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Executive summary

Scope of this report

This report presents findings from the cost-effectiveness and financial impact modelling phase of
the project on funding models for app-enabled preventative primary care (April to June 2026). It
builds on the earlier desktop research and environmental scan and stakeholder engagement
phases.

This project focuses on funding or subsidising clinical care activities enabled by apps, not
funding apps themselves.

Consistent with the project scope, the report does not consider public subsidies or procurement of
apps. Its focus is on whether, and how, primary care practitioners’ activities might be funded or
subsidised through patients’ benefits for clinically appropriate app-enabled activities such as
onboarding, data review, interpretation, follow-up and coordination.

Background

Current primary care funding arrangements do not consistently support the monitoring,
interpretation, coordination and follow-up activities required to deliver app-enabled preventative
care.

These activities are undertaken in partnership with patients and may include app selection,
onboarding, education, data review, interpretation, follow-up and coordination. This limits the
practical adoption of preventative apps, even where they may support earlier intervention,
behaviour change, chronic disease management or prevention of deterioration.

With rising pressures on the Australian health system, there is an opportunity to explore
funding models for app-enabled healthcare which are more prevention-oriented, coordinated
and fiscally sustainable, with a focus on better health outcomes and quality of life for
Australians.

What we modelled

The modelling examined the value of funding practitioners’ activities associated with app-enabled
preventative care. We set out to test and compare two funding approaches:

e targeted MBS item patient benefits; and
e amonthly payment model.

These approaches were applied to two use cases:



e diabetes prevention and management; and
e smoking cessation.

These use cases were selected because they represent common, high-burden conditions where
preventative interventions may improve outcomes and reduce future healthcare costs.

Key findings at a glance

Overall, the modelling supports the case for public funding of practitioner activities
associated with app-enabled preventative care, where use is clinically appropriate and
targeted to cohorts most likely to benefit:

e Funding clinical activities that support diabetes-related preventative-app use may
represent good value for money as a public investment.

e Funding clinical activities that support smoking cessation preventative-app use may
generate net savings.

Because our modelling assumes equivalent annual costs under both funding models, neither
funding model demonstrated a cost-effectiveness advantage.

Therefore, the investigation shifts from comparing the two models based on their cost
effectiveness to exploring parameters of implementation design (including the choice of
intervention and eligible cohorts).

Overall, the modelling suggests that funding practitioner activities associated with app-
enabled preventative care may represent a cost-effective use of public resources when
targeted to appropriate populations and use cases. Our modelling shows that targeting
consumer cohorts with a higher-risk profile improves value for money.

Implementation design considerations are critical. Some key considerations include:

Clinical guidance

Health apps quality and safety assurance

Consumer capability, engagement, and support

Digital inclusion and equity

Clinician capability, clinical workflow integration, and practice readiness
Evaluation and continuous improvement

"o o0 0T o

Policy implications

The modelling suggests that funding clinically appropriate activities that support app-enabled
preventative care may represent a worthwhile public investment. For some use cases, practitioner-




supported app-enabled care appears to be a cost-effective way to improve health outcomes and,
in certain scenarios, may generate health system savings.

The findings indicate that, for some use cases, the policy question shifts from whether
practitioner-supported app-enabled preventative care should be publicly funded to how
funding should be designed, targeted and implemented to maximise value.

This creates an opportunity to align payment design with broader primary care funding reform
objectives. As the modelling did not identify a clear cost-effectiveness or budget impact advantage
for either model, the choice between models should be guided by policy objectives,
implementation considerations, and alighment with existing funding arrangements.

A monthly payment model may warrant further consideration where the policy objective is to
support prevention and early intervention, continuity of care, ongoing monitoring and reduced
reliance on episodic fee-for-service payments.

A staged approach would allow testing of app-enabled preventative care in high-value use cases
while managing fiscal exposure and building the evidence base for broader implementation. An
initial phase could focus on clearly defined use cases, higher-risk cohorts, and a targeted group of
practitioners, enabling funding models, clinical workflows, and implementation supports to be
refined in real-world settings.

Evaluation of early implementation could inform future funding policy and scaling decisions,
helping ensure that any broader rollout is evidence-based and fit for purpose.

A disciplined, evidence-based approach to implementation will support safe, scalable, and
sustainable adoption while maximising value for consumers, practitioners, and the health
system. More broadly, app-enabled preventative care presents an opportunity to align
emerging digital health capabilities with primary care reform priorities focused on
prevention, continuity of care and improved health outcomes.
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Preface

Australia has a world leading health system. We rank above the USA, Netherlands, United
Kingdom, New Zealand, France, Sweden, Canada, Germany and Switzerland, according to the
internationally renowned Commonwealth Fund.

On many indicators of health performance, Australia sits above most other OECD (Organisation for
Economic Co-operation and Development) nations in Health Care Quality and Outcomes.

Overall, we are placed among the very top nations for life expectancy and population health
outcomes, we have universal health coverage, and comparatively lower financial barriers than
most other countries.

However, digital health presents a rapidly evolving and transformative test to our health systems.
How we adjust models of care and reshape Medicare and fee-for-service structures so they remain
ahead of the curve will be one of the most significant evolutions of Australia’s health and care
framework in 50 years.

To remain a world leader in health services, treatments and research, we must be adept at
recognising and responding to this fundamental shift whereby consumers (patients, carers and all
users of health systems and services) are now much more empowered and engaged in their
healthcare.

Increasing access to health data and information, along with the enhanced knowledge that
accompanies this, means the relationship between consumers and health practitioners is being
recalibrated.

Traditional doctor-patient relationships have evolved rapidly since the Covid-19 pandemic when
the government responded immediately by funding Telehealth, which quickly became an intrinsic
component of our health services.

Through virtual services, such as telehealth, enhanced access and the ‘tyranny of distance’ have
largely been overcome allowing consumers to engage with health services outside of physical
consultations. On the heels of recent telehealth expansion came the explosion in digital health
apps and an array of innovative digital health opportunities.

Today, general practitioners (GPs), non-GP specialists, nurses, and allied health professionals are
increasingly using, monitoring, and analysing health data from apps, wearables and remote
devices.

These innovations, as with telehealth, necessitate serious policy considerations; specifically,
is the current Medicare system appropriate and adaptable, or do we need to look at other
models of care that encompass the use of health apps in healthcare?



The foundations are in place for considering different models of care and funding approaches that
are more sustainable, coordinated and directed towards health prevention.

Fortunately, through clever planning and funding, we already have in place a national digital health
strategy and governance framework, a near-universal national electronic health record system,
rapid uptake of electronic prescribing, and strong privacy legislation and consent frameworks.

In the context of primary care, it’s therefore appropriate and necessary to consider the reliance on
fee-for-service funding and contemplate other models of payment that align with the
transformations digital technologies deliver.

Following the first HPAB project, that evaluated a validation mechanism for non TGA-regulated
health apps, we highlighted a gap —that there isn’t a uniform mechanism for remunerating health
practitioners for monitoring app-generated data.

The Funding models for app-enabled preventative primary care isn’t an isolated project. It’s
evolved from broader policy discussions about how we progress and refresh Medicare and the
primary care sector to respond to Australia’s well-known issues: an ageing population, workforce
shortages, maldistribution of health practitioners, and fiscal constraints.

This project has a very specific aim - to outline public funding options and set out possible
cost modelling for the clinical activities that primary care practitioners undertake when
supporting and monitoring consumers who use preventative health apps.

There are no specific recommendations or actions to be taken; this project aims to provide
information and reasoning that can inform policy makers, so they are better prepared to
respond to the evolving changes brought about by digital health technologies.

In this report we set out options and provide cost modelling for remunerating primary health
practitioners for care activities involved in supporting and monitoring consumers health.
Specifically, those who use health apps in health prevention and in chronic disease management
to prevent deterioration or avoidable complications.

The principles underpinning this project are to improve the experience and care of healthcare
consumers, reduce costs, advance health equity and also to make sure that changes to the work of
health professionals is understood.

We want to provide both evidence-based policy and funding options for digitally supported models
of preventative care, while looking at options for remunerating the care activities delivered by
primary care health practitioners engaged with consumers’ preventative health app use, in
particular the monitoring, interpretation of data, follow-up and coordination.

You’ll note that the project report deliberately focuses on practitioner-side remuneration rather
than the consumer-side cost of apps, and related expenses such as subscriptions, device
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purchase or connectivity. Within our project scope, we focused on Commonwealth-funded primary

care settings.

Dr Shaun Francis, General Manager of Virtual and Digital Health, Royal Flying Doctor Service

Advisory Committee Chair




Background

This report forms part of the deliverables of the Funding models for app-enabled preventative
primary care project. It should be read in conjunction with:

Report 1: Overview of preventative health apps and current funding arrangements — desktop
research and environmental scan (December 2025)

Report 2: Stakeholder insights on funding options for remuneration of primary healthcare
practitioners (May 2026)

The project investigates options and provides cost modelling for remunerating primary health
practitioners for care activities involved in supporting and monitoring consumers who use health
apps in health prevention and in chronic disease management to prevent deterioration or
avoidable complications (shared patient journey available at Appendix A).

Further background information and previous deliverables are available on AIDH website at
https://digitalhealth.org.au/advocacy/funding-mechanisms/.

Project overarching goal — funding care in the 21st century

Across all AIDH policy and advocacy activities, including this project, the ultimate objective is to
leverage digital health to advance the quintuple aims of care:

e |mproving patient experience

e |mproving population health

e Reducing per capita healthcare costs

e Enhancing health professionals’ wellbeing
e Advancing health equity

The goal of this project is to contribute evidence-based policy and funding options for digitally
supported models of preventative care improving quality of care, health outcomes, and the
experience of care for both consumers and health practitioners.

More specifically, this project concerns remuneration for the care activities delivered by primary
care health practitioners that surround consumers’ preventative app use — particularly monitoring,
interpretation of data, follow-up and coordination.



https://digitalhealth.org.au/wp-content/uploads/2025/12/HPAB-Funding-Mechanisms-Report_1.pdf
https://digitalhealth.org.au/wp-content/uploads/2025/12/HPAB-Funding-Mechanisms-Report_1.pdf
https://digitalhealth.org.au/wp-content/uploads/2026/05/funding-models-Report-2-Final.pdf
https://digitalhealth.org.au/wp-content/uploads/2026/05/funding-models-Report-2-Final.pdf
https://digitalhealth.org.au/advocacy/funding-mechanisms/

Equity statement

Digital health technologies have the potential to address health access inequities, making
healthcare more accessible, efficient, and person-centred. For example, telehealth can connect
people in rural and remote areas with specialist care that would otherwise be difficult to access.

For digital health to fully deliver on its promises, governments must recognise the multifaceted
digital divide as a critical social determinant of the delivery of healthcare services. Digital health
policies must be designed with access and equity at their core, ensuring that no-one is stranded
due to technological, socioeconomic, cultural, literacy, or geographic barriers.

Project objectives and deliverables

The objective of this project is to present public funding options and cost modelling for the
clinical activities that primary care practitioners undertake when supporting and monitoring
consumers who use preventative health apps. Its purpose is to inform policy makers.

The activities in scope include onboarding, education, data review, interpretation, follow-up and
coordination. The project does not include public subsidy or procurement of apps themselves - for
either consumers or practitioners.

This work responds to a gap identified in the first phase of this project — there is no consistent
mechanism for remunerating clinicians for asynchronous monitoring of app-generated data.

This project has been delivered in three phases, drawing on desktop research, stakeholder
engagement with medical colleges, health practitioners, peak bodies and consumer representative
organisations, and cost modelling.

Across the three phases, the project’s aim was to:

e |dentify types of digital health apps that present a preventative health benefit

e Provide options to fund or subsidise practitioners’ time and care activities associated with
the clinically appropriate use of these solutions in primary care

e Provide cost modelling of the financial impact of identified options

Alongside the three phases, AIDH also developed and published information sheets for health
practitioners and consumers,’ and a free mini-course for health practitioners.?

"Information sheets: Preventative health apps what health practitioners need to know, available

at: https://digitalhealth.org.au/wp-content/uploads/2026/06/Preventative-Health-Apps-Info-Sheet-Health-
Practitioner.pdf; Preventative health apps what consumers need to know, available at: https://digitalhealth.org.au/wp-
content/uploads/2026/06/Preventative-Health-Apps-Info-Sheet-Consumer-1.pdf

2 Available at: https://cpd.digitalhealth.org.au/course/preventative-health-apps-mini-course
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https://digitalhealth.org.au/wp-content/uploads/2026/06/Preventative-Health-Apps-Info-Sheet-Health-Practitioner.pdf
https://digitalhealth.org.au/wp-content/uploads/2026/06/Preventative-Health-Apps-Info-Sheet-Health-Practitioner.pdf
https://digitalhealth.org.au/wp-content/uploads/2026/06/Preventative-Health-Apps-Info-Sheet-Consumer-1.pdf
https://digitalhealth.org.au/wp-content/uploads/2026/06/Preventative-Health-Apps-Info-Sheet-Consumer-1.pdf
https://cpd.digitalhealth.org.au/course/preventative-health-apps-mini-course

Project Phase 1 - environmental scan and evidence summary

In the first phase (July - November 2025), AIDH conducted desktop research on current funding
models for digital health in Australia and overseas, and commissioned CDTH University of
Melbourne to undertake an environmental scan and evidence summary of preventative health
apps. The findings were published in the Overview of preventative health apps and current funding
arrangements — desktop research and environmental scan report® (executive summary at Appendix
C).

Project Phase 2 - Stakeholder engagement

The second phase (December 2025 - April 2026) focused on stakeholder engagement and on
developing the information sheets and mini-course referred to above.

Engagement activities included informal interviews and consultations, webinars, and a national
survey. The findings were published in the Stakeholder insights on funding options for remuneration
of primary healthcare practitioners report * (survey highlights at Appendix D).

Phase 3 - Development of options and cost modelling

The third and final phase develops funding model options and cost modelling for primary care
clinical activities of health practitioners who support and monitor consumers using preventative
health apps.

Drawing on the evidence review, stakeholder engagement, and survey findings, the project team
selected two funding approaches for modelling:

1. Targeted MBS item payments: to provide patients benefits for defined activities such as
set-up, review and follow-up, anchored to clinically appropriate monitoring/review
patterns.

2. A monthly payment model: to support ongoing monitoring and engagement, with scope
for a higher initial payment to reflect set-up time.

Both approaches reflect commonly discussed options for funding clinician time spent onboarding
patients, reviewing app-generated data, and supporting ongoing monitoring. Both received strong
support from survey respondents.

3 Available at https://digitalhealth.org.au/wp-content/uploads/2025/12/HPAB-Funding-Mechanisms-Report_1.pdf
4 Available at https://digitalhealth.org.au/wp-content/uploads/2026/05/funding-models-Report-2-Final.pdf
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A note on the Medicare Benefits Schedule (MBS)

The MBS provides benefits to patients when they receive a listed service from an eligible health
practitioner; the benefits are paid to the patient, not the provider. The only exception is where the
patient is bulk billed. That is, patients assign their benefit to the provider in exchange for the
provider accepting the MBS benefit as the full payment for the service.

As such, MBS benefits do not constitute remuneration of practitioners.

For simplicity, this report refers to MBS items as a potential pathway to support practitioner
payment, while recognising that MBS benefits are paid to patients and only assigned to providers
in bulk-billing arrangements.

MBS services must be clinically relevant services, which is a service generally accepted in the
profession as being necessary for the appropriate treatment of the patient to whom itis
rendered.

The modelling was applied to two representative use cases: a diabetes prevention and
management app, and a smoking cessation app. They were chosen to capture different patterns of
engagement —ongoing monitoring on one hand, behaviour change on the other. The smoking
cessation case study was added in response to survey fundings, which indicated that practitioners
commonly use or recommend behavioural apps even though such apps were not a focus of the
Phase 1 evidence scan.

Scope of this report:

e Thisreportfocuses on public funding models for remunerating clinical activities of primary
care practitioners who support and monitor consumers using preventative health apps.

e |tfocuses on practitioner-side remuneration rather than the consumer-side cost of apps,
subscriptions, devices or connectivity.

e The analysisis concerned primarily with Commonwealth-funded primary care settings.

For definitions adopted throughout this project, see Appendix B.

12




Part 1 - Context setting

1. Broader policy alignment

This project does not happen in isolation; it sits within a broader policy conversation about how
models of care, and the funding that supports them, should evolve to respond to the challenges
facing the Australian health system. These challenges are well-documented and include the rising
prevalence and burden of chronic disease, workforce burnout and shortages, an ageing
population, and ongoing fiscal constraint.

Governments are seeking models of care, and funding approaches, that are more sustainable,
coordinated and prevention-oriented. In primary care, the longstanding reliance on fee-for-service
funding has increasingly been challenged (see below).

This project sits alongside broader reforms and reviews, including:

o the National Preventive Health Strategy — which focuses on systemic approaches to
prevention to improve the health and wellbeing of Australians, and the effectiveness
and efficiency of the health system®

o the National Digital Health Strategy — which identifies opportunities to leverage
digital health to improve the health system and health outcomes®

o MyMedicare-related reforms — a voluntary patient enrolment program linked with
incentives to improve the continuity of care for people living with chronic conditions
in primary care’

o Australia’s Primary Healthcare 10-year plan 2022-2032 — which has identified the
need for funding reform that would see a reduction of the share of fee-for-service in
the funding mix®

o the Review of General Practice incentives — which envisages a blended funding
model in which a smaller share of practice income would come from fee-for-
service®

o the Chronic Conditions Prevention and Integrated Care Program — which aims to
reduce the burden of chronic conditions through early intervention and prevention,
as well as innovative treatment approaches™

5 Available at: https://www.health.gov.au/resources/publications/national-preventive-health-strategy-2021-2030

8 Available at: https://www.digitalhealth.gov.au/national-digital-health-strategy

7 Information available at: https://www.health.gov.au/our-work/mymedicare

8 Available at https://www.health.gov.au/resources/publications/australias-primary-health-care-10-year-plan-2022-
2032

9 Available at https://www.health.gov.au/our-work/review-of-general-practice-incentives

19 Overview available at https://www.health.gov.au/resources/publications/chronic-conditions-prevention-and-
integrated-care-program-overview
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®
O @

e
O.

o the ongoing work of the Medicare Benefits Schedule (MBS) Review Advisory
Committee (MRAC) - which seeks to “ensure the MBS is contemporary, sustainable,
evidence-based, and supports universal access to high-value care for all
Australians™

Beyond the strategies, reforms and other programs of work, the context of this projectis also
shaped by issues of workforce capacity, ongoing digital transformation of healthcare, and the
search for better coordination and continuity of care. It addresses one practical question within
this broader reform context: how funding arrangements might better support preventative, digitally
enabled care in primary care.

2. Digitally-enhanced models of care to support the shift to
prevention

Prevention requires more urgent attention

The case for stronger prevention is becoming more pressing. Chronic diseases remain amongst the
leading causes of illness, disability and premature death in Australia,’ and much of this burden is
preventable. Yet the health system continues to be oriented more strongly towards acute care and
treatment of deterioration than towards early intervention and prevention. Recent prevention-
sector work and wider policy commentary alike point to the consequences of fragmented
prevention efforts, rising chronic disease burden, and growing pressure on system sustainability.'®
In this context, strengthening prevention is not simply a policy aspiration; itis increasingly a
practical necessity for a health system under strain.

Digital health enables preventative care

Funding for preventative digital health should be understood as part of a broader shift in how care
is delivered, not as a stand-alone technology issue. This project is not concerned with funding apps
for their own sake; rather, it considers how funding models might better support contemporary
models of primary care in which app-enabled preventative care is used, with appropriate clinical

" Information available at: https://www.health.gov.au/committees-and-groups/medicare-benefits-schedule-mbs-
review-advisory-committee-mrac

12 Australian Institute of Health and Welfare. Chronic disease overview 2024 [16 October 2024]. Available from:
https://www.aihw.gov.au/ reports-data/health-conditions-disability-deaths/ chronic-disease/overview

3 We can mention for example health economist and former clinician Dr Luke Slawomirski’s speech at AIDH WA Digital
Heath Summit as reported in Pulse IT (article available at https://www.pulseit.news/australian-digital-health/preventive-
healthcare-being-neglected-economist-warns/ ); Dr Travis Grant opinion piece in Health Service Daily (available at:
https://www.healthservicesdaily.com.au/why-australia-must-act-now-on-chronic-disease/43938); the Wild Health
Summit Event The Great Prevention Pivot in June 2026; the ongoing work of the Health Association of Australia; and
recent work from the Productivity Commission (including the research paper Leveraging digital technology in healthcare
(2024) and Delivering quality care more efficiently (2025).
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oversight, to enable earlier intervention, more continuous engagement, and better coordination of
care.™

In this sense, app-enabled preventative care is best understood as one practical
mechanism through which primary care can better support prevention and reduce
avoidable deterioration.

This is important as app-enabled care may help:

identify deterioration earlier
strengthen self-management
improve continuity of care
support proactive intervention
reduce avoidable complications

Prevention requires coordinated activities, not isolated actions
This project recognises that prevention occurs at multiple levels, and that individual-level digital
interventions are only one part of a broader prevention agenda.

Consistent with the National Preventive Health Strategy,® this work is most relevant to primary,
secondary and tertiary prevention: supporting risk reduction before disease develops in at-risk
individuals, enabling earlier identification of deterioration or complications, and strengthening care
intended to prevent escalation and reduce longer-term harm.

While app-enabled preventative care may strengthen prevention in primary care, it does not
replace the wider public health, population-level, and regulatory actions also required to improve
health outcomes at scale. These actions are more effective when pursued in conjunction with one
another.

3. Complexity of funding arrangements

The first report in this project’® established that current funding arrangements relevant to app-
enabled preventative care are fragmented and, in many cases, misaligned with contemporary care
delivery. At this stage of the project, the key question is what follows from that finding, and what it
means for option development.

Primary care funding is complex and evolving
App-enabled preventative care is being considered in the context of a primary care funding system

14 The first report of this project explored the evidence available, while the second report provided insights on
stakeholders’ views including consumers, health practitioners, and broader health professionals.

5 Op. Cit.

6 Op. Cit.
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that is already complex and undergoing reform. Reviews of Australian healthcare system funding
have increasingly recognised that while fee-for-service remains an important part of primary care
funding, it may not, on its own, always provide the right support for continuity of care,
multidisciplinary practice, prevention and chronic disease management. Recent reform work has
therefore pointed towards a greater role for blended and more flexible funding approaches over
time."”

This matters for the development of fit-for-purpose options
Practitioners’ activities associated with app-enabled preventative care do not always map neatly
onto conventional consultation-based funding logic.

Depending on the model of care, the relevant clinical work may include patient onboarding,
asynchronous review of app-generated data, interpretation, follow-up and coordination, with
frequency and intensity varying over time, by condition, and across patient groups. In some
circumstances, these activities may be accommodated within existing or analogous fee-for-service
arrangements; in others, they may be supported through periodic, enrolment-like or commissioned
approaches.

More broadly, the policy challenge is not simply to choose between fee-for-service and alternative
payment models, but to identify the most appropriate balance of incentives, flexibility and
accountability for the type of care activity being funded — what Frakt and Mayes describe as the
search for a ‘sweet spot’ in the distribution of risk and responsibility between payers and
providers.'®

For this reason, a one-size-fits-all funding solution is unlikely to be suitable.

Consistent with broader primary care reform, stakeholder feedback in Report 2 emphasised that
any funding model for app-enabled preventative care should be designed with the wider funding
ecosystem in mind so that it simplifies rather than fragments care, minimises administrative
burden, protects continuity of care and access, and avoids unintended inequity.

4. Design and implementation considerations

The effectiveness of any funding model for app-enabled preventative care will depend not only on
how activities are remunerated, but also on whether the care model is clinically defined,
operationally workable, supported by appropriate assurance mechanisms, and usable for the
consumers it is intended to support.

17 See particularly the op. cit. Australia‘s Primary Health Care 10 Year Plan 2022-2032 and the Review of General Practive
Incentives.

8 Mayes, Rick, and Austin B. Frakt. "Beyond Capitation: How New Payment Experiments Seek to Find the 'Sweet Spot' in
Amount of Risk Providers and Payers Bear." Health Affairs 31, no. 9 (2012): 1951-958. doi:10.1377/hlthaff.2012.0344.
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Clinical guidance is a critical implementation enabler

Funding choices are not neutral: they can influence clinical workflows, roles and responsibilities
within the care team, how often monitoring occurs, and how services are organised in practice. In
short, they can have real downstream effects on care delivery.

Prior to the introduction of funding models, it will be critical to develop clear definitions of what
constitutes clinically appropriate app-enabled preventative care. This type of care should notimply
unlimited or ‘always-on’ monitoring. Safe and scalable implementation will require clear guidance
on which consumers should be eligible, which practitioner or practitioners should be involved,
what type of monitoring is clinically meaningful, how often review should occur, and when follow-
up or escalation is warranted. Robust clinical guidance can also help provide consistency in
practice and guard against suspicion of overservicing or fraud.

Assurance and quality frameworks are required

Report 1 of this project, as well as a previous AIDH project, Health Apps Assessment Revised
Framework,'® explored the current regulation and assurance frameworks of health apps. Apps that
are designed with the intended purpose of preventing conditions are classified as Software as a
Medical Device (SaMD) and are regulated by the Therapeutic Goods Administration (TGA);* mental
health apps can obtain accreditation against the National Safety and Quality Digital Mental Health
Standards.”'

However, general health and wellbeing apps that don’t meet the TGA definition of SaMD are not
subject to specific regulations beyond Australia’s general law (consumer law, privacy law, etc.).
These apps, such as physical activity or diet tracking apps, could have benefits in primary
prevention but there is no assurance framework currently in place to ensure they can be safely
included in clinical care.

Consumer engagement and inclusion is a key enabling condition

App-enabled preventative care depends not only on practitioner uptake, but also on consumers
being willing and able to participate. In some cases, consumers will need support from their health
practitioner to understand how and when to use an app, how to select an app, what information is
relevant, and when follow-up care may be needed. As with other forms of digital health, app-
enabled preventative care may improve access for some consumers while creating new barriers for
others if digital health literacy, accessibility, and the broader digital divide are not addressed.
Access to devices and connectivity, confidence using digital tools, literacy, ability, age, and other

® Information about the project and deliverables are available at: https://digitalhealth.org.au/advocacy/mhealth/

20 More information at: https://www.tga.gov.au/resources/guidance/understanding-how-we-regulate-software-based-
medical-devices

21 Available at: https://www.safetyandquality.gov.au/national-standards/national-safety-and-quality-digital-mental-
health-standards
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barriers may all affect whether consumers are able to benefit from these models of care.
Consumer-side costs are also relevant and are considered later in this report.

At a glance - conditions for successful implementation

Successful implementation of app-enabled preventative care will depend on more than the
choice of funding model. Key conditions include:

Clinical guidance

Quality and safety assurance

Consumer capability and support
Clinician and practice readiness
Evaluation and continuous improvement
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Part 2 — Options development and cost modelling

About this section

The options development and cost-modelling analysis contained in this section was prepared by
the Centre for the Digital Transformation of Health (CDTH) — University of Melbourne, under a
contract agreement with AIDH. CDTH is solely responsible for the content and findings presented
in this section and its supporting appendices.

Supporting material provided by CDTH can be found in Appendix E — Modelling Assumptions and
Inputs.

Approach

The purpose of the cost modelling was to estimate the per-person cost-effectiveness and national
total costs to the public health system (i.e., care provided by state and commonwealth
governments) of implementing reimbursement for support and asynchronous monitoring of
preventative health apps.

We took a two-step approach to analysing the economic value of funding mechanisms to support
preventative health apps. The first was an economic cost-effectiveness model to understand the
per-patient cost per gain in quality-adjusted life year (QALY). The second scaled up this per-patient
estimate using assumptions about the eligible population and uptake to model.

More detail is included Appendix E. Modelling Assumptions and Inputs.

Direct costs of app-supported care models

Our first challenge in modelling the cost of reimbursement is to set a base case assumption for the
reimbursement level. Based on the survey findings in Report 2 of this series, respondents were
mixed in their estimates of the resources required to support app use for patients. The modal
response was equivalence one standard (level B) consult per month. Another precedent for MBS
items reimbursing data monitoring is remote pacemaker and loop recorder monitoring for atrial
fibrillation investigation.?> Working from this as a precedent, we assumed an average of 6 claims
over a 12-month period, costing an additional $381 annually per person compared to usual care.
We assumed the same claims for both the diabetes and smoking use cases.

22 ltem 11728.
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Similar annual costs for reimbursement mechanisms

Stakeholder feedback suggested that there could be mixed responses by clinicians in the volume,
frequency, or qualitative nature of app support or monitoring activities depending on the
remuneration scheme. For example, in general terms, fee-for-service payments tend to create
incentives to provide a higher volume of activity, while monthly payments might result in less
activity. However, real-world economic evidence is lacking on whether or how funding schemes
would lead to differences consumers’ use of the subsidy or difference in effectiveness of the care
models that would result. Furthermore, it is reasonable to assume that clinical guidelines,
reporting requirements, limits on annual subsidy amounts or claimable items, and other
implementation policies would prevent substantial differences between mechanisms in the per-
consumer cost. Thus, the same annual cost is assumed for both payment mechanisms.
Therefore, the case studies represent analysis of the cost-effectiveness of subsidies for apps,
agnostic to the models of reimbursement - not which payment model is superior.?®

Indirect intervention costs: additional consults

Survey respondents who were active in primary care were also mixed as to whether use of
preventative apps would decrease, increase, or have no effect on the frequency of synchronous
consultations. Thus, for the base case, we assumed no change in primary care consultations.

Case study 1: Type 2 diabetes support

We patterned our economic analysis on an analysis of a telehealth coaching intervention in the
Australian population.? The primary outcome for most studies of diabetes management is
haemoglobin A1c (HbA1c), a blood test used to monitor and diagnose diabetes that measures
average blood sugar levels over the previous three months.

Population

We considered the eligible population of Australian adults age 18 and over who at the start of the
intervention have poorly controlled type 2 diabetes (HbA1c>7.0).

23 For further information on healthcare funding types and how they tend to influence practitioners’ behaviour, see
Appendix D of Report 1: Overview of preventative health apps and current funding arrangements — desktop research and
environmental scan Available at: https://digitalhealth.org.au/wp-content/uploads/2025/12/HPAB-Funding-Mechanisms-
Report_1.pdf

24Varney JE, Liew D, Weiland TJ, Inder WJ, Jelinek GA. The cost-effectiveness of hospital-based telephone coaching for
people with type 2 diabetes: a 10 year modelling analysis. BMC health services research. 2016 Sep 27;16(1):521.
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Preventative app intervention and comparator

The intervention in this case study consists of support and monitoring for use of remote monitoring
apps. As a comparison, we assumed that an individual would receive care as usual from their
primary care provider (i.e., up to 4 standard consults per year), but without intensive intervention
such as monitoring or telephone coaching. We assumed that patients use the subsidy and app-
enabled support in each year over the full five-year time horizon, with the associated effects on
behaviour change and diabetes control maintained throughout the period. The effect of app-
supported care model is based on an assumed -0.7 percentage point decrease in HbA1c from six
months of monitoring, compared to usual care. That effect is consistent with the with general
estimates of effectiveness for asynchronous remote monitoring.*

Health outcomes

People using preventive apps with their GP for 6 months of the year would have lower probabilities
of developing diabetes-related complications (including coronary heart disease, myocardial
infarction (heart attack), congestive heart failure, stroke, amputation, blindness, and renal failure).
Health benefits are captured as quality-adjusted life years (QALYs), a measure of health benefit
that combines how long someone lives with how good their quality of life is during that time. In the
model, people with complications have lower quality of life in the first year and in subsequent
years, compared to diabetes without complications.

Indirect health system costs

Costs of complicated diabetes were based on average costs from prior literature, updated to 2025-
2026 dollars. The average cost of complications was $30,112 in the first year that an individual
experienced the complication, and $8,905 in subsequent years.

Effective interventions to improve type 2 diabetes control increase other costs, including
medications, procedures, and non-urgent care; the beneficial effects on HbA1c of monitoring
interventions may be occur because of changes in preventative health consumption such as better
adherence to medications.?® We assigned a 20% increase in annual costs for non-complicated T2D
under the intervention to account for this increase in healthcare and medication use associated
with active management (see Appendix E. Modelling Assumptions and Inputs for further discussion
of this assumption).

25 Eberle, C. and S. Stichling (2021). Effect of Telemetric Interventions on Glycated Hemoglobin A1c and Management of
Type 2 Diabetes Mellitus: Systematic Meta-Review. ) Med Internet Res 23(2): €23252.

26 Xinying Liu, Upkar Varshney, Peiwei Li, Does it save me money? The economic impact of mobile health interventions on
medical expenditure of diabetic patients, Journal of the American Medical Informatics Association, Volume 33, Issue 2,
February 2026, Pages 347-358, https://doi.org/10.1093/jamia/ocaf199
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All future costs in the model were discounted by 3.5% per year to report in 2025-2026 Australian
dollars.

Results of cost-effectiveness model

The 5-year health system costs for users of app support were $4,176 higher compared to costs for
people with usual care. With an average additional 0.161 QALYs gained from reduced mortality and
improved quality of life, this resulted in an incremental cost-effectiveness ratio (ICER) of $25,943
per QALY gained. This falls below the willingness to pay (WTP) threshold of AUD$50,000 per QALY,
suggesting that the remote monitoring intervention is an efficient alternative to usual care, as it
provides additional health benefit at an acceptable additional cost.

5-year costs of

Net
diabetes care and Incr. X Incr. ICER
Effectiveness . monetary
related adverse Cost Effectiveness (IC/IE) i
benefits
events
Usual Care $24,801 3.167 QALY $133,514
Intervention (remote $25,943 /
o $28,977 $4,176 [3.327 QALY 0.161 QALY $137,387
monitoring) QALY

QALY: quality-adjusted life years
ICER: Incremental cost-effectiveness ratio (incremental costs / incremental effectiveness)

National financial impact of reimbursement for diabetes app support

Assumptions

An estimated 1.3 million Australians live with type 2 diabetes and an estimated 72% have poorly
controlled diabetes.?” A survey of Australians found that 8% of adults with diabetes use mobile
apps.2 If half of current app users would claim Medicare subsidy for review by their GP, we
estimate that about 37,000 individuals annually would use the benefit.

27 |slam SM, Siopis G, Sood S, Uddin R, Tegegne T, Porter J, Dunstan DW, Colagiuri S, Zimmet P, George ES, Maddison R.
The burden of type 2 diabetes in Australia during the period 1990-2019: findings from the global burden of disease study.
Diabetes Research and Clinical Practice. 2023 May 1;199:110631. https://doi.org/10.1016/j.diabres.2023.110631

28 Trawley S, Baptista S, Browne JL, Pouwer F, Speight J. The Use of Mobile Applications Among Adults with
Type 1 and Type 2 Diabetes: Results from the Second MILES-Australia (MILES-2) Study. Diabetes Technol
Ther. 2017 Dec;19(12):730-738. doi: 10.1089/dia.2017.0235. Epub 2017 Oct 13.
https://doi.org/10.1089/dia.2017.0235
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Results

Taking into consideration the direct reimbursement costs, savings from reduced adverse events,
and additional costs from preventative care and medications, we estimate a present-value cost of
$217.2 million over 5 years (average $43.4 million per year).

Assuming a willingness to pay of $50,000 per QALY, this suggests the government would be willing
to pay $234 million for this gain in life span and quality of life.

Sensitivity and scenario analyses

In the absence of real-world data, our model necessarily involved assumptions about
reimbursement amounts, effectiveness, and take-up.

Effectiveness: real-world effectiveness is often lower than in research settings due to
implementation challenges and many studies of app-supported care find small or no effects.
However, some studies have found even more substantial benefits in diabetes control, of upto 1.8
percentage pointsin HbA1c.

Reimbursement: Initial assumptions were based on 6 items claimed per year. However, patients
may only enter data for a shorter period of time or providers may only need a short period of review
to monitor a new diagnosis or change of medication, averaging 2 months of review. On the other
hand, in the spirit of sustained prevention, the government may allow up to a maximum 12 months
of subsidised support (average of 8 months of use per year across users).

Additional cost of uncomplicated care: We vary this from 0% additional cost (no additional
medication costs associated with the intervention) to a 30% increase in diabetes costs. Although
greater increases in care costs have been observed with the hospital-based care modelin Varney
et al., we reasoned that costs of management in primary care would be lower than in a hospital-
based program. (Further discussion in Appendix E. Modelling assumptions and inputs.)

Take-up: We vary our estimate of the number of users to estimate low (1%) take-up to a potential
overall increase in mobile app use induced by the new subsidy (10% take-up). That variation does
not change the per-person cost-effectiveness, only the overall financial impact.
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apps than
currently doin
the presence of
reimbursement.

financial
Cost impact
Base case Input range effectiveness (health
(ICER) system
costs,
$millions)
o —
Decreased risk of 19% M|n|m.al
complications decrease (5% - 50%] effectiveness of a
with monitorin with decrease in 5% decrease in $10,653 to $243.2 mto
. g intervention, L complications, or | $42,017 $153.2m
(how effective is complications .
app support) vs. usual maximal 50%
PP Supp care decrease
1 monthto 12
Rei t 1 ths of 1 t 166. t
eimbursemen $38 [$64 to $760] mgn so $19,936to $166.9 mto
payments annually reimbursement $33,124 $277.2m
claimed
Additional 20% increase Varney etal.
reventative with reported double
Ziabetes care intervention [0% - 30% of costs of care $5,997 to $50.2 mto
) | increase] for non- $35,915 $300.6 m
costs with vs. usual .
. . complicated
intervention care .
diabetes.
People using
apps may not
Take-up among necessarily want
eligible to engage with
population: 4% of people their provider. On
.per'ct'ant of . with poorly the qther hand, $54.3 m to
individuals with controlled 1% -10% providers may -
$542.9m
poorly controlled type 2 encourage more
diabetes who use | diabetes people to use

The one-way sensitivity analysis shows that as effectiveness goes down, costs go up because there

are fewer savings from reduced complications to offset the cost of the policy. The cost-

effectiveness is most sensitive to variation in assumptions about how much preventative treatment
costs will increase with app-supported management. The total financial impact is most sensitive to

assumptions about take-up (what percent of eligible patients will use the benefit).
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Scenario analysis

Scenario 1: “Best return for a targeted population”

In this scenario, we assume that fewer patients would take advantage of monitoring (1% of eligible
population) but that they would be those most likely to benefit, and experience substantially better
outcomes (50% decrease in risk of complications)—though with higher associated annual cost of
preventative medications (30% increase in cost of preventative care, compared to usual care).

Strategy

Usual Care $24,801 3.166 QALY $133,514
Intervention (remote $29,495 | $4,694 3.443QALY | 0.277 QALY | $16,971 | $142,650
monitoring)

QALY: quality-adjusted life years
ICER: Incremental cost-effectiveness ratio (incremental costs / incremental effectiveness)
NMB: Net monetary benefit, assuming a willingness to pay per QALY of $50,000

Scenario 2: Broad acceptance but lower fidelity to preventative care model

In this scenario, the reimbursement encourages additional individuals to start using apps, and 10%
of eligible patients claim reimbursement. However, in this scenario, effectiveness is decreased
(10% decrease in complications) and additional medication costs are lower (5% increase in cost of
preventative care). This results in higher cost per QALY and higher overall financial impact.

Incr Incr Eff
Strategy Cost ot Eff (QALY) ICER NMB
Usual Care $24,801 3.166 QALY $133,514
Intervention (remote $26,953 | $2,152 | 3.296 QALY | 0.129QALY | $16,689/QALY | $137,809
monitoring)

QALY: quality-adjusted life years
ICER: Incremental cost-effectiveness ratio (incremental costs / incremental effectiveness)
NMB: Net monetary benefit, assuming a willingness to pay per QALY of $50,000

The variation from sensitivity and scenario analyses shows that the costs of the policy for diabetes
are strongly driven by what we assume are the increases in costs of preventative care associated
with better diabetes control with app support: when we reduced the expected increase in cost to
just 5%, the incremental cost per QALY is only $5,073, suggesting a highly cost-effective policy.
Note that some of the costs of improved control are also incurred by lower mortality rates: as
people live longer, they also incur additional costs of care.
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What does this mean?

This case study looks at what it would cost the government to let Australians with type 2 diabetes
claim a Medicare subsidy when their GP reviews the health data they track through diabetes mobile
apps. About 37,000 people would use the benefit each year, at a cost of roughly $217 million over
five years (around $43 million annually). Even so, the policy would likely be good value for money,
because better-managed diabetes means fewer costly complications and longer, healthier lives.
The overall price tag depends most on how many people take it up, while the value-for-money
calculation hinges mainly on how much extra spending on preventative care and medications the
program triggers. Under more favourable assumptions, the policy could be very cost-effective
according to commonly used thresholds in Australia.

Case study 2: smoking cessation

Tobacco use is the leading risk factor contributing to disease burden and deaths in Australia. It
contributed to almost 20,500 deaths (13% of all deaths) in 2018 alone and was responsible for
8.6% of the total burden of disease in Australia in 2018.%°

Digital apps to support smoking cessation can be highly effective. We based this analysis on a
meta-analysis of digital interventions for smoking abstinence. We use costs and QALYs gained
from the Quits Benefits Model, by Hurley and Matthews (2007), which estimates life years, QALYs,
and costs resulting from quitting smoking.*® To understand the potential cost-effectiveness of app
support to quit smoking, we updated that model using costs converted to 2025-2026 Australian
dollars and age-adjusted rates of smoking to the most recent estimates from the 2022 Australian
health survey.®

Population

Australians aged 15 to 74 who are current daily smokers seeking help from their primary care
provider to quit smoking.

2% Australian Institute of Health and Welfare (AIHW) (Feb 2024). Tobacco smoking in the NDSHS. Available at:
https://www.aihw.gov.au/reports/smoking/tobacco-smoking-ndshs [Accessed 19 May 2026]

30 Hurley, S. F. and J. P. Matthews (2007). "The Quit Benefits Model: a Markov model for assessing the health benefits and
health care cost savings of quitting smoking." Cost Effectiveness and Resource Allocation 5(1): 2.

31 Australian Bureau of Statistics. Smoking and vaping 2022. “Proportion of people 15 years and over who were current
daily smokers by age and sex, 2022.” https://www.abs.gov.au/statistics/health/health-conditions-and-risks/smoking-
and-vaping/latest-release [Accessed 29 April 2026]
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Digital technology intervention and comparator

Recent evidence on digital apps to support smoking cessation includes text messaging, social
network interventions, and smartphone apps that have a mobile carbon monoxide (CO) sensor.3?
This case study examines an intervention involving a similar intervention with a desktop or mobile
app that transmits CO data to a care provider or coach. The control condition is usual care, where
the smoker gets health advice and counselling during their usual health visits.

Health Outcomes

We assume an odds ratio of 1.77 for quitting smoking with digitally supported care, compared to
usual care.**That is, if 12% of people who try to quit with usual care are successful, then 19% will
be successful with the support of digital apps (62% improvement).

Smoking increases lifetime risks of heart attack, stroke, lung cancer, and chronic obstructive
pulmonary disease. We measure the health benefits in quality adjusted life years (QALYs) of
reduction in these diseases. Because the effects of smoking can take many years to develop,
especially for younger cohorts, we estimate a 10-year model. The model assumes annual relative
risks of these diseases based on risks for current vs. former smokers.

Costs

We consider direct healthcare costs from the above four smoking-related diseases. Societal costs
due to time lost from work are not considered, nor do we consider indirect aged care or non-related
healthcare costs resulting from extended life span from quitting smoking.

Model results

The model predicted 10-year costs of $3,986 for usual care, and $3,615 under the more successful
quit rates under the intervention—a net savings of $371 per person with gains in life expectancy
and quality of life, making the strategy ‘dominant’ over usual care.

32 Masaki K, Tateno H, Nomura A, Muto T, Suzuki S, Satake K, Hida E, Fukunaga K. A randomized controlled trial of a
smoking cessation smartphone application with a carbon monoxide checker. NPJ digital medicine. 2020 Mar 12;3(1):35.
33 Liu, L., Y. Zhao, J. Li, N. Zhang, Z. Lan and X. Liu (2023). "Efficacy of digital therapeutics in smoking cessation: A
systematic review and meta-analysis." Medicine in Novel Technology and Devices 17: 100209.
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Base case cost-effectiveness of smoking cessation subsidy

Effectivene el
Strategy Incr. Cost ss (QALY) Effectivenes ICER (IC/IE)
s (QALY)
Usual Care $3,986 7.997
Intervention digital $3,615 -$371 8.149 0.579 Dominant

smoking cessation)

National financial impact

Assumptions

An estimated 2.3 million Australians are daily smokers.** Forty-three percent attempt to quit

smoking in any given year. % Out of these attempts, 34.2% seek help from their doctor to quit. The
rate of use of quitting app or text messaging services was 16.7% of quit attempts in 2017. Given the
generalincreasing trend, we assume that 20% of quit attempts are likely to seek app support. If half
of quitters using apps and support from their doctor claim the subsidy, then we estimate that about
42,000 individuals annually would use the benefit.

Estimates

The policy would result in net savings to the government of $15.7 million in present-value dollars

(average of $1.6 million annually).

One-way sensitivity analyses

Effectiveness: We vary the effectiveness from odd ratio (the successful quit rates for intervention
vs. usual care) of 1.05to 2.2 (consistent with the upper 95% confidence interval estimated by Liu
and colleagues (2023)), i.e., a 4% increase and a 95% increase.

Reimbursement: We allowed the reimbursement claim to range from 2 months to 12 months of
clinician-supported review.

34 Age-category estimates of smoking rates from the NHDS multiplied by age-category population estimates from the

2022 census; see Appendix C for table.

35 Dono, J., K. Martin, J. Bowden and C. Miller (2022). "A population-level analysis of changes in Australian smokers’

preferences for smoking cessation support over two decades - from 1998 to 2017." The Lancet Regional Health — Western

Pacific 19.

28



ICER[Cost  Financial
Base case Input range saving per impact
individual] [savings]
Increase success 62% more Ra?n'ge from Dominant System
. . . minimal effect to .
rate in quitting effective than . [-$292] savings of
. . [4% - 92%] odds ratio of 2.2,
smoking from app health advice } ] to [$12.4 m]to
support alone consistent with [-$413] [$17.5m]
literature )
1 monthto 12 [-688] Savings of
Reimbursement $381 annually | [$64 to $768] mf)nths of to [$29.2m] to
payments reimbursement $16/QALY cost of
claimed. $0.7M

Scenario analysis

Scenario 1: “Best return for a targeted population”

In this scenario, we assume that fewer smokers would take advantage of monitoring (0.74% of
smokers instead of the base-case estimate of 1.8%) but that they would be those most likely to
benefit, and experience substantially more people who successfully quit smoking (two-fold
increase over usual care).

Strategy Incr Cost Eff (QALY) :?;\rl_EYf)f

Usual Care $3,986 ° 7570 °

Intervention (app $3,563 -423 8.155 0.585 Dominant
supported care)

The net financial impact in this scenario would be present-value savings of $17.9 million over 10
years ($1.8 million annually, on average).

Scenario 2: Broad acceptance but lower fidelity to preventative care model

In this scenario, the reimbursement encourages additional individuals to start using apps, and a
greater number of quitters claim the reimbursement (of eligible patients claim reimbursement.
However, in this scenario, effectiveness not as substantial (only 20% increase in quit rates,
compared to usual care). This results in slightly lower per-individual savings, but similar savings
overall due to higher take-up.

Incr Eff
Strategy Cost Incr Cost (QALY)
Usual Care $3,986 0 7.570 0
Intervention (remote $3,673 314 8.143 0.573 Dominant
monitoring)
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The expected financial impact in this scenario is present value of $13.2 million in health system
savings over 10 years ($1.3 million annually).

What does this mean?

Smoking is the leading underlying risk factor for preventable death and disease in Australia. This
case study looks at whether subsidising digital apps, like smartphone tools that measure carbon
monoxide levels and share data with a doctor or health coach, could be a cost-effective way to
help more Australians quit smoking. Research has shown that people using these apps were about
62% more likely to successfully quit compared to those who received standard medical advice
alone. If the subsidy encouraged more people per year to use apps to help them quit smoking,
more people would successfully quit and would be less likely to develop costly smoking-related
diseases like heart disease, stroke, and lung cancer. The program could save the health system an
estimated $15.7 million over ten years ($1.3 million per year), while also extending life spans. The
total savings depends on how many more people would use an app support to quit with the subsidy
than without it.

30




Part 3 — Conclusions and future explorations

Learnings from options development and cost modelling

This project was designed with the premise that different funding models (fee-for-service vs.
monthly payments) might produce different cost effectiveness. We therefore initially set out to test
and compare the different approaches to remunerating practitioner time based on their respective
cost-effectiveness.®

However, available evidence and stakeholder feedback (related to expected amounts of funding
and frequency of the funding based on clinical assumptions) suggested that a fixed monthly
reimbursement amount would be set so that average remuneration would be similar under a fixed
monthly reimbursement or a per-item fee. That finding led the project team to simplify our original
assumption (as described in the cost-modelling section, above). Therefore, we undertook the cost
modelling under the assumption that annual remuneration of health practitioners would be
equivalent under the different models.

Key policy findings:

1. Because the modelling assumes equivalent annual costs under both funding
models, it does not identify a cost-effectiveness advantage for either approach.

2. The choice between models relies less on cost effectiveness of a specific
remuneration model and more on implementation design (including the choice
of intervention).

3. The modelling suggests that both interventions meet cost-effectiveness
standards, with the smoking cessation intervention appearing to save money
when compared to usual care costs.

The choice between MBS items and monthly payments should be based primarily on
implementation considerations rather than cost-effectiveness.

A note on broader value

As mentioned in the background section of this report, any intervention should be evaluated in
the context of the broader aim of contributing to all aspects of the quintuple aim of care.
Including:

3¢ See earlier reports published during this project: https://digitalhealth.org.au/advocacy/funding-mechanisms/

31


https://digitalhealth.org.au/advocacy/funding-mechanisms/

e Consumer outcomes: access to early intervention, health benefits, convenience, self-
management and empowerment;

e Clinician outcomes: recognition of all clinical activities undertaken, continuity of care,
more timely informed management and coordination of care; and

e Population health and health equity: prevention focus, care coordination, health equity.

Type 2 diabetes modelling

Overall, the type 2 diabetes modelling supports a cautious but positive conclusion: funding health
care practitioners for care activities involved in supporting and monitoring consumers who

use preventative health apps is unlikely to reduce government expenditure in the short term;
however, it may represent good value for money where it improves health outcomes, supports
prevention of complications, and enables primary care funding to better reflect how care is
increasingly delivered.

This modelling suggests that funding practitioners for app-enabled care activities should be
understood primarily as a cost-effective investment in preventative and chronic disease
management, rather than as a direct cost-saving measure for government.

The modelling above shows that funding practitioners for app-enabled care activities would
represent $217.2 million in additional net system costs over five years (after accounting for both
savings from reduced complications and additional direct and indirect spending associated with
the intervention). This investment would have a cost-effectiveness ratio of $25,943 per additional
quality-adjusted life-year (QALY), which sits within the range commonly treated as acceptable in
Australian health economic analysis.*”

This is important from a health policy point of view as it suggests that, under the modelled
assumptions, measurable health gain may be achieved at a cost that is likely to be considered
proportionate while supporting contemporary models of care that are digitally enabled, prevention-
oriented and centred on consumer empowerment.

Smoking cessation model

The smoking cessation modelling indicates that funding healthcare practitioners for care activities
involved in supporting and monitoring consumers who use apps to help them quit smoking is likely
to reduce government expenditure and improve health outcomes. The model shows that funding
practitioners for app-enabled care activities would represent a net saving of $371 per person with

37 While acknowledging that Australia doesn’t not apply an official cost-effectiveness threshold, the rule of thumb
willingness to pay threshold is commonly recognised to be $50,000 per QALY gained.
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0.579 QALYs gained, compared to health advice alone—making the strategy dominant over usual
care (lower cost and better outcomes).

From a policy perspective, this makes smoking cessation a strong candidate for early
implementation of funding for app-enabled prevention in primary care. It is a behaviour-change use
case where relatively low-cost practitioner support may generate measurable health gains and net
savings to the health system (with an estimate total of $15.7 million savings to the health system
over 10 years).

On a side note regarding smoking cessation in Australia, public policies to curb smoking rates
have been in the spotlight recently as it appears that Australian once groundbreaking policies
(such as plain packaging and high taxes on tobacco) have reached their limit in terms of
effectiveness.® A recent article published in Public health research and practice,* sounds the
alarm on levels of Australian Federal Government spending on tobacco addiction treatment with
the article concluding there is an “imperative for much greater government investment in making
effective tobacco dependence treatments more accessible and affordable.”

Concluding remarks

Overall, the modelling supports the case for public funding of practitioner activities
associated with app-enabled preventative care, where use is clinically appropriate and
targeted to cohorts most likely to benefit.

Under the modelling assumptions, there is no cost-effectiveness difference between the different
funding models because annual practitioner remuneration is held constant. However, there are
different cost-effectiveness depending on the type of intervention funded and depending on model
design choices. The diabetes model suggests that such funding may represent good value for
money, while the smoking cessation model indicates potential net savings to the health system; in
both cases, the modelling points to the importance of targeting. Therefore, we need to look at
implementation criteria to design a model that would support high-value care.

This anchors the policy question to ‘which model with which settings is better designed to
support the intended model of care?’ rather than ‘which model is more cost-effective?’.

Calibrated implementation will deliver more health value for money.

38 As mentioned in the previous report, on this topic, read McKenzie-Murray, M. (2025, May 6). How government taxes
have fuelled the tobacco wars. The Saturday Paper.
https://www.thesaturdaypaper.com.au/news/politics/2025/04/19/how-government-taxes-have-fuelled-the-tobacco-
wars and Commonwealth of Australia. (2025). /llicit Tobacco and E-cigarette Commissioner Report 2024-2025. Available
at https://www.itec.gov.au/sites/default/files/2025-12/ITEC_Commissioner-Report_2024-25.pdf

3% Greenhalgh E, Wood L. (2026) Failing those who most need support to quit smoking: Australia must do better. Public
Health Research & Practice 36, PU25143. https://doi.org/10.1071/PU25143
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The financial value of app-enabled monitoring is likely to be strongest where funding is directed to
consumers who are at higher risk of deterioration or complications (smaller cohorts and greater
savings per individual), and where funding is directed towards more cost-effective interventions.

An opportunity to reduce the over-reliance on fee-for service models

Design considerations for fee-for-service would likely require the design of many different items to
represent the variety of clinical activities encompassed under activities supporting app-enabled
care (set-up / onboarding / education, review / monitoring / interpretation of app-generated data,
follow-up / activities triggered by the findings); the varying degree of depth of monitoring, and the
frequency of monitoring. This could potentially lead to item proliferation which would go against
the long-term trend and efforts to simplify the Medicare Benefits Schedule (MBS) and against policy
efforts to reduce the share of fee-for-service in the overall funding of healthcare.

This does not mean targeted MBS items should be excluded. They may still be appropriate for
discrete activities and short-term monitoring episodes with clearly defined set-up and review
points.

On the other hand, a monthly payments model would likely meet implementation requirements
such as continuity of care, minimise administrative burden, equity and fairness of access. It would
also align with broader reform towards more blended primary care funding. MyMedicare, which
provides annual incentives paid quarterly, offers an example of possible implementation.

Critical issues requiring further work

The project team acknowledges that there are opportunities to improve the precision and
applicability of the cost modelling.

These fall into two groups:
1. refining assumptions in the current model, and

2. adding variables to produce a more holistic model.

1. Refining assumptions in the current model
Three areas of further work would improve the fidelity of the model.
a. Clinician eligibility

The current modelling focuses on the take-up from the patient perspective, with no assumptions as
to the practitioners delivering app-enabled monitoring. Further refinement could explore the likely
differences in effectiveness or reimbursement for types of practitioners, including GPs, nurses,
midwives, Aboriginal and Torres Strait Islander health workers, pharmacists and allied health
practitioners — within their scope of practice and in line with clinical guidelines. For allied health
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practitioners, eligibility could be linked to existing Medicare arrangements for chronic condition
management.*°

Expanding clinician eligibility would affect the model in two ways. First, it would likely increase the
total cost of the program, as a larger group of practitioners could provide and claim for monitoring
activities. Second, it would increase the number of consumers able to access app-enabled
preventative care, particularly where monitoring is most appropriately provided by a nurse,
midwife, allied health practitioner or other member of the primary care team. This would likely
improve access particularly in rural and remote Australia.

There could also be differential take-up by geography and resources: bulk-billing practices and
those serving rural or low-income communities might have patient panels with higher risk of
chronic diseases and may also lack the computing infrastructure to support digital platforms. This
refinement could allow exploration of increased subsidies for those practices.

b. Eligible cohorts of consumers

The current modelling is based primarily on disease prevalence for the two disease / risk factor
cohorts. Further refinement could introduce more specific eligibility criteria for consumer access
to funded app-enabled monitoring. Eligibility could be based on risk profile, including demographic
characteristics, family history, clinical indicators, behavioural risk factors, or a combination of
these. This would be consistent with the way many publicly funded screening and vaccination
programs target individuals according to age, risk factors, clinical vulnerability or population
group.*!

Introducing more specific consumer eligibility criteria would provide a more precise estimate of
likely program costs and benefits. It may also improve the cost-effectiveness of the model, as
prevention is likely to deliver greater economic value when directed towards consumers at higher
risk of developing a condition, or at higher risk of deterioration from an existing condition.

c. Crowd-out of current usage
Our survey found that some practitioners already support their patients to use apps through

education and monitoring. Thus, introducing a new reimbursement scheme for this activity would
necessarily involve some degree of ‘crowd-out,’ that is, paying providers for an activity that would

40 |ist available: https://www.servicesaustralia.gov.au/allied-health-and-other-primary-health-care-referrals-for-gp-
chronic-condition-management-plans?context=20#accordion

41 Here is for example the eligibility criteria for lung cancer screening: https://www.lungcancerscreen.org.au/en/who-is-it-
for?utm_source=google&utm_medium=sitelink&utm_campaign=GoodToKnow&utm_term=umbrella&utm_content=whoi
sitfor&gclsrc=aw.ds&gad_source=1&gad_campaignid=23134208340&gbraid=0AAAABAiXktsYoDqglLeBglz-
qTh6aSTBYMt&gclid=CjwKCAjwzevPBhBaEiwAplAxvoBnseY7V4w2sepSq64XU4vPQ-
cD5dMgZs8W2TFROTt90KiyEzcj2RoCzCoQAvVD _BwE#am-i-eligible; eligibility to free shingles vaccine:
https://www.health.gov.au/topics/immunisation/vaccines/shingles-herpes-zoster-immunisation-service?language=en
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have occurred in the absence of the financial incentive. Because we did not have reliable national
estimates of current app support, we did not estimate crowd-out in the financial models, but
allowing for this would likely increase the overall financial impact and reduce cost-effectiveness of
the models. Further research is needed with nationally representative surveys to understand the
current state of app-supported care models in primary care.

2. Adding variables to produce a more holistic model

Five further areas would broaden the model from a narrow scope of practitioner remuneration
costs to a more comprehensive estimate of implementation cost, consumer affordability, and
wider system value.

a. Consumer reimbursement and cost sensitivity

The current modelling focuses on practitioner-side remuneration and does not include consumer-
side costs. Consumer-side costs will influence uptake and have an impact on equity.

A more encompassing and accurate model would include consumer-side costs: app
subscriptions, devices (including wearables), internet connectivity, and data or internet fees. In
some cases, consumers may already own the relevant device or use a free version of an app. In
other cases, meaningful participation may require paid app features, compatible devices, or
additional equipment such as a blood pressure monitor, glucose monitor or wearable sensor.

For non-bulk-billed patients or practices, practices may charge gap payments for monitoring.
Further modelling would also test sensitivity to potential gap payments for related clinical support;
if consumers face out-of-pocket costs, uptake may be lower. This is particularly important for
people who already experience barriers to care.

b. Consumer capability and perceived value

Consumer uptake will also depend on whether people are able and willing to use the relevant
technology. Further modelling could include variables that account for digital capability, perceived
usefulness, and the level of support (both community/ family and/or clinical) required for
consumers to participate effectively.

Some consumers may need initial support to set up the app and/or device, while others may
require ongoing assistance to sustain use. The model could therefore be refined to account for
different levels of consumer support needs and carer support to ensure regular, ongoing use in the
community. Including this variable would help avoid assuming that all eligible consumers are
equally likely to participate or benefit. It would also support a more realistic assessment of uptake,
particularly for older people, people with disability, people with lower digital literacy, and people
managing multiple health or social challenges.
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c. Clinician-side implementation costs and readiness

The cost to clinicians of app-enabled monitoring is not limited to the time spent reviewing
consumer data. Practices and practitioners incur costs in software set-up, integration with
practice management systems, training, workflow redesign, technical support, data governance,
administration and documentation requirements, and ongoing maintenance. Additionally, if there
were a lack of interoperability, inefficiencies would be introduced due to high levels of manual
handling. Finally, the type of monitoring, whether it is alert-based or based on manual review, will
also have a significant impact on integration into clinical workflows.

Together, these factors will affect practice workflows, business models, and potentially the
sustainability of any given practice contemplating the adoption of remote monitoring of
preventative app data.

Further analysis would be required to evaluate whether the current Practice Incentives Program
eHealth Incentive (ePIP)*? would be fit-for-purpose to support the adoption of app-enabled
preventative care.*

d. Role of private health insurers

While acknowledging that private health insurers (PHIs), by law, are limited in how they can
participate in funding of prevention, further modelling could examine whether PHIs could have a
complementary role in supporting app-enabled prevention and monitoring. This could include
funding or subsidising app access, devices, digital prevention programs, or care pathways for
members at higher risk of chronic disease or deterioration.

However, this should be treated as complementary to public funding rather than a substitute for it,
again acknowledging current regulations that prevent PHIs from funding already publicly funded
activities. A funding model that relies heavily on private health insurance could widen inequities, as
not all consumers have private health insurance and benefits vary between funds.

e. Environmental externalities, impact on productivity

A fuller economic analysis could also include broader societal costs and benefits beyond the direct
fiscal impact of practitioner remuneration, such as avoided transport costs and time,
environmental benefits through reduced travel-related emissions, and productivity impacts
through reduced absenteeism and improved capacity to remain in work.

42 Information at: https://www.digitalhealth.gov.au/healthcare-providers/practice-incentives-program-ehealth-incentive-
epip

43 |tis notin scope for this project to explore the efficacy and effectiveness of the ePIP, however, we note the program has
known limitations; we also note that allied health practices are not eligible to the program.
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Additional Research Questions

In addition to the above suggestions to refine the current research questions to explore may
include:

e What level of clinician engagement is sustainable in conjunction with usual clinical
workload?

e What level of long-term app adherence can be expected?

e What will be the equity impact of the funding model?

e Arethere other implementation supports that may be needed?

A way forward: staged approach

Because the modelling did not identify a cost-effectiveness difference between the funding
models, the preferred pathway for further investigation should be determined by policy fit and
implementation characteristics.

On balance, a monthly payment model appears to warrant further investigation as a strong
candidate for staged implementation — acknowledging that stakeholder feedback in phase 2 of the
project did not identify a single preferred model.

This would align with broader reform direction as well as aligning with the nature of the care being
funded: regular review, interpretation, follow-up and coordination over time rather than discrete,
episodic services.

In order to manage fiscal exposure, a staged approach would start by prioritising high-value cases
where the evidence suggests the greatest likelihood of health benefit, cost-effectiveness or net
savings. As the model expands, the introduction of more interventions should be guided by a
balanced approach to implement the right blend of cost-effectiveness across all interventions.

A staged approach could support safe and scalable implementation.

As very first step, a pre-implementation requirement is the development of clearly defined clinical
guidelines for best practice models of care that involve the monitoring of preventative health apps-
generated data.

Then, initial implementation could begin with a set of eligibility criteria most likely to be quickly
implemented because already in place in similar and / or related interventions and with targeted
settings to increase cost-effectiveness:

e annual remuneration paid monthly (or quarterly to align with MyMedicare);
e practitioners already involved in chronic condition management;

e high-burden conditions;
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e at-risk cohorts and/or MyMedicare enrolled patients;

o TGA-approved apps*; and

e evaluation from the outset to test real-world uptake, consumer experience, practitioner
workload, equity impacts, and actual costs and savings.

The staged approach would allow funding arrangements to evolve from a controlled starting point
rather than attempting to design a universal model upfront.

Starting the implementation of the funding model in a precisely targeted way would allow it
to be scaled incrementally — with continuous evaluation and further research guiding which
parameters should be amended overtime: eligible consumer cohorts, eligible practitioners,
and/ or conditions.

*For a future expansion of the type of apps in scope for this funding beyond TGA approved apps,
validated assurance frameworks will need to be in place to guarantee the quality and safety of
these apps.

The modelling supports further exploration of publicly funded app-
enabled preventative care where clinician monitoring and support are
clinically appropriate.

While further refinement is required, the evidence suggests targeted
implementation in high-value use cases has the potential to improve
health outcomes and represent good value for public investment.

A staged implementation approach would provide the real-world
evidence needed to inform broader funding reform.
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Postface

Funding models for app-enabled preventative primary care

By Jay Rebbeck, Chief Executive Officer, Rebbeck

Following my interview with Carole Kenny-Sarasa as part of the consultation for this work, | was
invited to help situate this insightful and targeted piece of research within the broader context of
Australian health system reform. | was very pleased to contribute.

The research question is deliberately narrow: how should the public system fund the clinical work
primary care practitioners do around patients’ use of preventative health apps? Yet the lessons
reach well beyond that immediate scope.

The value of this research is that it helps move the discussion beyond a recurring reform trap:
debating the payment instrument before we have defined the model of care, the people most likely
to benefit, the outcomes we want, and the system conditions needed for implementation.

The payment instrument is not the reform

The project set out to compare two funding mechanisms: targeted MBS-style payments and a
monthly payment for ongoing monitoring. The implicit question was whether one would emerge as
a winner. But neither did. Once the annual payment to practitioners is held constant, the two
mechanisms perform the same on cost-effectiveness.

That finding matters. Across health reform, we spend a great deal of energy arguing about
instruments: fee-for-service against capitation, activity against block funding, item payments
against enrolment payments. These are not trivial choices. They shape behaviour, workflow and
risk. But this research is a useful reminder that the instrument is not the reform.

The better question is not simply which payment mechanism wins. It is which payment design best
fits the care model, the target group, the clinical workflow and the system around it. For app-
enabled preventative care, the funding mechanism should follow the care logic. The careis nota
one-off transaction. It is set-up, monitoring, interpretation, follow-up and coordination over time.
That points towards periodic payment as a plausible starting point, but only if the model of care is
clear enough to fund safely.

Fund the model of care, not the app

The project draws an important boundary. It is not about funding apps. It is about funding the
clinical work around them.
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Digital tools do not deliver outcomes on their own. People do, by using those tools well inside a
model of care. A patient may collect data. An app may display it. But the value is created when a
clinician helps decide whether the app is appropriate, onboards the patient, interprets the
information, responds to meaningful change, escalates when needed and coordinates care with
others.

That is what should be funded: not technology adoption, but clinically appropriate app-enabled
care.

This distinction changes the design task. A funder paying for an app is buying a product. A funder
paying for app-enabled care is buying a service, with clinical accountability attached. That service
needs an operating model. It needs rules on who is eligible, which practitioners are involved, what
kind of monitoring is clinically meaningful, how often review should occur, what triggers follow-up
or escalation, what data is shared, and who carries responsibility when risk changes.

Without that operating model, funding will either be too loose or too narrow. Too loose, and it risks
paying for activity without value. Too narrow, and it will not support the real clinical work that
makes prevention possible.

Measure and drive outcomes before paying for them

There is another lesson here for commissioners. Outcomes-based commissioning is not the same
as outcomes-based payment. The first task is to measure and drive outcomes by making visible
what matters. Done well, this draws on the intrinsic motivation of professionals to improve care
and patients to improve their health and wellbeing. Outcomes-based payments should come later,
once we are confident that the measures are meaningful, attribution is fair, and the payment
design will not encourage perverse incentives.

That distinction matters for this policy question. It would be tempting to leap from app-enabled
care to value-based payment. In principle, linking payment to outcomes such as avoided
complications, reduced hospital use, sustained behaviour change, or improved quality of life is
attractive. But outcome-contingent payment is not a shortcut around weak design of the care
model. It requires the foundations to be in place first.

For app-enabled preventative care, those foundations include a clear care model, a robust
program logic, a balanced set of outcome measures, baseline data, agreement on attribution,
regular feedback to providers, evaluation from the outset, and enough provider readiness to
manage risk. Measures should not focus only on clinical outcomes. They should also capture
consumer experience, equity, practitioner workload, continuity of care and unintended
consequences.

Jumping to outcome-based payments prematurely can create predictable problems: gaming,
cherry-picking lower-risk patients, administrative burden, poor attribution and inequity. The better
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sequence is to define the model, measure what matters, use the data to improve care, and only
then test whether some part of payment should depend on outcomes.

Read prevention economics over the right horizon

The diabetes modelling is one of the most important parts of the report, and it needs careful
reading. The intervention is cost-effective, with a cost per quality-adjusted life year well below
commonly used thresholds. But the headline net cost over five years should not be mistaken for
the full economic story.

Two assumptions do much of the work. First, the model assumes that active app-supported
management increases annual diabetes care costs, because patients engage more with treatment
and medication. Second, the model runs over five years. Both are defensible assumptions. But
many of the complications that prevention seeks to avoid (such as heart attack, stroke, kidney
failure, amputation and other costly events) accumulate over a longer period. A short accounting
window can capture the costs of prevention while missing a substantial share of the benefits.

That does not mean the diabetes intervention is automatically cost-saving. The modelling is
appropriately cautious, and the national figures should be read as indicative. But it does mean the
result may be more favourable over a longer horizon than the headline figure suggests.

This is a wider problem in prevention. Governments often assess prevention through budget
windows and election cycles that are shorter than the biology of the conditions being prevented.
The system then concludes it cannot afford prevention, when the more precise conclusion is that it
has not measured prevention over the right period.

There is also the familiar split between who invests and who saves. The Commonwealth funds
much of primary care. States and territories carry much of the hospital cost when preventable
complications occur. Unless that divide is addressed through shared investment, pooled funding
or some other form of joint accountability, prevention will keep losing budget arguments it
deserves to win.

Start targeted, design for scale and equity

The report's practical recommendation is measured: start small, target carefully and evaluate from
the beginning. That is the right instinct. But it should not become another short pilot that never
scales. The pointis not to start small because ambition is lacking. It is to start where the value case
is strongest, learn from implementation, and widen eligibility as evidence grows.

Targeting should be based on need and likely benefit, not only ease of delivery. The first cohorts
should be people most likely to benefit from supported app-enabled care: those with higher burden
conditions, higher risk of deterioration, or existing relationships with practitioners already
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managing chronic disease. That is also where the value-for-money case is most likely to be
strongest.

But targeting carries an equity risk. If the model starts with digitally confident consumers, higher-
capability practices and people who can already afford devices, data and connectivity, it will
reproduce the access gaps prevention is meant to reduce. Equity must be designed in from the
start, including consumer costs, digital inclusion, language and literacy, rural and remote access,
Aboriginal and Torres Strait Islander health governance, and the roles of nurses, allied health
practitioners, Aboriginal and Torres Strait Islander health workers and other members of the care
team.

Implementation support will matter as much as payment design. Practices will need clinical
guidance, workflow support, data capability and confidence about risk and accountability.
Commissioners will need continuation criteria, not just launch criteria. What is being tested? What
would justify expansion? What would trigger redesign? What evidence is needed before more apps,
conditions, cohorts or practitioners are brought into scope?

A staged approach should therefore be disciplined, not tentative. Build a learning system around a
clear model of care. Fund it for the people who need it most and are most likely to benefit. Measure
outcomes, workload and equity. Adjust the model. Then scale on evidence.

A measured step worth taking

The honest conclusion of this work is measured, and stronger for it. It does not promise a quick fix.
It points to a viable and testable way to fund care that patients are already seeking and clinicians
are already, often unpaid, providing.

Its larger contribution is methodological. Start with the care model. Target need. Measure
outcomes. Read the economics over the right horizon, and scale only as evidence grows. If more
Australian health reform were designed this way, we would make fewer grand promises and more
durable progress.

The method is the real prize.

Jay Rebbeck, Chief Executive Officer, Rebbeck

43




Appendix A: The preventative app healthcare journey

While models for integrating apps into care will continue to evolve, a typical shared pathway is
shown below.

Source: AIDH Health Preventative Health Apps: What Health Practitioners need to know.
Information sheet (June 2026), available at: https://digitalhealth.org.au/wp-
content/uploads/2026/06/Preventative-Health-Apps-Info-Sheet-Health-Practitioner.pdf

Typical shared care pathway - How health apps are introduced and used in partnership

Health apps can enter care in different ways - either the clinician or the patient may introduce the
idea. What matters is that decisions about using an app are made together, based on the patient’s
goals, preferences, and clinical needs.

1. Identify risk: Clinician identifies a patient at risk of developing or deteriorating from a chronic
condition OR patient would like to start using a preventative health app (or is already using an app)
and discusses it with their clinician.

2. Agree on an app: Clinician and patient agree that an app could support prevention or
management.

1. Identify needs and goals together

The clinician and patient discuss what the patient is trying to achieve (e.g. managing a
condition, building habits, tracking symptoms) and whether an app could support this.

2. Explore options and decide together
Together, clinician and patient:

e Review the app’s purpose, quality, and safety
e Considerrisks (e.g. privacy, accuracy)
e Decide whether itis appropriate to use

3. Agree how the app will be used
This ensures the app supports care, rather than adding confusion or burden.

3. Training and education: Clinician provides support and education on use of the app and
confirms their ability to use.

4. Patient begins use in everyday life: The patient uses the app to track, monitor, or support
behaviour change. Data may be collected via manual entry, wearables, a specific device, or
automated systems.
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5. Review and adapt together: Clinician and patient can access the data to inform ongoing care.
At follow-up:

e Theclinician and patient review the data

e Discuss what’s working (or not)

e Adjustthe approach, or stop using the app if needed

6. Integration into care: App data supports collaborative and ongoing prevention or care provision.
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Appendix B: Definitions

Report 1 of this project, Overview of preventative health apps and current funding arrangements —
desktop research and environmental scan (December 2025), provided the following definitions:

Health Apps

As defined for the purpose of the Health Apps Assessment Revised Framework:!"

“Services or functions available on mobile devices that process health-related data on or
for their user, or which communicate with health services or systems in the provision of
health information.”

Healthcare consumers / Consumers

As defined by the Consumer Health Forum:

“Healthcare consumers are people who engage with healthcare systems to manage their
health and well-being. Consumers can be patients, carers, families, community groups,
consumer organisations or consumer representatives.”"

Healthcare practitioners / Health practitioners

Based on the definition adopted by the Australian Commission on Safety and Quality in Health
Care for the National Safety and Quality Primary and Community Healthcare Standards:

“(...)trained individuals who are involved in the provision of health care in a primary
and/or community healthcare setting. Healthcare providers may also be referred to as
‘health practitioners’ or ‘clinicians’, or by a profession-specific description, for example,
‘dental practitioner’ or ‘speech pathologist’.”["

Prevention

As defined in the National Preventive Health Strategy 2021-2030!
“The types of prevention are:

1. Primordial prevention focuses on addressing the wider determinants of health by
reducing the environmental factors, hazards and social factors that negatively affect
health. This includes the creation of enabling environments that promote health through
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the built environment by encouraging healthy behaviours such as physical activity, and
providing access to healthy food, clean air, water and sanitation.

2. Primary prevention focuses on reducing risk factors to prevent a disease or disorder
before it arises. This includes: behavioural factors such as low physical activity levels
and poor dietary intake; biomedical factors such as overweight and obesity and high
blood pressure; and specific protective factors such as immunisation.

3. Secondary prevention focuses on the early detection and best practice management
of a disease or disorder to reduce deterioration and long-term effects. This includes
identifying people at risk of ill-health through screening programs, general health
examinations, as well as the identification of complications and co-morbidities.

4. Tertiary prevention focuses on reducing harms in people with a disease or disorder
and minimising their functional impairment. This includes management of co-
morbidities, complications and associated disabilities.

5. Quaternary prevention focuses on reducing harms caused by medical interventions
for a disease or disorder.”™

Primary care

As defined by the Department of Health, Disability and Ageing:

“Primary care is generally the first service people go to for health care outside of a
hospital or specialist. It includes diagnosis and treatment of health conditions and long-
term care. Primary care also covers health promotion and prevention services.

Common types of primary care are:

e general practice

e Aboriginal Community Controlled Health Services
e community health centres and walk-in clinics

e community pharmacies

e community nursing services

e oral health and dental services

e mental health services

e drugand alcohol treatment services
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e sexual and reproductive health services
e maternal and child health services

allied health services, such as psychologists, physiotherapists, occupational
therapists, chiropractors.”!

[T AIDH (2025) Health Apps Assessment Revised Framework and Guidance Document & Major Changes Survey Report.
Available at https://digitalhealth.org.au/wp-content/uploads/2025/05/AIDH_mHealth-Revised-framework-and-
guidance.pdf.

lil Available at https://www.chf.org.au/consumer-engagement/learn-more-about-consumer-engagment

lill Terminology used in the National Safety and Quality Primary and Community Healthcare Standards Guide for
Healthcare Services. Available at https://www.safetyandquality.gov.au/publications-and-resources/resource-
library/nsqpch-standards-guide-healthcare-services/introduction/terminology

M Qp. Cit. page 23

M Australian Government (2021) National Preventive Health Strategy 2021-2030. Available at:
https://www.health.gov.au/sites/default/files/documents/2021/12/national-preventive-health-strategy-2021-2030_1.pdf
page 23

Ml Available at https://www.health.gov.au/topics/primary-care/about
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Appendix C. Environmental Scan (Report 1) Executive
Summary

Funding Mechanisms for Preventative Health Apps in Primary Care - Overview of preventative
health apps and current funding arrangements — desktop research and environmental scan
December 2025

Available at: https://digitalhealth.org.au/wp-content/uploads/2025/12/HPAB-Funding-
Mechanisms-Report_1.pdf

The global proliferation of preventative health apps has highlighted a potential challenge in the
Australian health system: with mounting evidence that these apps can improve consumers’
outcomes, the lack of reimbursement for the clinicians’ time to support their use means that they
may be under-used. This report provides an environmental scan and evidence summary of
preventative health apps and a high-level overview of Australian and international funding
arrangements, with a focus on how the government might fund the use of preventative appsin
primary care. Its purpose is to inform policy makers as they consider how best to support
prevention and app-enabled care.

Key findings at a glance
No single ‘off-the-shelf’ pathway.

Across Australia and comparable health systems overseas, existing reimbursement arrangements
for prevention-focused app use in primary care are limited, fragmented and often tied to specific
pilots or local programs. There is no single, obvious mechanism that can simply be adopted and
scaled; that being said, fee-for-service emerged as a common way of funding remote patient
monitoring.

Three practical funding options are emerging.

Drawing on the landscape scan and stakeholder inputs to date, three broad options appear most
feasible for remunerating health practitioners for monitoring preventative app data in primary care:

1. Targeted Medicare Benefits Schedule (MBS) items anchored to specific measurement
types, with review frequency informed by clinical guidelines.

49



https://digitalhealth.org.au/wp-content/uploads/2025/12/HPAB-Funding-Mechanisms-Report_1.pdf
https://digitalhealth.org.au/wp-content/uploads/2025/12/HPAB-Funding-Mechanisms-Report_1.pdf

2. Monthly payments linked to MyMedicare enrolment, with a higher payment in the first
month to reflect set-up and patient onboarding.

3. Anational commissioning pathway to purchase app-enabled prevention services,
supporting consistency and equity across regions.

Implementation choices are critical.

Regardless of the mechanism selected, design decisions will need to account for variation in
monitoring time between activity measured and conditions, protect continuity of care, minimise
administrative burden, support multidisciplinary models, clarify whether practitioner-side
technology and set-up costs are in scope, and include proportionate safeguards against fraud and
overservicing.

Environmental scan

Arapid literature review focused on studies of preventative health apps used for diabetes, chronic
obstructive pulmonary disease (COPD), cardiovascular disease (CVD) and asthma, where health
practitioners reviewed or monitored app-generated data outside of patient encounters. The apps
typically combine monitoring (e.g. symptom or vital sign tracking), decision support (e.g.
medication management, escalation prompts), or behaviour change features (e.g. activity tracking,
education). The frequency and intensity of health practitioners’ monitoring activity varied, from
daily review to responding to alerts generated by the systems. Some interventions involving apps
had modest but positive effects on clinical outcomes and health service utilisation, alongside
promising economic results, such as reduced hospitalisations and net cost savings. At the same
time, there are important evidence gaps, particularly where clinically effective apps have not been
evaluated in the Australian health context for clinical or cost effectiveness.

Funding overview

The funding overview highlights how Australian primary care is financed through a mix of
contributions, mostly from federal government funding.

Meanwhile, funding for preventative health apps and monitoring platforms remains fragmented
and is predominantly channelled through hospital-based virtual care. We note that there are a
limited number of MBS items for digital health beyond telehealth and a small number of specific,
device-related items. Outside these narrow pathways, preventative and app-enabled care is
typically supported through time-limited commissioning, pilots or out-of-pocket payments.
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Internationally, jurisdictions such as Germany and France have introduced national
reimbursement schemes for certain prescribed digital health applications. However, these
arrangements often focus on subsidising consumer access to approved apps rather than
systematically funding ongoing clinician monitoring time. In some cases, the incentives available
for prescribing clinicians are small, leaving a gap between app funding and sustainable models of
app-enabled care.

Limitations

While this report focuses on public funding mechanisms for primary care health practitioners, it
recognises that critical complementary work is still required on consumer reimbursement for app
and device costs, and on the potential role of private health insurers, in ways that do not
compromise universal access.
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Appendix D. Survey results (Report 2) — highlights

Funding models for app-enabled preventative primary care — Stakeholder insights on funding
options for remuneration of primary healthcare practitioners
May 2026

Available at: https://digitalhealth.org.au/wp-content/uploads/2026/05/funding-models-Report-2-
Final.pdf

Strong support for app-enabled care

Stakeholder engagement showed strong interest in the project and broad recognition that the
absence of funding for monitoring outside traditional consultations is a barrier to wider adoption of
preventative app-enabled care. The national survey attracted 152 respondents, including
consumers, practising healthcare practitioners and other health sector professionals. Across
respondent groups, there was strong support for integrating preventative health app data into care.
Most respondents agreed that tracking health data and enabling practitioners to view app-
generated information could deliver benefits, that remuneration for monitoring would support
chronic disease prevention, and that funding practitioner time would help increase adoption of
these tools. This level of agreement indicates broad stakeholder alighment and low conceptual
resistance to implementation.

Stakeholders identified several likely benefits from a funded monitoring model. These centred on
improved patient health outcomes, earlier detection of deterioration, reduced hospital
presentations, and better continuity of care.

Clinical use is occurring, but remuneration is uneven or absent

The findings suggest that app-enabled care is already occurring in practice, but in limited, uneven
and often unfunded ways; in short, clinicians are already undertaking this work, often unpaid or
embedded within existing consultations. Practising clinicians reported recommending or
discussing preventative health apps across a range of uses, including chronic disease
management, lifestyle and behaviour change, and condition-specific self-management. However,
remuneration remains inconsistent. Many clinicians reported that this work is currently absorbed
into existing consultations, incorporated into broader care planning, or undertaken without
dedicated payment. Three in four clinicians said they would be likely to increase their use of
preventative health apps if adequate reimbursement were available.
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Implementation considerations need to ensure continuity of care and access equity

The report highlights several design considerations. Stakeholders were clear that any funding
approach should avoid creating administrative burden, protect continuity of care, support
universal access, and recognise that monitoring intensity varies by condition, app type and model
of care. The findings also indicate that any future model should not assume automatic workload

reductions for clinicians.

No single funding model emerged

The survey did not identify a single preferred funding model; instead, the findings reinforce the view
that a one-size-fits-all approach is unlikely to be suitable. Ongoing or periodic payments were seen
as more appropriate where clinician engagement is regular and continuous, while service-based
payments appeared better suited to more episodic monitoring. Overall, the report pointsto a
blended approach, with funding aligned to clinical context, care coordination and the expected
level of practitioner input: funding should align to care models and coordination, rather than
individual apps.

The findings provide practical insights for the next phase of the project, which will develop
funding options and undertake cost modelling.
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Appendix E. Modelling assumptions and inputs

Case Study 1: Diabetes

Health utilities

Health utility values used by the model were based on published data. Therefore, a health utility
score of 0.78 was applied to participants without diabetes complications. To apply a utility
decrement, we used a weighted average of utility decrements from prior literature,** based on the
cumulative incidence of complications.

Costs of diabetes care

On average, people living with diabetes report spending $4,000 managing the condition each year,
before the added costs of any complications.*® In Varney et al.’s study, people in the control
condition had similar levels of costs, but people assigned to the telehealth coaching condition
experienced substantially higher costs even in the absence of complications than those in the
control condition: in that study, costs in the control condition and intervention were $3,107 and
$6,091, respectively, for non-complicated diabetes (almost twofold). However, another study of a
telemonitoring intervention conducted in primary care settings found total average healthcare
costs in the intervention group, including the intervention costs, were lower ($3,781 vs $4,662),
though that study did not report relative costs for non-complicated diabetes.*® Another Australian
study examining cost-effectiveness of flash glucose monitoring measured the costs of emergency
and admitted care, but not medications or outpatient / non-admitted care.*” A 20% increase in
preventative care with non-complicated diabetes was assigned as a conservative but reasonable
assumption, but given the lack of available evidence in Australia and the sensitivity of the findings
to this assumption, further economic research on the costs of preventative care associated with
interventions is needed to refine the modelling.

4 Clarke P, Gray A, Holman R. Estimating utility values for health states of type 2 diabetic patients using the EQ-5D
(UKPDS 62). Med Decis Making. 2002; 22(4):340-9.

45 Diabetes Australia. Counting the cost of living with diabetes. Canberra (AU): Diabetes Australia; 2024. Available from:
https://www.diabetesaustralia.com.au/wp-content/uploads/241114-Counting-the-Cost-Final.pdf [accessed 4 June
2026]

“6Warren, R., K. Carlisle, G. Mihala and P. A. Scuffham (2018). "Effects of telemonitoring on glycaemic control and
healthcare costs in type 2 diabetes: A randomised controlled trial." Journal of Telemedicine and Telecare 24(9): 586-595.
47Hua X, Catchpool M, Clarke P, et al. Cost-effectiveness of professional-mode flash glucose monitoring in general
practice among adults with type 2 diabetes: Evidence from the GP-OSMOTIC trial. Diabet Med. 2022;39:e14747.
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48
[ sensitivity range] Notes and source(s)

Assumption

Cost of intervention $381 [$64 to $760] Varney (2016) adjusted to 2025 (AUD)

Costof diabetes,no $5,137 Varney (2016) adjusted to 2025 (AUD)

complications (intervention)

Cost of diabetes, no $4,281 Varney (2016) adjusted to 2025 (AUD)

complications (usual care)

Cost of diabetes with Varney (2016) adjusted to 2025 (AUD);
L ! $30,112 .

complications, first year pooled weighted average

Cost of diabetes with $8,905 Varney (2016) adjusted to 2025 (AUD);

complications, subsequent years ’ pooled weighted average

Utility of 1 year type 2 diabetes, 0.78 Varney (2016) and Clark (2002) - The health
no complications ) utility values were based on UKPDS data.

Utility multiplier, with type 2

diabetes complications 0.68 Utility weighted average

Intervention
Value

Assumption

Notes and source(s)

Annual probability of Varney (2016) — converted 10 year
L 0.0379 0.0467 L -
complications from T2D cumulative incidence to annual probability

Cost of diabetes primary

care $648.29 $267.36 Standard consults (item 23) X2 and

Annual cost of hospital and medications.
$5,137 $4,281 20% increase is applied to intervention
group for increased medication adherence.

Cost of diabetes, no
complications

Utility decrement for -.0372[-
complications .073,-.027]

“8 Varney JE, Liew D, Weiland TJ, Inder WJ, Jelinek GA. The cost-effectiveness of hospital-based telephone coaching for
people with type 2 diabetes: a 10 year modelling analysis. BMC Health Serv Res. 2016 Sep 27;16(1):521. doi:
10.1186/s12913-016-1645-6. PMID: 27678079; PMCID: PMC5039787.
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Costs (2025-2026 AUD) from T2D complications:*

Complications In year complication develops In subsequent years

Non-fatal Cost

Coronary Heart Disease
(CHD) 27,903 4,725.06
Myocardial Infarction 25,868.62 3,728.79
(MI)
Congestive Heart Failure

4,453.37 14,416.32
(CHF) 34,453.3 6.3
Stroke 31,085.61 8,189.27
Amputation 45,293.86 8,943.02
Blindness 19,700.83 6,742.40
Renal failure 63,585.02 67,581.13

Tree Diagram

Remain alive with NO
T2D complications

<] TNoC

Alive with a T2D

T2D No complication

Complications Develop T2

4 T2D with

Die

d Dead

Dead

Intervention (remote
monitoring)

Alive with a T2D
complication

T2D with Complications
T2D with Complications

Dead
Aus T2D
population -
Digital Health .
M Remain alive with NO
vs Usual Care T2D complications
<] TZDNoC

Alive with a T2D
2Dy No complication

Complications

Develop T2D

4 T2D with Ce

—4 Dead

Alive with a T2D
complication

T2D with Complications
Die

“Sconverted from 2013 values to 2025 using Reserve Bank of Australia (RBA) calculator -
https://www.rba.gov.au/calculator/annualDecimal.html. All costs from Varney (2016), reported in AU$ 2012/13, were
inflated to AU$ 2025 values using the RBA G1 Consumer Price Index series (37.8 per cent, over 12 years, at an average
annual inflation rate of 2.7 per cent)
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Tornado Diagram - one-way sensitivity analysis

Tornado Diagram: ICER
Inter ion (remote itoring) vs. Usual Care (WTP: 50,000)

Decreased risk of complications with monitoring (how effective is app support) (0.81: 0.5 to 0.95)

Additional preventative diabetes care costs with intervention (0.2: 0 to 0.3)

Cost of delivering the remote monitoring intervention - reimbursement payments (381: 64 to 760)

EV: 25,943 WTP: 50,000

T T T T 1
0 10,000 20,000 30,000 40,000 50,000
ICER

One-way sensitivity analysis inputs

Variable Name

Variable Variable | Variable @ Variable
Description Low Base High

Effectiveness
(relative risk of
T2D
complications
with intervention
vs. control)
Additional
preventative
diabetes care 0 0.2 0.3 Increase | $5,997
costs with
intervention

Cost of delivering
the remote
monitoring
intervention -
reimbursement
payments

Decreased risk

of complications
with monitoring | 0.5 0.810 0.95 Increase | $10,653
(how effective is

app support)

$42,01

$35,91

64 381 760 Increase | $19,936 $33,12
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Assumptions for financial model

Assumptions input

Variable Base case Range Source

Australian adults enrolled in Medicare with

1,300,000 50
poorly controlled type Il diabetes
Prevalence of poorly controlled T2D
72% 5
(HBA1c>7.0)
Percent app users 8% 52
Percent whose primary care provider claims
. P y P 50% assumed
RPM items
No. of users claiming Medicare subsidy 37000

Annual cost for uncomplicated type 2 diabetes | $4,281

Change in practice

Direct cost annual reimbursement for

o $381 assumed
monitoring
Incremental 5-year health system costs $3,337 CEA model
Yearly percent increase in diabetes care cost
. yp . 20% assumed
with monitoring
Incremental QALY gained per person 0.09 - CEA model

50 |slam SM, Siopis G, Sood S, Uddin R, Tegegne T, Porter J, Dunstan DW, Colagiuri S, Zimmet P, George ES, Maddison R.
The burden of type 2 diabetes in Australia during the period 1990-2019: findings from the global burden of disease study.
Diabetes Research and Clinical Practice. 2023 May 1;199:110631. https://doi.org/10.1016/j.diabres.2023.110631

5" Nanayakkara N, Pease AJ, Ranasinha S, Wischer N, Andrikopoulos S, de Courten B, Zoungas S. Younger people with
Type 2 diabetes have poorer self-care practices compared with older people: results from the Australian National
Diabetes Audit. Diabetic Medicine. 2018 Aug;35(8):1087-95.

52 Trawley S, Baptista S, Browne JL, Pouwer F, Speight J. The Use of Mobile Applications Among Adults with Type 1 and
Type 2 Diabetes: Results from the Second MILES-Australia (MILES-2) Study. Diabetes Technol Ther. 2017 Dec;19(12):730-
738. doi: 10.1089/dia.2017.0235. Epub 2017 Oct 13. https://doi.org/10.1089/dia.2017.0235
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Case study 2: Smoking cessation

Study population: Australia daily smokers 2026

Using population weights for 2026° and age specific rates of smoking,>* we estimated the
population distribution of smokers for 2026.

Estimated age distribution of current daily smokers, Australia 2026 (ages 15-74)

Age group Males (%) Females (%) Total individuals (%)
15-19 3.2% 3.2% 3.2%
20-24 6.7% 5.6% 6.3%
25-29 9.8% 8.7% 9.3%
30-34 10.1% 9.5% 9.9%
35-39 10.3% 9.4% 9.9%
40-44 10.0% 9.0% 9.6%
45-49 9.7% 10.8% 10.2%
50-54 9.6% 10.6% 10.0%
55-59 10.6% 10.8% 10.6%
60-64 10.2% 10.4% 10.3%
65-69 5.3% 6.5% 5.8%
70-74 4.5% 5.5% 4.9%
Total 100.0% 100.0% 100.0%

Note: Each column sums to 100%, showing the age distribution of smokers within each sex and overall.
Method: 2022 smoking prevalence rates (ABS) applied to single-year 2026 projected population counts,
then aggregated into 5-year age categories.

Prevalence rates from broader bands (e.g. 25-34) are applied uniformly to each single year within that
band, with the population counts for each single year of age used as weights when aggregating into the
new 5-year age categories.

53 Australian Bureau of Statistics. Population clock and pyramid, 2026.
https://www.abs.gov.au/statistics/people/population/population-clock-pyramid [Accessed 29 April 2026]

54 Australian Bureau of Statistics. Smoking and vaping 2022. “Proportion of people 15 years and over who were current
daily smokers by age and sex, 2022.” https://www.abs.gov.au/statistics/health/health-conditions-and-risks/smoking-
and-vaping/latest-release [Accessed 29 April 2026]
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Intervention effectiveness

We assumed the same control condition quit rates of 12% at all ages based on a study of 320
adults in primary care where the control group received only health advice from their provider.5®
Based on a meta-analysis, assumed effectiveness of digital interventions with an odds ratio of 1.77
for long-term quitting success (as opposed to ‘point prevalence quit rate,” which measure quitting
outcomes over a shorter duration), we applied a quit rate of 19.4% in the intervention group—a
difference of 7.4 percentage points. As we were not able to identify differential quit rates by age
group, we assumed the same effectiveness for all ages.

Cost effectiveness

The tables below show the updated 10-year costs and QALY estimates by age group for smokers
and quitters. The intervention costs are obtained by:

Yage = Yquitter,age * Pr(Quit) + Ysmoker,age * (1 — P(Quit))

Where Y4 is the age-group cost or QALY estimate, and Pr(Quit) is 12% in the control group, and
12% * (1+effectiveness) in the intervention group. Age-specific outcomes are then weighted by age-
specific smoking rates from the table above to get a population-average cost and outcome.

Predicted healthcare costs* for males and females after 10 years follow-up (2026 Australian dollars)

Age-group 3% pa discounting

I N P e

Males

15-19 $411 $275 $138
20-24 $1,010 $764 $244
25-29 $1,276 $1,007 $271
30-34 $1,417 $1,024 $393
35-39 $1,667 $1,163 $504
40-44 $2,124 $1,303 $821
45-49 $3,488 $2,191 $1,297
50-54 $5,321 $3,453 $1,868
55-59 $7,126 $4,806 $2,321
60-64 $8,656 $6,017 $2,640
65-69 $10,270 $7,338 $2,932
70-74 $12,356 $9,042 $3,314

% Cobos-Campos, R., A. Apifianiz Fernandez de Larrinoa, A. Sdez de Lafuente Morifiigo, N. Parraza Diez and F. Aizpuru
Barandiaran (2017). "Effectiveness of Text Messaging as an Adjuvant to Health Advice in Smoking Cessation Programs in
Primary Care. A Randomized Clinical Trial." Nicotine & Tobacco Research 19(8): 901-907.
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Females

15-19 $109 $57 $52
20-24 $514 $298 $216
25-29 $1,070 $690 $380
30-34 $1,406 $965 $441
35-39 $1,308 $926 $382
40-44 $1,497 $892 $605
45-49 $2,386 $1,490 $896
50-54 $3,293 $2,025 $1,268
55-59 $4,362 $2,691 $1,671
60-64 $5,690 $3,541 $2,149
65-69 $6,970 $4,492 $2,475
70-74 $8,719 $5,646 $3,073

Cost estimates from Hurley (2007) updated to 2025-2026 Australian dollars

Accumulated QALYs for males and females after 10 years follow up

3% pa discounting

Age-grou

Males

15-19 8.6 8.6 0
20-24 8.5 8.6 0
25-29 8.5 8.5 0
30-34 8.5 8.5 0
35-39 8.4 8.5 0.1
40-44 8.4 8.5 0.1
45-49 8.3 8.4 0.1
50-54 8.1 8.2 0.2
55-59 7.7 8 0.2
60-64 7.3 7.6 0.3
65-69 6.8 7.2 0.4
70-74 6.1 6.5 0.5
Females

15-19 8.6 8.6 0
20-24 8.6 8.6 0
25-29 8.5 8.6 0
30-34 8.5 8.5 0
35-39 8.5 8.5 0
40-44 8.5 8.5 0
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45-49 8.4 8.5 0.1
50-54 8.3 8.4 0.1
55-59 8.1 8.3 0.2
60-64 7.8 8 0.2
65-69 7.4 7.7 0.3
70-74 6.7 7.2 0.4

QALY estimates by age, Hurly (2007), Table 8

Financial impact

Financial impact is estimated by multiplying the population averaged, per-person net costs (or
savings) associated with the intervention by the assumed uptake for the subsidy.

Estimated number of smokers in 2026

Mal F | F L
Age band ate emate Male smokers emate Total smokers
prevalence prevalence smokers

15-17 1.20% 1.80% 6,401 9,111 15,511
18-24 9.30% 5.90% 123,438 73,247 196,685
25-34 13.40% 8.80% 261,261 169,418 430,679
35-44 13.50% 8.50% 265,172 171,322 436,494
45-54 15.30% 11.60% 253,298 198,385 451,683
55-64 17.40% 12.00% 271,519 197,051 468,570
65-74 9.90% 7.90% 128,718 111,962 240,680
75+ 3.80% 1.90% 40,899 24,599 65,498
Total 1,350,706 955,095 2,305,800

Based on applying the 2022 smoking prevalence rates to the 2026 projected population.

Assumptions input in financial model

Australian smoking population 2026 age 15-74 2,300,000
Attempt to quit 43%
Percent seeking help from their doctor 34%
Percent using apps 25%
Percent of quitters using app with doctor support 9%
People per year attempting to quit smoking with app and doctor support 84560
Reimbursement take-up 50%
Percent of smokers using app support and subsidy 1.84%
Individuals per year using Medicare smoking support subsidy 42280
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