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INTRODUCTION

The Australian Healthcare and Hosggst Association (AHHA) welcomes this opportunityrtivijale
this submission in advance of the 2B-22 Australan Government Budget.

AHHA i s Aust r al i arpsblichaspitaloandahkalthoagegioviders. Qyr  f
membership includes statend teritory health departments, Local Hospital Networks druspitals,
community health services, Primary Health Networks and primanythessake providers, aged care
providers, uiversities, individual health professionals and academics. As such, we arelynique
placed to be an independent, national voice for wmgal highquality healthcare to benefit the
whole community.

The 202122 Budge provides the opportunity to take dedie steps to reform the Australian
healthcare system and to provide additional@asces in areas of known need.

There have been substdat and damning reports released into mental healthcare and aged care
servicesn Australia that clearly signal urgenfoy reform. The Government should act on the
findings of these two inquiry procsss due to the compelling nature of the problems idfed.

AHHA understands thathgoing renewal and reform are features of the #&kabkan health system,
driven both by bdget pressures and a desire for system improvement, and the need for better
patient outcomes. Australians place high value on universeéss to a quality health systeand

the importance of universal care to theslibeing of individuals and our societyore broadly has

been highlighted during 2020, first with the Black Summer firesthen during the Covid9

pandemic The 2@1-22 Budge must ensure there is continued support for an effective, accessible,
equitablke and sustainable healthcare system feed on quality outcomes.

All states and territories have now signtk 202025 Addendum toNational HealtrReform
Agreement and meanirigl action must be taken around the various areas for refornedish this
agreement.

The current fedor-service funding model in Australia places the focus on throughput of patients
rather than sustained, improved health outcomes being achiegeflindanental area for reform of
our healthcare system, adentified inSchedule C of the Addenduyis tomove from volumebased
care to a system of valdgased healthcare, where patienése at the centre and the outcomes
achieved in the provision of this helattare are the focus.

This submission outlines a number of areas of reform to the healthcare systrare achievable
with leadership by thé\ustralianGovernment, working in coopation with state and territory
governmentsPrimary Health Networkand other groups The way ar healthcare system is
organised needs to be adapted to more effectively dglivealthcare services to improve patient
care and to achieve system efficienci€his submission provides a number of practical and
necessary recommendatis on how this canébachieved with a broad focus on outcomes,
coordination of care and specificears requiringationalhealth policy leadership.
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RECOMMENDATIONS

Moving from Volume to \alue (pages8 - 9)

)l

Fund walue-based healthcare training, suppory resources, mentoring and communities ¢
practice, tailored to an Australian audience and contéot Australian health services.
Develop a welbased clearinghouse of qualiassessed evidenam valuebased healthcare
Resourcing tdinalise andmplement the National Health Information Strateggnablinguse
of patient-reported outcome and experience measufes patient care,and performance
benchmarking

Aboriginal and Torre$trait Islande Health (paged.0- 11)

)l

Build a cohort of Aboriginal anaifes Strait Islander people as health coaches to be
employed in very remote communities, to support primary healthcare efforts.

Invest in the design and development of appropriate training to supmicro-credentialing
within the Aboriginal and Torresr&tt Islander Health Workers training pathway.

AdvanceCare Planningnd Palliative Carépagesl2 - 13)

f

1

Develop anationally consistent legislative framewaid supportend-of-life decisiormaking
and advance care planning

Improve integration ohdvane care planning documents in My Health Reawitth primary
care, hospital, community arayed careelectronic recordswith alertsof their existence
Introduce MBStemsto better support theinvolvement of general practitionerallied
health professionks, nurse practitioners and primary care nursesdvance car@lanning
and palliativecare

Introduce MBS item® support theinvolvement of palliative care specialists in
caseconferencing and family meetings.

Develop a national minimum data set formadmitted patients palliative care.

Aged Cardpages 4 - 16)

)l

Provideextrafunding forHome Care PackagesPhase out supply caps amyestin

increasel workforce capacity within the sectomvest in data developmemnd measure and
monitor unmetneedand equity of acces® aged care services.

Improwe access to primary health care, including oral and allied health catke aged care
sector. Introduceappropriate funding mechanisms for teabpased models of careand
training and supportor primarycare nurses and nurse practitioners to work wggmneral
practitioners and allied health professionals as part of an expanded primary care team
Continue vork to develop a national set of quality indicators for aged care seniitelsiding
measurement, ronitoring and public reporting from all ageare service providers.
Initiate immediate stepso enable meaningful system reform of the aged care sector, as
proposed through the Interim Report from the Royal Commission into Aged Care.
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Alcoholand Othe Drugs(pages ¥ - 19)

1 Improve the size anfbcus of investment in the alcohol and othdnugs treatment sector by
updating and implementing the Drug and Alcohol Services Planning Model (DASPM).

1 Increase access and affordability gii@id pharmacotheragis

1 Increase service coordination, accountability and planaicrgss the alcohol and other
drugs treatment sector.

9 Invest in service and workforce capadityough the establishment and funding of an
Alcohol and Othebrugs Treatment Sector Capability Fund

Allied Health Services in Rural and Remote Communi(Eeyes20 - 22)

1 Developan allied health workforcelatasetto supportevaluation of changes in models of
care

1 Provide esourcing tomplementanAllied Health Rural GeneralBathway, including
investment in an accreditation program.

Australian Centre for Disease Contr@ages 23; 24)

9 Establish an Australian Centre for Disease Control as a statutorytdethgngthen
Australia’s ¢ apa c irggmerging connmusicabderdideasdireats. e w

/ KAt RdayHedth pages25¢ 28)

1 ResourceéKaritaneto improve access across Austrdabdnternet-Parent Childntervention
Therapy @PCIT), a gold standard telehealth treatment intervention for young children w|
behavioural and disiptive conduct disorders.

1 Resourcing should include support for workforce capacity building,egliy raining to
develop PClTliaicians in Child and Adolescent Mental Health Services across Australia

Climate andHealth (pages 2%; 31)

1 Develop and implement aNational Climate and Health Stratetipat acknowledges
environmental change, and the social and ecological determinanteaifthas key drivers
of health systenvalue, prevention, and improved outcomes.

1 Provide @inding to support research intdé health impacts of climate change on health
with emphasis iyen to vulnerable population groups.

1 Provide funding to PHNs develop evidencdased climate and health strategies tailored
the specific needs of their local communities.
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Disaster andemergencyManagement(pages3Z; 33)

1 Incorporatea defined role foprimary carento current and futuredisaster ancemergency
prevention, preparednessresponse and recovery processes.

1 Provide recurrentdndingto PHNswith authority throughnationaland state and territory
governments to coordinate regional primary healthcaresponses before, during and aftel
natural disasters and emgencies

Medicines(page34)

1 For statesandterritories participating in the Public Hospital Pharmaceutical Reforms,

implement a policy change to allow the €lng the Gap PBS ®ayment measure to be
applied when medicines are dispensed from a public hospital

Mental Health(pages35¢ 37)

1 Enablemental health policyeforms identifiedby the Productivity Commission @areas

includinggovernance and accountability; regional planning, denisi@king and
commissioning; and monitoring evaluation and research

Implement arrangements to suppoxint funding and planning at the local le¥et mental
healthcare services Ib&een Primary Health Networks, Local Hospital Networks and
community service providers.

In long term reform ensure implementation ofunding models that prioritise value and
address social, ¢wral, ard ecological determinants of health.

Embedsupportfor the equitable implementation and uptake of innovativietual solutions
and digital platforms that augment and support in person mental health care.

Oral Health(pages38 ¢ 40)

1

= =4 =4 -4 -4

Provide$500 million per year for the National Partnership Agreement doliPDental
Services for Adulfsvith state and teritory funding levels maintained, and the term of the
agreement extended to 3December 2024.

Allocate findingto reflect the cost of providing care in rural and remote areas, smaller
jurisdictions and tagyroups with higher needs.

Require states antkrritories to increase access to fluoridated water supplies. Fluoride var
programs should be provided to high risk dkéin, particularly in notiluoridated areas.
Provide$50 million over the next three s to fund water fluoridation infrastructure.
Activdy promote the Child Dental Benefits Schedule to eligible families.

Treble the number of scholarships for Aboriginal and@®6trait Islander dental students.
Provide apital investment for every dentachool to have a teaching clinic in a local AMS.
Incorporat oral health assessments into health assessment frameworks, particularly thos
risk, for example children and oldpeople.

Appoint an Australian Chief Dental Officer to provide national dioation of oral health

policy
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Preventive Healthcarépages4l ¢ 45)

1
1

Increasepreventive healttfunding t02.3% of recurrent expenditure on health.
Commitresourcedo supportneeds assessmesiand public health gaacity at the regionk
level allowing fo the implementation of national, regional and local prevention and healt
promotion agendas, adjusted to suit the specific needs of the local communities, e.g. th
mass roll out of COVAIR vaccination.
Ensure the forthcoming National Preventive Healttateigy addresses climate change anc
the social, ecological and cultural determinants of health in addition to biological and
behavioural risk factors; and data and techrglalevelopment.

Adopt a ‘Heabthand At bs P op oaadchttoehsureshgred e \
responsibility and accountability for the success of prevention initiatizeadership should
sit within health with all relevant portfolios included in implementation and decisiaking
proceses (e.g. in social services, eduaatienvironment, mental health, transport,
infrastructure, energy, population, cities, agricultumed regional develapent).

Recognise the rapid developments occurring in technology and data, and capitalisesen
opportunities to evolutionise, not jusmobilise, preventive health.

Develop a primary health care national minimuataket to inform a better understanding
of population health and opportunities to mobilise preventative action.

Investin evidencedbased strategies to discouratfee consumptim of sugarsweetened
beverags, including introduction o& 20% ad valorersugarsweetened beverages tax, witl
revenuehypothecated for preventive health measutes

Implementa fiveyear transition period to shift from voluntary to mandatory
implementationof the Health Star Food Rating System.

Private Healtltare page46)

1

Fundthe Productivity Commission to cdact an independent comprehensive review of
government support for private healthcare in Australigich
- assesssthe value to the Australia comumity, and the impact on the public health
system, of government support of private healthcare tigh subsidies and other
policies.
- assesssthe most effective ways that the Australian Government can support
private healthcare, such that it complementsdadoes not compromise the integrit
of Australia’s uni vdcares al healthcare

Specialist Referral§pages 4« 48)

f

Gonduct an independent, evidendeased review of the specialistferral systeminformed
by the development and implementationf a national strategy for capturing and reporting
standardised specialist referredlated metrics.
Amendspecialist referratules ta
- decoupk specialist billing from referral status and introdygrotections to prevent
increased costs for patients dar longterm specialist care.
- expard health professional referral rights and adoption of a linear eviddresed
model of patient transfer through the health system to optimise use of the healtl
workforce.

ahha | the voice of public healthcare $ubmission 6
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Telehealth and \ftual Healthcare(pages 49; 51)

1 Fund aresearch program toxplore the practicalmplementation of virtual care
technologies in the Australian setting, incingan evaluation of what has worked, what
h a s n’ tdand awhatkcan be done better/differently.

1 Develop furding models thatvill support the use gfand equitable access tairtual care

technologesin personcentred models of care

ahha | the voice of public healthcare $ubmission
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MOVING FROMWOLUME TG/ALUE

Key recommendations

- Provide @alue-based healthcare training, supporting resources, mentoring and
communites ofpractice, tailored to an Australian audience and contéott Australian
health services.

- Develop, pronote and maintain an Australisiailored welbbased clearinghouse of
guality-assessed evidence on valbased healthcare to support the transition tlois new
model for funding and delivering better health outcomes.

- Provide resarcing to finalise developmerand implement theNational Health
Information Strategy, withhe appropriate governance, infrastructure and reporting in
place toenable theuse d patient-reported outcome and experience measuriagatient
care,in additionto performancebenchmarkingat the level of the individual clinician,
service, state/territory and nationally

Opportunity: Consistent with theAddendum to théNational Health Agrement 202625 signed by all
Commonwealth, state and territory governmen#siiHA proposes the developntesf a suite of
resources to support t he Cedaseddealtheaze] irclhding sugporte war d s
for health serviceto make the transitio from current service delivery models to models focused on

value in hedh care.

ContextAHHA has® a substanti al body of work on how to
towards valuebased, outcomegocused and patiententredhealth care'?

Thelongterm health reform principles in Schedule C includes paying foeaid outcomes as a
critical priority. State and territory health departments and agencies are currently undertaking work
on valuebased care, and some indiviguservice providers aralso leading programs. However,

these programs are often impeded byagk of evidence in the Austian context, and risk being
siloed, small scale pilots rather than leading to broad system charggdricting systematic

translaton and adoption of effetive strategies.

Proposal: Valuebased healthcaréraining, supporting resouss, mentoring and communities of
practice, tailored to an Australian audience and context, focused on four domains:

1. Enabling value in healtikare—the charge management process to align national and
institutional goals, enabldiaician leadership and engadproader stakeholder buin.

2. Measuring outcomes and costscollecting and using data to drive change.

3. Implementing ntegrated ard patient-centred care—edesigning care models for value,
including journey mapping to ensure a sbd understanding of patiergxperience.

1 Australian Healthcare and Hospitals Agation 2020Healthy people, healthy systen#sBluepint for otucomes
focused, valudased healttcarewith Case Study Exemplafgystralian Healthcare and Hospitals Association,
www.ahha.asn.au/blueprint

2 Establishment of the Australian Centre for VaResd Health Care including training and pukbtica of research
www.valuebasedcareaustralia.com.au

ahha | the voice of public healthcare $ubmission 8
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4. Enabling outcomedased payment approachesredesigning funding and payment models =

for value. O

Feedback fsim Australian participants in internanatled training programs is that Australian case
studies and methodolgy need to be developetl.

Audralian Government investmentthrough the Department of Health and AHH&ould fund the
development and rolbut of Australiantailored valuebased healticare implementation supporting
resources and training of executives, pgthakers and clinicians.

Pila programs could inform development of strategies for implementing and adopting ¥sed
and outcomedocused aproaches.

Cost: $1.0 million annually

Proposal: Web-based sharing of quality assesseddewnce, for example, case slies, academic and
grey literature—specific to and supporting the Australian contextould bringinformation together
in a usable way to support the traitien to valuebased health care.

Feedback from AHHA members and stakdard is that there is an absee of evidence to inform
system design, and that investment in building a repository of evidenckiding qualityassessed

grey literature, would asdi$n scaling up small scale trials and projects. The Australian Governmen
Department of Health and AtA would then be able to provide healthcare leaders with a wide range
of resources to support theansition to valuebased care.

Cost: $1.0 million set piwith annual $300,000 maintenance

Proposal:National heah data must prioritise the collection of patiemécorded outcome and
experience measures (PROK® PREMS) to enable a patiesgntred, outcomegocusedand
valuebased approach to the delivery of healthcare.

Australian Govenment leadership and investemt in implementirg the collection of such data will

enable the appropriate governance, infrastructure and reporting to be in place, which can then be

used to support patient care and performance benchmarking at the levelefritividual clinician,

servte, state/territoty and nationally. This will require further development of the Australian Health
Performance Framework to include outcome measuresdinglon work already being done in some
jurisdictions and facilitating bechmarking with internationadata including deasets being

devel oped by the OECD. Further details are avail
Centre for ValuBasedHealth Caré.

3 42nd International Hospital Federation WoHtbspital Congress Redefining Healthcare WorksHomplementing
Valuebased Health Care, facilitatdyy Professor Elizabeth TeisbeRyisbane, 9 October 2018.

4 Raymond, K. Reforming for value: opportunities for outcefomised national health policy. Vied 13 December 2019,
https://valuebasedcareaustralia.com.au/wp
content/uploads/2019/10/deeble_issues brief no. 33_reformirigr_value opportunites_for_outcome
focused national health policy.pdf
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ABORIGINAL AND TORRES STRAIT ISLANHMNERH

Key recommendtions:

- Build a cohort of Abaginal andTorres Strait Islander people as health coaches to be employed
in very remote communities, to support primary healthcare efforts.

- Invest in tke design and development of appropriate training to support mimedenialing
within the Aboriginabnd Torres tBait Islander Health Workers training pathway.

Opportunity: The intended outcome is to improve the health of people in remote and very remot
Aboriginal and Torres Strait Islander communities, with additional fitsriacluding community
devdopment, loal employment and skills training.

Proposal:The project will use locally recruited, trained and managed Aboriginal or Torres Strait
Islandemeople as health coaches to intensify primary healthcare efforts in terand very remote
communities, targetinghe health needs of approximately 20,000 people. An initial group of 40

health coaches will be employed within their local community headititre, Aboriginal Medical

Service (AMS) or Aboriginal Community ContbHiealth Organisation (ACCH®@lJowing training,

using a micrecredentialing approach, within the Aboriginal and Torres Strait Islander Health Workers
training pathway. They will iehsively support patient compliance with primary healthcare
treatments/recommendations.

Who does it ivolve?Devebpment and delivery of the training pathways, supervision, mentorship
and management of the Aboriginal and/or Torres Strait Islander headibhess, including program
evaluation, will require a cdesign approach wolving a training package @elopment oganisation,
Primary Health Networks (PHNs), tHational Association of Aboriginal and Torres Strait Islander
Health Workers and Practitione(SIAATSIHWPhealth researchers, relevant NACCHO affiliates,
vocationaleducation and training provéts, and stee and territory health departments. At a
minimum, a partnership consisting NAATSIHWRAHHA, a PHN and the relevant NACCHO affiliate,
will be required. AHHA will provide advocacy and coordination for the pattigrin addition to

project evaluation.

Is there poliy alignment?A health coaching approach is strongly aligned with the principles and
priorities of regional and national policigacluding the National Aboriginal and Torres Strait Islander
Health Impémentation Plan, National S and Quaty Health Service Standard 2 (Partnering with
Consumers) and the National Strategic Framework for Chronic Conditions.

Are there additional baefits? Additional project benefits include entry into a recognised tirajn
pathway, entrylevel empbyment oppotunities in local communities where unemployment is high,
improved sustainability by using local people who are more likely to stay in traimanity, as well
as utilisation of their superior language skills, Idcawledge and community rei@nships.
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2021-22 PreBudget Submission to Treasury

i
What is the evidenceMtensive primary healthcare support has demonstrated success in reducing

the biomedical risk factors for cardiovasautiisease, high blood pressure and abnormal blood lipids,
in remote Aboiginal communities. In addiin, basic primary healthcare deliesl by health workers
produces good clinical outcomes for patients with diabetes. Basic primary healthcare can als® red
risk factors for rheumatic heart disease and support the provisianegftal health services.

Cost $6.0 million for training and empoyment of up to 40 Aboriginal and Torres Strait Islander
health coaches for one year ($150,000 each). Thereafter agpnately $100,000 employment and
management costs per coach per annum.

ahha | the voice of public healthcare $ubmission 11
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ADVANCE CARE PLANNING AND PALVE CARE

Key recommendations:

- A rmationally consistent legislative framework is developed to support@Hife
decisionmaking and advance care plangin

- Improve integration ohdvance care planning documents in My Health Rewoitu
primary care, hospital, community ardjed careslectronic recordswith alertsof their
existence

- There is systeawide transformation of palliative care services and med#lcare to
better respond to enebf-life needs and to meet increasing demand. These chawigks
require a coordinated amhintegrated approach across prinyacommunity, aged care,
specialist and hospital care.

- Medicare Benefit Schedule items are intragd to support the involvement of general
practitioners, allied health professionals, nursagtitioners and primary canaurses in
advance care planning ampalliative care.

- Medicare Benefit Schedule items are introduced to support the involvement liditpad
care specialists in casmnferencing and family meetings.

- Anational minimum data sébrnonra d mi t t e d alpative care is developepl.

Opportunity: To improve advance care planning and palliative care services for all Australians.

Context Australians are living longer, with the number of deaths in Australia set to double over the
next 25 years Palliative are aims to improve the quality of life of people with {tfeeatening

illness, their families and carers. This involves managewpfatisease symptoms, psychosocial and
spiritual aspects of care, as well as effective coottitimeof servicesacross the balth system.

Health and aged care services have inadequate capacity to provide consistent and coordinated care
for current and futue palliative care needs.

COVIBL19 has put additional strain upon the health and aged careosecf\n inabiliy to undertale
usual faceto-face contact, family gatheringnd memorialisation practises due to differing visitation
policies, isolation practes and border restrictions hdsad consequences for healthcare access and
thel grief and beravement responsgof patients their families and carers. The short and ldagn
health implications of these will be have a significant impact on many Ausisatiaquiring strategic
planning and investment by governments and service providers.

AHHA reognises that bancing healtlbare expectations within the resoura@®nstrained health

system to provide satisfactory palliative care is challenging. While htispitan at endof-life is
common, with improved advance care planning it is possible tdyfirsprove cardy reducing
hospitalisations and unwanted and often invasive life prolonging treatment, and secondly to reduce
their associated costs by providiagcess to less acute inpatient palliative or hospice.tare

5 Swerissen H and Duckett S 20Dking well Grattan Institute, Melbourne.
6 McCarthy IM, Robinson C, Huqg S, Philastre Mane&tFi RL 2015, “Cost savi Wgudanterfom pal | i
a financially vi abHealthBeavicgResearchvel.&0, noal, @m21p23® gr am’
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Proposals AHHA supports the SeteaCommunity Afirs Referene Committee recommendation to
harmonise laws across all jurisdictions on advance care planning documents and substitute O
decisionmakes.” This will support a nationally consistent approach protecting clinicians from
medicalegd risk and preiding a decisin-making framework to support patients in accessing the
care they wish to receive.

My Health Record accepts uploads of advance pkrening documents. However, access to these
documents should be enhanced, with greater linkagd alertsa the existencef these documents
in primary care, hospital, community and aged care electronic health records. This will facilitate
continuity andcoordination of care, improve clinician awareness and assist in providing care that
aligns wih Advance CarDirectives. Aditionally, such systems could potentially prompt discussion
and documentation of advance care planning at key times in the pgtentey, including:

At agreed milestones (such as 75+ health assessments);

During chronidisease planmig and with thedevelopment of multiple comorbidities; and

At onset of dementia.

Review of the Medicare Benefit Schedule items for the provision of ackv@are planning and
palliative care ar@lsonecessary. This should include establishirof items b support involement

of general practitioners, allied health professionals, nurse practitioners and primary care nurses in
advance care planning and pative care. Additional items should also be established to support the
involvement of mlliative carespecialists itase conferencing and family meetings.

Data on palliative care are not comprehensive, particularly across the comrhasigd sector,
making it very difficult to measure the number of patients accessing services and the total
government expnditure acrosstates and territorie$ Standardised higiquality data supports
outcomesfocused care, recognising community need and supporting altwcafi resources. It is
recommended that funding is allocated to engage with PrimarytHé#tworks, and states and
territories to develop a glliative care data collection framework. This will provide a minimum data
setfornonad mi t t ed p ave ¢ae totsupport ipceedsediaecess to high quality regionally
appropriate care.

Betteradvance care planning and pative care coordinatiomave the potential to improve patient
outcomes while also providing savings to the health system. With an agemgdation, this proposal
is a sensible approach towards the dignified treatment of oiestralians, those livingithh chronic
diseases, antbr the health and aged care systems.

7 Community Affairs Reference Committee (CARC) Z@dlRative care in Australjd®mmunity Affairs References
Committee, The Senate, Coromwealth of Australia, Canberra.

8 Productivity Commission 201MAtroducingCompetition andnformed User Choice into Human Services: Reforms to
Human Servicesinquiry reporf no. 85, Productivity @nmission, Canberra.
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AGED CARE

Key recommendations:

- TheAustralianGovernment must take immediataction to reduce waiting times by
providing extra funding for people approved tdome Care Packages. This will reqe
the Australian Govarmentto phase out supply caps and invest in increased workforc
capacity within the sector, in addition to invasj in the development of better data to
measure and monitor unmet need and to ensuraiity of access to aged carersices.

- Access to primarhealth care, including orahd alliedhealth care, must be prioritised in
the aged care sectomhe AustraliafGovernment should develop appropriateniding
mechanismdor team-based models of car@cludingtraining and suppoting primary
care nurses and nurse practitioners to wevkkh general practitioners and allied health
professionalsas part of an expandegrimary care teamand the use of digital health
technologieswithin residential aged carfacilities.

- Work to devel@ anational set of quality indicators for aged care services should
continue includingmeasurenent, monitoringand public repoting from all aged care
service providers

- Initiate immediate steps to enable meaningful systeaform of the aged care sectaas
proposedby theRoyal Commission into Aged Careality and Safety.

Opportunity: Every older person should be able to live welthwdignity and independence, as part
of their community and in a place of their choosingth a choice of appropriatand affordable
support and care services when they need them. Aged care services enashlghquality and
responsive to the diversityf need, with independent monitoring, transparent public reporting and
accountability upkeld.

Context:The Royal Comissioninto Aged Care Quality and Safety Interim Report handed down in
October 2019 dewibed a neglectful system that is cruel and disatory?® The interim report

found the aged care system fails to meet the needs ddldsr, vulnerable citizens arthat a
fundamental overhaul of the design, objectives, regulation and funding of egyedis required in
Australia.lt concluded thafunding from the Australian Government should be forthcoming to
ensure the timely delivergf homebased aged care séces.

Despite the Australian Government announcing an additional investment of $lloé ior Home

Care Packages in the October 2@2@iget, access to home care packages remains lim#€tere

are currently more people wiing for packages at their gpoved level than are currently receiving
package¥. As of 30 September 2020, over,820 Australians were waiting for a Home Care Paekag
at their appropriate level, with an average expected wait time of more than 12 mdaths.
consequence of delays ibtaining the right Home Care Package is that people may be forced into
more expensive residential care when they would otherwise predad it would be more cost

9 Royal Commission into Aged CQeality and Safety 201®oyal Commission into Aged Care Quality and Shdfsim
Report: NeglegtVolume 1, viewed&January 202 https://agedcare.royalcommissn.gov.au/publications/interinreport-
volumel

10 Australian Government 2, Budget 202621: Ageing and aged careiewed 28 January 2021,

11 Australian Government Department of Health 20Bl@me Cee Packages Program Data RepdftQuarter 202621,
viewed, https://gen-agedcaredata.gov.au/Resaas/Reportsand-publications/2020/December/Homeare-packages
programdata-report-1-July%E2%80%B8-

12ibid.
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effective,to remain at home. Accordingly, the Royal CommissitmAged Care Quality andf8ty =

noted in the interim report that it would likely take $2.5 billion pe annum to provide access to all
people on the waiting listtahe level of care they needed.

Various models are used in the provision of generaltiracer services in residerdl aged care,

with advantages and disadvantages to e&thlexible, outomesfocused, tearrbased models of
care have been proposed to thoensure the health and social needs of residents are met and the
capability of the worldrce is built}

The coronavus (COVIR19) pandemic has compounded existing problems laigtilighted workforce
issues within the aged care sector. As of 22 Janua2y 2678 COVHDO deaths (from D29 total
cases) have occurred in residential aged caddifies®® This representspproximately 74% of all
COVIBL9 deaths in Australia, a higinoportion by international standard¥ Notably, there have
alsobeen 2,22tecorded cases of COVID amongst staff at residential aged care facilities. Indeed,
transmission within residentialgeed care has been purported to result from a broad rangicbrs,
including staffing levels, casual staff working across multiplétfagj inadequate monitoring, poor
communication, and insufficient personal protectiveuggment (PPE). These challesghave been
further exacerbated by low wages aliahited training opportunitieor some workers in residential
aged care facilities.

Proposal: The various documented shortcomings within the aged care sector in Australidobare
known for considerabléme. The Interim Report of the Royal Commission into Aged Care Quality
and Safety states the need for fundamental reform and redesigheohged care system. This report
also foreshadows that the Final Report to be providedhe Commonwealth Governmern 26
February 2021 will recommend a whabe-system reform andedesign.

The Australian Government should therefore initiate immeelisieps to reduce waiting times for

people with approved Home Care Packages, invastinased workforce capacity, jgnove

monitoring of safety and quality, enhance the capacity of residential aged care facilities to respond to
infectious diseases and able broader meaningful system reform of the aged care sector

This should include:

Funding to rapidly improve aces to home care packages, reduce waiting list times, and
identify barriers to accessing home and consumer directed care.

Development of a updated @ed care workforce strategy, with a focus on improving the
skills and trainin@f aged care staff and ensng appropriate staffing ratios (dependant on
the number and acuity of care needs of residents).

Prioritising access to primary health eamcludirg oral and allied health care, in the aged

care sector. Innovative, teatnasedmodels of care should be supgied, including @inding
to train and supporprimary care nurses and nurse practitioners to work with general

13Reed, R2015. Models of general practitioner services in residential aged care faciktiegralian family physician
44(4),pp- 176- 9, viewed 29 January 202https://pubmed.ncbi.nlm.nih.gov/25901399/

14 RoyalCommission into Aged Care Quality and Safety 2BX®{IBIT 105-WIT.0618.0001.0004Witness Statement of Dr
Paresh Dawdajiewed 29 January 202Mitps://agedcare.royalcommission.g@au/media/26401

15 Australian Government 2021, COMID outbreaks in Australian residential aged care facilities, viewed 2&3af021,

https://www.health.gov.au/sites/default/files/documents/2021/01/covi9-outbreaks-in-australan-residentialagedcare

facilities22-january-2021.pdf

16 Cousins, S. (202@xperts criticise Australia's aged edailings over COVAI®. The LancefWorld Report)396(1259),
viewed 28 January 202fttps://www.thelancet.com/journals/lancet/articléP11S01466736(20)32206
6/fulltext#articlelnformation
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practitioners and allied éalth professionals as part of an expanded primary care team and =

the use of digital healtkechnologies within residerdl aged care facilities. O

Aged care services are supported to deliver care to Aboriginal and Torres Strait Islander
people that is flexike, acaptable, and culturally safe.

Primary care, palliative care, pain management andwgitrdisease management being
aligned with the quality of care available to other Australians.

Access to clinically appropriate, highality and safe primary care drspedalist care being
available to people receiving aged care services when required.

QOVID19 Medicare Benefits Seme telehealth items for services provided by primary
healthcare providers, including mental health services, should be extended inelkgfioi
allow flexible access in aged care facilities.

State and territory public dentaksvices should be adequatelgsourced to deliver oral
health care for eligible aged care residents.

Residential aged care services must enable timely accds=atth professionals able to
prescribe and dispense appropriate medicines.
All residential agedare services should be aliteadminister medicines for their residents
24 hours per day and seven days a week.
Monitoring, evaluation, and publieporting of resdential aged care service performance is
needed around:
0 Access, quality, safety and outnes for primary care servicasd frequently used
healthcare services in residential aged care facilities;
0 Preventable hospitalisations; and
Clinicd governance imelation to healthcare provided in residential aged care
facilities.
Work to develop a n#onal set of quality indicatrs for aged care services should continue,
with measurement, monitoring, and public reporting mandatory for all aged sarvice
providers.

Funding instruments for identifying care needs and allocating resources must beeide
based, responsive and Rible to support the provision of appropriate and timely care; and
should support moving towards a valbased approacha funding agedare.

Armslength assessment processes should be established for service providers te ensur
independence when determing eligibility and classification for aged care.

National standards for aged care information systems should be estadllishensure tha
systems are fifor-purpose and able to accurately capture evidethesed performance ah
outcomes data to facilitateransparency of performance around care quality and safety.

Funding for information systems that embed interoperapiliéquirements 6 enhance
communication between health and disability services and providers. Interopiéyadith
My Health Record nai be prioritised

Aged care providers must be supported to introduce standardised trackiegjadgncebased
health outcomes and cost ctre.
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ALCOHOL AND OTHERUWKGS

Key recommendations:

As a member of the national alcohaicother drugs (AOD) coalitipAHHA supports the
recommendations of the coalition to:

- Improve the size and focus of investment in the AOD treatment sector
- Increase acess and affordability of opioid pharmacotherapie

- Increase service coordination, accoahility and planning

- Invest h service and workforce capacity.

(Note:the full 2021-22 budget submission of the national AOD coalition can be accéssedand is
summarised belov.

Opportunity: In response to the COI® pandemic, the nationadlOD coalition callsn the
Australian Governmertb improve coodination across all levels of government to enhance the
integration and delivery of alcohol andher drug treatment servicesnvestment in AOD treatment
leads to substantial financial and social benefitsdil.

Context:The COVIH29 pandemic has hadsignificant impact onlaohol and other drug treatment
services across Australia. Patterns obhfd and drug use changed,titvisome evidence akeduced
use of some drugs that are typically associated with social gatherings and évewesver, there is
also evidence o$ignificant increased and harmful use of alcohol atiter drugs by other people,
which appears to have perggsl after restrictions were lifted.

In addtion, the pandemic also weakened many factors that protect people from #@ied harm

I't not only impacted patter ndreatmentandimpactd t al so af
profoundly on the workforcevhich deliver these vital services. laiso well known that AOD

services provide a critical conduit to social connection whiafimises the impact of social isolation

for some of the most disadvantaged Australians.

A survey of treatment providers acres Australia undertaken by the State andrfigory Alcohol and
Other Drug Peaks Network, revealed that around 7 out of 10 provileadexperienced an
increase in demand by 40% or more for their servidés.

Providers noted sigficant increases in coccuriing issues and complexity among thelients, with
almost 90% observing increases in reported mental health concernsignifiant increases in those
reporting financial stress and family and domestic violence.

Fundamental® our recommendations, is th#evelopment of a national response to bdtie lack of
existing capacity in the AOD sector and to the changing levels of akathother drug use resulting
from the pandemic. The response must also include bettdional cardination and investment in
rural and regional services, workforce capacity dadelopment, service infrastructure, and the
more effective use of data.

17 https://gnada.org.au/wpcontent/uploads/2020/10/Fin_20200728_CovighpactSuvey-SummaryReport.pdf
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1. Improve the ske and focus of investment in the AQBeatment sector =

i
It is proposed that the Feder&overnment and State and ffigory governmentscommit to funding
alcohol and other drugs treatment in the same way that it doeotber health programs andith
50%matched funding:

Based on needbased population planning.

Through implementation of # Drug and Alcohol Servicesifhing Model (DASPM) and
cognizant of relevant national and state frameworks to ensure investment in treatment is
targeted.

Delivered in those areas and to those people that need it most.

Through innovation that improves acegarticularly for people iregional, rural and

remote areas (e.g. telehealth and digital access options)

2. Increase access and affordability of opioid phaacotherapies

This government has taken steps to improve health affbilitg for many in thecommunity least
able to afford heir medicines. Unfortunately, it does not help thosdhia community relying on
access to PBS treatments through the Opioid DeleaceTreatment (ODT) Program.

It is recommended that the government move to standsedihe paynents charged foaccess to
Opioid Dependence Treatment (ODT) Program medicines consistenmeitkhly PBS script eo
payments. These payments should be redsgd as a cpaymentfor the purposes of thé&lational
Health Act 1952nd therefore count towardac o n s u me al PBS safgmnet.u

In addition, it is recommended government consider supporting any ongoing subsidgitbnal

services that pharmacy ceitler are not covered by the PBSpgayment, as parof the increased

investment in programs furetl under the Seveh Communiy PharmacyAgreement, consistent with

the government’' s s upp cAdninistation didsr Medidine Reviewddann g f o r
other similar services.

3. Invest in service coordination, accountability and planning

An effedive and wellcoordinated sy'em needs a strong and properly funded national pbally.
For several years there has been no funding for a natio®& Reak. lis thereforerecommended
that the newly established national AOD peak body, the Australian édlleokl Other Drugs Council
(AADC), be immediately and adequately funded to supporilaening, consultations and
coordination required to implemetthe reconmendationscontained in this submission, and to
support the Department of Health in efesigningporograms with service provide and consumers.

Within the AOD sector, there are many sources of data which are regularly collecteepamted
on. That said,it has been identified that the utility of this information is reduagden the delay in
timebe ween t he danddésreportmg We kmawi hoveevdahad as in other areas of
policy, data can be an enabler of réfmhe evidencebasedpolicyand practice decisiomaking.We
recommend a review be undertaken of existing data sources, ttreingths andimitations, with a
view to establish nationwide data sets that enable timely accessita to inform decisionmaking.
Such a processhould beundertaken in consultatiowith consumers, clinicians and researchers.
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4. Invest in service and arkforce capacity

Underpinnirg an effective AOD treatment services sector is a sufficiently sizedsupglbrted and
well-trained workforce.

Within the previaus prebudget submission, it was recommended that an Alcohol and (negs
Treatment Sector Cability Fund be establishe&uch a fund could not only resouriceprovements
to the capital works and physical infrastructure of services, but inapdly, could support the
effectiveness of the current workforce and the growth of the workfaitzat will be required to meet
demand. 8me areas that could be considered may include:

Recruitment and retention of staff;

Professional developmermipportunities;

Enhaned leadership training;

Mentoring programs and stress management; and
Predictors of engagement.

Cost: Recommended additional@D federal budget staging and costs:are

Program
51.57M 51.58M S1.61IM 51.66M 51.71M
STBC STBC - -
$500,000 S - =
- $300,000 $200,000 $200,000 $200,000
- - S88M s176M 5264M
520M S20M - -
STBC STBC STEC STBC STBC

Total = 522 10+ 521.8M+ 589.8M+ S177.8M+ 5265.9M+

4 Total income for a properly funded national peak, including core funding, start-up costs in year 1, and a series of time
limited projects and programs to be negotiated with the Department of Health, designed to support: sector engagement and
representation; consultation and coordination; sector capacity building; information dissemination; and policy research and
advice.

¥ The Department of Health would have better estimates for this amount.

© This assumes update of epidemiology, review and update care packages via national consensus process, revise program
logic, include Aboriginal and Torres Strait Island packages and deal with rural/regional/remote and scaling issues in the
estimate.

4 Implementing treatment funding in line with DASPM projections: DASPM projects that half the number of people who need
treatment are able to access it. Current AOD treatment budget, all up is $1.2 billion including private/public and all levels of
govt. Recommended funding assumes there is a need for another $1.2 billion to meet demand. The amounts included in this
table reflects the additional funding contribution required of the Federal Government (and does not include the State &
Territory contributions), minus private funding and that provided to generalist GP, Medicare, and hospitals etc.

® Includes funding for capital works and new facilities, for workforce development, consumer involvement, and capacity
bullding initiatives.

f The Department of Health would have better estimates for this amount.
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ALLIED HEALTH SEBGE®S IN RURAL AND REMOTE
COMMUNITIES

Key recommendations:

- The Austraan Institute for Health and Welfare (AIHW) should be resourced to develop
and manage a nationallied health workforce mininam dataset that moves beyond
distribution, supply and demanth also support the pursuit and evaluation of
outcomesfocused and alue-based changes in scopes of practice and models of care.

- Support is needed for implementingiéd embedding the Allied He&ltRural Generalist
Pathway across the three components of fhathway, including investment in an
accreditation program.

Opportunity: To providecoordinated support, facilitating access to allied health services that will
meet the needs ofural and remote communigs, with improved distribution of the rural allied
health workforce and access to quality services.

Context: The 202Report® by the previousNational Rural Health Commissioner provides
recommendations to Government on imgyuing access, quality and ttibution of allied health
services. AHHA in principle supports these recommendations.

AHHA reiterates its advice to tipeevious Commissionéhat governance is critical to enabling
quality, access and service distributiomprovementsto be carried oumost effectively. A broad
range of functions are required which vary in the extent to which:
There should be an expectati of Australian Govemment support
Existing entities hold the expertise and experience required
Efficencies can be gained througixisting entities and structures
The influence of vested interests will be an impediment to reformwailicheed to be
managed
Community need mst be addressed as the primary purpose through governance structures.

Investmentin allied health services mural and remote communities should recognise the roles of
existing entities in identifying and addressing community rsg@ehd integrate with rad build on, not
duplicate or conflict with, these responsibilities and accounitids. Actions takeshouldbe

determined not only by evidence and the needs of a particular population, but also by the pattern of
services and infistructure that has evekd in each community.

Investment should reflect the agreement expressed in268025 Addendumd the National Health
Reform Agreemenfor reforms relating to better coordinated care through joint planning and

18 National Rural Healt@ommissioner, 202®Report fa the Minister for Regional Health, Regionah@nunications and
Local Government on the Improvement of Access, Quality and Distribution of Allied Health Servicesah Regiband
Remote AustralidNational Rural HealthddhnmissionerCommonwealth of Australia, Canberra.
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funding at a local keel, in partcular by Local Hospital Networks (or equivalent) and Primary Health =

Networks, inalding cedesign with consumes. O

Proposal:A national allied health data strategy and geospatial workforce dataset, as recommended
inthe2020Nat i on all Rur al HRepolt must mOve beyonddsstributior suppy

and demand, and support theursuit and evaluation of outcomdecused and valubased changes

in scopes of practice and models of care.

The Australian Instit@ of Health and Welfar¢ AIHW)would be best placed to develop and manage
and allied health wddforce minimum dataset, to dter understand the rural allied health workforce.

Proposal: Support is needed for implemengirand embedding the Allied Health Rural Generalist
(AHRG) Pathway across the three compua®f the Pathway. These are

1. Service models that address the challenges of providing the broad range of healthcare needs
of rural and remote communities.

2. Workforceand employment structures that support the development of rural generalist
practice capaliities through supervision aheducation.

3. An education program tailored to the needs of rural generalist allied health practitioners,
building on work led by AHHA @ehalf of Queensland Health, and overseen by a
multi-jurisdictional partnership, to devefoan accreditation system tsupport the
AHR@athway.

Sustainability in implementing and embedding the Pathway as described in the Report would be
achieved by:

Buildng on existing structures to support funders, commissioners and service providers to
implement crosssectorService ad Learning Consortid his will enable collaboration

between the Primary Health Network, Local Hospital Network, Aboriginal Community
Cortrolled Health Services, University Departments of Rural Health, Rural Health Workforce
Agencies and private provideréccess to allied health services will be enabled by responding
to local needs assessments through regional governance models (climichliginess);
supervisory, managerial and education support; and strategies for poolits fu

Quality assurance of edation programs through an accreditation system to support the
AHRG pathway. Detailed planning work on an accreditation model has bdertaken by
AHHA on behalff Queensland Health; see

https://www.health.gld.gov.au/ __data/assets/pdf file/0028/720496/ahaacreditation.pdf
This is ammportant component of the overarching AHRG pathway, including the Allied
Healh Rural Generalist Workfor@nd Education Scheme announced by Minister Coulton on
22 November 2019. Without investment in a formal accreditation program whichsoring
togethereducation organisations, professional groups and health service providers, the
current funded arrangementsra a continuation of previous training and business models
which have failed to demonstrate positive outcomes.
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Subsidies for workforceaining provded only until student numbers are sufficient for a self =
sustaining system. O

Recognising the needs of indduals working across sectors and disciplines in rural and
remote areas; and expanding the Pathway to support all allied health profesaiah
suppat workers as well as to the disability and aged care sectors.

Cost: $20.0 miibn over four years
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AUSTRALIN CENTRE FOR DISEASE CONTROL

Key recommendations:

- Establish an Australian Centre for Disease Control as a statutory body to provide na
coordnati on and strengthen Aust rra-énie@ihgs ¢
communicable diseases threats.

Opportunity: To provide national coordination of public health functions and sengossiring
strategic, coordinated, and flexible, communicabisease prevention, detection and outbreak
responses.

Context:In the wake 6 globalisation and the impé&s of a changjig climate, the threat of new and
re-emerging communicable diseases is likely to be an ongoing global chakersgelia is currently
the only Organisation for Economic-Operation and Development (OECD) couritrat does not
have a recogised authorityresponsible for communicable disease control.

In 2013, a Standing Committee on Health and Ageing recommended the Australian Government
commission an independent review to assess the case for establishing natatémtre. Instead, the
Goveanment decida to work with the states and territories to develop and endorse a National
Communicable Disease Framework, to achieve an integratedmsspwithout modifying the
responsibilities of governments.

The AustraliaHealth Protection Principalo@hmittee (AHPPC) is currently the peak expert
committee for health emergency management and disease control, comprised of state and territory
Chief Halth Officers and chaired hilie Australian Government Chief Medical Officer.

The 2020 COVIDO pandemicgevealedwei nesses in Australia’s communi
and response processes. Inconsistent messaging and conflicting state and ternieryavice led

the Australian Gover nment pandemicarrangements and ésisha st r al i
National Cabinet (comprising state, territory, and Australian government leaders).

National Cabinet provided an effective intergovernmemadcess to respond to an urgent public

health need. However, while guiding gttalian, state and territorgovernmentcoordination, the

i mpl ementati omnofConhede@aki nprocess has removed
oversight of crucial diseasemtrol decisioamaking processeX.

19 Australian Government 2@, Australian Government Response to the House of Representatives Standing Committee on
Health and Ageing report: Diseases/h no Borders: Report on the Inquiry into Health ssgeoss Inteational
Borders Canberra. Accessed 6 January 202fs://www.health.gov.au/sites/defalt/files/responsediseasesaveno-
borders.pdf

20Tulch, T, Reii, B & Murray, S 2020, The National Cabinet: Presidential®éit® Powersharing and a Deficit in
TransparencyAustralian Public Lawjewed 06 January 202itps://auspublaw.@g/2020/10/the-nationatcabinet
presidentialiseeboliticspower-sharingand-a-deficit-in-transparency/
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Proposal:To prepare for the impacts of iure disease outbreaks, epidécs and pademics AHHA =

supports the establishment of an AusCDC as a statutory BodpusCD€hould O

establisha cohesive and coordinated responaeross disease surveillance, research, technical
advice and public messagingAustralia and the surrounatj regions.

be appropriately funded to fulfil a national coordination, advisory, capdmuiiiding and

research role while maintaining scope fogrenal response flexibility.

be appropriately positioned to respond to a divemrange of threats both withi Australiaand
beyond Australian borders.

demonstrate global leadership in communicable disease planning and response capabilities
work collaboatively to ensure action undertaken in response to a communicable disease
threats isreasonable, proportion, equitable, informed by evidence and transparently
considers the broad economic, socedecological impacts of implementation.

protect the physical and mental health and safety of health professionals responding &nturr
and emergingommunicablalisease threats.

strengthen Australia’ s disease control evi den

A more comprehensive overview of the AHHA vision for an Aigir@lentre fo Disease Control is
available in theAHHA Australian Centre for Disease Control Position Statement
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G L[ 5w9 b DAL HADTH

Key recommendations:

- Karitane be resourced to improve access asrAustralia to InterneParentChild
Interaction Therapy {PCIT), a gold standard telehealth treatment intervention for you
children with disruptive behaviour disters. The Kéane FPCIT service has a proven
track record, having successfully delegreffective services in New Shiwales since
2018, with rapid scaling during the Coxil pandemic.

- Resourcing should include support for workforce capacity bgldiithin Katane, to
enable service delivery across all states and territories of Australia

Opportunity: To provide cordinated support to Karitane to deliver Parent Child Interaction Therapy
(PCITVia telehealth on a national scale.

Context While some difficultyadjusting to parenthood is common and normal, seveard persistent
problems can develop into chronic mentedalth concerns for parents and severe behavioural and
conduct issues for childn. Left untreated, these issues typically pergisitting the child at greater

risk of developing severe and chronic belour and conduct disordef$??> A behaviour disorder

may be diagnosed when disruptive behaviours are
over time, or are severdisruptive behaviour dwders are diagnosed when child behaviours are
severe, excessive in comparison to peers, and persistenttioner Disruptive behaviour disders

involve acting out and showing unwanted behaviour towards others (e.g., aggression), and so they
are often cdked externalizing disorders. This kind of behaviour negatively impacts both the child and
the people aroundhiiem- putting stress on famiis, and making it difficult for the child to learn at
school and make friends. This can lead to social and emoitiliifiatiities or mental illnessand has

been linked with eventual substance misuse and criminal ac#vity

Services do exist in Australiasupport parents and young children with disruptive behaviour
disorders, but a number of significant access basrygersist, including:

Regional families havgto travel thousands of kilometres for specialist services
Paeents oftenstruggling to take ime off work and find childcare for siblings to attend
treatment sessions

Clinicbased supporhot beingtimely, often with long waitlists

Not all of the interventions provided hanga compelling evidence base.

Many of these baiers were further accentuated by the COMIB pandemic, which placed additional
strain on families and madelitarder for families to accessdato-face clinic intervention services.

21 Campbell SB 199Bghavior Problems in Preschool Children: A ReviewcedrR&esearchThe Journal of Child Psychology and
Psychiatry, vol. 36, nd, pp. 113149.

22Hemphill SA 1996, Characteristics of Conddgisordered Children and Their Families: A Review. Austraiash&logist, vol. 31, no. 2,
pp. 109118.

2 Broidy LM eal 2003, Deelopmental trajectories of childhood disruptive behaviors addlescent delinquency: A siite, crossnational
study. Developmental Psychology, vol. 39, no. 2, pp-282
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New parents are typically young, digitalgvvy and seeking supportrsi&es online. Existing online =

parenting services are patchy, yet the technology required is improving daily. O

Proposed solutionKaitane is ag¢ader in the delivery of highuality perinatal infant & child mental
health services in New South Wales, inahgddelivery of a suite of telehealth services through its
innovative Digital Parenting Hub. As part of this program, over thetpasyears Ketane has
successfully implemented an InterrBarent Child Interaction TherapyRCIT) service for families
living across NSW, in partnership with NSW Health.

We propose that Karitane be resourced to expand-REIT service so that fareg from acrags all
states and territories of Australia can access effective, evidbased specialist treatment for young
children with disruptive behaviours. The KaritaA@CQIT service has a proven track record, having
successfully delivered effectigervices in BW since 2018, with rapid scaling during the C&9ID
pandemic.

With funding support to expantheir I-PCIT temn to include an additional 15 FTE therapist positions,
theywill be able to deliver-PCIT to over,000 families struggling with disptive chld behaviours
from across Australia per annum.

Evidence base f@>ClTKaritane is internationally recognisads Australia’'s centre f
the delivery of Parent Child Interaction Therapy (PCIT) for children aged 18 months to 5 years. PCIT is

an evidencebased, gold standard treatment program. It uses live parent coaching to strengthen

parent-child reldionship quality and enhance parenting skills, typically through weekly sessions over

a 34 month period. PCIT has been clinically proven to:

treat severe persistent behaviour and conduct disorders in young children;
improve parenting effetiveness, familjunctioning and social cohesion; and
reduce symptoms of perinatal depression and anxiety, affecting at least 20% of new parents.

Decades of remarch studies show that PCIT dramatically improves child beha%evith clinically
measurable positive effectill seen six years after therapy is completed

The figure below demonstrates the magnitude of PCIT outcomes, which have been found to be

suwperior to other wellknown evidencebased programs including Triple P, the Incredible Years, and
ChildCenteredPlay Therapy. Effect size calculations allow researchers to ascertain the relative

impact of interventions by examining the strength of tledstionship between outcomes. A small

effect is generally classified darxygede? fewhiles a
effect size for PCIT is 1.65, indicating an extremely large effect.

The impact of PCIT on families and widmgigy is also clear, with returns for society from PCIT
calculated to be over US$15 per dollar invest&@ihese chiical and economic benefits, along with

24Ward, M.A., J. Theule, and K. Cheung, Pa@iid Interaction Térapy for child disruptive beaviour disorders: A meta
analysis. Child & YtduCare Forum, 2016. 45: p. 6850.

25Hood, K.K. and S. Eyberg, M., Outcomes of patleifd interaction therapy: mothers' reports of maintenance three to six
years after treatmet J Clin Child Adolesc Psyci2@i03. 32(3): p. 41429.

26\Washington Staténstitute for Public Policy, Pare@hild Interaction Therapy (PCIT) for families in the child welfare
system. 2018: https://www.wsipp.wa.gov/BenefitCost/Program/77.
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the known benefits and government commitment to early intervent#6##2° highlight PCIT as a
program clarly worth investing in. O

PCIT International d=1.65
(Graduated from PCIT)

Lieneman et al. (2019)

Oregon PCIT d=0.70

PCIT International (> 4 sessions, left treatment early)
Effect Sizes N =1,437 Lieneman et al. (2019)
Oregon Families
(N =914 attended Stimulant Medication*
> 4 sessions) d=0.67
= Mészéros et al. (2009)
CBT* d=0.66
OHA & WWU Arnberg et al. (2014)
Analytics Teams Incredible Years*
(2019) d=0.50
Menting et al. (2013)
. =7 | * meta-analysis, worldwide
What does an effect size mean? Tnple P*
d = .20+ = Small effect d=0.35-0.57
d = .50+ = Medium effect Nowak et al.
d = .80+ = Large effect (2008)
Child-Centered Play Therapy .
d=0.34 Slide adapted from :

OHA= Oregon Health Authority, Child and Family Behavioral Ray etal. (2015)
Health, WVU= West Virginia University, Department of —
Psychology University of Arkansas for Medical Sciences ‘ a

The Karitane-PCIT servicén FPCIT, PCIT is delivered to families in their onmd®via video
conference, rather than fac-face at a physical treatment clinic. The feasibility and clinical
effectiveness of-PCIT habeendemonstrated both internationalf and in the KaritanePCIT
program?3.323 Sjgnificantly, the KaritaneRCITservice enables NSW families, particularly those in
regional and remote areas, to access spesadlievidencebased child intervetion services
regardless of where they live. The value of the KaritaB€IT clinic was particularly pertinent with
the onset of the COVIEL9 pandemic, when there was both increased demand for services and
decreased capacity for fage-face treatment malalities dueto social distancing restrictions and
enforced lockdowns.

As a model of care, the Karitan®CIT program is Weligned with the Australian Government

Digital Health Strategy, COVIDO r esponse planning and Merlae emer gi
HealthStrategy. DeliveringPCIT nationally will significantly improve health and mental health

service delivery tdamilies with young children across Australia, providing tangible social and

economic benefits across our communities. This iseniimportant nav more than ever with the

mental health impacts of @VID19. It will also increase interstate partnerships beémegarenting

27 Teager, W.F. Fox, and N. Stafford, How Austaalan invest early and return moren&w look at the $15b cost and
opportunity. Early Intervention Foundation, The Front Project and CoLab at the Telethon Kids Institute, Australia. 2019:
https://colab.telethonkids.og.au/siteassets/medi@locs--colab/col/how-australiacaninvestin-childrenandreturn-
more---final-bn-not-embargoed.pfl

28 NSW Miinistry of Health, The first 2000 daysonception to age 5 framework. 2019:
https://www1.health.nsw.gov.au/pds/ActivePDSDacants/PD2019_008.pdf

29 Australian Governm Productivity Commission, Menthllealth (no 95). 2020: Canberra.

30 Comer, J.S., et al., Remotely delivering-tiaé parent training to the home: An initial randomized trial of Intemet
delivered parenvchild irteraction therapy @PCIT). J Consult Cliry€tsol, 2017. 85(9): p. 96®17.

31Fleming, G.E., et al., An effectiveness open trial of Intedeétered parent training for young children with conduct
problems living in regional and rural Australia. BehaVioerapy, 2021. 52(1): p. 1123,

32 Kohlhoff, J.et al., Feasibility anAcceptability of InterneDelivered ParenrChild Interaction Therapy-ACIT) for Rural
Australian Families: A Qualitative Investigation. Rural and Remote Health, 2020. 20808.p. 5

33Kohlhoff, J., et al., Internet delivered Parétiild Interaction Thepy (HPCIT): two clinical case reports. Clinical
Psychologist, 2019: p-112.
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support service providers to encourage better integrated care, promote and advocate for better =

digital care optionsdr young famikes, and foster development of innovative eviderizsed O
parenting support programs.

Karitane’ s IChd ced tElkee cAlUdtvreal asi an Ass PARCHY i on of
and will foster strong interstate referral pathways tgpgort an integated continuum of care for

families. This will link up services nationally in a way that has not been avéi&ibte in child and

family health.Access to parenting support should not depend on what state a family lives in. A strong
referral network anchationally consistent online service delivery will ensure continuity of care and

high quality support nationafl

Cost Approximately $8 million over four years.
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CLIMATE AND HEALTH

Key recommendations:

- A National Climate and Health Strategy should beetbped and implemented that
acknowledges environmental change, and the social and ecological determinants o
health as key drivers of health systemlue, prevention, and improved outcomes.

- The Australian Governmeshouldprovide coordinated, compreheng and targeted
funding to support research into the health impacts of climate change on health witt
emphasis tyen to vulnerable population groups.

- PHNs shoulbe fundedto develop evidencédvased climate and health strategies tailore
to the specific neds of their local communities.

Opportunity: To improve the health and wellbeing of Australians through targetsibn to
addresghe health impact®f climate change.

Context:The health of our planet is inextricably linked to human he#itith climatechange set to
disrupt the predictability of our environments, preventive action must consider the intercoadect
nature of inequality, health, and the ecological environméitigating and adapting to climate
change (and its drivers) will iy to reduing the disease burden and avoidable deaths and illffess.

Proposal:AHHA, in conjunctiowith numerous other leading health and research organisations,
support the development and implementation of a NatioBSalategy on Climate andegdlth that:

recognises planetary health, social and ecological determinants as key drivers of health
system vale and improved health outcomes;

highlights the importance of preventive action, community capacity building and health
promotion at the local leel;

recognises the interconnected nature of inequality, health and the environment; and
identifies the many pysical, emotional and social health-benefits of action to reduce the
human impact on climate.

The proposed Framewofkr a National StrategyroClimate, Health and Wellbeiri§developed by
the Climate and Health Alliance in consultation with leadindtheend research organisations,
should act as a basis for the development a National Climate and Health Strategy.

Climate and health must alsodspecifically addressed in the forthcoming preventative health
strategy.

¥Watts et al . epprbo?The Lancabustdo@rOod Bealth and climate change: respaigdio converging
cr i $he gancetviewed 9 December 2020ttps://doi.org/10.1016/S01465736(20)32296K
35 Climate and Health Alliance. (2018). Climate change is a health issue, BriefngNBdp Viewed 15 September 2020.
Available fromhttps://www.caha.org.au/liefing_papers
36 Climate and Health Alliance 20FRamework for a National Strategy on Climate, Health and-Wétig for Australians,
viewed 9 December 2020ttps://www.caha.org.au/nationaistrategy-climate-health-wellbeing
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Proposal The Australian G@rnmentmustprovidecoordinated, comprehensive and targeted
funding to support research into the healitmpacts of clinate changevith emphasigjiven to
vulnerable population groups.

Research organisations, health networks and government agencies, @s®l rdlevant organisations
beyond the traditional domai ns of heaveh, | npagd
term, longitudinal studies on the impacts of climate change on the physical, physiological and social
domains that will affect pblic health.Research priority areaslsoneed to be extended beyond the

physical and mental health impacts of natudédasters. Health system capacity and resilience are a
crucial area of research that also need to be made a priority.

To understand howhe health system operates within the boundaries of preventing, preparing for,
responding tgand recovering from cliate relatedhazardsand disasters the Australian Government
should:

1. Inved in the development and implementation of a health systems ewation and
resilience framework that can be used to:

identify the direct and indirect effects of bushfire emergencies on health, health service
delivery and health governancecluding spedic implications for communities returning
directly to bushfireaffected zones

evaluatethe preparedness of the health system and communities to respond swiftly and
appropriatelyto new disasters;

plan for postevent recovery anthealth systenresilience toclimate andenvironment
related crises.

2. Inved in data dewelopment that specificallyconsiders the unmet need for:

real time or more frequent data collections that gather and link data on human health and
the climate andenvironmentrelated matters that are essential to determining causality, and
monitoring trerds and projections;

standadised clinical coding protocols and accurate coding of relevant conditions seen in
hospital admissions, emergency department presentations, general practice and other
primary care services that will be essential for health cda@ming, resource allocain and

health systems resilience;

development of indicators to support national, state and regional performance reporting and
service planning.

Through innovative andvidencedbased approaceswe can move forward owinderstandng of the
challengegshat our health systems currently fa@end identify solutions that are more likely to
address problemdt is crucial we ensure the evidence base required to respond to climate,
environment and disaster related health challenges isrggr nationally consistenaind suitable both
for service planning and future research efforts.

Cost:$5-7 million
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i
Proposal:As part of a system wide approachetAustralian Government shouwstdipport PHNs to

capitalise on theiexisting infastructure networks,and leadershipo build the capacity othe
primary caresectorto mitigate and prevent the impacts of climate change on heaittd wellbeing

The Australian health sector coemissionshi20144y] t o 7. 279
with hospitals and pharmaceuticals the major contributdrBrimary care can play a key role in

redudng the overalhealth sector carbon footprint through direct action to lower its own emissions
contribution, but possibly more gnificantlyind r ect |y by decreasing- Austr al
based health careThe primary health care sector algtaysa role in building the resilience of

communities, anticipating their climate risks, mitigating the impacts of climate chamdpealth and

well being and strengthening the sysreldgethhagardsesi | i e
and disasters. Globally, however, there are few examples of strategic approaches in primary health

care.

In 2020AHHAworked with Sydney Nan Health Netwak to develop aClimate and Health Strategy
that aligned with the SNHN strategic plan providing contextual inéion, stratedes, actions,
measures of succesand an approach for monitoring progress issues of climate and health within
the SydneyNorth region

AHHArecommendshis type of strategic approach be replicated across Austwatiaall PHNs
supported to engage wh their local communities on issues of climate drhlth andthink
strategically about how taddress the short and long term impacts of climate on heaithin their
region.

Targetedfundingis needed teenable all 31 PHNxcrossAustralian todevelop eidencebased
climate and health strategies tailored to the specific needs of their local communities.

Cost: $960,000. $32,00er PHN

37 Malik, A., Lenzen, M., McAlister, S & McGain, F 2018. The Carbon footprint of Australian healthcare, vol.2, no. 1,viewed
22 January 2021 https://lwww.thelancet.com/jonals/lanplh/article/P11S2545196(17)301868/fulltext
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DISASTER AND EMERGENCY MANAGEMENT

Key recommendations:

- The role of primary care should be well defined and clearlgrpuarated into current and
future disaster ancemergencyprevention, preparednessresponse and recovery
processes.

- PHNsshould beauthorised by nationaknd state and territory governmentand
recurrently fundedto coordinate regional primary healthcaresponses before, during
and after natural disasters and engemcies

Opportunity: To ensurea wholeof-systemintegrateddisaster andemergencyprevention,
preparedness, response and recovery effort.

Context: The extraordinary circumstances of 2020 haighlighted theimportant role that should be

held by primary care providers and Primary Health Networks (PHNSs) durirgjaineeisis. Primary
health care is an important part of Australia
and commitmen from primarycare providersto date the role of GPs and primary care have not
usuallybeen included at all in disastand emergencylanningprocessesThisleavesthe healthcare
system vulnerable to reactive, on the run emergency and disaster respdmsk on a foindation of
sub-optimal coordination. TheCOVIBL9 pandemic and 20120 bushfire disastenave highlighted

this withineffective planning and mechanism for coordinatmntributing tosystem inefficiencies,
fragmentation, and the delivergf sub optimakcommunity caren some areas®

S

Althoughnationaland state agencies have the overall responsibitityon-the-ground disaster
management’, during natural disasters or health emergend®sNs offer the opportunity to
coordinate a strong priry health are response that will deliver care where and when it is needed,
reducing pressure on the acute sector and ensuringneegratedresponse. PHNs have developed
unigue insights into their comunities and healthcare provision at a local levelpAs of thear
integration role, PHNs have developed expertise in working across systems and sectors.

The Royal Commission into National Natural Disaster Arrangements Report recommended that
"Australian state and territory governments should develop agaments thaffacilitate greater
inclusion of primary healthcare providers in disaster management, including: representation on
relevant disaster committees and plans and providing training, educatidrotiver supports"
(Recommendation 15.2: Inclusion afpary caren disaster managemept®

38 Australian GovernmenR020 Royal Commission into NatidMNaturd Disaster Arrangement®eport Viewed 7 January

2021https://naturaldisaster.royalcommission.gov.au/publications/rogaimmissioanationatnaturatdisaster

arrangementseport

39 Australian Government 201ZOMDISPLAN Australian Government DisasteoRssgPlanViewed 7 January021
https://www.homeaffairs.gov.au/emergency/files/pladisasterresponse.pdf

40 Australiam Government2020 Royal Commission into Na@biNaturd Disaster Arrangenmgs- Report Viewed 7 January
2021https://naturaldisaster.royalcommission.gov.au/publications/rogammissioAnational-naturatdisaster
arrangementsreport
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Proposal:The role of primary caren disaster and emergengyeparednessnustbe well defined and
clearly incorporated into current emergency preparednessreateone overalintegratedsystem O
where each party knes the roles andhain of command so that during a natural disaster or
emergency, agreed responses are ready to be enacted.

For this to be achieved:

the role of primary care and PHNSs in disaster amgtrgency management must be recognised
and supported byll levels of gvernment (local, state/territory and nationaind relevant
stakeholders.

PHNs must be authorised and recurrently funded to coordinate regional primary healthcare
responses before, ding and after natural disasters and emergencies, asqfahe overall
health emergency response

PHNs should be included as key agencies in national, state and regional health emergency
preparedness and response plans with clear, formalised roles apdnstilities. Adequate
PHN and primary care represeritat on relevantplanning and preparedness committees is
essential.

PHNs and primary healthcare providers must be funded to undertake regional emergency
planning and preparedness work, including depatg primary health preparedness and
response plans, ahrelated commuiication, training and trialling.

mechanismdo remunerateprimary care providerfor time delivering care outside of their
usual premises and systems to manage aspects such as jpoog#sademnity insurancenust

be developed.

Cost $21.7m over a 3year period for PHNs to be adequately resourfeilh additional surge
capacity funding as required depging on need)
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MEDICINES

Key recommendatias:

- For statesandterritories participating in the Public Hospital Pharmaceutical Reforms,
immediately implement a policy change to allow tB#osing the Gap PBS-Bayment
measure to be applied when medicines are dispensed from a public hospital

Opportunity: To improve access to medicines for Aboriginal and Torrest &lander people when
discharged from hostail.

Context:Aboriginal and Torres Strait Islander people are less likely thasinubgenous people to
access radicines in the comunity. Average PBS expenditure per person for Aboriginal and Torres
Strait blander Australians was estimated to be 33%hefamount spent for notfindigenous
Australians in 201314, despite higher rates of chronic disease and hosgitadin!

Patientsnot taking their medicines after discharge from hospital is a major probleultiag in poor
health, clinical deterioratiorre-hospitalisation and death. Acute separations and emergency
department attendances present an opportunity taprove access to adicines.

All states and territories, except NSW and ACT, are participatthg Rublic Hospital

Pharmaceutical Reforms thanables hospitals to prescribe and dispense PBS subsidised medicines
to outpatients and patients upon dischargdowever, the Cking the Gap (CTG) PBSRagment
Measure cannot be applied when pharmaceutscare dispensed from a public hospital.

Proposal: The CTG PBS-Bayment measure be applied when medicines are dispensed from public
hospitals to improve medices access by Aliginal and Torres Strait Islander people living with or at
risk of chronic diease. This would address a range of barrie@ccessing needed medicines faced
by patients including oubf-pocket costs, transport to community pharmacieslaaccessibility o
community pharmacies upon returning to their communities.

It should be notedhat both the cost of the medicine and the das the copayment relief are

already incorporated into the current PBS budget as part of the CTG Riz§yr@entMeasure. A
policychange would only realign the location of supply of medicines to patient,resedl

theoretically should not lead to additiah PBS medicines being dispensed. Rather, it would address
the underutilisation of current CTG support in thernmunity.

Cost:Forstates and territories participating in the Public Hospital PharmaceutidatiRs, a policy
change could be implemented inediately without renegotiating agreements. This would involve a
re-direction of existing budgeted funds estimatexbe $15.1 miltn. If ACT and NSW were also to
participate, the total redirection of fundss estimated to be an additional $6million.

44 Australian Heal th MAHMAGRDIS Aoriginahahd Toses Btrait ISkanderrHealth Performance
Framework 2017 RepQrAHMAC, viewed 29 January 201
https://www.pmc.gov.au/sites/default/files/publications/indigenous/hgf017/tier3/315.html
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MENTAL HEALTH

Key recommendations:

- The Australian Government should take immediate steps to enable system reffarthese
suffering from mental ithealthwithin the priority areasidentified by the Productiity
Commissiorof governance and accountability; regional planning, degisiaking and
commissioningand monitoring evaluation and research.

- Joint funding and planning at the local lé%@ mental healthcare services should be betweer
Primary Health N@vorks, Local Hospital Networks equivalentand community service
providers.

- Long term reform should ensure implementationfofiding models that prioritise value and
address social, twral, ard ecological determinants of health.

- Structures must berabedded that support the equitable implementation and uptake of
innovativevirtual solutions and digital platforms that augment and support in person menta
health care.

Opportunity: To acceptandimplement therecommendations of the Productivity Commasi(PC)
inquiryfinal report on Mental Healththat identifies the need fowide scalestructuralsystem wide
mental health refornto improvemental healthoutcomesand stimulateeconomicefficiencies.*?

Context:Mental ilFhealth affects all Australiansteer directly or indirectly with nearlgne in five
Australianexperiencingnental ill health in a given yeétEvidence shows that Aboriginal and Torres
Strait Islander people, younger gamations and people living in rural and remote locations
experiencea higher burden of mental ill health.

ThePCinquiryfinal report on Mental Healttas identified significant gaps in access to mental health
care within Austrah. The over 150page report demonstrates the extreme complexity of the
current system andhe barriers preventing many Australians from reagg the mental health

support theyneed when they need iMany of the reforms recommended by the final Produityi
Commission Inquiry Report have been proposed before and are therefore familiar to geues)
providers and those harmed by inadequate ma healthcare services.

ThePC lguiry report also highlights the potential economic benefits of reform inclgdjuality of
life improvements valued at up to $18 billion annually, and an annual berfefft to $1.3 billion
from increased economic pattpation?

There is a growing bodyf evidence demonstrating the intrinsic link between mental health, the
environment, and our changing climate. The rising prevalence of eco anxiety and the mental health

42 Productivity Commission. 2020. Productivity Commissiguiry Report Mental Health, Report nc,Lanberra.
Availableat https://www.pc.gov.au/inquiries/completed/mentahealth/report

43 bid

44ibid

ahha | the voice of public healthcare $ubmission 35


https://www.pc.gov.au/inquiries/completed/mental-health/report

2021-22 PreBudget Submission to Treasury

impacts of climate related hazards and disasterg.(dushfires, pandemics, drougleat stress) is =

of significant shortand longterm mental health concerrf® O

The social, economic and health conditions created by CO¥ Havefurther compounded the ned

for national mental health investmernd refom. Job insecurity and social iatibn have, and will

continue to have, significant impacts both individuals ad theoverallmental health system,

increasing the number of Australians in need of suppdiBince the beginning of the pandemic

mental health telephone support services fia reported the demand for services increasing by
approximately 30 percefitandnodel | i ng reveals a ‘best case scen
suicide deaths in the @ke of COVIR9* |1 f Aust r al i a stemismebe prephrediioe al t h s
respond to unprecedented current and future challenges, action must be an immediaigebud

priority of the Australian Government.

Proposal:The Australian Government should iate immediate steps to enable meaningful system
reform for those suffering fronrmental ilthealth.Immediate priority must be given to reforms in the
areas ofgowernance and accountability; regional planning, decision making and commissioning; and
monitoring, evaluation and research as outlined in theéHA Resptse to the Australian Government
consultation onthe recommendations from the Productivity Commission Inquiry Report on Mental
Health

The 202@25 Addenduma the National Health Reform Agreement outlines a commitment for the

Australian Government, stats and territories t o tawangekentsfor part n
a nationally unified and locally controlled health system which will improve local acduslitgtand
responsiveness to the needs of communities, through continued cooperation adath@ation

between Local Hospital Networks (LHNs)Bdi mary Heal t h Net w€FARs ( PHNs
2020). AHHA ongoing support for this recommendation is igigeld in Healthy people, healthy

systems: A IBeprint for outcome focused, vahiimsed healthcareé’*The introduction of levers and

accountability structures that strengthen the role of existing organisatistrattures (PHNs and

LHNSs), is a cosfffective strategy that delivers on this intention gévernments and recognises the
interconnected nature bmental and physical health.

In the longterm, reform should focus on reorienting the mental health systemotiyh the

implementation of integrated valubased healthcare approaches that prioritisgppart across the
broad spectrum of social, cultural aedological determinants of healti climate and health lens
must be applied over all elements of mental hbakeform. Existing social and cultural inequalities

45ngle, H &Mlikulewicz, M 2@0, Mental health and climate change: tanglinvisible injusticeThe Lancet Planetary
Health,viewed 15 December 2020tps://www.thelancet.com/journals/bnplh/article/PlIS2545196(20)30084/fullt ext
46 Purtill, J. 20Q. Victoria shows coronavirus is a pandemic of casual, insecure ABEKYiewed 25 September 2020.
Available fromhttps://www.abc.net.au/triplej/programs/hack/coronavirusovid-19-outbreaklinkedto-casualinsecure
work/12496660
47Ponniah, S., Angus, D. and Babbage, S. (2020). Mental hethiéhdge of COYDH19. Viewed 25 September 2020.
Available fom: https://www.pwc.comau/health/healthmatters/why-mentalhealthmatters-covid-19.html
48 Atkinson, J., Skinner, A., Lawson, K., Song, Y. and Hickie, I. (2020). Road to Recovery; Restdriray AsstraM etim, t a | He al
The University of Sydney Brain and Midentre. Viewed 25 Septeber 2020.
https://www.sydney.edu.au/content/dam/corporate/documents/braiandmindcentre/roadto-recovery_brairand
mind-centre.pdf
49 Australian Healthcare and Hospitalsésiation (AHHAR020. Health people, healthy systems. Aakale at
https://ahha.asn.au/Blueprint
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such as job insecurity, discriminatiand social isolation, recently exacerbated by C@\Dnust be
considered and addressed in the design and reform of the mental health system O

Integrated ways of wking need to become embedded within health systems with structures
implemented to bolstethe delivery of a suite of multidisciplinary, cross sedervices centred
around the unigue needs and circumstances of individuglgnment is also needed acrase
breadth of government health reform strategies to ensure focused, coordinated attainmproves
the longterm physical and mental health dfustraliansConsumer engagement and-design will

be critical toensure alignmentgdevelop new models of ca and embedworkforce structures centred
around the needs of patients.

Enhancing mentdiealth digital capability should also be an aim of governments, with the capacity to
enabled enhanced prasion of care, particularly in rural communities. The announagmim the

wake of COVI29 of MBS funding for telehealth is a gréiast step but futher improvements are
needed to ensure systematic integration of virtual technologies and capabitiigstérm. Provisions

for allied health professionals and speatito charge out of pocket costs for MBS funded telehealth
have a ngative impact orequity for mental health consumers. Likewise, the requirements related to
an existing GP relationship @potentially voluntary patient registration) may serve as aificant
barrier to care for some mental health consumers.
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ORALHEALTH

Key ecommendatons:

- $500 million per year for the National Partnership Agreement on Public Dental Servicesltsr Ac
with state and territory funding levels maintained, and tieem of the agreement extended to
31December 2024.

- Funding allocations that refé¢ the cos$ of providing care in rural and remote areas, smaller
jurisdictions and to groups with higher needs

- Require states and territories to increase access to fluoedatater supplies. Fluoride varnish
programs should be provided to high risk creld, partcularly in nodfluoridated areas.

- $50 million over the next three years to fund water fluoridatiafrastructure.

- Actively promote the Child Dental Benefits ScHeduo eligible families.

- Treble the number of scholarships for Aboriginal and 8o8traitslander dental students.
- Capital investment for every dental school to have a teaching clinitotabAMS.

- Incorporate oral health assessments into heal#tsessment frameworks, particularly those at risk
for example children and older peeapl

- Appointan Australian Chief Dental Officer to provide national coordination of oral health policy

Opportunity: Australia’s Nat i oAa2824 ouhesaalbluedrantadr united atiomacrosz 0 1 5
jurisdictions and sectors to ensure all Auittas havehealthy mouths. Translation of the National Oral

Health Plan into practice has been slow, and reggiall jurisdictions and sectors to work together to

maintain and improve the oral health of Australians.

Context:Oral health is fundamental toverall halth, wellbeing and quality of life. A healthy mouth
enables people to eat, speak and socialise aitipain, discomfort or embarrassment. Despite
improvements over the last 2830 years, there is still evidence of poor oral health among Austisafi
Oralconditions are the fourth highest reason for potentially preventable hospital admissions with more
than 70,000 Australians hospitalised in 2A18". Outof-pocket costs for dental care are also greater
than any other major category of health sming.

Inequities in oral health outcomes continue to persist. Aboriginal and Torres Strait Islander people and
adults who are socially disadvantaged or on low inesmave more than double the rate of poor oral
health than their counterparts. People wittdditionalor specialised healthcare needs and those living in
regional and remote areas and residential agackdacilities also have more difficulty accessing ora
healthcare. Access to dental practitioners is also a barrier to dental care, partidafattipseAustralians
living in rural and remote Australia. Capital cities have nearly 2.5 times more deatétipners per

person than remote ared3 In smaltowns this has widened, despite improved national averages, since
19813,

50 Australian Institute of Health and Welfare (AIHW) 2028l health ad dentalcare in Australiaviewed 23January 2019,
https://www.aihw.gov.au/reportsdata/health-conditionsdisability-deaths/dentatoral-health/overview.

51 Australian Institute bHealth and Welfare (AIHV2P19. Potentially preventableospitalisations in Australia by age groups and small
geographic areas, 20118, Cat. No HPF 36, Canberra: AIHW

52 Australian Institute of Health and Welfar&lHW) 208, Oral health and dental care in Australia: key facts figdres 2015 Cat. no.
DEN 229Canberra: AIHW.

5 Bourne K, Nash A, and Houghton, K 2@ilfars of communities: Service delivery professionals in small Australian towns 2@R1.
TheRegional Australia Institute.
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i
Proposal: Funding of $500 million per year is needed for the National Partnership Agreement (NPA) on

Publc Dental Services (NPAPDS) with state and terrfovgrnment funding levels maintained to
improve access to and affordability of dental caree Term ofthe agreement should be extended to 31
December 2024 to align with the term of the Child Dental Bien&chedule.

A series of reductions to the fundjrfor both the National Partnership Agreement on Public Dental
Services for Adults and the iEhDentalBenefits Schedule (CDBS) have occurred since the
2014-15Budget. The 2018-19 MidYear Economic arfeiscal Outlook provided a ofyear extension to
the funding of the NPAPD®), 30 June2020 The NPAPD&8asagain extendedn 2020for another12
months to 3 June 2021.

The reduction irAustralian Governmerfunding to the states and territories for oragalth means that
wait times at public dental clinics, which are already running into years, will only get longer and leave
more patients at rislof deteriorating health outcomes and in need of costly reméthi@atment in public
hospitals.

Cost: $500 milbn per year.

Proposal:TheAustralian Governmerghould provide national leadership by working with state and
territory governments & ensure floridation of all reticulated water supplies in Atala.

There is consistent evidence that watérdridation at current Australian levels is associated with
decreased occurrence and severity of tooth decay in children, adolescents and‘adié&rly 3million
Australians do not have a fluoridated watrpply>.

For example, in Queensland more Abar@iand Torres Strait Islander people live in areas that either did
not implement fluoridation or ceased fluoridation after 2012. As a consegjeatmout 5Qper cent of
Aboriginal and Torres Strait Islangerople in Queensland do not have access to fiaigd water,

although the access rate for the total Queensland population is around 76 péf.cent

AHHA supports a linkage betwepationalfunding of dentalservices, through the NPA, and the extent of
state and territory water fluoridation programs. Theistralian Governmenshould require states and
territories to establish and maintain a minimum 90 per cent of the population has access tddbedrivater.

Cost: $50 million for capital works to assisttiv the development of water fluoridation infrastrture.

5 NHMRC 201&Vater fluoridation: detal and other human health outooes National Health and Medical Research Council, Canberra.
Viewed 25 January 2018ttps://nhmrc.gov.au/atout-us/publications/waterfluoridation-dentaland-other-humanhealth-outcomes

5 Australian Bureau of Statistics (ABS) 2@1D1.0- Australian Demographic Statistics, March 20Cémmonwvealth of Australia,
Canberra, viewed 25 January 20b8p://www.abs.gov.au/ausstats/abs@.nsf/mf/3101.0

% AMA 20192019 AMA Report Card on Indigenous Heahstralian Medical AssociatioB8anberra, viewed 3 December 2019,
https://ama.com.au/system/tdf/dcuments/2019%20AMA%20Report%aéd®6200n%20Indigenous%
20Health_0.pdf?file=1&type=node&id=51639.
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i
Proposal:TheAustralian Government shoulaktter promote the CDBS to the families of eligible children.
Better repating andanalysis of CDBS data will provide stronger endddor the effectiveness of this
program, as wels identifying opportunities to target care for vulnerable groups and those living in
geographical areas with limited access to dental services.

Out-of-podket cost to individuals is acknowledged as a mbgorier to appropriate and regular dental
care. Mae than 30% report that they avoid or delay visiting a dentist due to>€oBhose in lower
household income groups had higher rates of avoidingelayirg a visit to a dentist due to cost than
those inhigher income groups.

Proposal Addtional Australian Governmensupport is required to promote the entry of Aboriginal and
Torres Strait Islander people into the dental workfarGapitainvestment by theAustralian Government
is neededor every dental school to have a teaching cliniailocal Aboriginal Medical Services (AMS).

More Aboriginal and Torres Strait Islander dental practitioners are needed. The leading fingowaat su
for these students, the Puggy Hunter Memorial Sctolari p ( PHMS) hasn’'t been incr
and there are more than twice as many dental applicants than scholarships available.

The ability of norndigenous dental practitioners to deliver turally sde care for Aboriginal and

Torres Strait Islandgratients depends upon their undergraduate educataswell as regulatory
requirements through the Australian Health Practitioner Regulatory Agency (AHPRA). However, this
is compromised because rsibdentalschools do not have sufficient access to teaclpilagements

with an ANVS.

57 Chrisopoulos, S, Harford, JE and Ellershaw, A @i3a6health and dental care in Ausiealkey facts and figures 20,18ustralian
Institute of Health andVelfare, Canberra.
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PREVENTIVE HEALTHCARE

Key recommendations:

- Increasepreventive healtifunding t02.3% of recurrent expenditure on health.

- Commitresourcedo supportneeds assessmesiand public helih cgpacity at the regionk
level allowing for the implementation of national, regional and local prevention and
promotion agendas, adjusted to suit the specific needs of the local communities, e.g
mass roll out of COVAI® vaccination.

- Ensurethe forthcoming National Preventive Health Strategy addresses climate chang
the social, ecological and cultural determinants of health in addition to biological and
behavioural risk factors; and data and techrglalevelopment.

- Adopt a ‘IPbicast hand é&AfFross portfolio pr
responsibility and accountability for the success of prevention initiatiizeadership
shouldsit within health with all relevant portfolios included in implementation and
decisionmaking proceses (e.g. in social services, education, environment, mental he
transport, infrastructure, energy, population, cities, agricultarel regional
develogment).

- Recognise the rapid developments occurring in technology and data, and capitalise
these opportunities to evolutionise, not just mobilise, preventive health.

- Develop a primary health care national minimumtabket to inform a better understandit
of population health and opportunities to mobilise preventative action.

- Investin evidencedbased strategies to discouratiee consumption obugarsweetened
beverags, including introduction o& 20% ad valorersugarsweetened beverages tax,
with revenuehypothecated for preventive health measures

- Implementa fiveyear transition period to shifrom voluntary to mandatory
implementation of the Health Star Food Rating System.

Opportunity: To invest in a range of preventive health initiatives to redilloess, prevent diseas
and promote wellness.

Context Australia spends less on public héadind preventive care than most other OECD

countries®® The increasing burden of chronic disease within Australia intensifies the need for

investment in evidencbased preventive healthsr at egi es. Thi s i s reinforce
commitment to the 2025 W8 global targets to reduce premature mortality frometfour major
non-communicable diseases: cardiovascular disease, cancer, chronic lung diseases anddiabetes.

A per son’ shoudexdend beyoral imenediate presenting concerns to take a broader of
their health and wellbeing. Such an approaehuires consideration of physical, mental, ecological
and social wellbeing, which is influenced by indigidiifestyle, environmehand culturalfactors;

58 Organisatia for Economic Cooperation and Development (OECD) ZHZD.Stat: Health expenditure dim&ncing
viewed 25 Mvember 2017, http://stats.oecd.org/Index. aspx?DataSetCode=SHA

59World Health Organization (WHO) 20Gdpbal Action Plan for the PreventiomcaControl of Noncommunicable Diseases
20132020 World Health Organization, Geneva, viel& November 2017, tg://www.who.int/nmh/ publications/ncd
actionplan/en/
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socioeconomic conditiongand access to quajithealth care programs and services. This requires ‘a =

preventive approach to healthcare, supported by targeted investment by government. O

Health should be seen a# investment, not just aost. As reinforced by the Productivity

Commission, there is a strongtionale for a greater emphasis on public healthi gmevention in an
integrated systerff, with expenditure on such measures contributing to Budget repair tyaiag

future demand onlhe health system while simultaneously improving health outcomes aatitguf

life for all Australians. This is also cistent with the fourth Intergenerational Report highlighting the
pressure that health costs will place on thastralian Government lgef’and objective 1 of the

National Strategic Framework for Chronan@itions, whi ch is ‘to focus on
heal thief Australia’

The announcement of Australia
year NationaPreventative Health Strategy (the Strategy) outlines a national ctmeni to
preventative health. In addition, the ldds of Agreement on public hospital funding and health
reform for 20202025 outlines a commitment to progressoems to promote healthiteracy,
prevention and welbeing (clause 7c).

Proposal:Austalia spends less on public health and preventiage than most other OECD
countries. Peaking at 2.3% of recurrent expenditure on health in20@, A wgreverdidni a
spending fdlto 1.6% in 201-48. Comparatively, most OECD countries spend bet#égiand 4% of
total health expenditure on prevemn.®* AHHA proposes a return to 2.3% of recurrent health
expenditure is initially targeted, to be progressiviglgreased over a-earperiod to reach at least
4% of recurrent expenditure. A dedicated fgaan ensuring spending is on activities with
demonstrated costeffectivenes® and which interpret lifestyle choices in the context of the
opportunity costs and ther incentives faced bindividuals, will be critical to maximising vaRie.

60Productivty Commission 201 8hifting the Dial: 5 year productivity revieRroductiity Commission, viewed 19/11/2019,
https://www.pc.gov.au/inquiries/completed/productivityeview/report.
61 Treasury 20152015 Intergenerational report: Australia in 2Q3%ustralian Government, Canberra, wied 1 November
2017,https://treasury.gov.au/publication2015 intergenerationalreport/
62AHMAC 201 M ational Strategic Framewofkr Chronic Conditiond\ustralianHa |l t h Mi ni st er s’ Advi sor
19/11/2019, https://www1.health.gov.au/internet/main/publishing.nsf/Content/nsfcc
83Austrd i an Heal t h Mi nil AHMAC)K201NAtdnali SsategicyFra@@mark for Chronic Conditions
Australian Government, Canberra, viewed 1 November 2017, www. healttagfimernet/main/publishing.nsf/
content/nsfcc
64 Gmeinder, M., Morgan, Dnd Mueller, M. (2017). OECD Health \ing Papers No. 101How much do OECD countries
spend on prevention? Viexd 15 September 2020. Available from: https://www.oecd
ilibrary.orgdocserver/f19e803cen.pdf?expires=1600140514&id=id&accname=guest&checksuB88aRD16F89A31E
3D72ED42C 15393
65Jaclkson, H & Shiell, A 201Preventive Health: How Much Does Australia Spendisi It EnoughCanberra, Foundation
for Alcohol Research and Edtion; World Health Organization (WHQO) 201%hbe Case for Investing In Pabtiealth-
Strengthening Publidealth Services and Capacity: A Key Pillar of the Europe Regional HealthrBwiayork, Health
2020,WHO, Geneva, viewed 25 November 2017, Witpww.euro.who.int/en/health-topics/ Healthsystems/publie
health-services/ mblications/2015/thecasefor-investinginpublichealth
66 Sassi, F & Hurst, L 2008 Prevention of LifestyRelated Chronic Diseases: An Economic Frame®&®&D Health
Working Papers No 32, OECD, Paris, viewed 25 November 2017, https://www.oecd/dngadth-systems/40324263.pdf
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Funds dedicatetb prevention activities must be based oggional need. A collaborative approach’is =

required between the Australian, state and territory governments to estallistsistent governance O
arrangements between Primary Health Networks (PHNs) and Local Hoégadrks (LHN)r
equivalentfor shared egional needs assessments, priority setting and funding. This will support
delivery of preventive healthcare that is caimated, integrated andasponsive to local need.

The Voluntary Patient Enrolment initiatiu@ general practice, anticipated for implentation in
2021, provides an opportunity for exploring funding models for preventative health initiatives in
primary cae that focus on value fandividuals and the population.

Proposal:The health of individuals and communitiesinfluenced significantly by the social
determinants of health-factors such as housing, income, education, conditaframployment,

power distibution and social support and these require greater emphasis it preventative

policy. For Aboriginal @ahTorres Strait Islander people, cultural determinants are important, with the
need to strengthen languages, relationshigultures, identity, gice and networks for rebuilding
resilience and cultural sustainabjlf’

The COVIR9 pandemic has furtherighlighted the dependency of preventive health on social,
cultural and ecological determinants. Overcided, informal or nochousing has exposed pple to
increased risk of infectioff.Unstable finances, casual emploent, limited access to the internet
andlow literacy has impacted the ability of individuals to respond to-iselfation protocols during a
public health crisidgncreasing spread of fiection &

A national preventative approach should prioritise a&atjthsbased approach, where the self
determination and strengths of individuals and communities are emphasised. Successful adoption of
such an approach has beenrdenstrated across agedre, atriskfamilies, Aboriginal and Torres

Strait Islander peopland more. People need to be seen as more than just their care needs, rather to
be viewed first as experts and in charge of their own lives. Such an approach fooukes

strengths, skifl and resouwes of individuals and communities, recognising theioaomy, and
empowering choices and solutions right for them

In the AHHASubmission to the Consultah Paper for the National Preventive Health Stratdggy
need to promote integration and collaborative action that addresses the broad determinants of
social, cultiral and ecological hetal is highlghted in greater detail.

67 Lowitja Institute. (2014). Cultural determinants of Aboriginal and Torred Stlander health roundtable. Viewed 16
September 2020. Availabfeom: https://www.lowitja.org.au/page/research/researetoundtable/culturatdeterminants

68 Gurran, N., Phibh$. and Lea, T. (2020). Homelessness and overcrowding expose us alltocomwreavi Her e’ s wha't
can do to stop the spread, The Conversatioewdd 15 September 2020. Available from:
https://theconversation.com/homelessssand-overcrowdingexposeus-allto-coronavirushereswhat-we-cando-to-
stop-the-spread134378

690" Sul I, RahamathullaDM. and Pawar, M. (2020). The impact and implisadb@OVIEL9: an Australian
perspective, The International Journal of Comiityiand Social Development, v@(2). DOI:
10.1177/2516602620937922
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Proposl: Tobe effective, prevention policgnd action cannot be health portfolicentric. There
needs to be accountability and inclusion across all portfolios, including social services,@ducati
environment, mental health, transport, infrastructure, energgpulation, cities, agriculture and
regional development.

Alignment across the various national health strategies that are currently in development must also

be ensured including the Natial Health Reform Agreement, the-$@ar Primary Health Care plan,
condition-specific plans (the Mentdlealth and Suicide Prevention Plan), populasegment plans
(National Men' s Health Strategy, Nat i cmfoathe Wo me n
Health of Children and Young People), disaster and eenesgpeparedness plans, and emissiens

reducing targets and plans.

Proposal:The COVI29 pandemic has revealed the many ways technology and data can be used to
protect health, including contact tracing apps, temperature sensing droa@ss b monitor social
distancing and facial recognition surveillance. Governments must recognise and capitalise on the
opportunities that technology and data provide in mobilising a préieensystem.

Artificial intelligence (Al) offers promising oppanitiesto improve healh through preventive rather
than reactionary measures. It has the ability to collect, compile, analyse and learn from big data,
augmented by realime data from pati@ts, and create personalised and predictive feedback for
individuds. Itcan improve diagostics, catalyse patient adherence through engagement, and
integrate with remote monitoring devices, all directly influencing the behaviour of patients and
improvingpreventive health action.

However, the ethical challenges of Alish al® be consideredCare must be taken to ensure existing
biases and inequalities are not exacerbated with the use of Al, rather it is used to correct
disparities’® Public data privacyomcerns must also be addressed. Ethical collaboration within the
Australian health careector will be crucial to seeing this action achievéd.

Greater access to Primary health care data can enable a proactive approach to preventive health care

by providig clinicians with data about local populations, individuals @irtbae, and a direairy to

social care and other locally available supports. However consolidated primary health care data in
Australia is poor. While individual providers of primary heatire hold significant amounts of

information on the services pxided © patients, theconditions for which they are being treated,

and the progression of patients’ recovery or fur
currently no consolidatedata source that allows for national benchmarking and quality

improvementwithin the primary health sector.

70Chen, I., Joshi, S. and Ghassemi, M. (2020). Treating health disparities with artificial intelNgéwmeeMedcine vol. 26,
pp. 1617. DOI: 10.1038/s4159119-0649-2

71 Australian ©nsensud-ramework for Ethical Collaboration in the Healthcare Sector. (2018). A Consensus Statement of
Shared Values and Ethical Principles for Collaboration and Interactiongd@rgmisations in the Healthcare Sector.
Viewed 16 September 2020
https://ahha.asn.a/sites/default/files/docs/policyissue/acf_september_10_2018 w_apec_web.pdf.
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The development of a primary health care national minimum dataset, that provides common data
standards and reporting frameworks, is therefore nexagy to consolidate the various primary care O
data sources, infornpopulation health plaming, and enhance the implementation of evidence
based valuariven prevention programs.

Further investments in physical infrastructure, data enablement, IT archresctvorkforce
development and the development of local models afe; ae also neededThe longterm health
reform principles identified in the National Health Reform Agreement addendum that provide for
joint planning and funding at a local level and payior value and outcomeémean that Primary
Health Networks (PH arewell-placed toreorientate primary health care towards prevention.
However, they must be given the authority and resources to do so and be enabled by national
infrastructure and polies.

72 Council of Federal Financial Relations 208fdendum to the National Health Agreem&020-2025 viewed 10
November 2020http://www.federalfinancialrelations.gov.au/content/npa/health/other/NHRA 2020
25 Addendum condmlated.pdf
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PRIVATE HEALTHCARE

Key recommendations

- The Productivity Comission should be directed to conduct an independent
comprehensive review of government support for privagalthcare in Australia

- This independent review should ass#ss value to the Ausalia community, and the
impact on the public health system, ad\gernment support of private healthcare through
subsidies and other policies.

- This review should asseisge most effective ways that the Australian Government can
support private healthcaresuch that it complements and does not compromise the
integrityofAustralia’s wuniversal healthcare

Opportunity: Private healthcare in Australia is supfea by a range of government subsidies and
other policies. The value to the Ausieal community of these supports needs to be assessed to
ensure tha the most effective and efficient balance between public and private healthcare services
is being achiewd

ContextAustr al i a’-privamihealthdystpnuibdntrenched. In 26138, 68.3% of all
health expenditure was funded by Commonwealth, stahd territory governments, which includes
services provided by both public and private providémls.wice range obther government policies
are also in place that influence the provisioihprivate healthcare including:
the defining of privatelyprovided services and products that are funded publicly (e.g. the
MBSitem descriptors andubsidiesthe PBSthe Community Pharmacy agreements, the
Child Dental Benefits Schedule, requirementsréderral to specialists) and through private
health insurance (@. the Prostheses List);
programs affecting safe and ditg care(e.g. limitations on professional scopes of practice,
individual professional registration, credentialing requirementsyjier accreditation
requirements, the Practice Incentive Programgieneral practice);
programs affecting access (e.g. durcentive programs, pharmacy ownership and location
rules, education and clinical training standards and support);
incentives for pivate health insurance (e.g. the Medicare levy surcharge, thafarihealth
insurance rebate, lifetime health cover); and
regulation of products (e.gpatents, scheduling of medicines, advertising restrictions).

Proposal:Australia wil dways have a red for the availability and provision of private healthcare.
Howe\er, the manner in which government should and should not support private healthcare needs
to be clearly articulated, including the public benefits any such support prositassurancehat it
does not compromisequitable access

There should be an imgpendent comprehensive review by the Productivity Commission of the public
policy objectives that arserved by Government suppaut private healthcare and private health
insurance. Thishould assess the value to the Australia community, and the impathe public

health system, of government support of private healthcare through subsidies and other policies

73 https://www.aihw.gov.au/getmedia/91eldc3b09a41a2bfof-8deb2a3d7485/aihvhwe-77-25092019pdf.aspx
Viewed18 December 2019.
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SPECIALIST REFERRALS

Keyrecommendations:

- (Gonduct an independent, evidendmased review of the specialisferral system
informed bythe development and implementation o& national strategy for capturing ai
reporting standardised specialist referra@lated metrics.

- Amendspecialist referratules ta

- decoupk specialist billing from referral status and introdyarotections to
prevent increase costs for patients under lortgrm specialist care.

- expard health professional referral rights and adoption of a linear evidence
based model of patient transfer through the health system to optimise use of
the health workforce.

Opportunity: A health sevice model that places a greater emphasis on the appropriateness of
referrals above the profession of the refer is necesary to bring referral rules in line with
contemporary lealth needs and service structures.

Context: The specialist referral systema key operational component of the Australian health
system. It is designed to manage access to subsidisamadist serices and remunerate MBS
Providers at referred servicates. The regulatory requirement for patients to obtain repeat referrals
whenalready under the care of a specialist has received limited scrutiny since the-187ibse

when acute, not ctonic, illneses were more common and the need to be supported byenous
specialists over the long term was less likely.

The rise of chroniclilesses and multimorbidity highlights fundamental inefficiencies in the referral
system, as more patients reqailongterm specialist care beyond standarebBd-12-month periods
of referral validity. The expiration of a referral while a patient is rengiwingoing specialist care has
created a rigid structure of patient heafdervice transition that is increagjty contraryto evidence
based health care.

Referral expiration meapatients must obtain a repeat referral in order to maintain access to their
MBS subsidised specialist care, which is most commonly from a GP (General Practitioner). This
exposes patientto increasedut-of-pocket costs and risks delayed or discontinngedical

treatment. As referrals are inherently related to MBS billing prastiexcessive health service
utilisation under the referral system negatively impacts the ability to offertetpie and duable

health services within the wider health system.

The ‘'gatekeeper role of GPs i n mgaheieferraltsysterar e
However, GP engagement through referral expiration is a model that is based on opptctuather
than purposeful clinical engagement.
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Proposals® The linmted data on how patients transition through the health system undermines =
effective service design. A national strategy for capturing and reporting standardised referral meffics
is neededo inform evidencebased legislation and care. To be beneficiag #trategy needs to

reflect referral trends across all sectors including lppiand private service providers.

Including referral related metrics into the Primary Health Care Data Aské@npiove krowledge
gaps, however this also needs to be supportgdih inrdepth understanding of longitudinal trends in
health service utiliggon including tertiary related referral activities. A greater investment in linked
data by government is therefe needed taensure patient health service transition is adequately
mapped and evaluated.

An indepth independent review of the health and eamic costs and benefits of the referral rules,
and associated MBS billing practices should be undertaken taetise rulesthat underpin referral
practices are evidenebased, pent-centred and appropriate to support the changing health needs
of the ndion.

The expiration of a referral is broadly incompatible with the aims of specialist care for people with
longterm illness There is a need to decouple specialist billing moadly from referral status to
ensure consultations are based on clinicaéddndefinite referrals should be issued to ensure
patients under longerm specialist care are not adversely and routirieipacted by referral
expiration.

Reducing the number dfansition points a patient must navigate through the health system by
introducirg and expanding the referral rights of r@P clinicians is important for promoting health
system efficiency. Expanditige referral rights, including periods of referral iditly, for current and
presently norrecognised clinicians under the MBSeredl rules will maximise the skills of the
diverse health workforce and reduce the frequency of unnecessary referral diguica

A dedicated principles and rules function wittie Department of Health should be established
support the continued intepretation, implementation and routine revision of specialist referral
rules

Improving information sharing among service yders through reatime health information

exchange wald avoid the need for lowalue administratively driven GP consultationsl addess

any ongoing concerns by GPs regarding the impact of expanded referral pathways and periods of

referral validity oncontinuity and coordination of car€hanges to regulains should be made to

mandate timely information flow between all membersapad i ent ' s care team. Thi
the burden on patients, and ensure Giémain informed irrespective of where theferral originates

from.

74Prime S 2020ssues briefOptimisng healthcare through spétist referral rebrms,Deeble Institute for Healthdhcy
Researchhttps://ahha.asn.au/publication/healtipolicyissuebriefs/deeblebrief-no-38-optimisinghealthcarethrough

specialist
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TELEHEALTH AND VIRTUAL HEAARHC

Key recommendations

- Aresearch program toxplore the practicaimplementation of virtual care technologies
in the Australian setting, inclilga n eval uati on of what h
worked and what can be done better/differently.

- Develop furding models that will support the use,&nd equitable access tairtual care
technologesin personcentred models of care

Opportunity: To implement virtual healthcare technologies effectivelyl austainably in lonterm
health care refornt®

Context: As part of the COVHDO response, the Medicare Benefshedule (MBS)ag extended to
support the widescaleprovision of health care by telehealth, with subsequantendments to
restrict arrangenants in general practice tfproviders who have an exisgy and continuous
relationshipwith the patient. Private halth insurers ao agreed to provideenefits for
teleconsultations. With Australians more openusing technology in health care, this Hed to
optimism across the sector that there will bevilingness toembrace these technologies in care to
achievemore longterm health care reform.

While many contemporary telehealth initiatives are based
consultations by telephone or videoconferente achieve system SUBSTITUTION
transformation it may be more apppriatelyd e f i n thaldelaesy: Technology acts as a direct tool substitute,
o A . ~ .z = A with no functional change

2F Ol NB ¥ NEphovided skl@nauklyoDdsynchronously.
The format can be healthcare practitioner to practitioner, patient to -
healthcare practitioner, ogroup consultation between patients or

. . . . . . . . m
practitioners. 1 can also involve patients and clinicians interacting Technology acts as a direct tool substitute,

ENHANCEMENT

diversity of technologies anthodels ofcare. The SAMR ddel from
the education sectdf may be useful to frame the integratiaf
technology in health care. In this model, the uséazhnology may
be introduced to enhance care throughbstitution or augmentation,
or transform care througimodification or reddinition (see Figure)l
with different approaches requiring different policy considerations. Figurs 1. SAMR Model

(imege adspted from showbie.com 2014)

with wearable or othe monitoring devices and decision support with functional improvement
algorithms.” ’
As telehealth is often understood asferring toteleconsultations, z Te::::':;z::w
this paper r ef er &ortdeotobettei reflecutree | E significant task redesign

z

2

2

g

|_

75 AHHA 2020, The effective and sustainable adoption of virtual health care,
https://ahha.asn.au/sites/defalt/files/docs/policyissue/ahha_blueprint supplement
adoption_of virtud health_care- july 2020 0.pdf
76 Snoswell, C, Gray, L, Brooks, P, et al 2019, Developing a policy strategy for teleheattialia:Ausummary of the
telehealth FUTURES foru@®nline (Centre for Online Health): NHMRC Centre for Research Excell@dehaalth, The
University of Queenslandiitps://espace.library.ug.edu.au/view/UQ:e39e00e
77Puentedura, R 2012, Bding upon SAMRittp://hippasus.com/rrpweblog/archives/2012/09/03/BuildingUponSAMR.pdf
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Moving from telehealth to virtal health care requiresfacus on funding, governan@ad other
policy issues thawill support system transforation rather thanthe morelimited system
enhancement currently under way

Proposal:Commissiorsix policy evidence briethat explore the practicahiplementation of virtual
care technologies in the Australian setting, anclude an evaluation of what has worked, what
hasn’t WO r

ked and what can be done better/ di

Through the synthesis oésearch evidencehesebriefsare designed to heldecisionmakers

quickly find out what evidence exists in a topic area, hompelling it is, and what the implications

might be when using it to develop health policies.

Building on the Australian Heltare and Hospitals Asso@a t i o n ’pslicy(paoét BnAvirtual care

which sets out six preequisites to move from telehealth as a substitution atyivd
transformational vitual care, the evidence brigfwould draw on the innovation demonstrated

during the COVH29 pandemic omspired by it. The six selected policy settings are domains which
will assist in moving towards greater seHre, a reducedeliance on hospital carend strengthening

capabiliy and capacity in primary care.

1.

Patient-
centredness

Equity

Crosssector
leadership and
governance

Digitally-capable
workforce
providing team
based care

Interoperability
and quality
assured
technology

Funding for
reform

How virtual health carean be more responsive to the needs of the
patientt e . g. in ‘rapid recovery'’
monitor ocial participation and cality of life in aged care

How equity can be proactively assured in the adoption of virtual mec

of care e.g. through supporting aisk populations who are COVID
positive to isolate at home, or supporting cancer careural and
regional areas

The opportunities for joint planning and funding of virtual mdslef
care to support the peagtekpandihguse

0]

digital health pathways between health, ageste anddisability sectors

The clinical leadership required and the capdieidi developedto
leverage the opportunities that technology provides in health cerg.
as artificial intelligence is adtgd in radiology and medical imaging

How care models and clinical processes caegrate with the rapidly

evolving availability of digital devices and softwasey. wearables that
support remote monitoringuch asmart helmets to monitor for brain

seizures omicrowearable sensors to monitor vital signs

How funding models influence the effective adoption of virtual care
models e.g. in providing remote monitoring for heart failure origed
care to support living at home longer
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The evidace briefs would be written by AHHA researchers and/oruniversitypartners, with an
Expression of Interest process used to identify suitable case studies and authors. O

Cost $300,000 to support resarch and authoring.

Proposal:In additionto introducing telehealth MBS items across the health ¢aeen, develop
funding models that will support the use of virtual care technologies in petsotred models of
care, such as withremotegate nt moni toring and ‘store and for wa

Ensure equityn the widescale implementation of virtual healthcare thrghi research intaligital
literacy and access, developing strategies that support engagement with and equitable access to
virtual healthcare rmdels.
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CONCLUSION

This submission outlines a numberavéas of reform to the healthcare system that are achievable
with appropriae funding and leadership by thustralianGovernment, working in cooperation with
state and territory governments, Primane&lth Networks and other groups. This is further
suppoted by the extensive recommendations for health system mafonade by AHHA our Health
people, healthy systenpoposal which outlines changes required to more effectively deliver
healthcare servicesmprove patient care and achieve system efficiencié®2021 edition of the
Blueprint is available atww.ahha.asn.au/Blueprirand addresses four domains for health system
reform: governance, data, fumaly and workforce.

Together with this submission, theiA Blueprint for health reform provides a number of praadtic
and necessargtrategies for reform with a broad focus on outcomes, coordination of care and
specific areas requiring health policy leastp. If fully implemented, these proposals present a
comprehensive set of meaningful reforms that are based otagesl, strategi@and cooperative
approach to the reform of the Australian healthcare system.
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