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a b s t r a c t 

Background: Disease management programs are an essential tool in the fight against rising prevalence and costs 
associated with cardiovascular disease (CVD). However, there is a lack of evidence on the long-term impact of 
these programs on clinical outcomes, healthcare utilization, and cost. This study presents a long-term follow 

up of clinical, healthcare utilization and cost, and mortality consequences of The COACH Program, a 6-month 
telephone delivered CVD prevention program. 
Methods: We conducted 10-year retrospective propensity score matched cohort study of potentially eligible par- 
ticipants comparing individuals that participated to those that did not receive the Program. Primary outcomes 
of interest were differences in mortality, private healthcare utilization and cost of private healthcare utilization 
sourced from private health insurance claims data. 
Results: Of the 24,932 potentially eligible participants, 11,988 were invited to participate in The COACH Program 

between July 1, 2010, and December 31, 2020. The COACH Program participants ( n = 2,271) were 1:1 matched 
with individuals who did not participate in the Program. Participation in The COACH Program was associated 
with a 34% reduction in the risk of mortality (HR: 0.66, 95% CI: 0.54, 0.79), an 8% reduction in the number of 
hospitalizations (IRR: 0.92, 95% CI: 0.85, 0.98), and an annual reduction in healthcare costs of $1,499 (95% CI: 
$1,909, $1,087). Results were robust to sensitivity analyses. 
Conclusions: A structured 6-month telephone delivered coaching program focused on closing “treatment gaps ”
in people with a history of CVD saves lives and reduces hospital utilization, health care costs over 10-years 
follow-up. 
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Clinical Significance 

• This is the first study to investigate survivorship and financial 
outcomes of a CVD prevention program over a 10-year follow- 
up. 

• The COACH Program was associated with: 
○ improved survival 
○ reduction in hospitalizations 
○ improvement in biomedical indicators 
○ reduced healthcare costs 
∗ Requests for reprints should be addressed to Margarite J. Vale, The COACH Progr
E-mail address: m.vale@unimelb.edu.au (M.J. Vale) . 
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• The COACH Program is a value-based strategy to close the 
evidence-practice gap in the management of patients with 
CVD. 
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Cardiovascular diseases (CVDs) are the leading cause of morbidity,
ortality and cause extensive social, economic and public health impact

cross health systems globally. 1 Over the past 30 years, the prevalence
f CVD has doubled, resulting in a substantial increase in health care
tilization and social and economic costs associated with the disease. 2 
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iomedical and lifestyle factors are a major contributor to cardiovas-
ular risk. 3 , 4 Reducing biomedical and lifestyle-related risk factors and
mproving patient adherence to cardioprotective medications can sub-
tantially reduce overall CVD risk and CVD related morbidity and pre-
ature mortality. 2-6 

However, despite the fact we possess highly effective therapies for
he prevention of CVD, risk factor control remains inadequate in a large
roportion of people with CVD. 2-5 One of the key reasons for this is
clinical inertia, ” a lack of treatment intensification in patients not meet-
ng evidence-based goals for care, and nonadherence or discontinua-
ion of treatment in practice. 7-9 This gap between the management of
VD as defined by clinical guidelines and the reality of clinical manage-
ent of CVD, is referred to as the “evidence-practice gap ” or “treatment

ap. ”10 CVD focused disease management programs aim to provide ad-
itional support to patients to reduce risk factors, make positive changes
o lifestyle and/or to improve medication adherence in community set-
ings. 11 , 12 

Telehealth delivered primary and secondary CVD prevention pro-
rams offer an accessible and cost-effective method of supporting pa-
ients to reduce cardiovascular risk. 13 However, evidence relating to the
fficacy of such programs is inconsistent. While there is some evidence
hat programs can improve some lifestyle risk factors, 11 , 14 there is less
vidence for CVD programs closing the evidence-practice gap through
reatment intensification that enables patients to meet risk factor targets
nd reduce overall CVD risk. 14-17 Furthermore, there is a dearth of ev-
dence relating to the long-term impact of CVD programs in relation to
ortality, risk factor management and health care costs. 18 , 19 The dura-

ion of follow-up for interventions targeting CVD prevention is typically
ot more than 12 months, 19 whereas the life expectancy of people with
VD is over 15 years, 20 therefore longer-term follow-up is required to
nderstand the full potential of such interventions. 

This study evaluates the long-term impact of a CVD prevention pro-
ram called The COACH Program. The COACH Program consists of a
tructured telephone and mail-out delivered coaching program deliv-
red to patients over 6 months. Our hypothesis is that The COACH Pro-
ram will improve survival, reduce hospitalizations and reduce costs
ver a 10-year follow-up period. This study builds on the existing body
f literature to investigate the impact of evidence-based disease manage-
ent programs on survival, hospital utilization, and costs to the health

nsurer and the individual over a 10-year follow-up period. 

ethods 

tudy Design, Data source, and Participants 

This retrospective matched cohort study used data between July
, 2010, and December 31, 2020. Data was sourced from the Hospi-
al Benefit Fund (HBF) databases (demographics, policy information,
eath, hospital episodes, and costs) and linked to The COACH Program
atabase (program participation and risk factor outcomes). 

Potentially eligible participants were identified within the insurers’
atabase if they were aged 18 years and above who had active hospital
over and claims evidence of a previous cardiovascular related proce-
ure (see Appendix A1a for MBS procedure codes). Individuals were
xcluded if they had a severe mental health diagnosis, palliative care,
ad end-stage renal disease, or were actively undergoing cancer treat-
ent, identified using International Classification of Disease version 10

ICD-10) (principal or secondary), diagnosis related group and proce-
ure items (see Appendix A1b). 

The 24,932 potentially eligible participants were either invited to
articipate ( n = 11,988) or not ( n = 12,944) based on capacity con-
traints at the time of identification. The invited group were sent a postal
nvitation to participate. Where capacity permitted, postal invitations
ere followed with up to three contact attempts via telephone. Upon
aking contact, individuals were further assessed for clinical suitability

o participate based on whether they had atherosclerotic CVD. Individ-
2

als who did not or who exhibited advanced cognitive deficits were
xcluded from participating. Those that were invited or sent an invi-
ation letter but were either uncontactable, declined or were excluded
ased on eligibility criteria were considered nonparticipants. Data for
he reason for nonparticipation was not collected. For those not invited,
articipants were not contacted and received usual care. 

thics 

Participants provided signed consent prior to participation including
ermission for their deidentified data to be used for research purposes.
his evaluation was approved by Griffith University Human Research
thics Committee (GU ref no: 2021/859). 

he COACH Program Intervention 

The participants in the treated group received usual care plus The
OACH Program. The COACH Program aims to deliver up to 6 coach-

ng sessions over 6 months but adapts to individual patient needs regard-
ng number of sessions and the period over which these are provided.
rained health professionals conducted a “treatment gap analysis, ” and

nformed participants of how their treatment and risk factors compared
ith guideline recommendations. Participants were given recommen-
ations to discuss with their doctors regarding treatment intensification
nd medication changes, were coached to know how often their risk fac-
ors should be checked, to keep a record of test results, and to follow
uideline-recommended lifestyle measures. Each verbal coaching ses-
ion was followed by a structured written report that summarized the
ession. 

rimary Outcomes 

Three primary outcomes were evaluated in this study: survival, pri-
ate healthcare utilization, and private healthcare costs. Survival was
efined from date of invitation to the Program to date of death for
oth participants and nonparticipants as reported in the HBF database.
rivate healthcare utilization was measured using annual number of
vernight hospital episodes from the date of invitation and length of
tay (average total number of nights per year alive) in private hospi-
al. Measures were from the date of initial invitation to enable subse-
uent comparison with those who were potentially eligible but did not
articipate. All cost data are reported in Australian dollars, including
otal benefit (amount the health insurer pays toward hospital episodes
laim), hospital fees (amount charged by the hospital for an episode of
are), medical fee (fee charged by attending specialist physician), and
ut-of-pocket fee (the amount paid by patients for hospital episodes).
e adjusted for inflation using consumer price index (CPI) data from
ustralian Bureau of Statistics, 23 and 2020 was used as the reporting
ear. For cost analysis we estimated three measures: the average annual
laims savings over the total period of follow-up among all participants;
he annual claims savings per year following intervention; and the total
laims savings over a 10-year period. Measures of utilization and cost
ere for all cause hospital episodes, impactable CVD related and non-
VD related episodes, or nonimpactable episodes. Impactable episodes
ere defined using the Australian Refined Diagnosis Related Group (AR-
RG) Version 10.0 (details of all impactable and nonimpactable DRGs
vailable in Appendix A2) and confirmed with input from clinical car-
iologists. 

econdary Outcomes 

To explore causal pathways through which the Program improves
urvival and reduces healthcare utilization, we assessed the change in
iomedical risk factors from the first biometric measure (obtained dur-
ng the first coaching session) to the final biometric measure (obtained
uring the last coaching session) among individuals in the treated group.
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pecifically, whether the following targets, based on clinical guide-
ines and set within the Program, were achieved: LDL-cholesterol ( < 1.8
mol/L), triglycerides ( < 2.0 mmol/L), fasting glucose in people with-

ut known diabetes ( < 5.5 mmol/L), HbA1c in people with diabetes
 ≤ 7.0%), smoking status (not current), waist circumference ( < 80 cm
or females; < 94 cm for males), BMI (18.5-24.9 kg/m2 ), alcohol intake
 ≤ 2 standard drinks per day) and physical activity ( ≥ 150 minutes per
eek). Data for biometric risk was collected as part of the intervention.
ata for biomedical risk factors was not available for the control group
s they did not take part in the intervention. 

tatistical Analysis 

To address the potential selection bias between the two cohorts,
:1 nearest neighbor propensity score matching without replacement
as used. 24 Matching was performed using 10-year age groups, sex,

evel of private health insurance (PHI) cover at time of invitation (three
overnment mandated tiers indicating service coverage 25 ), history of
therosclerosis based on Medicare item codes (presented in Appendix
3), number of hospital episodes 12-months prior, diagnosis-related
roup code for last hospital episode before invitation and whether any
ardiovascular admission prior to invitation. The final matching algo-
ithm was identified using a backward stepwise approach with a P -
alue cut-off of .10. Postcode of residence, continuous variable for age,
onth and year of invitation, and ICD-10 classification were also tested

ut were found to not improve matching. The chi-square, student t-test,
ommon support and standardized percentage bias plots were used to
heck for balance in baseline distribution between groups after match-
ng. 

The association between The COACH Program and individual sur-
ivorship was visually assessed using Kaplan–Meier survival curves and
ormally investigated using Cox proportional hazard model, Weibull,
nd Log-logistic survival models. Akaike information criterion (AIC) and
ayesian information criterion (BIC) were used to select the model that
est fit the data. 

Healthcare utilization: number of hospital episodes and length of
tay in hospital; was investigated using Poisson regression. Healthcare
osts was investigated using a generalized linear model (GLM) with
amma family and log link. The modified Park test was used to con-
rm the model specification. The cost analysis was repeated after strati-
cation by calendar year to examine cost-differences over time. Control
ariables, sex, age, level of insurance coverage, number of months an
ndividual held hospital insurance cover, and the number of times an
ndividual changed their cover during the study period were included
ased on prior identified relationships. 

Among Program participants, pre- and post-participation differences
n biomedical risk factors was first investigated using student t-test. Lo-
istic regression was used to estimate the odds of achieving the prede-
ned risk factor targets after participation. Standard errors were clus-
ered at the individual level. All data analyses were conducted using
tata v13 (StataCorp, College Station, TX, USA). 

ensitivity Analyses 

Sensitivity analyses included: (1) 1:5 nearest neighbor matching ap-
roach; (2) kernel matching with a bandwidth of 0.1; 21 , 22 (3) sur-
ival analysis based on a truncated follow-up period of 5-years; and
4) impact associated with variation in the number of coaching ses-
ions a participant received. All sensitivity analyses are reported in
ppendix E. 

esults 

A total of 25,404 participants met the initial eligibility criteria, of
hese, 254 had died prior to the time invitations were sent and 218
ad no active PHI policy cover and were not eligible to participate in
3

he COACH Program. A total of 24,932 had an active hospital pol-
cy and were eligible to participate in the Program. Of those poten-
ially eligible, 11,988 were prioritized invitations and 2,283 (19.0%)
ccepted the invitation. After matching, the final sample for the analysis
ncluded 4,542 individuals; 2,271 each from treated and control groups
 Figure 1 ). Twelve of The COACH Program participants and 20,378 of
he not invited group were unable to be matched and excluded from the
nalysis. The average follow-up period for both groups was 48 months
range: 12-120 months). 

After matching, treatment and control groups were similar in terms
f their age groups, sex, PHI policy type, hospital episodes 12-months
rior, indication of atherosclerosis, prior impactable hospital episodes,
nd diagnosis-related group of prior hospital episodes ( Table 1 ). On av-
rage, the treated group received 6 (range: 2-9) coaching sessions over
 months (Further detail available in Appendix C). The common sup-
ort and standardized percentage bias graphs (Appendix B) show strong
atching between the treated and control groups. 

ortality 

The treated group (participants in The COACH Program) were as-
ociated with a lower proportion of deaths over the study period
Treated = 8.49%; Control = 16.11%; P -value = .001). The Kaplan–
eier survival curves demonstrate the association between treatment

nd greater survival compared with the control group over the follow-up
eriod ( Figure 2 ). Based on the Weibull specification (preferred model
ased on AIC and BIC estimates) the treated group were associated with
 34% reduction in the hazard of mortality ( Table 2 ). 

rivate Healthcare Utilization 

Over the 10-year follow-up, participants of The COACH Program
ere associated with, on average, 8% (95% CI: 0.85, 0.98) fewer hospi-

al episodes per year (a reduction of 0.24; 95% CI: 0.04, 0.44 hospital
pisodes per year) and a 12% (95% CI: 0.83, 0.94) reduction in length
f hospital stay (0.30; 95% CI: 0.15, 0.45 fewer bed days per year) when
ompared with the control group ( Table 3 ; Complete regression model
utputs are presented in Appendix D). 

mpactable Versus Nonimpactable Healthcare Utilization 

Participants in The COACH Program were associated with fewer im-
actable (IRR = 0.66 95% CI: 0.60, 0.71) and nonimpactable (IRR = 0.94
5% CI: 0.88, 0.99) hospital episodes compared to their peers who did
ot participate in the Program (Appendix D) equating to approximately,
.68 (95% CI: 0.82, 0.55) and 0.16 (95% CI: 0.32, 0.01) fewer im-
actable and nonimpactable hospital episodes per annum. Similar find-
ngs were found for number of impactable and nonimpactable hospital
ays (Appendix D). The significant reduction in both impactable and
onimpactable hospital services suggest a potential positive spill-over
ffect of The COACH Program. 

rivate Healthcare Costs 

The COACH Program participants saw a significant reduction in
ealthcare cost to the health insurer and the participants ( Table 4 ).
pecifically, there was a significant reduction of A$1,499 (95% CI: -
,909, -1,087) in the annual total benefits paid by the insurer, a reduc-
ion of A$1,289 (95% CI: -1662, -916) in hospital fees, a reduction of
$462 (95% CI: -575, -349) in medical specialist fees and A$201 (95%
I: -268, -135) reduction in annual out-of-pocket costs paid by the par-
icipants. In each year, for those who were hospitalized, The COACH
rogram was associated with nine years of significant cost savings, to-
aling A$11,342 (95% CI: -19,657, -3,031) per participant to the in-
urer and of A$1,204 (95% CI: -2252, -154) to the participant (Appendix
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Figure 1. Study flow chart. 

Table 1 

Baseline Demographic and Characteristics of Previous Hospitalization: All Versus Matched. 

All Sample n (%) Matched Sample n (%) 

Treated Control P -Value Treated Control P -Value 

Participants 2283 (9.16) 22649 (90.16) NA 2271 (50) 2271 (50) NA 
Female 491 (21.51) 8705 (38.43) .001 490 (21.58) 508 (22.37) .519 
Male 1792 (78.49) 13944 (61.57) 1781 (78.42) 1763 (77.63) 
Age group (years) 

< 71 1168 (51.16) 11861 (52.37) .001 1158 (50.99) 1155 (50.86) .951 
71-79 921 (40.34) 6447 (28.46) 919 (40.47) 916 (40.33) 
80 and above 194 (8.50) 4341 (19.17) 194 (8.54) 200 (8.81) 
Hospital insurance policy tier 

Gold 1491 (65.31) 17191 (75.90) .001 1482 (65.26) 1485 (65.39) .822 
Silver 700 (30.66) 4700 (20.75) 699 (30.78) 704 (31.00) 
Bronze 92 (4.03) 758 (3.35) 90 (3.96) 82 (3.61) 
Presentation history 

Atherosclerosis prior to invitation 58 (2.54) 481 (2.12) .192 58 (2.55) 44 (1.94) .161 
Hospital admissions 12 months prior to invitation (mean) 3.43 11.47 .001 3.44 3.33 .680 
Impactable admission before invitation 425 (18.62) 4096 (18.08) .530 424 (18.67) 415 (18.27) .731 
Nonimpactable admission before invitation 1858 (81.38) 18553 (81.92) 1847 (81.33) 1856 (81.73) 
Diagnosis - related group at prior admission (AR-DRG code) 

Circulation disorders (F42) 215 (9.42) 2152 (9.50) .001 214 (9.42) 207 (9.11) 1.000 
Colonoscopy (G48) 146 (6.40) 1624 (7.17) 146 (6.43) 148 (6.52) 
Lens procedure (C16) 141 (6.18) 917 (4.05) 141 (6.21) 142 (6.25) 
Interventional coronary procedure (F24) 111 (4.86) 920 (4.06) 111 (4.89) 100 (4.40) 
Other contact with health service with endoscopy (Z40) 79 (3.46) 935 (4.13) 79 (3.48) 79 (3.48) 
Complex endoscopy (G46) 75 (3.29) 893 (3.94) 75 (3.30) 71 (3.13) 
Gastroscopy (G47) 47 (2.06) 585 (2.58) 47 (2.07) 50 (2.20) 
Other knee procedures (I18) 28 (1.23) 500 (2.21) 28 (1.23) 30 (1.32) 
Subcutaneous tissue & breast procedure (J11) 42 (1.84) 464 (2.05) 42 (1.85) 43 (1.89) 
Nonsurgical spinal disorder (I68) 16 (0.70) 480 (2.12) 16 (0.70) 18 (0.79) 
All other 1383 (60.58) 13,179 (58.19) 1372 (60.41) 1383 (60.90) 

Note: NA is not applicable, n is number in sample. 
Note, this table does not include detail on participant biometrics because this is only available for the treated group. 

4
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Figure 2. Kaplan–Meier survival curves for treated and 
matched comparison group. 

Table 2 

Survival Estimates for the Impact of The COACH Program. 

Cox Model Weibull Loglogistic Model 
Hazard Ratio Hazard Ratio Hazard Ratio 

The COACH Program 0.66 ∗∗∗ 0.66 ∗∗∗ 0.45 ∗∗∗ 
(95% CI: 0.55, 0.79) (95% CI: 0.54, 0.79) (95% CI: 0.25, 0.65) 

N 4542 4542 4542 
AIC 7476.64 3509.34 3525.48 
BIC 7528.0 3573.56 3589.69 

Note: N is total number of observations, AIC is Akaike information criterion, BIC is Bayesian information criterion. CI is confidence interval. 
∗∗∗ P < ·001. 

Table 3 

Estimates for the Impact of The COACH Program on Annual Private Healthcare Utilization. 

Hospital Episodes Length of Stay (Days) 

Incidence Rate Ratio Marginal Effects Incidence Rate Ratio Marginal Effects 

The COACH Program 0.92 ∗∗ -0.24 ∗∗ 0.88 ∗∗∗ -0.30 ∗∗∗ 

(95% CI: 0.85, 0.98) (95% CI: -0.44, -0.04) (95% CI: 0.83, 0.94) (95% CI: -0.45, -0.15) 
N 4542 4542 4542 4542 

Note: N is total number of observations. Full results are available in Appendix C. CI is confidence interval. 
∗∗∗ P ≤ .001. 
∗∗ P ≤ .05. 

Table 4 

Estimates for the Impact of The COACH Program on Annual Healthcare Costs. 

Total Benefit Hospital Fee Medical Specialist Fee Out-of-Pocket Cost 

The COACH Program -$1,499 ∗∗∗ -$1,289 ∗∗∗ -$462 ∗∗∗ -$201 ∗∗∗ 

(95% CI: -$1,909, -$1,087) (95% CI: -$1,662, -$916) (95% CI: -$575, -$349) (95% CI: -$268, -$135) 
N 4542 4542 4542 4542 

Note: N is total number of observations. CI is confidence interval. 
∗∗∗ P ≤ .001. 
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). For all participants, hospitalized or not each year, The COACH Pro-
ram was associated with a statistically significant total cost savings of
$4,852 (95% CI: -5,872, -3,833) per participant to the insurer and of
$415 (95% CI: -494, -336) to the participant. The largest associated
ost savings accrued in the first year of participating in The COACH
rogram, with estimated savings of A$3,506 (95% CI: -4,439, -2,574)
er participant to the insurer and A$359 (95% CI: -483, -235) to the
articipant (Appendix D). 
5

ifestyle and Biomedical Risk Factor Targets 

Participation in The COACH Program was associated with a sig-
ificant decrease in participants’ mean LDL-cholesterol, triglycerides,
bA1c, blood pressure (systolic and diastolic) waist circumference and
MI as well as an increase in physical activity after participation (Ap-
endix D). Similarly, participants were associated with a greater likeli-
ood to have met their threshold targets for LDL-cholesterol (2.88, 95%
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5
. 
I: 2.54, 3.26), triglycerides (1.64, 95% CI: 1.32, 2.03), BMI (1.55, 95%
I: 1.28, 1.88), waist circumference (2.36, 95% CI: 1.76, 3.17), alco-
ol consumption (3.42, 95% CI: 2.49, 4.69) and physical activity (5.71,
5% CI: 4.52, 7.21) following The COACH Program ( Table 5 ). There
ere only a small number of current smokers before ( n = 75) and after
 n = 67) The COACH Program, thus there was no statistically signifi-
ant difference between the groups. There was no significant change in
asting glucose among participants without a diagnosis of diabetes. 

iscussion 

The COACH Program was associated with a significant long-term
mprovement in participants’ survivorship and an overall reduction in
ealthcare costs to the private health insurer and participants. Program
articipation was associated with a 34% reduction in mortality over 10
ears. On average program participants experienced 8% (95% CI: 0.85,
.98) fewer hospital episodes per year (a reduction of 0.24; 95% CI:
.04, 0.44 hospital episodes per year) and a 12% (95% CI: 0.83, 0.94)
eduction in length of hospital stay (0.30; 95% CI: 0.15, 0.45 fewer
ed days per year). This contributed to an average annual reduction
n healthcare costs for the insurer of A$1,499 (95% CI: $1,909, $1,087)
er participant per year alive. This resulted in an accumulated 10-year
avings of A$4,852 (95% CI: $5,872, $3,833) per participant, exceeding
he average program cost per participant of $800. Furthermore, con-
ingent on being hospitalized in a year, the accumulated 10-year sav-
ng was A$11,342 (95% CI: A$19,657, A$3,031) suggesting potential
or greater savings among those with higher frequency of hospitaliza-
ion. Participants also gained financial benefit with a 10-year saving of
UD$415 in out-of-pocket costs and were associated with increased like-

ihood of achieving target risk factor levels for LDL-cholesterol, triglyc-
rides, blood pressure, waist circumference, BMI, alcohol consumption,
nd physical activity. 

This is the first study to investigate survivorship and financial out-
omes of a CVD prevention program over a 10-year period. We inves-
igated long-term outcomes for a CVD prevention program with clini-
al efficacy in the same study and demonstrated: improvements in sur-
ivorship, hospital utilization, and clinical measures. A possible limita-
ion is that although we have employed matching to resolve selection
ias, our choice of matching variables was limited to data within the
atabase. Given that the Program was associated with fewer impactable
nd nonimpactable hospital episodes, albeit to a much lesser extent in
he nonimpactable episodes, it is possible that those who received The
OACH Program differ to the controls on some unobserved character-

stic. The average annual claims saving estimates may be inflated as
here were fewer participants with longer-term follow-up data and ev-
dence to suggest there is a greater effect on claims savings in the first
ear of follow-up. Data does not take into consideration the effect of the
rogram on public hospital utilization or primary care. However, given
hat private hospital utilization decreased, along with improvements in
linical biomarkers, it is likely that the Program results in a reduction
n hospital utilization generally. We identified all individuals that were
ligible for the Program and did not participate as the control group.
ndividuals that were invited and did not participate may have either
erceived themselves to be too healthy to participate, or too sick to par-
icipate and therefore may be systematically different from those that
ere not invited. We were not able to differentiate those that were in-
ited and did not participate from those that were not invited; therefore,
e cannot investigate the potential bias that this brings to our results,
owever, we believe this could be acting in opposing directions. 

The significantly reduced mortality observed in this study is consis-
ent with the results of a previous long-term follow-up of The COACH
rogram which showed that the Program significantly reduced mortality
or up to 6.35 years after participation. 23 In-line with previous studies
f The COACH Program, participation resulted in significant improve-
ents in biomedical and lifestyle risk factor levels. 15 , 17 , 24 , 25 Inconsis-

encies in outcomes seen in meta-analyses of CVD prevention programs
6
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re likely to be a result of varying program characteristics. 18 Quality
nd content of any disease management program are pivotal to achiev-
ng outcomes. 26 A UK global evaluation of 118 CVD prevention pro-
rams concluded that The COACH Program “is employing the greatest
umber of strategies (9/11) that might increase the likelihood of a suc-
essful programme. ”26 This study extends the evidence that a coaching
rogram proven to close the evidence-practice gap for people with CVD
hows benefits that are sustained for at least 10 years. 

This study demonstrates that closing the evidence-treatment gap in
VD management results in considerable long-term health benefits in-
luding survivorship and associated cost savings to health funders and
atients. The cost saving results are critical to health funders tasked with
mploying interventions that reduce unnecessary health care utilization
nd improve program participants’ health outcomes. These findings are
lso useful for policy makers as they provide baseline estimates for de-
igning cost-effective models of care for people with CVD. 

onclusion 

Participants in The COACH Program achieved a statistically signifi-
ant reduction in number of hospital episodes, length of stay in hospital,
mproved biometric measures and improved survivorship. In addition,
he Program led to a substantive net reduction in healthcare costs paid
y the insurer, reduced length of stay in hospital and lower out of pocket
osts to patients over a 10-year period. 
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