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Executive summary

As discussed with the National Health and Hospitals Reform Commission on 21 May 2008, the Australian Health Care Reform Alliance (AHCRA) has not reiterated the case for reform as this is now well established.  In this submission AHCRA provides feedback on the NHHRC draft principles and offers an amended version based on AHCRA’s proposals. It is suggested the principles be based on a set of agreed moral or ethical values against which the performance of any aspect of the health system, policy or service could be measured. In this way, the development and implementation of health policy could be tested against the agreed principles or values of the system, regardless of the context.

The submission then focuses on solutions to some of the specific challenges in implementing fundamental reform, and offers ideas and recommendations on: funding and governance arrangements; models for effective primary health care; improving the nexus between public and private health systems; ensuring the sustainability of the health workforce; and establishing a process for ongoing citizens’ engagement in heath policy development and health service delivery.  A final section offers some suggestions on where to look for reform ideas.

AHCRA considers funding reform to be one of the central priorities for health care reform.  Such reform must address both the jurisdictional divide in the collection and distribution of funding and also the different mechanisms currently used for funds allocation.  The current method of funding health care through a number of separate programs is one of the central contributors to the fragmented and poorly coordinated system of health service delivery in Australia, and leads to inequity and wasted funds.

For these reasons, AHCRA believes that the National Health and Hospitals Reform Commission should include recommendations about alternative health financing systems in its blueprint for reform.  The purpose of such fundamental changes would be to improve equity, allocative efficiency, integration and effectiveness in the Australian health system. Any proposals should be subject to expert and public evaluation.

Any reform plans for health care should be underpinned by the principles of universality and access to care as human right, based on need, not the ability to pay.  
1. INTRODUCTION

The Australian Health Care Reform Alliance (AHCRA) welcomes the opportunity to comment on the National Health and Hospitals Reform Commission’s draft Principles and Terms of Reference and to offer ideas for the future health system.

AHCRA is comprised of over 40 national stakeholder organisations that formed in 2003 to provide a common voice in representing health care consumers and health care providers advocating for a fairer and more effective health care system.  As a broad alliance, AHCRA represents no vested interests in the health care system nor does it as an alliance stand to benefit from health care reform other than to see its firmly held collective views for the system implemented for the shared benefit of health care consumers, the health care workforce, and the community more broadly.

It is AHCRA’s view that one of the central values of the Australian health system is, and must continue to be, universality.  The extent to which Australians support a universal health care system reflects the regard we have for one another.  This value has been undermined in recent years and must be strengthened in our future health system.  It is unacceptable in a country as wealthy and prosperous as Australia that the availability, and hence the overall quality, of health care is rapidly deteriorating.  Australians can no longer have confidence that they can access health care services when and where they need them.  Urgent reform is possible, affordable and essential.  This reform must recognise that the current health system in Australia is really a series of disconnected programs, and is based on an outdated medical model of health that is still predominantly focused on acute tertiary care.  This system was developed using a model that focused on a series of discrete services and procedures delivered by individual practitioners, rather than the multidisciplinary coordinated approach that characterises contemporary health care, as supported by much evidence.  This type of health system is no longer ‘fit for purpose’ as health care needs, service delivery models, and the way in which health professionals are educated and work together have all changed.

The following underpinning principles and priorities for the Australian health system have informed the positions of AHCRA since its establishment in 2003. 

1. Universal access – health care must be available, in a timely fashion, through an appropriate service and on the basis of health needs, not on the basis of one’s ability to pay.  Personal and corporate tax contributions should fund our health care.  This is the way we wish to provide health insurance to each other.
2. A fair balance of public and private resources and investment is needed to ensure equitable health outcomes for all Australians.
3. Equity of health outcomes – all people should have access, in a timely manner, to services that maintain and support health and offer quality health care to those in need, irrespective of socio-economic status, race, cultural background, disability, mental illness, age, gender or location.  Inequity and injustice in the delivery of health care are undermining Australia as a nation and must be reversed.  In particular the appalling health status of Australia’s Indigenous community must be addressed urgently.  An equitable health care system will ensure that those with special needs, including, for example, people with disabilities and those whose access to healthcare is restricted by cultural, linguistic or geographic factors enjoy health outcomes equivalent to that of the general community.  Social determinants (from poverty to the state of the environment) impact on the health of individuals and their communities. Investment to address these determinants must be built into Australia’s future planning for health care.

4. Community engagement - health care services must be focussed on the needs of patients, families and carers and must support them in avoiding illness and seeking health care.  Health care systems must be built on a partnership between the Australian community and consumers, and health care policy must be grounded in and measured against community values.  The community, especially consumers, their families and carers, must play an integral part in the development, planning and implementation of our health services.  Changes to the health care system must be derived from the Australian community to ensure that they are informed and ready to embrace change.

5. Health promotion – efforts towards preventing disease and maintaining health must be appropriately emphasised and balanced with our duty of care to those already unwell.
6. The health outcomes of Aboriginal and Torres Strait Islander Australians must be improved so that they match those of other Australians.
7. Health services must be appropriate, safe and of high quality.
8. The health workforce must be valued and appropriately supported.  Australia must have a policy that extends beyond ‘self sufficiency’ to see us not only capable of training the health professionals needed to care for our community but also able to contribute to the health of our region of the world.  Health workforce planning should result in the development of professionals who can provide quality services in a culturally sensitive manner to cater for the diversity that characterises modern Australia.

9. Primary health care - modern health care systems should be designed to optimise the utilisation of health promotion and preventive strategies and those that allow early diagnosis and treatment to minimise the development of chronic disease.  Health care systems should provide support so that individuals can optimise their own health.

10. Efficiency - health care reform must remove the jurisdictional inefficiencies associated with the divided health care responsibilities of our State and Federal governments.  Health care should be based on the best available evidence and delivered by the most appropriately skilled health professional.

AHCRA would like the NHHRC’s Principles to be revised and expanded to encompass all aspects of the AHCRA Principles.  This would provide a set of agreed moral or ethical values against which the performance of any aspect of the health system, policy or service could be measured. In this way, the development and implementation of health policy could be tested against the agreed principles or values of the system, regardless of the context. AHCRA regards this as an opportunity to begin to articulate what we want from our health system in Australia, and to lay the foundations for a future national health policy.  The principles espoused by AHCRA are based on its understanding of the values health professionals, consumers and other key players in the health sector regard as important.  However, it believes that they should be tested and validated through a consultation exercise with ordinary Australians, resulting in a clear consensus on a set of values to underpin the future health system. 

2. FEEDBACK ON NHHRC DRAFT PRINCIPLES

The Australian Health Care Reform Alliance agrees with the proposed design principles to underpin the future health system of Australia but is of the view the principles could be strengthened to address some of the fundamental criteria for a fairer and more effective health care system.

AHCRA supports NHHRC’s Principle 1: People and family centred.  It is widely acknowledged that pathways of care in the health care system are often complex and confusing for consumers.  Reform must take into account the often disempowered nature of consumers’ relationships with health care providers and address this by ensuring partnerships of care are a central theme in reform proposals.  The health system is often not responsive to the different forms of service delivery required to meet the needs of all people, including those with special needs, such as intellectual disability and cultural or language barriers.  Efforts should also be made to ensure that this principle addresses the right to the highest attainable standard of health as articulated in article 12 of the International Covenant on Economic, Social and Cultural Rights, to which Australia is a signatory.  Lastly, studies show that the number one priority for many consumers is the ‘humaneness’ of the care they receive.
  This should be encouraged by systems, not made difficult by them. 
Principle 2: Equity – AHCRA supports this principle and its associated explanation, since it reflects very closely the AHCRA principle of universal access.  Equity must address both access and health outcomes.  It is the view of AHCRA that the principle of universality referred to here in the associated explanation is so central and fundamental to the vision of the original intention of Medicare and as a central value that must underpin our future health system that it should be retained as a principle itself, and not subsumed into that of equity. 

Shared responsibility – in light of current health trends in the increasing incidence of preventable diseases the statements associated with this principle regarding risk and choice are important.  However AHCRA questions its level of priority here and also seeks to highlight the risk that it may focus on individuals’ responsibilities, at the expense of the obligation for government responsibility.  As an Alliance committed to partnerships in health care, and the importance of empowering consumers to establish productive relationships in the development of health policy and the delivery of health care, AHCRA would prefer to see an emphasis on partnerships as a principle.  More importantly, shared responsibility must acknowledge the need for supportive infrastructure and investments to enable and support people fulfilling their responsibilities in relation to their own health. 

Strengthening prevention and wellness – any efforts to improve and maintain health must start with wellness, closely followed by prevention, so AHCRA would suggest reordering these to read Promoting wellness and strengthening prevention.  The importance of comprehensive primary health care in achieving this should be acknowledged, and appropriate investments made, as outlined above.

Comprehensive – this principle would seem to suggest that health care should be available over the entire life course, so should be expanded beyond references to primary health care and acute and emergency services to refer to the need for, and obligation to provide, health care services for the entire continuum of life, and include the range of settings through which this can occur e.g. education, community, aged care etc.

Value for money – cost-effectiveness in terms of ensuring allocative efficiency is supported, and ensuring an understanding among the community that resources are not finite is an important step.  Effectiveness in terms of cost effective evidence-based services is supported, as is the reference to information regarding costs being available to professionals and consumers.

Providing for future generations – as suggested in the revised principles (which appear below), it is suggested that this principle be reframed as Sustainability.  With regard to the explanation as it appears currently, it is recommended that it refer to the need for a dynamic health policy environment to support the health system to implement strategies to support continuous innovation to ensure education, workforce, and research in health are able to adapt to meet community needs as they change over time. 

Recognising broader environmental influences shape our health – the concept of this is supported but it is not clear that this is a principle or that in its current form it addresses the necessary issue of the effect of the environment on health.  References to individual responsibility for health and the importance of effective relationships between agencies would be better situated in the principle of shared responsibility or partnerships as proposed above.  

Taking the long term view – is a principle that could be adequately captured in the principle of sustainability, as planning for the future should be a central part of a sustainable system. 

Safety and quality – AHCRA strongly supports an emphasis on safety and quality as an underlying principle of the health system.  This should, as indicated, include clinical governance as well as open disclosure.  It should also include appropriate resourcing (including human resources), appropriate services (care provided by the most appropriate health professional), appropriate care (the extent to which the care is clinically appropriate/evidence based/likely to be effective), and a strong consumer voice in quality processes (to ensure ‘quality’ is viewed holistically).  The principle of safety and quality also extends to the corporate governance of entities and organisations that deliver health care services.  There must be appropriate representation from consumers, and wider community organisations on boards of management.  This will ensure transparency and accountability, but more importantly, will truly reflect the person-centred approach of a reformed health system.  
Transparency and accountability – this is supported as there is strong evidence that we lack sufficient transparency and accountability in the current system.  Sound governance demands that information regarding the use of public funds collected through taxation for expenditure on health services must be clearly available to the public so they can make decisions regarding the efficacy or otherwise of the utilisation of these funds.  As indicated, accountability obligations extend to health services and health professionals, and across public and private sectors, and local, state and national levels.     

Public voice – as a strong advocate of community engagement and consumer participation in health care, AHCRA supports this principle.  However, it suggests that this principle be revised and reframed as a principle on consumer and community engagement to reflect the engagement of consumers beyond having a voice at many levels of health services and systems to the true engagement of the community in the planning, development and delivery of health services.

A respectful, ethical system – this is supported in regard to both consumers and health care providers.  However the specific challenges facing minority cultures would also seem to demand that specific mention is made of cultural appropriateness.  

Responsible spending – is of course vital, however the intentions expressed under this principle could just as well be covered in accountability and transparency and/or value for money, or in the suggested principle of efficiency (see page 11).  

A culture of reflective improvement – a focus on innovation could also sit within a principle of effectiveness as effectiveness should demand that health services research should constantly inform the development of health policy and influence health service delivery.   

3. AHCRA’S VISION AND REVISED PRINCIPLES

In this section, we propose an amended version of the NHHRC’s April 2008 draft principles, based on AHCRA’s proposals.
1. Universality: This principle requires that comprehensive accessible and universal health care services should be the governing principle of all of Australia's health care services.  These services should be funded by one universal health insurance system, with monies generated through the taxation system.  It is the view of AHCRA that universal public health insurance is the most feasible and efficient method of achieving an important social objective of access to health care.  This principle also addresses the right to the highest attainable standard of health as articulated in article 12 of the International Covenant on Economic, Social and Cultural Rights, to which Australia is a signatory.
2. Equity: This principle refers to both equity of health outcomes and equity of access.  It requires people to have access to health care as a human right.  Therefore health care should be available on the basis of need, not the ability to pay, regardless of: socio-economic status, race, cultural background, intellectual or other disability, mental illness, age, gender or geographic location.  It also demands that people have access to an appropriate mix of health services, as well as services provided in appropriate locations.  It should also ensure the existing Australian blend of public and private health services promotes equitable access to services based on need and protects the key value of the Australian health system – universal access and Australia’s commitment to the human right to health care.  It also requires an acknowledgment that health outcomes for specific groups (Indigenous people, those from lower socioeconomic groups, people with disabilities) are significantly poorer than for other populations and investment in these populations must be commensurate with their poorer health.
3. Partnerships: This principle acknowledges the importance of empowering consumers to establish productive relationships in the development of health policy and the delivery of health care, and for health care providers to work in partnership with consumers.  The health system has a particularly important role in helping people of all ages become more self-reliant and better able to manage their own health care needs.  Health professionals have a responsibility to communicate clearly, to help people understand the choices available to them, and to empower people to take an active role in treatment in a relationship of mutual respect.  Our health system should also be characterised by partnership between the government, non-government and private sectors.  Partnership also requires recognition that for shared responsibility to be a reasonable expectation there needs to be acknowledgment of the support some people may require to fulfill their responsibilities in relation to their own health.  It also refers to the need for effective relationships between health providers, agencies, and governments.
4. Accountability: Sound governance demands that information regarding the use of public funds collected through taxation for expenditure on health services must be clearly available to the public so they can make decisions regarding the efficacy or otherwise of the utilisation of these funds.  As indicated, accountability obligations extend to health services and health professionals, and across public and private sectors, and local, state and national levels.  This principle refers to the need to ensure there is a clear understanding of the responsibilities of each and all of the parties involved in health care – this includes governments, institutional health care providers, health professionals and consumers.  The responsibilities of the Commonwealth and state governments and the private and non-government sectors should all be clearly delineated so that accountability is clear. 

5. Transparency: The decisions of governments, other funders and providers in managing our health care system should be transparent.  Both the quantum and allocation of funding should be transparent, as are the governance structures that oversee the services provided.  Australians are entitled to regular reports on the status, quality and performance of our whole health care system, both public and private, ranging across the spectrum from primary to tertiary to aged care and at local, state and national levels.  Transparency also requires ensuring people can make informed decisions by enabling access to consumer-friendly health information and the provision of support and opportunities to make healthy choices.

6. Appropriateness: This principle requires that the right care is delivered at the right time to the right person or group.  It should also include appropriate resourcing (including human resources), appropriate services (care provided by the most appropriate health professional), and appropriate care (the extent to which the care is clinically appropriate/evidence based/likely to be effective).  The health system should deliver appropriate, timely and effective care in line with the best available evidence, aiming at the highest possible quality.  Health services should be culturally appropriate.  This requires health workforce planning and education to result in the development of professionals who can provide quality services in a culturally sensitive manner to cater for the diversity that characterises modern Australia.  Appropriateness also requires the health system to address both wellness and illness.  Our health system must provide access to appropriate acute and emergency services to meet the needs of people when they are sick, but also needs greater emphasis on helping people stay healthy through stronger investment in wellness, prevention, early detection and appropriate intervention to assist people to maintain optimal health.        
7. Person-centred: This principle acknowledges that the person (health consumer) is central in the development of policies related to and the delivery of services in the health system.  Services and policy should be based on the dictum ‘nothing about us without us’.  The direction of our health system and the provision of health services must be shaped around the health needs of individuals, their families and communities, and their desire for humane, safe care.  It also recognises the often disempowered nature of consumers’ relationships with health care providers in a health system that is highly complex and confusing for consumers, and requires support for the capacity building of individuals to be involved in their own health care.  The health system needs to be responsive to the different forms of service delivery required to meet the needs of all people, including those with special needs, such as intellectual disability and cultural or language barriers. 
8. Community engagement: This principle reflects the importance of the engagement of consumers beyond having a voice in relation to their own health care to the true engagement of the community in the planning, development and delivery of health services.  The legitimacy and sustainability of any major policy decision depends on how well it reflects the underlying values and views of the community.
  Community engagement requires the opportunity for the community as well as providers and managers within the health sector to assess evidence and develop and implement plans to improve health and health care.

9. Integrity: The system must have ethical values, based on honesty, objectivity and performance measurement; and high standards of propriety and probity underpinning stewardship of funds and resources.  The health care system must apply the highest ethical standards, and must recognise the worth and dignity of the whole person including their biological, emotional, physical, psychological, cultural, social and spiritual needs.  A significant focus must include respect and valuing of the health workforce.  Those working within the health sector must be aware of ethical considerations throughout their training and in their daily practice.

10. Safety and quality: Effective systems of clinical governance are necessary at all levels of the health system to improve the safety and quality of services. This involves open, transparent reporting and effective organisational systems that promote safety and quality.  Safety and quality requires fostering of innovation and sharing of research to improve services and health outcomes.  Strong consumer voices are necessary in these processes.
11. Comprehensiveness: The health system should be able to meet the entire range of people’s health needs over their life course.  Meeting those needs requires a system to be built on a foundation of strong primary health care with timely access to all other health care services as required throughout the life span.  Comprehensiveness requires a balance between the vital role of diagnosis and treatment with action and incentives to maintain wellness.  This requires investment to create supportive environments and policies that promote and protect our health and prevent disease and injury in order to maximise individuals’ potential to achieve optimal health.

12. Integration: This principle requires the integration of all types of health services; within and between institutions and individual providers; between government, non-government and private providers, as well as between all levels of government. Integration has implications for the safety and quality of care as it affects the coordination of health care and communication of health information.  Structural inefficiencies currently inhibit integration across the health system.  Funding systems and service delivery models should be designed to promote continuity of care to avoid program silos or ‘cracks’ in the health system.
13. Effectiveness: Health care should be based on the best available evidence and delivered by the most appropriate health professional.  Health care should be funded based on the demonstration of positive health outcomes and cost effectiveness.  Effectiveness should also demand a culture of reflective improvement and innovation and a continuous cycle of development and implementation of health services research to constantly inform the development of health policy and increase the effectiveness of health service delivery.  There should be a balanced and effective use of both public and private resources.  New technologies should be evaluated in a timely manner, and where shown to be cost effective, should be implemented promptly and equitably.   

14. Efficiency: This principle refers to the need for health funding to be allocated and services to be delivered according to population health needs.  It also demands that health care services and providers utilise resources efficiently.  The resources available to support our health care system are finite, and the system must be run as efficiently as possible and be positioned to respond to future challenges.

15. Sustainability: This principle refers to refer to the need for a dynamic health policy environment to support the health system to implement strategies to support continuous innovation and ensure health policy adapts to meet community needs as they change over time.  It also refers to the need to ensure an adequately resourced health sector, which includes ensuring that the health workforce is valued and appropriately supported.  Planning for the future should also require that Australia extends beyond ‘self sufficiency’ in skills development to train not only the health professionals Australia needs but also to contribute to the health of our region.  A dynamic approach to the education of health professionals is required to ensure the workforce is prepared to meet changing needs. 

Vision 

It is the view of AHCRA that the national health system should be based on a common vision.  AHCRA’s Vision, developed as a consensus view of all alliance members, is: 

“A health system that assists individuals to be healthy and delivers compassionate and quality health care to all.”

Among the daily pressures of providing health care services to thousands of Australians, it can be difficult to step back and imagine what our health care system might or should be like in the future.  Yet this is vital to any plan for reform, as it provides a guide through the complex challenges involved in getting from where we are now to where the community and evidence suggest we need to be.  

With the Commission’s principles in mind, and with the additions AHCRA proposes, we offer a number of narratives to describe examples of health care experiences of fictional Australians in 2020 or 2025.  These should be considered to represent real world examples of episodes of care as they might be experienced following successful implementation of reforms to our health care services that embody the principles outlined above.  

Australian health care in 2020:  The lived experience
Scenario 1

Julie is delighted to find herself pregnant. At 12 weeks’ gestation she and her partner, Brad, visit their local community health centre for their first visit with a midwife. They spend an hour together, reviewing Julie’s medical history on her electronic record, and discussing options for her care in the coming nine months. They have the choice of continuity of care by a midwife, a GP or a specialist obstetrician, each of whom provide care that is free to Julie. Julie elects to have a midwife as her lead carer.
Julie’s pregnancy goes well. She and Brad meet every month or so with their midwife at the health centre, rarely waiting more than 10 minutes for her appointment. Since Julie has two other young children, the midwife also visits her at home for pregnancy care.  Julie also visits the physiotherapist at the health centre several times for relief from growing back pain. She and Brad attend some ante-natal classes as a refresher (they’ve done this before!). Her midwife orders routine pregnancy tests and discusses the results with her. All is well. At 28 and 36 weeks, Julie and her midwife meet with the specialist obstetrician who will provide medical care for her labour and birth if she needs it.  So Julie and Brad build trust in their carers and that they work well together.  

In early labour, Julie calls her midwife, who visits her at home to assess her progress. With the midwife there Julie feels excited but calm.  She feels confident about the impending birth.  Several hours later Julie and Brad travel with their midwife to the local hospital for the birth.  Julie’s midwife continues to provide her care.  During labour, an indication arises for caesarean section. The midwife calls Julie’s obstetrician.  The midwife and obstetrician briefly confer about Julie’s labour and the indications for surgery.  Together they talk with Julie and Brad about what is involved (building on the information they received during pregnancy) and why it would benefit her and her baby.  Although Julie wants another vaginal birth, she trusts their advice that this labour is different from her others.  Julie’s midwife attends her in theatre, and ensures she has immediate contact with her baby when it is born.  In the days following the birth, both the midwife and obstetrician visit to ensure all is well, and Julie is supported to breastfeed her baby. She has time with the midwife to debrief on her labour and understand why surgery became necessary.  For six weeks after discharge from hospital, Julie’s midwife visits her regularly at home, checking her wellbeing and that of her baby and assisting with the transition to parenting for both Julie and Brad.  The midwife enters all notes into Julie’s record as she goes.  The midwife also helps Julie link in with other new (and not so new) mothers. At 6 weeks of age, her midwife refers Julie back to the health centre where a GP or nurse provides immunisation for her baby.  She also meets the maternal and child health nurse who she can contact whenever she has concerns about her child’s health.  
 
Scenario 2 
Kevin, a 35 year old man, is taken to the emergency department by police in an agitated and confused state and is initially assumed to be under the influence of drugs. The doctor tending Kevin views Kevin’s individual electronic health record (she had authorisation from the hospital to do so in an emergency) and discovers several privileged care episodes (i.e. for mental health issues). The doctor uses her ‘emergency care access privileges’ to view details of these episodes and discovers that Kevin has had several previous admissions to psychiatric institutions with paranoid psychosis. She commences anti-psychotic treatment immediately and refers Kevin to an appropriate psychiatric institution within 24 hours. Without this information, the appropriate treatment for Kevin’s agitated and confused state may not have been provided and may have placed hospital staff in danger.

 

Scenario 3

Greg is a 58 year old who was recently diagnosed with type II diabetes after seeing his GP for recurrent bouts of fatigue. He has an active lifestyle, still works full-time and has a supportive social network of friends and family. After reviewing Greg’s test results, which are largely within the normal parameters, the GP refers Greg to a Diabetes Educator for comprehensive assessment and to assist with Greg’s self management. Following the assessment, the diabetes educator contacts a dietician, an exercise physiologist, an optometrist and a podiatrist and gains their input into Greg’s overall self management plan for his diabetes. The diabetes educator works with Greg to schedule a series of appointments for preliminary assessments and ongoing monitoring of his symptoms to ensure they are largely in control and within this busy work and family commitments. 

Greg’s GP, in the meantime, is kept informed of Greg’s progress via the diabetes educator. At the same time, all relevant records of Greg’s test results, appointments and care plans are stored electronically on his individual electronic health record and is shared between the various providers with Greg’s permission. Appropriate notifications to other providers and to Greg are made as appointments are being attended to and care plans being updated. 

However, after a relatively uneventful year, Greg suddenly collapses at work and is admitted to the emergency department of the local hospital. The medical and nursing staff retrieve the most up-to-date information from Greg’s individual electronic health record, as he agreed to give the local hospital access rights. After further tests, Greg is put on medication in addition to his own active self management routine. Greg’s diabetes educator attends his discharge planning meeting from the hospital to ensure that post-discharge appointments and medications are adhered to. A referral is also made to a psychologist post-discharge, as Greg admits to the diabetes educator that he was depressed in the hospital “because all the good work came to nothing”. 

	Scenario 4

Santo, 32, is being discharged from hospital after suffering an acute psychotic episode. His voluntary admission was arranged by the general practitioner at his local primary health care centre following a case conference with the centre’s mental health nurse, who has been monitoring his progress since diagnosis. She had observed a deterioration in status since the loss of his job precipitated increasing non-compliance with medication. His discharge is coordinated between the psychiatric unit and centre’s mental health nurse, who arranges his transport, and visits him at home the day of discharge, providing him with the contact details for the out of hours mental health support team. He is visited again a week later. He is experiencing pain from an infected tooth, so the nurse arranges for him to attend the centre to see the dentist. When he attends the centre for this appointment, he also attends a session with the nutritionist for dietary advice, and an appointment with the exercise physiologist is arranged to try to improve his fitness and encourage him to incorporate regular exercise into his regular routine to help him remain well. The mental health nurse visits again in a couple of weeks and helps to arrange an appointment with the regional employment agency, having provided assistance with his application for unemployment benefits just prior to admission.        




4. A LONG TERM HEALTH REFORM PLAN

The current requirements are that the Commission will: ‘report on a long-term health reform plan to provide sustainable improvements in the performance of the health system addressing the need to:  
[image: image1]
In addressing these terms of reference, AHCRA considers one of the fundamental tasks for the Commission is to undertake a review of health system financing, and to make recommendations with regard to a series of alternative options for funding of health care in Australia that address each of the above principles. 

In developing a long term reform plan for Australia, AHCRA urges the NHHRC to consider these questions:

· What are the values the Australian community would wish to see underpin their system of health care? 

· How much does Australia need to spend on health care to achieve the goals wanted and needed by the population?

· How do we achieve the right balance in our health resource allocation formulas to adequately address the entire spectrum from health promotion to aged care?

· What structural and financing arrangements are needed to achieve the national approach to health care underpinned by the principles articulated in this document?

· What transitional arrangements will Australia need to progress in order to achieve the health system we want?

In addressing these terms of reference, AHCRA urges the NHHRC to:

1. Develop proposals for a person-centred health care system by undertaking a process of citizen engagement. Specifically, the NHHRC should 

a)
Inquire into and discuss with the Australian people in a deliberative process the future of Australia’s health care system. 

b)
Develop priorities in health and health care for the Australian population over the next 30 years through consultation with the Australian people. The views of ordinary Australians should have a strong influence on the Commission’s final recommendations. 

c)
Outline reform strategies to support and build the capacity of consumers and communities to be involved in their own health care and in the development, planning and implementation of health services, including the development of a national, comprehensive and coordinated capacity building program for health consumers. 

d)
Consider and make recommendations regarding strategies to enhance understanding within the Australian community about the inflationary pressures in the health sector and the need for individuals to manage their own health risks.

e)  Develop a national plan for improving health literacy and building health consumer capacity.

2.
Establish a high level national agenda to improve and guide national health policy development and national planning and coordination of health services with the development of a national health policy to be administered through the Council of Australian Governments to:

a) Provide a coherent national strategy for the planning, implementation and evaluation of health services in Australia.

b) Facilitate the equitable distribution of funding for health services, and provide a mechanism through which the evaluation of health service expenditure can be evaluated.

c) Establish funding and governance mechanisms to overcome problems of duplication, cost-shifting, poor integration and coordination of care, and wastage in health expenditure and to achieve greater accountability and transparency in health service funding and delivery. 
3.
Consider alternative methods for the funding and delivery of health services nationally. 

a)
Addressing this requires a national audit of all current public and private health expenditure in addressing the above, including the identification of barriers to equity and an evaluation of the policy of using public funds to subsidise private health insurance. 

b)
Consideration should be given to identifying mechanisms to facilitate the private and public sectors working together for the common good and optimal use of resources.

c)
Consideration should also be given to the development of reform proposals that strike an appropriate balance between investments in prevention and health promotion and those directed to care and treatment. 

d)
Reform proposals should outline strategies to ensure funds are directed at health services and treatments that are proven to be effective, including proposed incentives for institutions and/or providers to deliver cost effective evidence-based health care. 

e)
Consideration should be given to proposals for pooling of federal and state public health funds for the delivery of all health services, which would then be devolved to regions according to community need.

f)
This should include the identification of barriers to the implementation of reforms to health care funding.

4. Consider and outline necessary changes to the governance arrangements associated with the funding and delivery of health care services in Australia, including: 

a)
Any constitutional barriers to achieving effective governance and financing of the health system to address the principles and priorities for reform identified in consultation with the Australian people; and 

b)
Reforms to eliminate the confusion, duplication and inefficiency that arise from the current distribution of responsibilities for all levels of government with regard to health care.

5. Consider and make recommendations regarding the policies and measures required to ensure the enduring sustainability of a fair, equitable, health system that is based on the principle of universality, focussing on wellness, and which acknowledges access to health care as a human right. This should be done through the investigation of best practice in health care, in Australia and internationally, to inform the development of proposals for reform that will: 

a) Change the focus of the health system from an illness to a wellness model.
b) Improve the commitment to effective delivery of health promotion and preventive approaches. 

b)
Provide for a primary health care driven system that equitably funds and utilises multidisciplinary health care providers to provide community and home based primary health care to promote healthy lifestyles and prevent and intervene early in chronic diseases. 

c)
Identify the most effective ways of managing chronic diseases. 

d)
Improve the provision of health services in rural and remote areas. 

e)
Recognise the particular issues confronting low income and disadvantaged people in relation to health status and health care. 

f)
Better integrate and coordinate care across all aspects of the health sector. 

g)
Incorporate dental health services into the broader health system.

6. Develop recommendations for reform that ensure the health system offers appropriate and safe services of high quality, based on the best available evidence. This should include consideration of measures to: 

a)
Improve information sharing to improve integration and care coordination such as through nationally consistent e-health records. 

b)
Identify gaps in research necessary to inform evidence based approaches to health care. 

c)
Ensure the effective implementation of research for innovation and evidence based practice. 

d)
Provide for increased health services research. 

e)
Provide for public dissemination of research findings.

7. Outline strategies that will provide a sustainable health workforce that is sufficient in number as well as adequately geographically dispersed to provide safe, quality care to all people regardless of where they live, including: 

a)
Strategies to address cultural change and break down professional silos to facilitate interdisciplinary learning and practice, with an emphasis on teamwork.

b)
Identification of barriers to the implementation of reforms to health care service delivery. 

c)
Develop workforce planning mechanisms to ensure Australia is self sufficient in terms of supplying the workforce Australians need for their health care system. 

d)
Identify strategies to ensure a sufficient and appropriately supported workforce for rural and remote Australia.

8. Outline strategies to address the appalling health outcomes of Indigenous Australians, including the consideration of mechanisms to: 

a)
Improve the engagement of the health sector with other relevant policy areas e.g. education, employment, welfare etc. 

b)
Improve the cultural appropriateness of the health sector for all, but particularly for Indigenous Australians. 

c)
Increase the number of Indigenous health professionals to a point where the ratio of health providers to Indigenous population is equal or exceeds that of the non-Indigenous ratios. 

d)
Support and further develop Aboriginal and Torres Strait Islander community-controlled health services. 

e)
Support Indigenous people in efforts to manage chronic disease.  

In undertaking the above, the NHHRC should consult widely with the Australian people by undertaking a national citizen engagement exercise, as well as consulting with peak industry, professional, industrial, representative and community organisations, and relevant government agencies and public authorities. All reports should be made public. The NHHRC should take into account existing Australian research and international evidence of demonstrated success in delivering recommendations for a reformed system. Ultimately the NHHRC should make recommendations to government on implementing these health reform measures and advise on processes to enlist support from all Australian governments and other agencies in addressing the recommendations for reform. 

5. A FUTURE ROLE FOR A NATIONAL HEALTH REFORM COMMISSION

AHCRA considers that there is an ongoing, long term role for an independent National Health Reform Council or Commission that should extend beyond the proposed term of the NHHRC and should have a permanent role in coordinating the development, implementation and evaluation of national health policy. 

The permanent Commission should:

· Oversee the development and implementation of a new nationally integrated system for financing health care in Australia;

· Develop a national health policy to provide a framework for the development of coherent national health plans for future needs;

· Coordinate national workforce data collection, national workforce planning and workforce innovation as recommended by the Productivity Commission;

· Provide for a common national language for targets, benchmarks, and data collection to facilitate the evaluation and reporting of health expenditure and health outcomes;

· Outline cost effectiveness by performing and regularly reporting a cost benefit analysis of all health services at both the provider and institutional level;

· Publish and make available publicly comprehensive evaluation of outcomes of care from all health services - including acute, primary health care, community, public and private;

· Develop an index of fair health financing;

· Develop an index of health care access;

· Develop a resource distribution formula to guide health spending according to population health needs, taking into account factors such as cultural, socioeconomic status, disability etc;

· Commission research to fill knowledge gaps in relation to reform; 

· Develop a framework for “Health Impact Statements” to evaluate the effect of government policies on health status and health outcomes;

· Collaborate with other agencies such as the Australian Commission for Safety and Quality in Health Care, the National E-health Transition Authority; and the Health Workforce Principal Committee.

· Oversee the implementation of the National Health Workforce Strategic Framework;

· Oversee the implementation of the National Strategic Framework for Aboriginal and Torres Strait Islander Health and the National Aboriginal Health Strategy (NAHS);

· Develop and oversee the development and implementation of a health promotion and prevention strategy, a national primary health care policy and a national rural and remote health policy, and regularly evaluate and report on their effectiveness.

· Facilitate effective citizen and consumer engagement in the above processes.

6. COMMENTS/PROPOSALS ON SPECIFIC REFORM ISSUES

As discussed with the National Health and Hospitals Reform Commission on 21 May 2008, the Australian Health Care Reform Alliance has not in this submission outlined the case for reform as this is now well established. In this submission AHCRA is focusing on solutions to some of the specific challenges in implementing fundamental reform, and offers ideas and recommendations on: funding and governance arrangements; models for effective primary health care; improving the nexus between public and private health systems; ensuring the sustainability of the health workforce; and establishing a process for ongoing citizen engagement in heath policy development and health service delivery. A final section offers some suggestions on where to look for reform ideas.

7. FUNDING AND GOVERNANCE

There are many arguments for significant changes to the way our health system is currently funded.  They include potential improvements in equity and efficiency, reduced capacity for blame and cost shifting, improving service integration, and reducing the proportionate call on available funds of the hospital system.

Health expenditure in Australia

“The flow of money around the Australian health care system is complex and is determined by the institutional frameworks in place, both government and non-government.  Australia is a federation, governed by a national government (the Australian or Commonwealth Government) and eight state and territory governments.  Both these levels of government play important roles in the provision and funding of health care.  In some jurisdictions, local governments also play a role.  All of these levels of government collectively are called the government sector.  What remains is the non-government sector, which in the case of funding for health care comprises individuals, private health insurers and other non-government funding sources (principally workers’ compensation and compulsory motor vehicle third-party insurers, but also includes funding for research from non-government sources and miscellaneous non-patient revenue received by hospitals).”

In 2004–05, Australia‘s health expenditure totalled $87.3 billion, representing 9.8% of gross domestic product.

“In 2004–05, the majority of spending in health was funded by governments (68.2%),

with the Australian Government contributing $39.8 billion (45.6%) and state, territory

and local governments contributing $19.8 billion (22.6%). The non-government sector

funded the remaining $27.7 billion (31.8%).”(

Sixty per cent of non-government spending on health ($16.9 b) in 2004-05 was in out-of-pocket payments by individuals, either where they are meeting the full cost of a service or good or where they share the cost with third-party payers - for example, private health insurance funds or the Australian Government.  Twenty per cent of the non-government spending was by the private health insurance funds ($5.7 b), and 20 per cent came from other non-government sources, mainly compulsory motor vehicle third-party and workers’ compensation insurers.

 ‘Funds pooling’

The term ‘funds pooling’ is mainly used to describe the situation in which funds provided by more than one level of government for health and related services (community care, aged care, family services) are combined at a defined level (ie nationally, at a state level, at a regional level or at a local level). The term also covers the situation in which funds from various programs of one level of government are brought together and provided with different (less onerous) reporting requirements than those which relate to the whole collection of programs.  

There is a wide range of programs, actual and/or potential, to which the term may be applied.  This has resulted in considerable uncertainty and confusion about exactly what the term means and what its implications might be.

Clearly the pooling of funds is not an end in itself but a means to address some of the many problems in our system, particularly inequity and inefficiency.  It is widely believed that pooled funding would help address accountability and equity for patients and providers, and provide greater equity of access.  It also has the capacity to result in greater equity between regions and population groups.  The reduction in the number of health funding sources through pooling also has the capacity to lower administrative costs and thus reduce per capita health care expenditure or free up some of the existing expenditure for new purposes.

With respect to efficiency, the popularity of the general notion of funds pooling stems no doubt from the likelihood that by  pulling together funding streams from different sources it will be possible to break down the perceived barriers between the silos represented by individual governments and individual departments or programs.  Each level of government has its own requirements for accountability for the money it provides, so that if a local community or an Aboriginal Medical Service, for example, is receiving financial support and grant aid from Commonwealth, State/Territory and local government, the reporting requirements will be many and complex.

Pooling of funds from more than one government has the potential to overcome cost shifting and duplication in expenditure and achieve greater allocative efficiency.
  Simply put, it is often asserted that the pooling of funds makes it easier to disperse funds on the basis of need rather than on the basis of the location of the health care provider, or the most effective lobbying group.  Mechanisms to assure accountability for the value and indexation of contributions and for subsequent expenditure are vital.

It has been estimated that there are potential savings of between $2-4 billion annually in the public health sector alone through the pooling of all public health dollars.
 

The potential for improved equity is rooted in the belief that funds pooling at a regional or local model permits stronger local determination and citizen engagement in how the funds are actually deployed.  For example, if a particular community has funds from the Commonwealth for diabetes, obesity, home and community care, and men's health, the notion that funds might be pooled at the local level suggests that each of these program areas will to some extent ‘let go’ of their accountability requirements and permit the local community to determine how the combined funds are best used.

This hypothetical example illustrates the likely tension between notions of funds pooling and traditional modes of accountability for program expenditures.

A team funded through the Australian Primary Health Care Research Institute (APHCRI), led by Professors John Humphreys and John Wakerman, undertook a systematic review of the black and ‘grey’ literature on primary health care in the bush.  They concluded that funds pooling can be effective in enabling services to better meet community needs. 

According to the authors, the literature suggests the benefits of moving away from the predominance of a fee for service model to a blended payment system.  They support moves to explore and evaluate different financing mechanisms - including cashing out of Medicare and Pharmaceutical Benefits Scheme and Visiting Medical Officer payments, and funds pooling in different contexts. 

With all models, accountabilities and responsibilities will need to be clearly defined.

There is clearly no single perfect model for dispersing pooled funds according to need. Whatever the mechanism, it must take into account current funding, service and governance structures.  Although there are no simple solutions, overseas models provide useful ideas and evidence. 

The New Zealand model

The New Zealand model disperses funds for both hospital and primary care to regions (District Health Boards) according to population.  The money is dispersed to Primary Health Organisations (PHO) on the basis of need, using capitation payments.  The PHO then purchases services from providers, with patients’ enrolment with a provider determining the amount of Government funding the provider receives.  

It has been a story of mixed successes, partly because of the pre-existing system to which it has been melded.
  Concerns have been raised about the capacity of providers to determine co-payments, the strong influence of providers on the governance of PHOs, the loss of autonomy of providers, the failure of separation of PHOs from providers, and the difficulty in getting the correct size for a PHO to undertake the risks associated with being the insurer.  There are many lessons to be learned from this system, but it has taken the New Zealand health system from one struggling very badly with inequitable access and very poorly integrated service provision, to one in which access has been improved for many, and where opportunities for providing integrated services have been welcomed.
 The results for consumers may be considered positive: in a recent comparative report of adults’ experiences of health care in six countries, New Zealanders gave their system the highest rating for patient-centred care.
  

Australian models of regional or population group funds pooling

Coordinated care trials

The model used by Aboriginal Health Services in various parts of Australia pools all MBS and PBS funding, adds loadings for burden of disease and remoteness, and provides care specifically for the Indigenous population.  It has been functioning for some years in a variety of locations, with current work to include several communities on Cape York.  The stimulus came from the coordinated care trials.

There have been two series of coordinated care trials, the first from 1997 to 1999; the second from 2002 to 2005.  Their premise was that by better coordination of care for patients with chronic and complex conditions, the rate of hospitalisation would fall.  

The four Aboriginal trials proved to be more successful than the others.  It has been reported that: “fundholding allowed trials to fund strategies such as quit smoking interventions that otherwise would not have been possible” and “funds pooling was successful in providing greater flexibility in resource allocation.”
 It has also been reported that the four trials demonstrated “improvements in service access and service appropriateness” but there were also lessons for the need for “a comprehensive and sustained approach to building capacity in local services and communities”.
 

Following the experience of the first round of trials, a ‘risk-based capitation model’ was created for a more rigorous and generic fund-pooling approach in the second set of trials.  The model was designed to produce capitation rates, or estimates of the amount that would be consumed by individuals in a ‘usual care’ environment.

It incorporated residential aged care, MBS services including diagnostics and imaging, pharmaceuticals, inpatient hospital and Home and Community Care services (HACC).

Multipurpose services

The multipurpose service (MPS) program has been a feature of health services in many rural areas since 1993.

Multi-purpose Services (MPSs) are a subset of small rural health services that already operate under an integrated funding and accountability model across service types.

The aim of the MPS program is to improve provision of services in small rural and remote areas by simplifying funding and accountability mechanisms and by providing a more flexible, co-ordinated and cost-effective framework for service delivery.  The concept involves pooling of State and Commonwealth program funds for health and aged care services.  This allows a community to reconfigure services to better meet health needs and to provide staff with flexible work setting options across a range of services.

The amalgamation of acute, aged care, HACC and community health services gives MPS agencies considerable flexibility in choosing service delivery mechanisms appropriate to local circumstances.  Monies provided can be pooled then allocated to specific service types based on local community need. Funding and accountability arrangements may be modified over time as the overall small rural health services funding and accountability approach is developed.”
 
There are 24 Multi Purpose Services in Western Australia.  Their reported benefits include:

“The ability to be innovative in service delivery by removing existing rigid program guidelines e.g. meals can be provided from one site, hospital nurses can take on community and domiciliary roles, hospital gardeners can also provide home gardening support for the elderly; the opportunity for small communities to access Commonwealth funds to meet aged care needs in small communities; and the opportunity to attract and retain staff by offering them flexible and multi-faceted roles.”

The MPS model does not include MBS or PBS monies.  The program is intended for small communities which cannot sustain separate, stand-alone health and aged care services.

Regional health services program

The Commonwealth’s Regional Health Services Program was established in 2000 and is designed to improve health care in small country communities (<5000).  It provides Commonwealth financial support for local primary health care services.  It allows communities to consider a mix of services such as illness and injury prevention, children's and youth health, mental health, physiotherapy and nutrition and dietetics. 

It is an example of ‘funds pooling’ only in that it provides support generically, enabling the local community to determine the specific allocation – rather than channelling specific amounts to each functional area, requiring them to be spent on that area, and mandating separate reporting and accountability for expenditure on each area.

Australian models for state or national funds pooling

A number of models for broader funds pooling have been proposed in recent years.
1. The States to have full responsibility for purchasing all health and aged care services

This is similar to the Canadian system in which responsibility for health is devolved to the provinces within a federal system.  It is possible for the national government to retain responsibility for national standards and accountability through a performance framework.
  It does not however address the reality of the Australian tax system in which the lion’s share of taxation revenue is collected by the Commonwealth. 

2. The Commonwealth to take full financial responsibility for the system

In this model the Commonwealth would articulate “the policy objectives and the general principles of the health system, set the conditions within which health care services would be purchased and provided, and establish the framework for reporting on performance”.
  It would still require regional fund holders to be created and does not exploit the experience and existing structures within the States and Territories in service delivery. 

These first two were outlined in the Blame Game report in 2006.  

3. Funds pooling in specially created regions

Some years ago the Democrats, led by Meg Lees, proposed that all funds from governments provided for health, aged care and community services should be pooled at a regional level.  The proposal had in mind catchments of about 300,000 people such as the Illawarra or the ACT.  Again, the premise for the proposal was that the money would be more effectively spent, with regional pooling and management overcoming some of the intergovernmental blame shifting and providing better continuity of care.

4. Funds pooling at the national level for specific groups

There have been, and still are, various proposals for the Commonwealth to take over all health, aged care and community service responsibility for those above a certain age.  Part of the attraction is in no doubt the fact that some of the greatest complexities, and opportunities for cost shifting, exist in the aged care sector where there is often poor separation between aged care accommodation and services, and acute care accommodation and services.  This would in effect constitute funds pooling at a national level for a particular population group.

5. Funds pooling for ‘a coalition of the willing’

John Menadue and others have suggested that the Commonwealth and ‘a willing State’ should trial funds pooling across health, aged care and community services in that particular State.  This proposes the establishment of a Joint Health Commission in any State where the Commonwealth and the States could agree.

6. Funds pooling of all health funding at state and territory level

This model proposes the pooling of all health, aged care and community funds through a mechanism similar to the current Australian Health Care Agreements through which funds are jointly provided by the Commonwealth and each State or Territory, with the provision of services the responsibility of each State or Territory Government.  It would include the funds from all publicly-funded health services and programs across the entire health sector e.g. the Australian Health Care Agreements, aged care, the Department of Veteran’s Affairs, Home and Community Care, Regional Health Services, the Medical Benefits Schedule, the Pharmaceutical Benefits Scheme, funds for Aboriginal Health Services, local government health services, and funds provided to non-government organisations for health service provision. 

In this model, the State Government (as the fundholder) would provide services as well as manage the tendering processes for other existing providers to tender for the provision of services.  As a contributing funder, and as the national government responsible for the development and implementation of national standards, the Commonwealth would have responsibility for ensuring accountability through a performance framework, but would require an accountability mechanism itself to ensure investment was maintained at agreed levels, and indexed appropriately.  

Pooled funds would be devolved to regions according to population health need.  The regions could be current State or Territory Area Health Service regions, local government municipalities, or other regions as determined by the administering State or Territory Government.  There is also the opportunity in this model for the integration of local government services provision with other state government health services, offering improvements through streamlining and integration of services and enhanced opportunities for innovation and responsiveness to local needs. 

The way forward

The Australian Health Care Reform Alliance (AHCRA) considers funding reform to be one of the central priorities for health care reform.  Such reform should address both the jurisdictional divide in the collection and distribution of funding and also the different mechanisms currently used for funds allocation.  The current method of funding health care through a number of separate programs is one of the central contributors to the fragmented and poorly coordinated system of health service delivery in Australia.

A national audit of current health expenditure and health needs should be undertaken as soon as practicable, including the identification of barriers to equity.

For these reasons, AHCRA believes that the National Health and Hospitals Reform Commission should include recommendations about alternative health financing systems in its blueprint for reform.  The purpose of such fundamental changes would be to improve equity and allocative efficiency in the Australian health system.

AHCRA believes that funds pooling has the capacity to enhance national standards, improve accountability and transparency in health expenditure, and allow for health funding to be provided according to need.  Most importantly, AHCRA believes that some form of funds pooling could deliver greater equity for both patients and providers.  It would also improve coordination between health services, thus augmenting health system integration and reducing the fragmentation that plagues our current system. 

The pooled health services system could include funds for the provision of incentives and resources for infrastructure to attract health professionals to practise in areas of need (e.g. rural and remote, Indigenous, lower socioeconomic groups). 

At the time of writing, AHCRA does not have a preferred model for funds pooling.  It proposes a careful analysis of the New Zealand system and the other options canvassed above.  Failing a national approach to an improved funding system, agreement could be reached between the Commonwealth and an individual State or Territory Government.

Whatever model or models are proposed by the Commission, the new system should allow for innovative local solutions to address local health care needs, with standards set nationally.  The disbursement of funds would be on the basis of need, with barriers to access such as co-payments being very carefully considered.  Local governance in the new system, involving consumers and other provider organisations and groups, would reflect the preferences and culture of the broader community rather than only those of the providers.

The proposals from the NHHRC for funds pooling should be subject to expert and public evaluation, and at all stages the changes should be the subject of public discussion.  There is currently a lack of in depth analysis available on such proposals, and further analysis followed by the development of a series of policy options on which to base quality debate is necessary. Any trials would be on the basis of agreement between the relevant authorities: the State/Territory and Commonwealth Government and, in the case of regional or population based trials, agreement between affected communities and existing funders and service providers. 

8. MODELS FOR EFFECTIVE PRIMARY HEALTH CARE

The current national health reform agenda offers an opportunity to move the focus from primary, secondary and tertiary care, in which ‘the medical model’ dominates, to broad primary health care.

It is also an opportunity to improve the primary care system, to develop one that extends beyond the services of a general practitioner to a multidisciplinary model that provides comprehensive and effective care based on evidence. 

Primary health care, as identified in the Declaration of Alma Ata from the 1978 World Health Organisation Primary Health Care Conference, involves an emphasis on prevention and health promotion, as distinct from the system of primary care familiar to most Australians as a trip to their GP.  Primary care is better described as a “first contact” system rather than a system of primary health care; while the latter is characterised by a focus on the promotion of health and the prevention of illness, according to principles of equity, access, and community empowerment, and achieved by care delivered by multidisciplinary teams.  Primary care more often than not “involves a single service or intermittent management of a person’s specific illness or disease condition in a service that is typically contained to a time-limited appointment”.

A greater emphasis on primary health care in Australia can be expected to:

· reduce the burden of disease;

· lower the overall cost of health care;

· improve health through access to more appropriate services;

· reduce the inequities in a population’s health;

· result in earlier intervention into health problems;

· result in more identification of illnesses; and

· place more emphasis on illness prevention.

The current system of primary care funding in Australia creates serious barriers to effective health promotion and chronic disease management, and is limiting its effectiveness in terms of equity, access and value for money.  Major reform is needed.  Current models of primary care are limited in focus, not always based on the best available evidence, and change has been driven by strategies that are more about political appeasement, rather than positive patient outcomes, efficient and sustainable service delivery models, or cost effective care. 

The fee-for-service system creates a perverse incentive to provide more, not necessarily better, services.  It creates a financial incentive to provide many services, not make people better.  It also acts as a barrier to integrated services: as a stand-alone service, there is nothing to oblige these services to interact and integrate with any other health service.    

Evidence suggests that an integrated multidisciplinary model of primary care is not only more cost effective than fee-for-service models, where costs blow out in an uncapped system,
 but it provides for the delivery of high quality best practice care, as it offers greater scope for better utilisation of the skills of a range of health professionals in delivering a range of services that are responsive to community needs rather than limited to services dictated by the Medicare Benefit Schedule item numbers.
 

Whatever the precise model, it must address infrastructure requirements, recurrent funding in a manner which promotes mutual respect, teamwork and a patient-centred focus, professional development, effective data sharing, and governance with a strong consumer and community group input not dominated by providers. 

A centre such as the model of primary health organisations (PHO) in New Zealand for example, employing a range of health care professionals – nurses, midwives, doctors, allied health professionals, - can provide a much more holistic and effective form of primary care than a solo GP.

A true multidisciplinary primary care model could be achieved through transforming, for example, the GP Superclinic model into a model where all primary care funds that would otherwise be made available to that service were cashed out, local governance processes installed to ensure the services were responsive to local needs, and all services paid through a salaried model, with staff employed by the state government.

Moves in New Zealand over the last decade towards a strengthened primary health system have seen an introduction of capitation funding, signalling a move to a “needs-based” funding approach.  Primary care in New Zealand was previously dominated by private for-profit general medical practice, with services provided on a user-pays basis.
  The intention of this shift in strategy was to encourage population-based approaches to health care.  This was achieved through the delivery of coordinated and comprehensive services by multidisciplinary teams to enrolled populations, and by encouraging increased community involvement.  The intention was to replace the limited model of access to a single practitioner on a fee-for-services basis with access to a primary health care organisation, where nurses, midwives, allied health professionals, and doctors would provide a comprehensive primary care service using funding received on a per person basis.  The formula to establish the figure takes into account age, gender, whether individuals are health care card holders, socio-economic status, and ethnicity.
 The capitation system is seen to be effective in improving access, especially for minority and low socio-economic populations. 

This system has seen 80 per cent of general practitioners take up the model, and 75% of New Zealanders are now registered patients of primary care teams.  This is considered responsible for a concurrent fall in hospital admissions, and improved connections between hospitals and primary care organisations.  It has been reported that in some areas of New Zealand, hospital admissions have fallen by as much as 8%, while admissions in Australia have continued to rise by 2% per year.
  Out of pocket costs to primary care service users have fallen since the introduction of the initiative, access has improved (for all ethnic groups), and the burden of service delivery on doctors alone has fallen, with other health professionals (e.g. nurses) delivering more services.
 

The relevance of this model is that it is operating in a jurisdiction that is geographically close, there are many shared cultural characteristics with the Australian population and New Zealand’s methods of educating health professionals and delivering health care are very similar to that of Australia’s. 

The current model of GP Super Clinics does not offer anything in terms of a new model of care but is simply a new method of funding GP services by using Australian Government funds to support the development of infrastructure for GP services.

The GP Superclinics model claims to offer “accessible and affordable care”, and it is understood these clinics are being established in areas of need, where access to primary care has been limited, where existing GPs may have closed their books, or where no GP currently practices.  However there is no assurance that this model will deliver “accessible and affordable care”, as there is no obligation on the participating GP to bulk bill, and people who are currently denied access to care as they cannot afford the out of pocket costs will be no better off.  Moreover, there is no obligation for the providers to collaborate and share in care to effect good health outcomes for consumers.  The corporate governance arrangements of the Superclinics are also unclear. As stated earlier, AHCRA’s position is that a truly effective primary health care organisation must have transparent, accountable and representative governance structures with input from consumers, community organisations as well as the various provider groups. 

Accessibility is unlikely to improve as the model using fee-for-service funding almost entirely from the MBS is already well demonstrated as posing risks of assuming a “six minute medicine” approach to health care; where the GP (being the only member of the team able to directly access funds) is overworked; other team members are undervalued and reluctant to work in the practice; and ultimately the same problems that plague general practice now in outer metropolitan, regional, and rural areas will re-emerge, and GPs (just as they are now) will be reluctant to work in the area.

It may be possible to transform the GP Super Clinics into an innovative model of care but in order to do so, consideration must be given to an appropriate funding mechanism for the delivery of comprehensive primary and preventative health care by multidisciplinary teams. This would be a responsive, accessible, equitable and affordable primary care model that would deliver better health outcomes for the community.  A true multidisciplinary comprehensive primary health care service could showcase the highly sophisticated clinical support that can be offered by nurses, midwives and allied health professionals as members of the multidisciplinary team in the range of primary health care such as chronic disease management, mental health care, maternal and child health services, antenatal and postnatal care, healthy kids checks, health promotion, health education and wellness programs. 

There is increasing evidence of the effectiveness of a range of health professionals in delivering primary health care, which include the appropriate involvement of medical professionals as necessary. Outcomes from nursing care in primary health care settings for example indicates that nurses can provide effective care with positive health outcomes, as well as high levels of patient satisfaction.
  The same is true for services offering primary midwifery care where a known midwife provides care to a woman throughout her maternity care episode.  Benefits include fewer pre-term births, shorter labour, reduced need for medical interventions, reduced need for newborn special care, reduced incidence of perinantal depression and improved rates of breastfeeding.

Another example of where improved access to primary care is needed is that of maternity services.  Maternity services have evolved to routinely channel healthy women into ‘high tech’ specialist care, putting undue burden on the specialist workforce and underutilising the expertise of midwives and GPs as primary carers.  Women in Australia have one of the highest rates of obstetric intervention in the world without any higher levels of safety in terms of maternal and perinatal mortality
 – an issue that, if the terms of reference of the National Health and Hospitals Reform Commission to “develop a long term reform plan to provide sustainable improvements in the performance of the health care system” are to be addressed, should be considered an urgent priority to protect the safety and quality of care for women and babies and to ensure scarce health resources are being appropriately used to meet community needs.  

Efforts should be made to expand models of care that are already present in isolated sites across Australia which are women-centred and based on mutual respect and collaboration between GPs, obstetricians and midwives.  Examples include the Adelaide Women’s and Children’s Hospital Midwifery Group Practice, the Midwifery Group Practice at Ryde in Sydney, and rural services, such as those provided at Mareeba in Queensland and Wangaratta Hospital in Victoria, all of which have been evaluated and found to be safe and effective, with high rates of consumer satisfaction.
Other examples of effective primary health care settings include that of the Aboriginal Community Controlled Health services offered nationally to provide culturally appropriate primary health services to Indigenous communities. These services however require increased support and further expansion in urban, rural and remote areas to achieve lasting improvements in Aboriginal and Torres Strait Islander health and wellbeing, and to close the gap in health inequalities for Australian Indigenous people.

Reform of the Medical Benefits Schedule with respect to primary care

As discussed elsewhere in this submission, we believe that radical structural reform to funding is required to deliver comprehensive multidisciplinary primary care, with pooling of MBS and PBS and other funds at a national level. 

This does not preclude fee for service funding at a local level, but this would predominantly be used for episodes of acute care.  Thus, although the intent of proposed changes to the MBS schedule e.g. to promote longer consultations, extension of coverage to nurse practitioners, midwives and allied health professionals, and provide for dental care, preventive care, etcetera may be appropriate, such changes would not be necessary in a reformed pooled funding model. 

Extending the rebates to other health professionals without addressing the issues of equitable distribution and co-payments is likely to lead to the same problems that afflict the current situation i.e. inequitable access because requisite health professionals are not located in the most needy areas, and not all consultations are bulk billed, raising both geographical and financial barriers to access. 

Another critical factor for successful reform of the MBS for effective primary care is for the recognition of the need for care planning and collaboration between a range of health professionals, rather than the status quo of a series of discrete interventions provided by professionals working in silos.  This could be achieved by allocation of a primary care coordination role to a provider.  While this could be the GP in most circumstances, it could also be other providers.  The role of such coordinators would be to facilitate the consumer’s “journey” throughout the health system; to assist consumers in self management of their chronic disease; and refer to other providers as new issues present.  They could also act as facilitators in providing “stepped down” care should the person require their episodic treatment in acute care facilities. 

In summary, the AHCRA position on primary care is that:

· it must be seen as a part of a broader primary health care system which reaches beyond health care professionals;

· the primary care system and services should be consumer-oriented (ie based around their needs, not those of providers); 

· there should be stronger consumer and community involvement in all primary care services;

· whenever possible, primary care should be prevention and wellness oriented;

· it should be multidisciplinary but recognise that GPs will always be core players in primary care;

· primary care should be provided through health care teams;

· it should facilitate coordinated care, and although GPs will play a role in this, there are also other successful models to incorporate;

· funding should be distributed equitably, based on population’s needs, not on health professionals’ personal choices about location or historical reasons (we don’t site schools based on teachers’ preferences, and we do close them when the population moves);

· funding should allow local services and communities to address issues in contextually appropriate ways, albeit based on evidence etc where possible;

· funding should be flexible enough to accommodate a broad primary health care approach, such as group approaches to exercise for people with arthritis or diabetes education groups, or to contribute to community-based solutions such as developing  groups for socially isolated people or advocating to increase community wellbeing. Such an approach is made difficult by a substantially fee-based funding system;

· primary care entities need a structure than enables transparent, accountable and representative local governance i.e. for them to be better integrated into the communities they are serving and not left in the hands of those providing the services.

9. IMPROVING THE PUBLIC/PRIVATE MIX

Private health care has always been an important component of the Australian health system. The private health system has been expanded with public subsidies over the last 12 years. AHCRA believes that revenue from taxation should only be used to fund health care services that provide equity of access and outcomes. This is consistent with the Commission’s guiding principles.
Whilst recognising that not for profit private organisations provide excellent public hospital services, aged care services, and a variety of community services, funded through taxes, it is crucial that taxpayer funding of private services be critically analysed to ensure that such funding fulfils the equity requirements as stated.

We also note that under the draft NHHRC principle: ‘Responsible Spending on Health’ it is stated that ‘there should be a balanced and effective use of both public and private resources’. Given that the aim of any health care intervention must be to improve outcomes, we understand this to mean that the effectiveness of particular health policy settings will include consideration of the cost / benefit analysis of the different models of funding and the way in which health care services are delivered (e.g. private for-profit, private not-for-profit, and public, and the various mixes). This should include analysis of current models and of any proposals for changes.

Australia has traditionally had health services funded via a mix of public and private sources. Medicare is now firmly entrenched in the public’s perception as the vehicle for universal access to health care. Although not without its deficiencies and critics, it nonetheless ensures that the majority of Australians enjoy good access to medical services. The main challenge in dealing with any public-private mix, is to maintain the principle of equity and to minimise perverse incentives to over-servicing by private providers. A further challenge, as referred to throughout this submission, is how to re-orientate the system to focus on effective primary health care services.  

Private health insurance, like Medicare, traditionally operated on a fee-for-service model. Consumers claimed against services offered by providers and the funds paid for all or part of the service charges. There are limited opportunities for the health funds to reduce their costs by funding preventive activities or appropriate alternatives to in-patient treatment for their members, with the possible exception of services provided under general treatments or extras cover. In reality, the limitation on the claims under general treatments and their episodic based service and payment systems has effectively prevented primary health care providers from offering coordinated collaborative care, especially for consumers with complex health care needs. 

The introduction of broader health cover for people with private health insurance, however, presented a welcome opportunity for such collaborative primary health care to take place more readily. It has enabled funds to offer preventive, hospital like and hospital substitution services as alternatives to in-patient care, which are traditionally offered within the confines of a private hospital. Under broader health cover, appropriately credentialed providers (similar to Medicare provider eligibility status) can provide various preventative and substitution services. The problem remains however, that such services are limited to those who can afford private health insurance.

There is evidence to suggest that people with chronic diseases treated in hospital like and hospital substitution services by a team of multidisciplinary providers can improve health outcomes, reduce acute hospital admissions, and provide improved quality of life and greater satisfaction with services received.
 It has also been demonstrated that provider groups, especially nursing, midwifery and allied health, are vital in providing such broader health cover services in the community, for the same quality and sometimes at reduced costs than hospital based care.
 

Accountability for outcomes in the health system

The stated intention of the government’s policies to increase private health insurance was to take pressure off the public system. However, there is evidence that the policies have done little to reduce the burden on public hospitals. There is also evidence to suggest that the policy has led to a preference for privately insured patients in the public system. This is detrimental for people without private health insurance and does little to take pressure off the public system. As a result AHCRA has concerns about the cost-effectiveness of the 30% private health insurance rebate.

AHCRA believes that the subsidy to the private health insurance industry may be more effective if it was invested directly in the publicly funded universal health system. However, if the government is to continue subsidising the private health insurance industry by nearly $4 billion per year, it must take steps to demand more accountability and transparency from private health insurance funds and private hospitals. The Private Health Insurance Administration Council collects a large amount of data on the operations of the private health insurance industry but there is little in the way of performance information. This is in contrast with recent efforts to improve accountability and transparency of performance in the public hospital system.

It would be logical therefore, for the government to pursue a greater regulatory framework for the provision of all private health services given that, even without the 30% PHI rebate, it heavily subsidises such services through Medicare rebates, PBS funding, subsidies for medical indemnity, funding for devices etc. The introduction of broader health cover did not see a rush by the funds to offer preventative and substitution services. This could be due to the fear that by offering such services, the funds will potentially expose themselves to people with chronic diseases, and therefore having a greater utilisation of the funds’ services, potentially increasing their members’ risk profile and decreasing the profitability of the funds. 

Consumers can now access an increasing number of allied health professionals under Medicare. The Enhanced Primary Care (EPC) and the Better Access to Mental Health Care are the two most obvious examples. The federal health minister has also raised the possibility that consumers should also have greater access to midwives and nurse practitioners under Medicare. Notwithstanding the shortcomings of the fee-for-service model of Medicare, and the need for greater investment in care coordination and collaboration in primary health care, such increased access can lead to some improvement of health outcomes. The same however, cannot be said for such service under broader health cover. Put simply, there needs to be some parity in the provision of broader health cover products and services and programs such as EPC and Better Access under Medicare. 

Moreover, the Commonwealth can also stipulate to a greater degree the magnitude and frequency of care coordination for post-hospital services with the states and the private health funds. This would essentially reduce the likelihood of “gaming” and cost shifting by the providers which allows greater consumer choice between public and privately funded health services. This choice however is not consistent with the principle of equity as it is limited to those who have private health insurance.  

Parallel to the parity of services between public and privately funded health services, there also a need to have greater transparency and accountability of what services are listed on the Medicare Benefits Schedule (MBS). Drugs to be listed on the Pharmaceutical Benefits Schedule (PBS) must be vetted for evidence and cost effectiveness by the Pharmaceutical Benefits Advisory Committee (PBAC). The Medical Services Advisory Committee (MSAC), which oversees the MBS items, does not operate with the same level of transparency and it is not clear that they have undergone the same level of cost-benefit assessment. Reforming the MSAC, along the recommendations as outlined by the Productivity Commission in its report on the Australia’s Health Workforce (2005) would be a welcome first step. The Productivity Commission also argued for broader provider access to the MBS in the same report and suggested that these reform measures to be undertaken as a package. These recommendations deserve serious re-examination in light of the present and projected challenges facing the health system.

These reforms should not be seen as a substitute for the recommendations of AHCRA for the NHHRC to pursue the development of a range of options for funds pooling to improve equity, allocative efficiency, transparency, and to minimise duplication and cost shifting in the health system. Concurrent improvement however is required to improve the accountability and transparency in the utilisation of public funds in the private sector, and the private sector subject to the same accountability and performance measures as in the public sector. This should apply to all private health care services.  

10. ENSURING THE SUSTAINABILITY OF THE HEALTH WORKFORCE

The AHCRA position in relation to the health care workforce is well documented in its 2007 Position Papers and other materials in relation to the challenges posed by workforce shortages, inflexible work practices and inadequate workforce planning in Australia.

In this submission, AHCRA urges the NHHRC to act decisively to ensure future national health workforce planning occurs in a coordinated manner, and to develop strategies to improve the balance between supply and demand of the Australian health care workforce in the NHHRC plan for the future health system.

National workforce planning is currently occurring in a variety of venues; with the Australian Institute of Health and Welfare the custodians of the most comprehensive national workforce database; and the National Health Workforce Principal Committee responsible for implementing some, but not all, of the National Health Workforce Strategic Framework.  However, there are major limitations to the data for most health professions arising from inconsistencies between the states in the definitions used and scope of data collected.

Workforce planning requires significant reform and national coordination if it is to meet the needs and demands of the health system into the future. For this reason, AHCRA recommends that the responsibility for the implementation of this framework should reside with a single body, such as the permanent National Health Reform Commission proposed by AHCRA.

Part of this responsibility should include the development of an effective process for determining the requisite numbers for each of the health professions to meet future demand; allocating sufficient undergraduate and postgraduate places; and ensuring appropriate funding for each discipline.

These mechanisms should not be limited to undergraduate entry level but also address the needs of the specialist workforce.

There are existing shortages in a number of health professions which are unlikely to be resolved however, at least in the short term, through increased training. Mechanisms to improve retention and make the most effective use of the existing workforce are also required. Consideration needs to be given to the current allocation of roles in the health system and models of care developed to ensure that it is being delivered by the most appropriate health professional.
The agency (i.e. the National Health Reform Commission) with national responsibility for workforce planning should also have responsibility for workforce innovation and reform measures. 
Workforce planning must specifically address rural and remote workforce shortages as well as the workforce supporting Indigenous communities, with particular emphasis on creating a culturally sensitive (and where possible, Indigenous) health care workforce for Indigenous people. 

High level linkages must be established between health departments and departments of science, education and training to ensure cross departmental cooperation and integration of workforce supply and demand data.  The implementation of national registration for most health professionals provides an important opportunity to collect nationally consistent and reliable data to support workforce analysis and planning.  


Workforce planning mechanisms and agencies must facilitate consumer involvement in planning and policy development.

Previous reports have made recommendations in relation to the health care workforce, in particular the Productivity Commission report. AHCRA supports the recommendations of this report and urges their prompt implementation.  

Where possible, models for interdisciplinary education should be encouraged to improve understanding and mutual respect between the health professions and provide for the development of effective multidisciplinary teams.
This approach has been recommended by a number of international inquiries and studies (the ACT Health Inter-Professional Learning and Clinical Education Project, the Bristol Royal Infirmary Inquiry, the Southland District Health Board Inquiry in New Zealand, the King Edward  Memorial Hospital (WA) Inquiry, and in the landmark review of patient safety, To Err is Human, by the Institute of Medicine in the USA) as an important feature of necessary health reform, because of its potential to improve the safety, quality and effectiveness of contemporary health care.

The last of these inquiries in particular referred to the need for interdisciplinary education to improve teamwork, and improve collaboration and communication between health professionals – all known to be key factors in improving patient safety and quality of care.

The well used maxim that necessity is the mother of invention is well applied to the rural and remote health sector, where necessity is often the incentive for the development of innovative work and educational practices. The rural and remote sector is an innovator when it comes to the concept of inter-professional education, and rural and remote faculties, such as those described in the paper Breaking down the silos, are almost exclusively leading the way in inter-professional education in Australia. As with many other innovative work practices embraced by rural and remote health professionals, such as multidisciplinary primary care teams, these developments potentially have wide broader application to metropolitan settings.

A critical review of the uni-professional, or single professional approach, to the education of health professionals in the paper, Breaking down the silos, refers to substantial limitations with the current approach, suggesting: “A silo approach to education…and the drawing of boundaries around uni-professional knowledge…undermine respectful awareness of the knowledge and skills of other disciplines and fuel inter-disciplinary rivalry”. 

Author Dr Ruth McNair goes on to say: “The power invested in having control over a distinct body of knowledge and the development of ‘cognitive exclusivity’ creates a significant barrier to effective relationships with other professionals and with patients. Students are found to enter their specific health professional course with pre-formed stereotypes about their own and other disciplines.”

The New Generation Project, discussed by Professor Humphris in the paper Multi-professional practice, inter-professional education: lessons and evidence for rural and remote Australia, is a model of interdisciplinary education established by the National Health Service across two university campuses in the UK. Eleven disciplines have been incorporated into the New Generation Project, including medicine and nursing. Students from the different disciplines work together in small inter-professional groups at different points during their training to enable students to learn “with, from and about each other”. This program is developed on the premise that the earlier the concept of interdisciplinary, collaborative working is introduced, the better it will build mutual respect and understanding between health professions.

The need for collaborative and interdisciplinary education across the health professions is also recognised by the national policy document, the National Health Workforce Strategic Framework, developed by Australian Government, State and Territory Health Ministers in 2004. The framework espouses the benefits of teamwork, acknowledging that interprofessional teamwork is an important contributor to positive health outcomes through the “improved communication, efficiency, cost-effectiveness, and the patient-centeredness of the health care team”’ and recognising that a “collaborative, multidisciplinary approach is needed to effectively tackle health workforce issues”.

The concept of interdisciplinary education, while well established in other countries, is only just beginning to be explored in Australia, despite acknowledgement that more collaborative professional relationships would be beneficial for professional relationships and for patient outcomes. 

AHCRA recommends the incorporation of interdisciplinary education into the curricula of all the health professions, so a cooperative and collaborative approach to health practice between medical students and students of the other health professions is present right from the beginning of their careers. The development of inter professional competencies and the development of appropriate undergraduate, postgraduate, and clinical education curricula would also help promote and extend inter-professional cooperation. It is acknowledged however that further research should also be conducted into the effectiveness of the approach and its effect on patient outcomes.

As Health Canada has observed, support for a multidisciplinary approaches to health care must be supported by consistent legislation and policies at both federal and state government level.

Improvements in the education of health professionals must ensure that clinical training for the future health workforce is sustainable over the longer term. It is vital that there is a clear understanding about the importance to the community and the nation as a whole of having a well educated, sustainable health workforce, who have had access to appropriate, high quality clinical education experiences.

This requires improvements to the transparency of funding for clinical education, including:

· improving the collection of information in relation to the demand for clinical training e.g. where it is being provided, how much it costs to provide, and how it is being funded;

· funding for all health professional education – both theoretical and clinical – to be equitable across the professions, that is, at the same level as medicine;

· examining the role of greater use of explicit payments to those providing infrastructure support or training services, within the context of a system that will continue to rely on considerable pro bono provision of those services;

· addressing any regulatory impediments to competition in the delivery of clinical training services;

· funding to be available to health facilities to employ staff specifically to support students and vocational trainees and facilitate their clinical training;

· investment in more interactive laboratory learning, clinical simulation and new models of clinical education, including interdisciplinary education;

· provision should be made to facilitate access to a broad range of settings for clinical placements, for example in the private sector, the community, non-government sector and aged care sectors; and
· assessment of how clinical training is structured within courses e.g. what is the optimum for learning and what the costs to deliver are in real terms.


Clinical education issues for rural and remote students (undergraduate, postgraduate and vocational trainees) at rural universities and for students with clinical placements need special consideration. These students often experience serious economic hardship due to accommodation and travel costs. As remote origin and exposure to rural and remote practice is a strong predictor of later rural and remote practice, access to appropriate education for rural and remote students, and to rural and remote clinical practice for urban students, must be addressed.

As noted earlier, specific provision must also be made to expand the numbers of Aboriginal and Torres Strait Islanders who become nurses, midwives, doctors and allied health professionals.  Indigenous health provides unique challenges and it is vital that every effort is made to strengthen the Indigenous workforce to support the delivery of culturally appropriate care. This requires the encouragement of as many Indigenous people as possible entering health careers by offering supported pathways to education and increasing investment in Indigenous educational places. Cooperative efforts with states and territories to improve career pathways from schools into training and education in the health sector are needed.  Addressing the education of health professionals to ensure the inclusion of Indigenous history and cultural issues is important to the provision of culturally appropriate care. Content relevant to the history and culture of Indigenous Australian and Torres Strait Islander people and including social justice issues should be integrated in all undergraduate curricula for students of the health professions. Aboriginal and Torres Strait Islander people should be involved in the development of guidelines for Indigenous content in curricula.

In addition it is important to strengthen the ability of non Aboriginal health professionals to provide culturally appropriate care.  
Accreditation and registration


AHCRA supports national registration and accreditation. This is based on an understanding that the establishment of an overarching national registration governance body would include discreet professional boards or panels to manage professional registration for each discipline. National registration and accreditation will provide the opportunity to develop uniform national standards; any national standards developed should build on and extend the national standards already developed by some professional groups. Clinical input into the development of standards, including accreditation standards, is critical.

11. FACILITATING CITIZEN / CONSUMER ENGAGEMENT THROUGH HEALTH LITERACY AND CAPACITY BUILDING
This section builds on the case for strong consumer participation at all levels of the health system, expressed throughout the document, and argues for a much more substantial investment in health literacy in the population. This will not only empower consumers in their own care and self-management, but also enable them to more effectively participate in health sector quality improvement activities. As such it represents an investment in population and system health.

“The legitimacy and sustainability of any major policy decision increasingly depends on how well it reflects the underlying values of the public”.

This certainly true of health care policy, and underscores the importance in health policy and health service delivery of the involvement of an informed public in policy development and informed individuals in the delivery and quality improvement of health services. But people can only engage with what they understand, and health literacy (or lack thereof) is seriously compromising the ability of many people to fully participate in their own health care.

Building the capacity of Australian health consumers to contribute to public policy development and actively participate in their own health care therefore requires an investment in improving health literacy through the development of a national plan for improving health literacy and building health consumer capacity.

Health literacy has been defined as the wide range of skills and competencies that people develop in order to seek out; comprehend; evaluate; and use health information and concepts in order to make informed choices, reduce health risks and increase quality of life.
 

The Australian Bureau of Statistics 2006 Adult Literacy and Life Skills Survey (ALLS) covered four domains: prose literacy, document literacy, numeracy and problem solving. They produced a fifth domain as a by product: health literacy. Defined as ‘knowledge and skills required to understand and use information relating to health issues such as drug and alcohol, disease prevention, first aid, emergencies and staying healthy’; the ALLS Survey showed 60% of Australians have limited health literacy (scoring 1-2 or a five point scale). Level 3 is regarded as the “minimum required for individuals to meet complex demands of everyday life and work in the emerging knowledge based economy. Health literacy decreased with age and 80% of over 65-74 year olds had limited health literacy.

Low health literacy threatens not only the health and well-being of Australians but also the health and well-being of the entire health system. Such an inference can be reasonably drawn from studies conducted in America, which show poor health literacy costs the health care industry in that country some $100 billion a year in overused, misdirected or misunderstood health care services.
 

Improving health literacy and building health consumer capacity is critically important to the realisation of every one of the NHHRC’s proposed fifteen principles and meeting the twelve challenges for a reformed health system.   

Studies show “health literacy” is a strong predictor of health status and fundamental to quality health care. Low health literacy can lead to negative effects on a person’s health and well being, including poor self-care and lifestyle decisions, misuse of health services, less interest in accessing preventive care, and overall, increased costs.  
Improving health literacy helps individuals to have greater capacity to obtain and process basic health information, understand their health problems as well as the services needed, and to make appropriate decisions about health and healthy life style choices. 

In the past, health management was considered solely the domain of health professionals. Patients had little alternative but to accept the decisions health professionals made for them. However the relationship between health professionals and consumers of health care is changing. Greater responsibility for health management is shifting to the patient. There is an increasing awareness of citizen or patient health rights and an increasing requirement for accountability for all parties. 

Costs to both patients and the health system from poor health literacy will continue to grow unless there is a concerted effort to improve it. Patients are being asked to assume more responsibility for self-care; costs are increasing and consultation times are decreasing. Emerging issues such as quality and safety, chronic disease, illness prevention are now important aspects of an increasingly complex health system that are all relevant to the need for improved literacy and health consumer capacity building. 

Consumers must be able to locate health information, evaluate information for credibility and quality, and analyse risks and benefits.  Consumers must be able to express health concerns clearly and quickly in the context of the financial and time constraints on consultations. They must be able to ask the right questions and understand complex medication and health instructions.  Often their ability or inability to navigate the health system may reflect systemic complexity as well as individual skill levels. Even highly educated individuals may find the systems too complicated to understand, especially when people are made more vulnerable by poor health. 

Facilitating true citizen engagement in health care however requires going beyond health literacy to build capacity for empowered and activated patients as well. Building health consumer capacity promotes “patient activation”, self efficacy and self confidence in the health system. Capacity building promotes the belief and understanding that it is one’s job to take charge of one’s health and that one’s own actions play an important role in one’s own health outcomes.  Capacity building increases feelings of empowerment and personal control surrounding the contingencies of health management regimes and motivates patients to acquire and maintain healthy behaviours.

Some examples where capacity building and high health literacy are essential are:

· Chronic disease self management – prevention and early management in such conditions as asthma, diabetes, arthritis, hypertension;
· Maintaining and improving health through appropriate food and fitness;
· Children with chronic or special health care needs;

· Immunisation – adults and children;

· End of life decisions and/or organ donation;

· Depression and mental illness – screening and treatment;

· Wound care;

· Pain control;

· Medication management – preventing errors;

· Heart disease – prevention, optimizing functional capacity;

· Stroke – early intervention and rehabilitation;

· Quality and safety – patient surveillance and prevention of adverse outcomes in care;

· Cancer – decision making in choosing and following treatment options, and 

· Navigating a complex system comprising public and private services.

Improving health literacy requires definition of the scope and costs of poor health literacy. This requires identifying populations with the lowest capacity/lowest health literacy and targeting them particularly. For example vulnerable groups can include the elderly, people who speak languages other than English, immigrants, early school leavers, prisoners, paediatric patients etc.

A basic set of indicators is required so the extent of the problem at the individual, community and national levels can be assessed. However most of the tools that exist to measure health literacy measure only reading skills and do not include other critical skills. 

Advancement of the field of health literacy requires the development of new and innovative measures which can be used to establish baseline levels and monitor change over time.

It is necessary to understand the obstacles that lead to poor health literacy and poor capacity of users within the health system. 

This includes gaps in the standards and the limitations of education both in the school setting and the public health setting; complexities within the health system itself; inappropriate models of service provision or care; gaps in support for individuals; contradictory health messages; confusing medication regimes; and the rapid advancement of technologies.  

Gaps in research need to be identified and gaps in existing programs addressed to improve health literacy and citizen capacity within the health system. This should entail the development of appropriate goals for research, policy initiatives, interventions and collaborations to ensure people have the skills they need to obtain, interpret and use health information in meaningful ways. It also requires health system structures and institutions taking responsibility for providing clear communication and adequate support to facilitate health-promoting actions.  

National health education standards for all educational institutions including primary, TAFE, universities, adult and vocational education should include specific, effective and feasible actions to develop health literacy.

Accreditation bodies should incorporate health literacy and capacity building standards into their requirements for educational institutions and develop assessments to monitor health literacy policies and practices.

While all of the above needs to be approached from a national perspective, much of the leadership for implementation must be done by state agencies and empowered local communities working in concert with federal government. 

A wholly top down approach must be carefully avoided. A grass roots approach is also needed with support and resources for solving health literacy problems and capacity building, being directed towards local advocacy, self-help and other groups which can also support the role of family, carers and peers.

Most importantly, citizen engagement as described by the Australian Health Care Reform Alliance must underpin the development of the policies, resources and infrastructure for capacity building activities, implementation and evaluation of this national priority.

Three areas requiring immediate attention to improve health literacy and capacity building are:

· Make medication and health information easier to understand using plain speak language techniques;

· Change or re-organise systems within the health care system itself to mitigate the effects of low literacy;

· Initiate intervention programs that attempt to directly improve patient literacy.  Importantly, this would include not only provider/primary care interactions but programs that target and empower the community and individuals.  For example programs might be conducted by health educators where patients could get “expert best practice support” with problem solving skills in the self-management of their health concerns, including self-efficacy skills needed in changing behaviour to reach new goals; and other skills that empower patients to more effectively partner with their health care team.  
· Develop systems that facilitate informed decision-making by consumers, e.g. through consumer-friendly Information and widespread use of decision aids and programs such as Respecting Patient Choices.

12. WHERE TO LOOK FOR REFORM IDEAS

New Zealand

As outlined above, New Zealand offers contemporary (and proximal) examples for Australia to consider in developing and implementing new models for primary health care funding and service delivery.

England

Somewhat more distant, England also offers an example of recent health care reform; fundamental reforms introduced over the last six years have sought to address the need to: 

· “provide high quality care to every patient”; and

· “respond to need, not ability to pay”.

In considering how to approach reform, the National Health Service Plan also identified that, “in order for reforms to be successful”, they should:

· allow patients to be fully engaged in decisions and choices about their own health and health care;

· give greater focus to the prevention of illness;

· tackle inequality of access; and

· empower people to make choices that improve and protect their own health.

Addressing these issues has also given cause for reform measures to address workforce issues, and to consider more flexible ways of working to better utilise the existing health care workforce. 

The framework for reform has focussed on four streams:

· demand side reforms (improving patient choice; providing better information for the public; allowing for innovation and responsiveness to local needs);

· supply side reform (developing the workforce and creating a system that allows for new and innovative models of care);

· transactional reforms (rewarding the best and most efficient providers); and

· system management reforms to ensure safety and quality, fairness, equity and value for money (establishing comprehensive governance, standards, regulatory, and performance evaluation systems).   

The anticipated benefits of the NHS reforms are to achieve improvements in:

· Quality – characterised by transparency in terms of performance and good clinical governance;

· Personalised, responsive services;

· Access – with more services delivered locally, and avoiding unnecessary admissions to hospital;

· “Joined-up” services – more integrated services and better communication between clinicians to improve the patient journey of care;

· Patients “having a say” – facilitating patient input into health policy and service planning;

· Providing a “health” service as well as an “illness” service.

A focus on primary health care is aiming to reduce the burden on acute services through the creation of Primary Care Trusts. Funding is provided largely through capitation based payments for enrolled patients with additional provider incentives for achieving quality targets.  

SIREN review

The SIREN project, conducted in Australia, by the Australian Primary Health Care Institute, analysed evidence from five countries (NZ, Australia, Canada, USA, and the Netherlands) to identify models for comprehensive primary health care delivery.

This review found “supply-side” mechanisms were most effective in achieving primary health care reforms; delivering funding to groups of providers encouraged joint decision making, term building, and provided efficiency and quality gains over solo practice. Strong primary health care systems were characterised by “devolution of governance”.

The review recommended a number of policy options to move towards more comprehensive primary health care services, including:

· Funding practices, rather than providers;

· Combining regulatory and integrated governance arrangements;

· Devolution of governance to include community boards and multidisciplinary provider representation;

· Investment in information technology. 

World Health Organisation

A review of international evidence by the World Health Organisation Health Evidence Network in 2004 provides a useful summary of the “advantages and disadvantages of restructuring a health care system to be more focussed on primary care services”.

The review reinforced the international trend to strengthen primary health care systems with its findings that the strength of a country’s primary care system was associated with improved population health outcomes; higher patient satisfaction; and reduced aggregate health care spending. 

Canada

The Canadian national government began a process of improving national coordination of primary health care and health care reform through the establishment of a Primary Health Care Transition Fund in 2000.

This was intended to increase the number of primary health care organisations; increase the emphasis on health promotion and illness prevention; improve chronic disease management; improve access to services; establish multidisciplinary teams; and facilitate integration with other health services, including hospitals.

A 2003 Accord on Health Care Renewal between the Canadian First Ministers (equivalent of COAG) set out commitments from First Ministers to reform the health system and make it more accountable. In 2004, a 10 point plan articulated a whole of government approach to: increasing the supply of health professionals; developing effective community based services; effective health promotion and disease prevention; and adequate financial resources.
 

Recent reforms include: setting up more community health centres that provide services 24 hours a day; creating primary health care teams; placing greater emphasis on preventing illness and injury; increasing coordination and integration of comprehensive services and improving the work environments of primary health care providers.

Coordinated primary health care teams include doctors, nurses, nurse practitioners, allied health professionals. Decision making has been decentralised to community based organisations to reflect the needs and views of the local community. Regional authorities oversee hospitals, nursing homes, home care, and primary health care services in their area.

Some provinces have established primary health care networks and teams, with regional health authorities developing a network of teams to deliver services and case manage the coordination of services, with community teams linked to hospital teams. A satellite network approach allows central teams to visit local, smaller teams who deliver basic services to people close to where they live.

Aboriginal Community Controlled Health Services  

Aboriginal Community Controlled Health Services (ACCHS) provide integrated comprehensive primary health care services. There are over 130 ACCHSs/Aboriginal Medical Services across Australia, ranging from large multi-functional services employing several medical practitioners to smaller services relying on Aboriginal health workers and/or nurses to provide the bulk of services. An Aboriginal Medical Service (AMS) is a health service providing services to Aboriginal and Torres Strait Islander individuals, but is not necessarily community controlled. An Aboriginal Community Controlled Health Service (ACCHS) is a primary health care service initiated and operated by the local Aboriginal community to deliver holistic, comprehensive, and culturally appropriate health care to the community which controls it (through a locally elected Board of Management).
 

As a locally developed model, providing effective culturally appropriate comprehensive primary health care services that are both responsive to and reflective of local community needs, greater support should be provided for the Aboriginal community controlled model and the model considered for wider application.
13. FEEDBACK ON THE BEYOND THE BLAME GAME REPORT

The Australian Health Care Reform Alliance welcomes the Beyond the Blame Game report, and supports the directions it contains in regard to the identification of the ‘twelve health and health care challenges’. 

The proposals for improving the accountability of governments are a matter of concern however; whilst it is recognised that confusion and obfuscation about accountability has plagued the current system, it is far from clear that shifting the responsibilities around in the manner proposed will solve any of the current challenges in duplication, cost and blame shifting, nor improve integration of services or promote continuity of care. 

The proposed divisions of responsibility with regard to state governments to having responsibility for public hospital services, mental health, public health, and maternal and child health services, and the Commonwealth to have responsibility for primary health care services is quite an artificial one and does not reflect the reality of service provision nor does it reflect an approach that places priority on meeting patient, rather than provider, needs. 

Delivering mental health services for example is frequently the responsibility of primary health care providers and in many instances this is the most appropriate setting for this to occur. Separating this area of responsibility (as with all primary health care/acute care/aged care interfaces) will not improve the coordination of care between sectors or providers, and will only serve to reinforce similar divisions that characterise our poorly integrated and fragmented health system today. Another example of this anomaly is that of identifying maternal and child health as a state government responsibility contrasted with the responsibility of the Commonwealth for primary health care, when it could be argued that maternal and child health is one of the most fundamental of primary health care services. These kinds of demarcations of services are currently acting as barriers to client focused continuity of care, despite the evidence of the clinical efficacy and cost effectiveness of continuity of care.  

As argued above, there are a range of models for funds pooling that if implemented could serve to address the inconsistencies and inefficiencies inherent in the division of responsibility between governments for different types of health services. These should be explored as a matter of urgency to overcome this most intransigent of problems in Australian health care.   
14.
PERFORMANCE INDICATORS 

General comments are made here in relation to the need for the development of additional indicators for out of hospital services and a shift in focus from ‘service measures’ to that of ‘outcomes’.  Additional feedback on the NHHRC draft indicators will be provided subsequently.
AHCRA acknowledges there is a need for standardised reporting across sectors and nationally: a need to collect the same data, make it accessible and bring it together (e.g. through shared patient records) and ensure it is of high quality.  Privacy issues are in some ways impeding collection and sharing of data, particularly in the primary health care sector.

AHCRA notes that the Australian Health Ministers Conference 29 February 2008 communiqué proposed:
· Reciprocal public performance reporting
· A comprehensive set of performance measures across the entire health system
· Building on existing performance requirements

This is supported and it is noted that there has been wide consultation on the performance indicators, inside and outside governments through an AIHW project which is required to cover the whole system addressing reciprocity between governments and exchanges between the public and private sectors, whilst having a focus on equity and outcomes.  We endorse the apparent purpose of the project which should improve accountability (some with benchmarks/targets, some may be attached to funding), track indicators and drive change.

AHCRA notes that the project has been conducted according to working principles developed by AIHW, and informed by draft principles endorsed by Health Ministers, the Council of Australian Governments (COAG) Health and Ageing Working Group and the National Health and Hospitals Reform Commission itself.  The process so far seems to have been to develop indicator assessment criteria and to focus on the key questions by which to judge the system, even if data is not yet available.  

We note that the basic groupings for indicators include: better health, accessibility, integration and continuity, efficiency, prevention, safety, appropriateness sustainability and person centredness.  These groupings would seem to allow for the development of a comprehensive set of indicators which we expect will be able to replace the current set of 44 National Health Performance Indicators. 

However, we note that measurement still has a focus on administrators and service providers, rather than on the consumer experience.  Indicators are often drafted to suit particular sectors, e.g. hospital data is often driven by funding models and not by quality of patient outcomes.
It is suggested that person centredness should not be a separate group of indicators, but rather be integrated into all indicator groups.  Otherwise it may lead to promotion of perverse incentives without consumer benefit.  For example, how is it possible to measure accessibility, integration or appropriateness of care without taking into account consumers’ experiences?

Collection of consumer experience information is important, and must be fed back into the health system to improve performance.  Measurable components of the consumer experience might relate to respect, dignity, and access to enough information to participate in decision-making.

Accreditation mechanisms should support the concept that indicators must be adequately incorporated and measure the extent to which the system is consumer-centred.

The extent to which a system is consumer-centred cannot be measured through patient satisfaction measures alone.  Person-centred assessment also requires consideration of the availability of different models of care and acknowledgement that the notions of satisfaction and consumer experience are separate and cannot be measured via a single indicator.

AHCRA submits that there also needs to be more attention paid to monitoring primary health care service performance.  It would be better to focus on outcomes in primary health care rather than just inputs and outputs as is currently the case.  The focus of measurement could be on what produces change; e.g. if it is thought that nurses improve health outcomes through better coordinated and more accessible primary health care, we should measure the extent to which they are involved in such service delivery, whether as practice nurses or nurse practitioners. 

As noted elsewhere in this submission, the current fee for service approach to general practitioner (GP) funding doesn’t work well for people with chronic or complex conditions as it doesn’t enable adequate focus on quality outcomes.
Currently, out of hospital services are mostly measured in terms of inputs (delivery of consultations, Pharmaceutical Benefits Scheme data).  Other data are available from the Australia Bureau of Statistics (ABS) and the Australian Institute of Health and Welfare (AIHW).  There is not enough whole-of-community data.

Areas within primary health care which might be considered for measurement include service access (Practice Incentives Programs, health checks for Indigenous Australians), prevention, chronic disease management and uptake of national initiatives. 

Change management around such initiatives is difficult, but utilisation of recent innovations such as Home Medicine Reviews (HMRs) and Enhanced Primary Care Plans (EPCPs) can be measured, and where such services can be shown to improve individual consumer and population health outcomes, their underutilisation can be addressed.  HMRs and EPCPs need to fit better into standard GP operating procedures and data on their effectiveness is needed before health professionals and government agencies broadcast their benefits to the community as a whole.

It is acknowledged that current funding doesn’t offer GP’s and other private sector clinicians incentives around data collection or management despite the efforts of initiatives such as the Primary Care Collaboratives Program. Such approaches should be continued and expanded.

The primary health care sector has more data than it shares.  A shared patient record would facilitate sharing this data more effectively.  Privacy concerns by both consumers and clinicians are often raised as a barrier to this in the primary health care sector, but much of this is unfounded, and the Commission is urged to address the development of infrastructure for this in its findings.

Finally, we suspect that there should be more indicators that relate to chronic illness.  The current indicator set is heavily slanted towards mortality and morbidity data in the acute care sector.  Only some chronic conditions are specifically referenced in the indicators and reasons for this emphasis should probably be made more explicit.

CONCLUSION

The Australian Health Care Reform Alliance is pleased to be involved in the process of consultation on the future health system of Australia. We hope the positions presented here, developed over several years of consultation with the extensive membership of this alliance, provide helpful information to the NHHRC in relation to the views on health reform of the many people represented by AHCRA. 

ATTACHMENT A

AHCRA Members:

Allied Health Professionals Australia (AHPA)
Audiology Australia (AA)
Australian College of Midwives
Australian Council of Social Service (ACOSS)
Australian Health Promotion Association
Australian Healthcare Association (AHA)
Australian Nursing Federation (ANF)
Australian Physiotherapy Association (APA)
Australian Rural Health Education Network
Australian Salaried Medical Officers Federation
Australians for Native Title and Reconciliation (ANTaR)

Australian Women’s Health Network

Catholic Health Australia
Centre for Clinical Governance Research in Health NSW
Centre for Health Services Research
Chiropractors' Association of Australia

CHOICE
Chronic Illness Alliance
Continence Foundation of Australia
Country Women's Association of Australia (CWAA)
The Council of Remote Area Nurses of Australia (CRANA)

Doctors Reform Society (DRS)

Frontier Services of the Uniting Church

Health Care Consumers’ Association of the ACT

Health Consumers Council WA
Health Consumers Network (HCN)
Health Issues Centre (HIC)
Health Reform South Australia (HRSA)

Maternity Coalition Inc

National Aboriginal Community Controlled Health Organisation (NACCHO)
National Council on Intellectual Disability (NCID)
National Public Hospitals Clinicians' Taskforce
National Rural Health Alliance (NRHA)
NSW Nurses' Association (NSWNA)

OT AUSTRALIA (The Australian Association of Occupational Therapists)

Public Health Association of Australia (PHAA)
Public Hospitals, Health and Medicare Alliance of Queensland (PHHAMAQ)

Redcliffe-Bribie-Caboolture Division of General Practice (RBCDGP)
Royal Australasian College of Physicians (RACP)
Royal Australian College of General Practitioners (RACGP)
Rural Doctors Association of Australia

South Australian Salaried Medical Officers Association (SASMOA)
Services for Australian Rural and Remote Allied Health Inc (SARRAH)

Tasmanian Medicare Action Group (TasMAG)

Victorian Medicare Action Group (VMAG)
Victorian Public Health Research and Education Council

Western Sydney Health and Effective Healthcare Australia

reduce inefficiencies generated by cost-shifting, blame-shifting and buck-passing;


better integrate and coordinate care across all aspects of the health sector, particularly between primary care and hospital services around key measurable outputs for health


bring a greater focus on prevention to the health system;


better integrate acute services and aged care services, and improve the transition between hospital and aged care;


improve frontline care to better promote healthy lifestyles and prevent and intervene early in chronic illness;


improve the provision of health services in rural areas.’


improve Indigenous health outcomes; and 


provide a well qualified and sustainable health workforce into the future’.
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