the inputs in the unfinished form as a draft
completion in the future.

Close Closes the current fon and returns to the mair
menu.

9 Search Clinical Indicator Reports

9.1  After you have submitted a report or created a draft, you can retrieve the reports at a
later stage using the search function. This function allows you to specify search criteria and
retrieve all reports matching the criteria.

92 ! FGSNI NBUNASGAY3I GKS NBLRNILISX @&2dz OFly | f a
mistake in the previous submission, or delete it altogether.

93 ¢2 | O00S&aa (KAA TFTdzyOlix8ydz @y RWNIOE XS L & RA D] &
main menu as shown on Screen 10.
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Clinical Indicators J

Submission

Claim Advice J

Screen 10Search Menu

9.4 The Search page will be shown. Enter your search criteria and click on the [Search]
button. The search is case insensitive.

9.5 At least one of the search criteria must betered before you can proceed with the
search.
Search:

Patient Mame: | |

Patient NRIC/FIN:| | Fill in at least one
search criteria

From Date: :
before doing a

[DDMMW} | search

Tao Date: |

(DDMMYYYY)

Sort By: |Patient MName M |A5cending M

Search

Screen 11Search Criteria

9.6  All submissions made by your clinic which matches the criteria will be displayed as
shown on Screen 12.
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Search:
Patient Name: | |

Patient NRIC/FIN: |F |

From Date:

DDMVYYYY) 112122006
To Date: |
(DDMNYYYY)
Sort By: |F'atient MName M |Asc§f\ding M
Click to retrieve all records that mah
Search <4— the specified criteria

3 records retrieved.

Patient Name Patient NRIC/FIN Submission Date
D‘%ﬂﬂ‘\ Check only one record for 12-Dec-2008
] JimmyFong amendment or many records 12-Dec-2006
[] Tang huiKiong for deletion 12-Dec-2006
1

Click on the hyperlink to
retrieve a readonly page

A d| Delet |
men eete of the record

; f

Amend Delete selected
selected record records

Screen 12Search Results

9.7 If the number of search redts is too large, you can either specify more restrictive
search criteria or use the page number to navigate through the results.

9.8 Click on the Patient Name hyperlink to view the report submitted.

9.9 When the [Amend] button is clicked, the selected recoitl be displayed in editable
mode as shown on Screen 13.

Patient Details:
Patient Name: * [Tan Ah Kun Patient NRIC/FIN:* [s1234567D
Date of Bith ~ [aingaars | = & Male " Female
(DDMMYYYY) |14U41971 i Sex:
Race: Ichinege j Height (Metres): |1_52

{use 9.99 if not measurable)
Current Smoker T Yes & o I Year Started Smoking(YYYY)
* denotes a mandatory field
Known Medical History:
Medical Condition Diagnosis Year Medical Condition Diagnosis Year
Diahetes 2007 (YYYY) [ Hyperensian YYYY)
[J DM Retinopathy [YYYY) [J Lipid Disorder YYYY)
[ DM Nephrapathy {YYYY) [ Cerebrovascular Accident (CVA) {YYYY)
[J DM Faet Complications {YYYY) [ Coronary Heart Disease (CHD) {YYYY)
Asthma YYYY) COPD YYYY)
Major Depression 2007 (Y YYY) Schizophrenia 2007 YYYY)
[T Bipolar Disorder YYYY) [1 Dementia YYYY)
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Diabetes Treatment:
Treatment Year Started Treatment Year Started

O Oral Medications [ vy [ Insulin [ v

Hypertension Treatment:
Treatment Year Started

] Oral Medications [ v

Lipid Disorder Treatment
Treatment Year Started

[ Cral Medications l:l (YYYY)

Asthma Treatment:
Treatment Year Started

O Preventer l:l {YYYY)

Schizophrenia Treatment ({Only for CDMP Mental Health Programme patients):
Treatment Year Started

Atypical Antipsychotics Prescribed  [2008 YYYY)

Bipolar Disorder Treatment (Only for CDMP Mental Health Programme patients):
Treatment Year Started

[ Atypical Antipsychotics Prescribed l:l {YYYY)

Dementia Treatment (Only for CDMP Mental Health Programme patients):
Treatment Year Started

[ Atypical Antipsychotics Prescribed l:l Y YY)

Clinical Indicators:

Date of Visit (DDMMYYYY):* I:I

Blood Pressure (Systolic/Diastalic): l:l,l:l DM - Eye Assessment: 0

LDL-C: | | | mgldL vl DM - Nephropathy Assessment: [l

HbAlc (%) I:I DM - Foot Assessment: O

Weight (kg): I:I Stroke - Thrombaembalism Risk Assessment: [
(use 999 if not measurable)

Smoking Assessment # : O Inhaler Technique Assessment (Asthma & O

COPD only):

Cigarettes smoked per day (average) ## : I:I

ACT Score (Asthma only): Influenza Vaccination Assessment (COPD O
1 o

The following care components are only for COMP Mental Health Programme Patients:

CGl - Severity of lliness: - Fasting Lipids Blood Test ##: O

CGl - Global Improvement: - Fasting Glucose Blood Test ###: O

Consultation for COMP Mental Health O Assessment of Memary: O

(Indicate the patient attendance):

For patients on cognitive enhancers. O Assessment of Mood and Behaviour: O

documentation of ohjective assessment of memory

(MMSE or CMMSE testing or other validated instruments):

Assessment of Functional and Social Difficulties (if any): [ Assessment of Rehabilitation MNeeds: O

*denotes a mandatory field

# For current smokers, smoking cessation advice should be given;
For non- or ex-smoker, please reinforce the benefits of not smoking cigarettes

## Applicable to current smaiers only

#Ht Only for patients on Schizophrenia and Bipolar Disorder - Afypical Antipsychotics Medication. To check the box if test is done.

Click to add clinical indicators (only those performed)
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Date Indicators Value
[] 11-May-2007 Systolic BP{mmHg) 150
[] 11-May-2007 Diastolic BP{mmHg) 100
] 11-May-2007 LDL{mgfdL) 40
] 11-May-2007 HbATc(%) 30
] 11-May-2007 Weight(kg) a0
] 11-May-2007 Cigarettes smoked per day(Avg) 10
[] 11-May-2007 DM-Eye Assessment Y
[] 11-May-2007 DM-Mephropathy Assessment Y
[] 11-May-2007 DM-Foot Assessment Y
[] 11-May-2007 Stroke-Thromboembolism Risk Assessment Y

Delete Indicators | Cick o delefe selected clinical indicators

Attending Physician Information:

Doctor Name:* | ﬁzﬂ: iﬁf:on |
Specialty/Training: |F’Iease select if applicable j ngaltt:fsirrenent' | j
Role:* = Attending Doctor is the patient’ | : hvsici Date of 06-Jan-2008

ending Doctor is the patient's regular primary physician o~ .

" The Clinic is the patient’s regular primary provider

" MNone of the Above

Screen 13Editable Page of Patient Record

* denotes a mandatory field

10 CIDC Clinic Reports

10.1 This function provides standard report(s) for use by clinics. One report is currently
available and additional reportsay be added in future releases.

10.2 To access this function, click on the CIDC Clinic Reports under the Reports menu
button. A page displaying all the available reports and their description will be loaded.

MEDIClaim

| NCS0.NCS0001 [v [N

Chronic Diseases Claim J CIDC Clinic Summary Reports:

L T J FO1 - List of Patient NRIC No s Requiring Clinical Indicators Report Submission

J Provides the list of NRIC for patients who have successful claims but no clinical indicators have been

Senors submitted by the clinic within the fixed 12 months period from the claim submission date.
Billing Details
€IDC Clinics Reports <4— | Click on Reports menu and select CID(Q

Chronic Balance Enquiry J Clinics Reports

Chronic Payment Listing J

Screen 14CIDC Clinic Reports
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10.3 List of NRICs for patients for whom Clinical Indicators have not been submitted:

a) ¢CKAA NBLRNI SyloftSa G4KS Of AyAaAoa Gz
whom the clinics had made claims in the specified year but no clinical indicator
reports were submittd within a fixed period of 12 months from the claim
submission date of each patient. This report is built in to assist doctors and
clinics to keep track of the outstanding clinical indicator reports they would
require to submit with each claim.

b) Click onthe report title from the list of available reports as shown on Screen
15. A report page with a textbox would appear for the user to key in the year
of the requested report, as shown below.

MEDIClaim

'NCs0NCs0001 [V IR

Chrenic Diseases Claim J CIDC Clinic Summary Reports:

s J F01 - List of Patient NRIC No.s Requiring Clinical Indicators Report Submission

Reports ,J Provid_es the list of_N_RIC_fo_r tients who have succe_ssful claims bu_t no clinic_al i_ndicators have been
submitted by the clinic within the\fixed 12 months period from the claim submission date.
Billing Details
CIDC Clinics Reports
Chronic Balance Enquiry J Click on a Report title from the list
of available reports

Chronic Payment Listing J

Screen 15Selecting a Report

c) Upon entering a valid year, iatlof patient NRIC numbers will be generated. The report
generated below shows the record of a patient who had a claim submitted but with
no submission of any clinical indicator.

| NCS0.NCS0001 v [

Chronic Diseases Claim J F01 - List of Patient NRIC No.s Requiring Clinical Indicators Report Submission:

Clinical Indicators Year > (YYYY) 2006 |
< Back to Report List View Report ‘ Download As CSV File
Reports J
Billing Details List of NRICs of patients who had claims submitted but not clinical indicators.
CIDC Clinics Reports 34480330

Chronic Balance Enquiry J

Chronic Payment Listing J

Screen 16Viewing a Report
11 Troubleshooting
11.1 Enabling of Pop Up€ertan screens within the application will be displayed as-pop

up windows. In order to access the full system functionality, you need to enablaipop
windows for the MediClaim website. To enable this feature, follow the steps below:
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a) Select Tools>Pepp Blocke> PopdzLd . f 2 O1 SNJ { SG G Ay 3IaX

40 - Microsoft Internet Explorer

kes | Tools Help

Mail and Mews

L. | s T
Fop-up Blocker Turn 2FfF Pop-up Blocker
Manage Add-ons. ., Pop-up

[ |

RN 3

LL
[
[
=

Synchronize. ..
Windows Lpdate
Yahoo! Services 3

Windows Messenger
ICO Lite
Edit with Altowa XMLSpY

Internet Cptions, ..

-
D) CLllss
Screen 17Internet Explorer Menu

b) 9y USN) aF PYSRAYSGPI20d0a3¢ YR GF PY2KPI2 D

MediClaim 20051212.1640 - Microsoft Internet Explorer
Pop-up Blocker Settings x|

 Enceptions

Pop-upz are curmently blocked. vou can allow pop-ups from specific
wieb zites by adding the gite to the list below,

Address of Web site to allow;

I“.mnh.gov.sd Add I
Allowed sites:
* medinet gaov. s Hemove |
*.moh.gov.gg

Remawe All

EH)C L)

sword Authentication

usermm[ |
— Matifications and Filker Level isation ID I:l
[¥ Play a zound when a pop-up iz blocked. Password I:l

¥ Shaow Irfarmation Bar when a pop-up is blocked.

Filter Lewel:

IMedium: Block most automatic pop-ups

FPop-up Blocker FAG Cloze |

_togin_J

mended screen resolution 1024 ¥ 7€

Screen 18Configuring Popup Blocker
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12 FallBackProcedures

12.1 In the event that the submission cannot be done online irdrately, you can keep a
record of the information and submit it at a later date.

13 Contact Information for Queries Related to Clinical Data Collection and Submission
13.1 For online eservice related technical queries, please -mail to
mediclaim@ncs.com.sgr contact NCS at: 6776 9330 (Mori, excluding public holidays,
8:30 am to 6:00 pm).

13.2 For clinical data collection and submission issues related feedback, please email to

moh_cds@moh.gov.sg (preferred method), aontact at: 6325 1757 (MonFri, excluding
public holidays, 8:30 am to 6:00 pm).
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CHAPTER SIX:
FREQUENTLY ASKED QUESTIONS

A. CLINICAL MATTERS
For Doctors who have already registered in the Clp&tBcipating in CHAS

Q1. | have a patient with Diabetes Mdlus, Hyperlipidaemia and Asthma. Which DMPs
should I enrol him/her into?

Your patient should be enrolled into both Diabef@dDAsthma DMPs. He/She will then

be able to us&lediSavelCHASo co-pay for the total bill for the treatment administed

for all 3 conditions. However, you will also need to submit clinical outcome data based
on the essential care components of Diabetes, Lipid Disorders and Asthma. (Please refer
to Annex Aon pagelOfor details.)

Q2. My patient has DM, however, he aldoas symptoms and signs of Hypothyroidism. Can
| use hisMediSave/CHAS0 co-pay the thyroid function test?

In this instance, thyroid function test was done to screen for a possible condition and
not for monitoring of the primary condition or itomplication(s). Hence, it is suggested
that his bill be itemised so that the patient can use cash to pay for the thyroid function
test and MediSavelCHASto co-pay the rest of the bill which is related to DM care
components. (Please refer to Chap)

Q3. Who decides on the stipulated clinical care components?

The clinical care components were drawn from #®H Clinical Practice Guidelines,
with inputs from professional bodies, which include leading specialists in the respective
fields and respeed primary care physicians. They were also endorsed byCtimacal
Advisory Committee.

Q4. What if the patient has symptoms suggestive of both Asthma and COPD? Which DMP
should I enrol him into?

For patients whose signs and symptoms are not so digtetteen the two conditions,
spirometry and/or bronchodilator reversibility testing may be performed to help classify
the patient into one of the two diagnoses or to differentiate these conditions from other
diseases that may mimic its presentation.

It isimportant to try to classify the patient into the correct DMP as this will help to
determine the management of the patient and also prevent any issues with respect to
the MediSaveCHAS: laims.

(Please refer to th&1OHClinical Practice Guidelines fomore information on diagnosis
and management of Asthma and COPD).
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Q5. Can the patient usMediSave/CHAS0 pay for pulmonary rehabilitation?

Q6.

Q7.

Yes, only ithe patient has been diagnosed to have CO&Hlit is clinically deemed to
be beneficiafor the patient.

Can | make claims for ambulatory aids (e.g. walking sticks) for my patient with Stroke,
or for oxygen concentrators for my patient with COPD requiring letegm oxygen
therapy?

Currently, medical devicenot used for the purpose®f drug administrationare
generallynot claimable items undeviediSavefor COMIPCHAS However, for a patient
with COPD, he may claim up to $75 per month for rentdkwices for longerm oxygen
therapy.

The{ SYA2NEQ a20Af A (BKMF) mgyRe Bad misidseyHEchaSazypfR
mobility devices for meantested patients above the age of 60 years old.

Can Imake claims for Glucosamine/Chondroitin supplements for my patievito has
Osteoarthritis?

You may prescribe Glucosamine@@idroitin supplements for suitable patients, but
they arecurrently not claimable items under CDMIHAS

Although Glucosamine and Chondroitin supplements are commonly prescribed for
patients with Osteoarthritis, their benefits have not been supportediiyicient clinical
SPARSY OS dMediShvdCHBS/sticall@ only be claimed for evidentased
medications and treatment modalities, such as physiotherapy.

Q8. Can I claim fooutpatient vaccinations and/or health screenin@s

MediSae claimsfor the followingare allowed, but not under the CDMP framework.
However, hese claimdall under thesame withdrawal limit as CDMPe. $500 per
Medisave account per year

Vaccinations
Vaccinations for recommended groups under the NationaldBGbod Immunisation
Schedule (NCIS) and National Adult Immunisation Schedule (NAIS)

Health Screenings
a) Mammogram screeninfpr women aged 50 and aboyand
b) Selected screening tests for newborns in the outpattigetting.

CHAS claimsan be made in the following circumstances:
Vaccinations

a) The cost of consultation for vaccinatigrmit not the cost of the vaccingsan
be claimed under the acute tier of CHAS subsjdies
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b) For mtients with COP[Dthe cost ofconsuliation and influenza vaccinean
claimed under the chronic tier of CHAS subsidies, as it is an essential care
component of COPD.

Health Screenings

Tests for ecommended health screening by the Health Promotion Board (HPB) are free

at participating CHASOf AyA 04 O0R2002NXDa O2yadzZ Gl dAz2y
OF NRK2f RSNBR FFNX StA3IAO6ES F2NI /1! { &adzmaAiARA:
screening.

B. REGISTRATION MATTERS
For Doctors and Clinics which wish to be registered into the CDMP:

QL1 What are the requirements to be on the CDMP?
Clinics that wish to participate in the CDMP must agree to:

C) Provide treatment to chronic disease patients through evidebased DMPs.
These DMPs will include M@Eicommended key treatment components;

d) Treatpatient medical information with confidentiality;

e) Submit to MOH, with the informed consent of patient, data on patient care
delivery on an annual basis or as specified by MOH, for the purpose of medical
audits. Relevant aggregated performance data waél gublished to assist
patients in making informed choices;

f) Be accredited for the use dMediSavefor CDMP; and

0) Be periodically reviewed and audited, both clinically and administratively. Any
clinic/medical institution that fails to satisfy the mimum standards of clinical
performance set by MOH, will be asked to withdraw from the Programme. (See
Chapter Two: The Clinical Guidelines).

Q2. How do I register for the CDMP?

For clinics who are not in the CDMP, they must submit the following forms fo
registration:

a) E-Application for Clinics to Participate in tiMediSave for Chronic Disease
Management Programme (by MOH);

b) Direct Authorisation Credit Form (by CPF Board);

C) GIRO Form (MediClaim charges by NCS); and

d) GIRO FormMedisavecharges by CPF Board).

The EApplication website can be accessed via
https://www.mediclaim.moh.gov.sg/mmae/OverviewApplication.aspx

Clinics participating in the CDMP will afsve to sign a Deed of Indemnity with the CPF
Board.
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Q3.

Q4.

Q5.

Q6.

Doctors need to be individually registered under the Programme in order to process
MediSave claims for their patients. Doctors can do so by submitting the Application
Form for Medical Professmals, which can be found in the link:
http://www.mediclaim.moh.gov.sg/mmae/DoctorApplication.aspx

My clinic is already participating in CDMP. Can | makediSaveclams for my patient
who is suffering from Schizophrenia, Major Depression, Bipolar Disorder or Anxiety?

In addition to participating in CDMP, your clinic will also need to be participating in a
Shared Care or GP Partnership Programme with a Restructwspitéd before your

clinic is registered amd / 5 @ tL dinic, andMediSaveclaims for patients with mental
illnesses can be made. This is part of an assurance framework to ensure quality of care
for patients.

How do | register for a ShateCare or Partnership Programme with a Restructured
Hospital?

. 2dz Yl & NBE3IA&GSNI DAl ahl Qa
(http://www.mediclaim.moh.gov.sg/mmae/overview.aspx 6 & &St SOGAy 3 (K
Diseas Management Programme (COMR) K NER / I NB t N2E3INI YYS &£

What will be the cost of registration and staitip?

Apart from computer hardware and Internet access subscription (which may already be
in place), there is a onégme nonrefundable cost of $31.20 (inclusive of 7% GST and
delivery fee) for the security token to access tediSaveclaims systemrlhe token is
valid fortwo to three years. The subsequent token is priced at $171.20. This security
token is required only when using the Bli€laim eservice.

You or your staff will need to attend a halay training session oMediSave claims
process, guidelines avediSaveuse and the use of the MediClaim system. This training
session is freef-charge.

How do patients sign up for the CDMP?

All patients treated by MediSaveand CDMP accredited docttor at least one of the
approved chronic conditionare eligible for CDMPrhe patient need to completthe
MediSave Authorisation Forni Medical Clams Authorisation Form tallow the doctor

to makeMediSaveOf  AYa 2y (GKS LI 0ASyiQa oSKIfTFo

C. MEDISAVE CLAIMS, RBURSEMENT, BILLING
For Doctors and Clinics that wish to be registered into the CDMP:

Q1. Intotal, how much can patients claim fromvlediSavefor chronic disease treatments?
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Patients can claim up to5890 perMediSaveaccount per year fooutpatient treatment
of the approved chronic conditions, regardless of the numbe&hodnicconditions they
might have.

Q2. WhoseMediSaveaccount(s) can a patient make use of, apart from his/her own?

Patients can use their owediSaveaccount(s) and the account(s) of their immediate
family members (i.e. parents, children, and spouse). In addition, patients who a
Singapore Citizens or PRs can also usevtbdiSave accounts of their grandchildren.
Claims can be made once thMediSavepayer has signed the relevanilediSave
Authorisation Form.

Q3. What will be the exact level of dedudilie and cepayment?

The $30 deductible has been removed since 1 July Z0fete isstill a 15% cegpayment
of the CDMPill for each claim that the patient has to pay in cash

Q4. Who should submitMediSave claims?

Any of the permanent staff of MediSave-accredited clinic/medical institution who has
attended the training sessions, e.g. doctors, nursesinter staff, clinic managers, can
submitMediSaveclaims.

Q5. If the patient sees me for both a chronic condition and an acute condition at the same
time, can the entire bill be claimed?

MediSavecan only be used for treatment relatéd the CDMRconditions listed, subject

to a cap of $00 perMediSaveaccount per year. If patient attendance is purely for an
acute or unrelated conditionMediSave deduction is not allowed even though the
patient may have an existing i@nic condition. Checks will be made during audits to
ensure that claims made are only in relation to the approved chronic conditions and/or
their complication(s).

Q6. How does the annual cycle of thes®0 limit apply? Is it calculated based on the time
that the patient first seeks treatment under the scheme?

The $00 annual limit is reset at the start of each calendar year $00 for the period
from 1 Jan to 31 Dec.

Q7. Will Medisave use be allowed for purchasing equipment (e.g. bloodegsure
monitoring equipmentor glucometer, etc.)?

In line with existingMediSave guidelines,MediSave use generally does not cover
equipment purchase, whether for chronic disease treatment or other Usesn 1 Jun
2015, MediSavecan be used for the purchase of spacarsl accompanying masks if
necessaryfor Asthma/COPD patients, as well as insulin pens, syringes and needles for
Diabetic patients.From 1 Jun 2018JlediSavecan be used fothe purchase olanets

and glucose test strips for sationitoring of blood glucose levels for Typdiabetes
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patients and Type Diabetes patients on insulinThese should be dispensed in
F LILINR LINR F GS ljdzr yGAGASEaT ySOSaalNER FT2N 0KS

Q8. How will I know ifthe patient has sufficient balance left for claims?

To help patients and their family members keep track of the amouMediSaveused
under MediSave500participating clinics can check tidediSave balances under the
CDMP orbehalf of their patientsupon authorisation from patient

An enquiry function to check thavailablewithdrawal amount is available via the
MediClaim eserviceand MHCPClinics may use this function to check the remaining
balance of theMediSave account holder with his/her consent.

Alternatively, you can request for thielediSave holders to show you a prirdut or
electronic statement of their currenlediSave balance. They can obtain their current
MediSavebalancefrom the CPF Board's website (www.cpf.gov.sg) under My CPF Online
Services My Statement, by logging in with their SingPass. You may wish to ask your
patients to bring along a copy of tiMediSavebalance of the Medisave payers if you do
not havea computer terminal at your clinic.

Q9. If the MediSave balance is insufficient to cover the costs, can the patient top up the
difference in cash?

Yes.
Q10.Can the bill be split among two or more accounts according to a given percentage?
Yes, a claim can be shared by a maximum oMHgliSaveaccounts.

Q11.Will patients have to pay the full amount upfront and then be reimbursed or can they
make partial payment based on estimatedediSave payout?

This decision willependon the individual clinics. However, clinics should explain to
their patients on the mode of payment clearly so as to avoid any confusion or
unhappiness.

Q12.How will refunds forMediSave withdrawals be handled (e.g. if a patient opts out of a
package)?

The clinic will have to amend the approvitediSave claim through the MediClaim
system to return the money back to the relevaviediSave accounts. CPF Board will
liaise with the clinics to debit and credit the amounts accordinglgdiSave will have
first claim on any refundsClinics should refund the patierthe unutilised cash ce
payment collectedrom the patientpreviously.

Q13.If patients have signed up for the Programme, can they opt out of it at a later date?
Dol need to refund the amount that he had paid up for a package?
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Patients can opt out at a later date by informing the clinic from which he/she is receiving
care.Funds withdrawn fromMediSavemust be reimbursed to thélediSave accounts.

Refunds on cash gmaymentis a private arrangement between the provider and the

LI GASYyGe® tIFdASydGa akKz2dZ R FAYR 2dzi G§KS LINE.
packages.

Q14. IsMedisave withdrawal dependent on the patient having onlpne specific primary
care provider?

No. Patients are encouraged to have continuity of care with one family physician but
they are free to choose and switch providers. Hence, they can iMakiiSaveclaims at
anyMediSave-accredited clinic

Q15.How will claims be made if a patient is referred to an unaccredited provider?

MediSaveclaims will not be allowed at an unaccredited clinic. However, the referring
party can make arrangements to bill on behalf of his unaccredited pastn€he
referring party is expected to bear full responsibility for any such arrangements made.
In addition, the referring party is also responsible for the submission of clinical data for
the patient.

Q16.How will the scheme apply to Permanent Residerdand Foreigners?

Current MediSave rules apply. As long as Permanent Residents or Foreigners have
MediSaveaccounts or their immediate family members havMediSaveaccounts, they
are eligible for the scheme.

Q17.How will the scheme apply to those who have employer medical benefits or an
existing comprehensive insurance plan?

Claims can be made under employer plans. This also applies to pensioners. Employer
medical benefits or an existing comprehensive insurance plan candoetosover the

cost of the deductible and epayment. Any amount in excess of the employer medical
benefits or the insurance plan can be paid usiWgdiSave subject to cepayment

Clinics will have to liaise directly with their partnering emplsyfor payment under
employer plans as per their current arrangements.

Q18. What is the process of makildediSave claims like? Will it involve a huge change in
my clinic operations?

The process is as follows:

a) The clinic/doctor should expin the following to patients suffering from any of the
approved chronic conditions and their immediate family member(s) whose
MediSaveaccount(s) is/are being used (if any):

1 the treatment components
1 the cost of treatment
i estimated amount that ca be claimed fronMediSave
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1 the out-of-pocket cash payment that the patient will need to make

b) When the patient and/or his/her immediate family member(s) have decided to use
MediSavefor the bill, eachMediSave account holér who wishes to make use of
his/her MediSave account need to sign ®lediSave Authorisation Formi Medical
Claims Authorisation Forto authorise the CPF Board to deduct his/iediSave
savings for the treatment of the patienthe authorisation can be made on a per
treatment basis or over a perioduthorisations over a period of timgands until
revoked in writing. Clinic/medical institution staff should witness the signing and
verify the relationship(s) to the patient as statin the MAF.

c) Clinics/medical institutions can then submit thMediSave claims electronically to
the CPF Board for processing via the MediClaim System.

d) Payment will be made daily tdMediSave-accredited medical institutions via
InterBank Giro (IBG) on th&8vorking day after the approval date of tidediSave
claims.

Q19.Can GPs who are contracted by nursing homes to provide outpatient care for their

residents help the ones suffering from one of the approved chronimditions make
MediSaveclaims?

Yes, if the GP and his/her clinic are accreditedMediSaveuse for CDMP. He/She can
help the nursing home patients to makeviediSave claim for their outpatient chronic
disease treatment(s) tlough his/her clinic.

D. DATA SUBMISSION, KIGAL IMPROVEMENTRKWUDITS

QL.

Q2.

Q3.

Q4.

2 Ké Aa UGKS LI GASYyliQa YSRAOIE YR UNBFUOGYSYI

The data collected will provide a better profile of patients on CBBHAS This
information will be useful for finduning for programme planning and management
purposes.

Must the medical history be captured at each visit?

The items in the medical history data will only need to be captured once but should be
updated as and when there are changes.

How do | reeord the actual year of diagnosis of patients with long standing chronic
diseases?

A

¢KS SadAYFGSR @SIFNI 2F RAlFI3JIy2ara F2N GKS
the exact year is not known.

Will data on all clinical parameters be requirest every visit?
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No. Only data on assessments or tests performed during the visit need to be captured.

Q5. Would I need to repeat HbAlc or LDL cholesterol if my patient is able to produce the
results of a test done elsewhere?

You can submit the releyai RSGIF Afa 2F @2dz2NJ LI §ASyidQa
performed elsewhere instead of repeating the test. If you do so, please keep a copy of
the record of the test results.

Q6. What if the patient is lost to follow up?

Please note it down in your cigal documentation. Alternatively, if you are using the
web-based CIDG8ervice for data submission, you may also document the information
using the textbox available under the Patient Participation Module present on the
navigation bar. If you are usirf@MS for data submission, please contact your CMS
provider for more details on capturing of this type of information electronically.

Q7. What if the patient refuses certain tests?

Tests are performed, when indicated, as part of the proper managemeheathronic

disease. As such, the physician should inform the patient as to the rationale and provide

other key information regarding these tests. If the patient refuses the tests, please note
0KA& NBaLRyaS Ay GKS LI GASYydQa OftAYyAO y2i0¢

Q8. If | missal the previous deadline for submission of clinical data, do | still need to
submit the data for that period?

Yes, you should still submit the relevant data for that period as well as the current data.

Q9. Which healthcare provider should submit clinicaflata if the patient makes
MediSave/CHAclaims at three different healthcare providers during one year?

It would be appropriate for each provider to collect relevant data for the care that has

been provided, and to submit the data. If they aret able to make the submission,

they should forward the data to the primary physician who is coordinating the care of

GKS LI ASyiQa OKNRYAO O2yRAGAZY a2 (KI G KS

Q10.If a patient starts makingViediSave/CHASclaims from June onwards, must | submit
clinical information captured before June?

You can capture the relevant clinical data of the patient. However, for the purpose of
assessing the care process and outcome of the chronic condition, the period péane
(taken from the date when the patient first enrolled into the CORRASor the chronic
condition) will be used.

Q11. My patient claimedediSave/CHASor treatment of a chronic condition when he first
consulted me on 5 JaR014, but paid @sh for three subsequent visits (in Mar, Jul, Oct
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2014) for the same chronic condition. Would I still need to submit clinical data for the
latter three visits?

Yes, you should continue to submit the patient's clinical data on this chronic condition
for one year from 5 Jan 2@1

Q12. Can the clinical data submitted be shared by different healthcare providers within the
same clinic / institution / cluster?

This will depend on the electronic Clinic Management System (if any) that is used by the
healthcareinstitution.

Q13.If I have already fulfilled the number of care components for the chronic condition, do
| still need to submit clinical data subsequently?

The care components are the essential aspects of medical care that are recommended
for managemen of the chronic conditions. The data submission system allows you to
submit more than the recommended number of care components.

Q14. Will clinical data submitted be shared with the providers?

The clinical data received will be used to monitor the sasaaf the CDMEHAS and
also to give feedback routinely to the registered clinics for quality improven@imical
data submitted have been routinely fed back to the clinic as the online CDMP outcome
reports via the Mediclaim system from the first quar008 onwardsIn these reports,
a clinic will be able to compare its performance against the aggregated local and national
performance. Over time, each clinic will also be able to track its own performance trends.

Q15. What will the clinical quality improvement process be like?
The clinical data that is monitored is useful for clinical quality improvement in the care
of chronic conditions. When meaningfully used, it will empower patients to take charge
of managingheir chronic condition as guided and supervised by their family physician.
This can improve compliance with the recommended care of the chronic condition(s)
with better longer term outcomes.

Q16. What will the clinical audit process be like?
Periadic audits will be carried out to ensure accuracy of clinical data submission and to
ensure that minimum standards of performance are met. Due consideration will be
given so that such audits do not disrupt clinic operations and patient care processes.

Q17. What documents must | submit if my clinic is selected for audit?

Photocopies of the following documents should be submitted by post:

a)52002NNa Ot AyAOlt y20Sa FT2N) 0KS @rAaAridk g
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b) Laboratory results relevant to the mediaandition(s) for which claim was made
e.g. HbAlc, Lipid Panel, Spirometry test etc;

c) Prescription or clinical notes with documentation of details of the drugs prescribed
(i.e. name of drug, frequency, dose, duration); and

d) Invoices/receipts showing the itemed breakdown (medication(s), investigation
(if any), consultation & total claim amount) of the bill(s) submitted for claim.

Q18! Y L Ffft26SR G2 RA@dz 3S LJ ( A/SHAGEdRTEAB RA O €
for audit?

Yes, clinics are subject todits by CDMRCHASAuditors appointed by MOH, as stated
in the Agreemerg. In addition, the patientvould have provided consent to sharing
his/her medical information for the purpose of the audit when he/she signed the
MediSave Authorisation FornfMedical Claims Authorisation Fof@HAS Patient
Consent Form

Q19. How do | submit my bills for audit?

All itens claimed need to bi#emised
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