Intergovernmental Agreements:. Update on Reforms on Risk Adjustment of Health Funding and Evidence Based
Medicine (EBM) Implementation

Background

Current key Federal government political imperatiege to invest for the future in initiatives thtain lead to savings to
facilitate growth and help return the budget toptus. This paper addresses this urgent imperatiihe area of health
care.

The paper entitledntegrating economic and clinical evidence, Guide$ and equity into national regulation and
financing: reforms for the Australian Health Cargr@ements: 2009 and beyon¢Antioch, 2008) was forwarded to key
Federal and State government stakeholders in Oct®dB@38. Several stakeholders advised that theyidered the
document along with the COAG Working Group papensthe November 2008 COAG meeting. The paper iredud
feedback on the reforms from national and inteomeati stakeholders over the period 2006 to 2008.

There have been some key recent developmentsngelatithe abovementioned paper regarding risk trdprst reform for
Activity Based Funding following feedback from tN& Health Minister about this matter.

Recently, cost savings have been calculated foother reform in the paper concerning the implemtgon of Evidence
Based Medicine, the translation of cost effectiwsnand clinical effectiveness evidence into clihmactice through the
implementation of State/Territory Centres for suabrk. Based on the achieved cost savings estinfatesuch work in
Victoria, given reductions in average length ofystALOS) and reductions in adverse events, thd tmist savings from
the national roll out of such centres are $273.524mually or $1,367.620m over five years.

This paper addresses these issues and places ftren ragenda in the current policy context now thia Inter
governmental Agreements (IGAs) have been agreedhanthterim Report of the National Health and Htp Reform
Commission has been released and the Federal Goeetiudget will be announced on 12 May, 2009.

A key focus on health costs is important. Healtbrgjing was 9% of GDP in 2006-07 up from 7.7% of GivEer 10 years.
The challenge is to pay for increasing health negoents and treatments by running the system nificeently. Improved
productivity is the kel This paper offers the potential to significarittyprove efficiency in Australian health care. The
reform can address the key question raised byelderal Treasurer in the media ¢nWw do we do what’s right now, while
still making the long term structural saves fortsirsability sake’?

I ssues
1 Recent COAG Meetings

Commonwealth-State financial relations were regepthced on a secure footing with the creationieé hew national
Specific Purpose Payments, including $60.5b in @ mdational Health Specific Purpose Payments (SP®}al
commonwealth funding for health is $64.4b over fjears.

Each National Agreement and SPP contains the dbgsctoutcomes, outputs and performance indicawodsclarifies the
roles and responsibilities that will guide the Coomwealth and States in the delivery of service®saithe relevant
sectors. New National Partnerships (NP) Paymelhfuvid specific projects and facilitate or rewgrerformance, funding
for which will be decided at a later date. Thetfikgve of related NPs will be in 2009 and includes:

¢ Hospital and health workforce reform
* Preventive health

e Taking pressure off public hospitals
« Indigenous remote service delivery

New financial frameworks began in January 2009 @odide the solid foundation for COAG. The new datl SPPs will
be distributed among states on an equal per chp#ts phased over five years. The new index forendtdivers 7.3% per
year compared with 5.3% under the previous agreen@DAG requested officials to bring back specfiifoposals in
relation to community, mental health, disabilityndees and aged care in the first half of 2009 ag pf this program
(COAG 2008).

! The Australian(2009) ‘A productivity Cure: We need ways to sthethe health dollar much further’. 6 May, 2009@47.
2 Tingle, L ‘Health, aging costs tip budget reforgeada: SwarThe Australian Financial Reviewg 1 and 10, 8 May, 2009

1



On February 2009, COAG held a special meeting soiienrapid delivery of economic stimulus to suponployment and
growth in several sectors of the economy and ttefas more resilient Australia (COAG, 2009a). Gitka constraints of
the global financial crisis, COAG has looked to @mage productivity enhancing projects for the A@DAG 2009
meeting. At that meeting, COAG also agreed on donakt approach to prepare fo,r and manage the itapafc an
influenza pandemic in Australia (COAG, 2009b)

2. Reforming the Australian Health Care Agreements. feedback from Australian jurisdictions

The paper entitled Ifitegrating economic and clinical evidence, Guidet and equity into national regulation and
financing: reforms for the Australian Health Cargr@ements: 2009 and beyon(Rntioch, 2008) received attention by all
States and Territories during October and Nover@beB and there has been follow-up and feedbaclkimestakeholders
to date. The paper discussed two reforms, viz ile (severity) adjustment of the formulae of the @&l and also the
implementation of a program involving State andrifery Centres to undertake work relating to Evidemased Medicine
(EBM) and Clinical Practice Guideline (CPG) implamtegion for all health sectors. The nature of tta&eholder feedback
on the reforms, the implications of the reforms the agreed IGAs, Reform Commission’s interim repartd
Commonwealth and State budgets are considered below

(a) Risk Adjustment and Activity Based Funding (ABF)

The Northern Territory Health Minister wrote to Bntioch during February 2009 indicating interesthie application of
risk adjustment for the national implementatiorAafivity Based Funding (ABF). A copy of his lettisrattached, with that
health minister’s approval, for your consideratioburing February, 2009 copies of this corresporcdewere also
forwarded to Federal Ministers for Finance and Delation; Health and Aged Care, Federal Treasundr $ecretary of
Prime Minister and Cabinet. The Victorian Healtmbdter, Treasurer and Premier also received a copy.

By way of background, the risk adjustment reformder casemix funding arrangements (also describekttvity Based
Funding) that were applied in Victoria for fundimggotiations by Bayside Health with the Victoriardartment of
Human Services, cited in Antioch (2008), were agipht that health service at the same time thaEBM initiatives were
applied across that hospital network. AntiochjsEind Gillett et al (2007§ provide a brief overview of such risk
adjustment negotiations and the results of Statlewanalysis across all major teaching hospitalstiey Victorian
Government’s Risk Adjustment Working Group (RAWG@haired by Dr Kathryn Antioch. (See also Antioctd afvalsh,
2004, 2002, 2000) for details of the risk adjusttrenalyses which formed the basis of the negotiatiwith the Victorian
government. Antioch et al (2007) also discussesinimemented risk adjustment of the complexity comgnt of the
Training and Development grant, which is an impurfaature of casemix funding arrangements in Viato

The risk adjustment reforms enable greater equitygalth financing since risk adjustment is reqliier AR-DRGs that
may be underfunded since they can be related ttee-Btde referral services such as trauma, heansplants, lung
transplants and Cystic Fibrosis in hospital netwprkhere the averaging process in the cost weigitegs State-wide,
does not adequately capture the differences imuasef such DRGs.

Risk adjustment also offers the opportunity to raligdigenous and other socio-economic disadvansagerelated health
need to appropriate funding levels (Van de Ven&itid 2000).

Additionally, the EBM approach enabled greater -@ffgctiveness at the point of care at Bayside tHeahd Western
Health increasing technical efficiency. Improvedaltie outcomes are enabled through more cost-effeatse of the
available funds. This paper more fully exploresHBM reform issue.

(b) Evidence Based M edicinereforms and establishment of State/Territory Centres

The paper by Antioch (2008) identified that for tBBM initiatives at Western Health, Victoria, thevere annual savings
of $5.1m per annum calculated by costing the reéduostin average length of stay (ALOS) and adversts for those
AR-DRGs related to the EBM initiatives. Potentialst savings for the hospital sector have been ledéal if the EBM
vision was rolled out nationally based on naticegplication of the average cost savings that avergied per separation
across the hospital network of Western Hospitakdglaon the AIHW data on total hospital separatidastralia-wide in

8 Antioch, Ellis and Gillett et al (200Titp://people.bu.edu/ellisrp/EllisPapers/2007_AchiBllisGillett EJHE_RiskAd j.pdf
for a brief overview of such negotiations.




2007, the cost savings are estimated at $273.52¢raqmum and over five years to be $1,367.620Mhese cost savings
would need to be considered relative to total ibmest figure for the initiative to calculate thet remst savings. The
State/Territory estimated cost savings are outliveddw:

Table 1: Hospital Cost Savings by State/Territopnnual and 5 years)
Implementation of State/Territory Centres of Evidem Based Medicine, Health Services and Workforced®sign

State Annual Cost Savings ($) 5 Year Cost Savifigs (
NSW 85,797,730 428,988,649
Victoria 77,119,721 385,598,603

Qld 46,042,088 230,210,442

WA 26,458,577 132,292,886

SA 22,923,166 114,615,830

Tas 5,701,114 28,505,570

ACT 4,446,008 22,230,038

NT 5,035,507 25,177,534
National 273,523,910 1,367,619,552

The EBM vision includes the following elements atlined in Antioch (2008).

The proposed new prograftvidence Based Medicine (EBM) and Clinical PraetiGuideline implementatidnncluding
the establishment of State/Territory Centres waudble the implementation of the recommendatiortee@R007 national
seminar serieSLessons on integrating economic and clinical evide into clinical practiceto roll out such Victorian
methodology Australia-wide. These seminars, inSilites and Territories and New Zealand, were spedsby the
Australian Health Care Association and the Womers@hildrens’ Hospital Australasia and relatedht® implementation
of hospital based evidence based medicine andcgeredesign initiatives in the health services af$de Health and
Western Health. Other State reform synergies caldd be integrated in the nature of the proposedir€g to be
established, such as tiinical Network Evidence Based Practiaad Redesigning Hospital CarBrograms in Victoria
(Antioch, 2008).

The national seminars covered the methodologicaleis in applying health economics (cost effectisghand clinical
effectiveness evidence in developing and implemgn@linical Practice Guidelines in hospitals thrbwdjnical pathways,
protocols (ie algorithms) and management plans.yTdleo addressed change management and clinicarmgmwce
processes used successfully within complex orgtoim such as hospitals and with the medical psides The
advantages of various types of clinical governamoglels implemented across six hospitals were eggdlafong with the
establishment of the Guidelines and Economists Netvinternational (GENI). Further details are shoimnAntioch
(2008).

The required capital and service infrastructurel¢dae used by the States to enable the creatiorstate Centres in
Evidence Based Medicine, Health Services and Waf@edesighinvolving Technology solutions, change management
techniques (organizational change), and clinical BBM experience in various sectors of the healttustry. The State
level organizations should also build into thend the capacity to link across the comparablenizgtion in other States
and internationally. Importantly, the state orgatians could enable expert staff to work collab@edy with institutions
such as hospitals, aged care facilities and Chidisease Management (CDM) and other community heafjanizations
to implement best practice medicine at the pointarke. There would be considerable synergies aodogadgies of scale
whereby the Centres can consolidate informatiomndigg the evidence base, Information Technolodyt®ms such as
the Map of Medicineand very promising NSW IT systems for hospitalaniCal Practice Guidelines, EBM translational
techniques using NHMRC (1999, 2000, 2001) and othtmrnational methodology, organization changej &maining
capacity in one center with outreach across thesyi each State (Antioch, 2008). They could &fdonationally to the
new National Health Workforce Agency specified i®@AG (2008)

4 Based on total separations at Western Health 8086and cost savings of $5.1m Average cost saviogsss all separations is $58.68
per separation. This was applied across total maltieparations during 2007 of 4,661,280 separa{ialIHW, 2007). Given the
proposed State/Territory Centres extend beyonditatspthe overall cost savings are expected teubxstantially higher. Hence the cost
savings estimate is conservative. Western Heatfladies patients of low socio-economic status irtdfia and represents a challenging
casemix to treat.

® Costs shown in 2006 prices.

® The title of the ‘Centres’ discussed in Antiocld@8) has been clarified in the current paper.
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There would be important linkages within each statéhe various quality organizations such as @uaiouncils and
nationally possibly through the deliberations oé tNational Institute of Clinical Studies (NICS) BMHMRC and the
Australian Council on Safety and Quality in Healthre. Expertise of staff at each state organizatiould involve health
economics, economic evaluation, Evidence Based ditezli health administration, clinical evaluatiomfdrmation
Technology, health services research and linksnternational organizations such as the Guidelinas Bconomists
Network International (GENI) (Antioch, 2008).

Importantly, the Centres would build upon the Slatel health reforms developed in each state, sscthe Victorian
Health Reform Package underway to enable synedgiesss all health services (hospital networks)etetage off the
Victorian and other reforms such as fRedesigning Hospital Care Prograamnd theClinical Network Evidence Based
Practiceinitiatives being undertaken in 2008-09 (VictoriBepartment of Human Services, 2008). The clinicivork
programs in Victoria currently only relate to renalaternity, emergency services, cancer and stiidke proposed centres
will be all encompassing to move beyond these #tittatives to enable a more international focliat{och, 2008).

They could also work effectively with NICS of theHNIRC, proposed NHMRC Partnership Centres of Exoekeand
with other organizations highlighted and/or progbbg the NHHRC such as Comprehensive Primary Hezdtle Centres,
Aboriginal Community Controlled Health Services tidaal Aboriginal and Torres Strait Islander Heahththority and the
National Health Promotion Agency.

The key imperative of the program of the 8fate Centres in Evidence Based Medicine, Healthic®s and Workforce
Redesigwould be to, inter alia,

« Enable expert staff to work collaboratively wittsiitutions such as hospitals, aged care faciléies Chronic Disease
Management (CDM) and other community health orgations to implement best practice medicine at thiatpf
care

« Aim to improve quality and maximize quality of lifey reducing adverse events, deaths and readmsssio

« Improve efficiency by reducing costs and averaggtie of stay (ALOS) in hospitals.

¢ Increase throughput by greater streamlining ofisesvand improve discharge planning to reduce malists.

«  Strengthen capacity for service provision acroskeadlth sectors.

* Foster a culture of responding to needs of patiamds

* Improve the measurement of performance in this gkatoch, 2008)

The Centres could involve expenditure that incredise uptake of Evidence Based Medicine & ClinRadctice
Guidelines Implementation and falls into one or enof the following categories:

e Upgrading, modifying, relocating or refurbishingsing facilities in order to provide new changermagement
services across the State for all health sectors.

« Construction of purpose built facilities, espegialiith a view to share facilities and EBM staff extise across
hospital networks in the state and other healttosec

* Investment in service infrastructure such as infiom systems, assessment tools, clinical pragtitdelines,
organization and services re-engineering/ changeagement committees.

« Dedicated staffing to lead the Evidence Based Meditranslation process or service managementaaipiacity for
skill consolidation and sharing between hospital$ area health services.

< Time limited training and recruitment strategiesntorease skills and availability in the relevaattpf the workforce,
and/or

« Instigating mechanisms to increase the transitesmices from admission through to discharge andeh(hmtioch,
2008).

The development of these proposals, should conidarlationship (if any) to Commonwealth/Stategsams such as
those in the Home and Community Care, Nationaltlristfor Clinical Studies (NHMRC) Victorian QuafiCouncil (and
in the case of NSW the Clinical Excellence Comnaissio ensure there is complementary roles ratiar toverlap
(Antioch, 2008).

Clearly, each State and Territory could considerrélevance of the EBM vision and State/Territogntes to their own
deliberations and plans. Some State/Territories heage some statewide organizations designed tessldnnovations in
the health care sector. In these instances, théeksgn is to ensure thebst effectiveness evidenteused in the process
of translation evidence into clinical practice. iShapplication ofcost effectiveness evidenseems to be are area that is
often overlooked in Australian initiatives basedtbe feedback from the sponsored AHHA presentatiunstralia-wide.
The Centres should also ensure that they are rhare simply Virtual initiatives’. The employment of staff to actively
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work with, and train the industry workforce would bssential to enable sustainability of such intiomanitiatives. This
could enable the achievement of the key imperatdfdbe IGAs and the Reform Commission, which aeewssed more
fully below. This includes consideration of:

@) National Health Care Agreement (Schedule F)

(b) National Partnership Agreements on Hospital andtHé&¥orkforce Reform
(©) National Policy and Reform Objectives (Schedule E)

(d) National Indigenous Reform Agreement (Schedule F)

(e) National Partnership Agreement on Preventive Health

) National Health and Hospitals Reform Commissioerint Report (2008).

@ National Health Care Agreement (NHCA): Schedule F

The EBM vision involving the creation of the Statevritory Centres, directly addresses clause $i@fNHCA that states
that the best available information will foster awation and sharing of practices shown to be dffecand will enable
collaborative work to assist the national healtlbfAustralians. It also addresses the objectinegSlause 13 (c) to enable
Australians to receive high quality and affordahtespital and related care. The progress measurdgithospital and
related care’ at clause 16 (page A6) include, iatier:

« Selected adverse events in acute and sub-acuteettireys and
« Unplanned/unexpected readmissions within 28 dageleicted surgical admissions

Progress measures such as readmissions and aévergs have already been measured and used faragwak in the
Victorian EBM initiatives and have been publishédFurther, with regard to the progress measurésfestainability’ at
clause 16 (page A8), the progress measure calted fier casemix adjusted separation for both aaudenon acute care
episodes’ has been measured for inpatient casesianitored, with casemix adjustment achieved uaimgyses by DRG
in some of the Victorian hospitals. The resultsyfarious DRGs have been published for the Alfredpital and overall
cost savings across Western Health calculatedattuse from reductions in average length of stayaharse events by
DRG .

The imperatives at clause 27 (d) to provide reigkimely and affordable access to safe, cost @ffe@nd high quality
medicine have also been addressed in the EBM visiptemented in Victoria and a recent priority itdéed in clause 29
on saocial inclusion and indigenous heath (a) ahdp@ge A-12).

The ‘Social Policy and Reform Directions’ at Clagsof the NHCA in the column ‘priority reform asgan pages A 13
to A 16 are relevant as specified in the followsggtions of that Clause:

Prevention:

« Trial evidence based approaches to reducing k&yaigor contribution to poor health outcomes, inithg indigenous
communities.

« Develop an evidence base to increase the effichfiynding allocations, ensuring appropriate growtlunding over
time.

The related ‘policy directions’ for this prioritgform areas are, inter alia, to improve surved&awof the risk factors and
the evidence base to support interventions.

Primary and Community Health:
« Develop anultidisciplinary health workforcein the primary care sector to delivast effectiveand quality service. A

related ‘policy direction’ is to improve safety agdality in primary and community care and (potalhf) use e health
tools to link providers and improve quality of cdioe the individuals.

" Length of stay, costs, deaths and variances faoug clinical pathways by DRG for The Alfred haspiof Bayside
Health, have also been monitored and casemix &djw@std published and presented internationally.
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Hospital and related care

« Implement improvements in hospital quality and sgfeuilding on the priorities of the Australian @mission on
Safety and Quality in Health Care.

All of the specified ‘policy directions’ at page B4 are relevant and the EBM vision and State/f@yriCentres holds
potential to improve waiting time for surgery anD,Eechnical efficiency, quality and safety andfpenance information
and assessment and support of patients before sidmi&nd on discharge from acute care settings.

Patient Experience

« Develop and implement patient assessment standaisransfeprotocolsincluding those for disadvantaged and at
risk patients.

The ‘policy directions’ specified on page A 15 aetated to the EBM vision given the importance develop nationally
agreed clinical pathways for key conditions (chreniand complex) and implement and monitor across thealth
system’.

The lessons from the Victorian experience aredhgt generic, nationally agreed clinical pathwayldmeed to be locally
modified to account and provide for local differeacin hospital related network strategies and seed. discharge
planning, admission details, community serviceagdavailability may vary with local regions and fpecific hospitals.
A streamlined process to enable such variatioreetaccommodated by any general national cliniciivpay is required.
This sensitivity to local conditions is critical tbe success of clinical pathways internationatigl & Australia and should
be a central consideration in the implementatiothef part of the NHCAs. This localization procésslso important in
the development of transfer protocols for disadaget and at risk patients, which require local indine proposed
State/Territory Centres will enable efficient Ideation in each jurisdiction and enable both a oegl and statewide
capacity to effectively achieve this imperativelwéiconomies of scaleThey could also facilitate the implementation and
monitoring of such pathways and protocols acrosshialth system, which is a component of the pdalicgction. Other
‘priority reform areas’ shown at Clause 30, inclside

Social inclusion and Indigenous Health
« Expand and develop innovative programs for diffitalreach groups including indigenous men etc.
Sustainability

« Increase capacity to train the workforce includiagional Australia.
e Support workforce role redesign to ensorest effective and efficient usaf available workforce.
« Engage in collaboration toward planning on capitithstructure for health care services.

Two of the ‘policy directions’ for this area shown page A16 are highly relevant:

e Build a collaborative approach to evidence based} effective practicesiith and across government and private
sectors including investment decisions and clinbzae
* Investin research that promotgdence-based practice and innovation

The ‘periodic review’ at clause 31 will also bersfgcantly impacted by the EBM initiative. It statehat ‘policy reform
direction will be reviewed to incorporate evaluasoof existing interventions and provide the oppaity to respond to
emerging evidence or challenges.

Key feedback from the National Seminars condubteéntioch (Antioch, 2007) was that theique feature of the EBM
vision already implemented across six hospitald/ictoria, is the integration o€ost effectiveness evidenaeith the
processes along the lines of the methodology ofosht Jennings and Botti (2002) which uses thahefNHMRC (1999,
2000, 2001), and internationally (eg Drummond eR@D5, 2006; Antioch 2008, The Alfred, 1999). Trecess has
attracted significant international and nationakrest and National Australian presentations instdtes and territories
sponsored by the AHA (2007, pg. 7) and by confezsno Europe. Most Australian States and Terrisoegpressed



considerable interest in rolling out the methodglagtheir jurisdictions and this was a key recomietion arising from
the National seminars. There was also a strongeaktend the EBM process across all health sechodustry feedback
was that the integration of cost effectiveness ewvig is a key challenge in the sector and resowmsequired to
effectively do this work in line with the NHMRC nteidologies as shown in NHMRC (2001), and Antiethl (2002).

(b) National Partnership Agreement on Hospital and Health Workforce Reform

This National Partnership has a strong focus opamding to indigenous disadvantage at Clause Z;twisi an emerging

priority of the EBM vision. The proposed EBM visiand State/Territory Centres directly addressegdform clauses at
3 (b) (c) (d) relating to workforce capability asdpply, enhancing the provision of sub acute ses/and taking pressure
off public hospitals. It can also address initiasi in clause 5 through addressing the impact afgamg population, rising

chronic disease advancing technology and workfshoetage pressures.

The objectives at clause 12 highlighting improvetaén hospital efficiency, workforce capability, EDnctioning and the
quality and volume of sub acute services can beeaddd by the EBM vision and State/Territory Centegnforced by
published evidence of improvements in quality affitiency across six Victorian public teaching pitals over a 10 year
period. The EBM vision included inpatient, ED ant sacute including the rehabilitation and psychdagiec care and
geriatric evaluation management at Caulfield hespihd the EDs of the hospitals across both nesvorRegular feedback
of performance results to the executive and clirstaff at various hospitals was essential to thecess of the initiative
along with the rollout of education programs acremsie campuses by the clinical leaders on finakipeadity instruments.

The evidence supported the improved outcomes tktatthose specified in clause 13 (a) (b) (c). @esnin readmissions,
reductions in adverse events and deaths measuprdved health outcomes and patient experiencedditian, smooth

patient transition between settings through assestsmeferral and follow-up at key points in theigat health journey was
achieved by development, implementation of clingathways, protocols and management plans usirtgpb&stice (cost
effectiveness) evidence and clinical guidelinede hospital system became more efficient and sugtbe providing the
basis for micro economic reform and enabled sufuleadaptation to the pressures of increasing dehseml rising health
costs by achieving reduction in per patient coastslangth of stay in areas addressed the EBM inigia. All measures of
changes in differences in efficiency and qualityeveasemix adjusted given comparisons were by DRG.

The EBM vision also facilitates meeting the objees and outcomes of the Agreement in Clause 14(dp)d) by
improving the productivity of multidisciplinary te@s, improving sub acute inpatient and ED care.

With regard to the financial arrangements in Paot the National Partnerships Agreement the fundimgam ‘Workforce
enabler’ is considered relevant to the EBM serviegesign vision and State/Territory Centres. Thbl@at clause 22,
entitled ‘Maximum funding from Commonwealth to $s2008-09 to 2012-13’ showing allocations forglke&od 2008-09
to 2012-13 indicates by way of footnote, that tlem@honwealth will, in the first instance, providenfling to the National
Health Workforce Agency which will, then distribuiends to the States and Territories and as spéc#t Schedule B of
the Agreement.

Depending on the views of particular States andifbeies, there might also be potential for fundithg EBM initiative
from the streams, ‘sub acute care’ and ‘taking sures off public hospitals’. At Schedule B on theoftkforce enabler”
initiatives, the relevant funding streams from @@mmonwealth are at clause B8 (a) ‘National Hewfidrkforce Agency’
and ‘Workforce Redesign Funding’

The implementation Plan at Clause B5 (page 19) stibe/relevant timelines as follows:

e Workforce redesign programs funded phase 2 (Ma@p00
« National Agency work program agreed AHMAC (June 200
< National roll out of successful workforce reformsmhases 1 and 2 (March, September 2009, resplggtive

The amounts allocated at Clause B8 are specifiethdith initiatives. Further, the role of the Commealth in funding
both initiatives is specified in clause B12 (a) #od(Page 22).

Importantly, the funding approaches managed byptbposed Agency at Clause B5 (e) specifies thgiqeed workforce
redesign strategies should improve the efficiemay effectiveness of the work force and will involée agency designing
and implementing strategies with and across &ldictions including 1 to 2 year pilots and refopmojects, evaluation of
workforce models to ensure quality, safety, efficig and effectiveness and related training of heatirkers. Also, they
should involve an examination of barriers to advlse Health Ministers on recommended changes akatigthe roll out



of successful projects nationally. There would beead for the State-wide co-ordination to achies@emies of scale and
the proposed State/Territory Centres would endbtetb occur. Each State centre could link bactheoNational Health
Workforce Agency and across States also.

The EBM vision and State/Territory Centres willalsmpact on Schedule C of the Agreements, relatngub acute care.
In particular, at Clauses C1, C5, C9 and C11, tieeekey focus on new ‘best practice’ models ak@nd workforce to
assist in increasing the volume and quality of stente in hospitals and the community.

(c) The Intergovernmental Agreement of Federal Financial Relations (2009) Schedule E: National Policy and
Reforms Objective

The National Partnership principles specified eauSke E21 (a) (b) (c) and (d), can be addressetiebi£BM vision and

State/Territory Centres, given it has the impegatis significantly improve, through national refqrservice delivery

improvement where it has national good charactesistwhere the benefits of involvement extendamatide and where
there is significant ‘spillover’ benefits that emtkbeyond the boundaries of a single state ortdeyrilt can also have a
strong impact on the Commonwealth’s macro econaesponsibilities and is sensitive to the currerdneenic cycle.

Emerging high priorities are for the EBM visiontésaddress the indigenous disadvantaged and soclasion challenges.
This imperative is an important current objectivel @xpenditure priority of the Commonwealth Goveenin

(d) National I ndigenous Reform Agreement (NIRA) (ScheduleF)

Clause 4 of the NIRA provides important links te tbther National Agreements and National Partngrétgreements
across COAG that aim to close the gap in indigendisadvantage. Clause 8 makes explicit referenctheohealth’

building blocks and clause 10 (d) emphasizes thratsNational Partnership Agreements have an indigespecific focus
on indigenous health. Clause 11 focuses upon tlmgesament of outcomes via national agreements attbral

partnerships agreements as specified in schedafal®e NIRA. These are specified for health at pAde® and include:

¢ Closing the gap in indigenous health outcomes Mati®artnership Agreement
¢ National Health care Agreement

« National Disability Service Agreement

¢ Hospital and Health Workforce Reform National Parship Agreement

* Preventive Health Agreement.

The service delivery principles in Schedule B af MIRA that are designed to ensure consistencysadte development
of National Agreements can be significantly impdctierough the EBM vision and State/Territory Cestria particular,
there is great potential for the State/Territorynttes to impact on the priority principle at Claug2 to meetargets to
close the gapThese are further elaborated at clause B8 secfanand (b) regardinghildren mortality ratesand life
expectancyThe B-8 (a) targets are to close the 17 yeardifpectancy gap within a generation. The clau8gIB targets
are to halve the mortality rates for children unfile within a decade.

The inter-disciplinary team approach in the EBMiafisis sensitive to local circumstances, culturadl &ocio-economic
requirements. Committee representations in thil EBams, Clinical Teams and Steering Committeeth®fEBM vision
(See Antioch et al, 2002, Antioch et al 2001 anesWrn Health (2006) can address the indigenousgengent principal

at B9 (b) in the design and delivery of program&jolv will be sustained in the health system in adance with the
Sustainability Principleat Clause B10 (a) (i) and (iii) given its strosigphasis on using evidence to develop and redesign
programs, services and set priorities along withrsanagement priority.

The demonstrated cost effectiveness of the EBMnisiill enable achievement of Clause B10 (b) aspukeially (iv) and
(vii) to ensure redesigned services to best usairess and ensure infrastructure is appropriateo Adlevant is Clause B
11 (a) and (c) which is designed to ensureAbeess Principle Thelntegration Principleis facilitated at clause B12 by
identifying and addressing gaps and overlaps incthr@inuum of service delivery. Given the succesgerformance
monitoring and feedback in the EBM vision, its implentation will facilitate meeting the requiremeatslause B 13 —
the Accountability Principle.

The EBM vision will facilitate achievement and irepientation of the principle at Schedule C of th&AlI'National
Investment Principles in Remote Locations’ espécielause C 1 (a), (b) (i ) and (iii) where invesnt decisions should
improve participation in education training and tharket economy on a sustainable basis, promosopal responsibility
and lead to greater equity in service and infrastme standards comparable to non-indigenous coritiesim Australia.



The achievement of the COAG targets at Clause 1&n@d (b) of the NIRA could also be facilitated ahe links to the
NHCA and NPs specified in schedule A.

The EBM vision may also assist with meeting thelg@a Clause 22 of the NIRA relating to closing tiie expectancy

gaps within a generation and also halving the gamartality rates for indigenous children under ishim a decade. The
implementation of the EBM vision and State Centresld also consider the results of the requirethéaork modeling

specified in NIRA clauses 26 to 28 to drive thefategic and operational plans. These clauses gtat in order to close
the life expectancy gap, overall indigenous mastalould need to fall by at least 80% with life expancy needing to
increase by approximately one year per year owetdtget period. Likewise, the indigenous infaatrtality rate needs to
fall by an average of 0.4 per cent each year &ild mortality (1-4 year old) rate would need tdl fay an average of 4%
per year.

The EBM vision and State/Territory Centres has liggited the potential for strong links to the Gdides and Economists
Network International (GENI), which includes the ¥MbBank on its Board, the active engagement with WHO along
with economists world wide These collaborators internationally can greasigist in improving the health of developing
and disadvantaged populations such as indigenalthheith lessons learnt across developing couniriecost effective,
best practice methods.

(e National Partnership Agreement on Preventive Health

The National Partnership Agreement on PreventivaltHeat Clauses 3 (b), 8 (e) and 10 (a) to (e)ehakear priority to
support preventive programs and related policy wh#h enabling infrastructure for evidence basedcpalesign and co-
ordinate implementation. Clause 11 health workép$, has specific relevance given the focus on natlp agreed
guidelines.

Further, clause 11Enabling Infrastructure’ (b) specifies the need for a research fund tédbem a evidence base and
translational research and at (e) (ii) the creatiba national preventive agency to provide evigehased policy advice.
The State/Territory Centres would greatly faciéttiese.

The international linkages of the Centres via tHeENGwith the USA, Europe, UK, NZ, world bank and \@Hs/ia GENI
will greatly facilitate the further development afclearing house of cost effectiveness best peetiidence, which has
great potential for further link to the work of NBOf the NHMRC. The goals link with the proposedional preventive
agency.

3. National Health and Hospitals Reform Commission Interim Report (2008)

The Reform Commission (NHHRC, 2008 pg. 4) propoaétational Health Promotion and Prevention Agenasich

would disseminate information on cost effectivenasd efficiency. This is similar to the NationakeRentive Agency in
the National Partnership Agreement on PreventivaltHe The EBM vision and State/Territory Centresdlevant, given it
utilizes NHMRC and international methodologies oathods to grade and evaluate both cost effectsgenad clinical
effectiveness evidence and also published golddatanClinical Practice Guidelines, and to enabfieieht and effective
dissemination to stakeholders and its links to &ENI. The EBM vision effectively translates evideninto clinical

practice with all sectors of the health industry.

The Comprehensive Primary Health Care Centuessng agreed protocols with local hospitals far tlransfer, assessment
or admission (NHHRC, 2008, page 7) could beneditnfimplementation of the EBM vision and State/iery Centres
including the integration of cost effective, bestgiice into the electronic personal health recorentioned by the
Commission. This could assist with the indigenoealth challenges, facilitate the Reform commissionsion for access
to primary care, chronic care and children, inahgdihe specific reference by Commission (NHHR@&page 9) to the
need for a clegpathwayfor targeted care for children.

A key feature of the EBM vision and State/Territ@gntres is the development and implementatiorCbhical Practice
Guidelines (CPGs), protocols, management planshmdal pathways to rectify the overcrowding EBbplems analyzed
by the Reform Commission as being caused by capecadmit people for inpatient care and wheredhgrccupancy of
85% or more (NHHRC, 2008 pages 10). By reducingtlerof stay, increasing throughput and making bettimical

8 The Terms of Reference of GENI are included i théblink:http://www.echeroma2008.eu/pre-
conference/quidelines_aula_1.php




decisions in the ED, admission, inpatient care @indharge planning via the EBM vision, more patemte admitted and
can potentially reduce overcrowding. Streamlining tare is central.

The organizational capacity of th&boriginal Community Controlled Health Servicesid the proposed National
Aboriginal and Torres Strait Islander Health Autitgr(NATSTHA) (NHHRC, 2008, page 14), could be grgathhanced
by the EBM vision and State/Territory Centres bgmsurting quality and access. The Reform Commissimphasizes that
the NATSTHA is modeled on Department of Veteranfai$’ strong quality assurance mechanism (NHHR@ME& page
15).

The Reform Commission (NHHRC, 2009 page 20,21) graposed options A B and C for changes to the gmarere
arrangements for Australian health system. Irrespe=of which option (if any) is implemented, thew reformed health
system will be enhanced and rendered more costtieethrough implementation of the EBM vision aBtate/Territory
Centres and the international links for econonvial@ation via GENI. The preference is for Option@ptions B and C
would be unlikely to offer substantial cost effgetiimprovements to the current health system basehternational
experience. They would be politically, financialpgministratively and logistically very difficulbtimplement and would
be unlikely to offer any real changes to the outeooh Australian health systems. They would needbeéocarefully
considered in light of the Section 92 of the Aakan Constitution.

The Reform Commission reinforces the need for &g’ investments in public hospitals to supposheping of roles,
functions, clinical process redesign and a ‘redeton towards community based care (NHHRC, 20@8ep24). This is
directly relevant to the EBM vision and State/Temny Centres. The Commission highlights the neecchinical training
infrastructure across all settings and the estailént of a National Clinical Education Training Agg (NHHRC, 2008,
page 25). This is similar to the national healthrkfarce Agency in the National Partnerships (COAM®&) and the
foregoing related discussion in that section.

The Reform Commission’s final section emphasibesnteed to integrate health and medical reseataltiimical practice
(NHHRC, 2008, page 25) with the Commonwealth prangpthis. The Commission’s vision likes the NHMR@ding of
50 virtual research centers linking research airdcal practice and the NHMRC's proposed Center&xdellence. The
Commission states that the cost of adverse evemntsrastakes is $2b per annum for the health systecthargues that
National Institute for Clinical Studies (NICS) shdwe strengthened to provide a ‘clearing house'ewidence and
educating the workforce (NHHRC, 2008, page 26). EB& vision and State/Territory Centres could weykergistically
with all of these initiatives, providing the state-ordination function to enable within and betw&tate interface and co-
ordination for the various proposed NHMRC Centré€xcellence. The initiative would enable additibn@sources to
assist with the broad imperatives of government.

The Reform Commission emphasizes the need to sgsitmaccess to the evidence base and captureddteeporting
systems (NHHRC, page 25, 26). The EBM vision aradeébterritory Centres could link to the work of tNEETA or the
National Health Workforce Agency (NHWA) in the NRighich would advise on adequacy of proposed edutati each
region given health needs. The NHWA could purchedigcation placements from health service providegartnership
with universities and colleges and promote inn@vraiin the workplace, the provision of modular cotepey — based
program would be facilitated in the rural Australidh would report on the adequacy of accreditaiiHRC, 2008, pg
25).

Importantly, the Reform Commission proposed a peentiindependent national body to lead on qualityy aafety

following on work of Australian Council on Safetgc&Quality in Health Care, which has limited funglitt should define,

by the end of 2009 national indicators for safetg guality. A comparison among peers of patient@mes is an effective
lever for positive change. Local systems providiegdback to clinician’s teams and organizationrimpry health services
and private and public hospitals to build and eaalntinuous improvement. The Reform Commissiap@ses that all
health services both public and private should ntgablicly on their research and quality improveractivities including

reporting on actions arising from investigationaofverse events. Such reporting would be linkedngong accreditation
and the longer term us of payments for quality (NR€{ 2008 pg 26). The EBM vision and State/Territ@gntres can
facilitate the goals and enable co-ordination eeimtreach state and fits well into this framework.

The state level co-ordination by the State/Teryit@entres will facilitate meeting these goals. TEBM vision and
State/Territory Centres, which embrace all seabbtbe health industry, will be cost effective aand EBM framework will
enable infrastructure and links to the National Warce Agency and NICS to deliver the imperativieser-state synergies
will also be enhanced.
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Recommendations

That you note the following recommendations

1.

In line with the recommendations of the nationahears in all states and territories sponsoredhleyAustralian
Healthcare and Hospital Association (AHHA) and aactdd by Antioch and key imperatives of Schedule F
National Health Care Agreements and the NationaiBeships — Hospital and Health Workforce Reforgegsh
State/Territory to consider implementing initias/in the EBM vision/State/Territory Centres. Sfieafion of
any related pilot should address prevention, prymeamd community care, hospital and related cardiema
experience, social inclusion, indigenous healtbtanability.

To enable the Social Policy and Reform Direction€lause 30 of the NHCA on patient experience udiclg the
policy direction to develop nationally agreed atamli pathways for key conditions (chronic and compland
implement and monitor across the health systera, State/Territory Centres in recommendation 1 abskeuld
ensure the capacity for:

e any generic, nationally agreed clinical pathwaypéolocally modified in a streamlined way to aatband
provide for local differences in hospital relatedtwork strategies and needs e.g. discharge plgnnin
admission details, community services and druglaidity etc which may vary with local regions afat
specific hospitals.

« local input in the development of transfer protgcdlhe proposed State/Territory Centres will eneffieient
localization in each jurisdiction and enable bottegional and State-wide capacity to effectiveliiace this
imperative witheconomies of scale

Determine the possibility of funding the initiagiw in (1) from the National Partnership AgreementHmspital
and Health Workforce Reform from

(@ The work force enabler. Linkage with the Nationakaith Workforce Agency to be established.
‘Workforce redesign’ funding stream is relevant.
(b) Other potential funding streams are ‘sub acute’ ean@ ‘taking pressure of public hospitals’ streams

Determine capacity to include initiatives in the

(@ Workforce redesign programs funded at phase 2 (2089)
(b) National agency work program to be agreed by AHMAhe 2009)

Given funding requirements by the proposed Natigxggncy at Clause B5(e), your jurisdiction’s pilaisould
ensure that the proposed redesign strategy shailttlib a capacity to evaluated and demonstrate:

€)) Capacity to roll out across jurisdictions

(b) Conceptualization into the 1 to 2-year pilots/reigurojects.

(©) Quiality, safety, efficiency and effectiveness

(d) Related training of health workers

(e) Examination of how barriers to success were effettiidentified and systematically addresses.

To facilitate success of the pilots, ensure effectiollaboration with the GENI, NHMRC and NICS asttier key
bodies outlined in the various relevant SchedutekeolGAs outlined in this paper.

Where a jurisdiction has a significant indigenooguydation, pilots for EBM vision to clearly speciéf the outset
the strategy to be developed to directly addressaigets in National Indigenous Reform Agreements

(a) at Schedule B 8 (a) close the 17 years life expegtgap within a generation and
(b) At Schedule B 8 (b) to halve the mortality ratesdbildren under 5 within a decade.
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Pilots should also address the indigenous engageraestainability, access, accountability etc amav ithe
findings can be extrapolated to other states, @shethose with a relatively high proportion ofdigenous
population.

8. Given proof of cost effectiveness of your jurisibots pilots, consider feasibility of national rolt of successful
workforce reforms on phases 1 and 2 (March, Septe2®@10, respectively).

9. Consideration be given to other sources of fundlimgEBM vision and State/Territory Centes such as:
9.1 The Federal Government’s Health and Hospitals Flnftistructure Australia.

9.2 Additional available funding following consideratiof the final report of the National Health andddibals
Reform Commission’s final report in July 2009.

9.3 COAG consideration of the proposals from all offision the specific proposals in relation to comityun
mental health, disability services and aged catharfirst half of 2009 as part of the IGA program

9.4 Programs announced in the Federal Budget duringay 2009

9.5 Any available funding from State/Territory govermmee remaining from the 2007-08 and 2008-09 budget
allocations that have not been spent e.g. for tyuadisurance, infrastructure, and innovation fugditneams.

9.6 New funding announced in each State/Territory 200®Budgets.

10. Identify opportunities for economies of scale:

10.1 Where dedicated State/Territory funding is notrently available specifically earmarked for theation of
such State/Territory Centres, there may be patefuti the States/ Territories to allocate a smpedportion of
the funding streams for much larger new infrastreestor for the upgrade of existing infrastructufée
Centres could be accommodated within larger infuastre arrangements.

10.2 Infrastructure allocations for such State/Teryit@entres could be justified with evidence of effig and
effectiveness (from the Victorian experience) ie ttontext of the ‘stimulus spending’ by the goveemis.
Recent media reports relating to the Australiarak@ial Review Roundtable of Industry Figures afdénca
for imperatives to ‘prioritize projects’ and to lkaclong term infrastructur@lanning as part of sweeping
regulatory reforms.
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