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Overall, Australia performs well on health outcomes Health Expenditure as a proportion of GDP

Self-reported health score Figure 2.2.5: Health expenditure as a proportion of GDP, using the OECD
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Where is the waste?
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Primary Health Care Advisory Group findings

Patient experience Providers Experience
- afragmented system, with providers and services - System inefficiency
working in isolation from each other rather than as a = :
team: * Fragmentation

« uncoordinated care; * Red tape

- difficulty finding services they need; * Poor communication

. significant service variation; » Lack of funding for innovative care
- at times, service duplication; at other times, absent or
delayed services;

- low uptake of eHealth and other health technology to
overcome these barriers

- difficulty in accessing services due to lack of mobility,
transport, language, financial barriers and remoteness;
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Canterbury District Health Board —Our Health System

Reorienting the system around the needs of the patient
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Australia’s Health System V's Canterbury District Health Board System
Maybe we need to change our structure
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More Waste
GPs could save the health budget

$1.5 billion by stopping lower Australian Institute of Health and Welfare (AIHW) data
urgency cases ﬂooding emergency

* 37% of 8 million ED presentations are considered
‘lower urgency.’

Lower urgency cases are filling up hospital emergency departments around the
nation. Could GPs solve the problem?

The RACGP suggests that GPs are ideally placed to tackle
lower-urgency cases

In -hours lower urgency ED presentation rates are rising
and are markedly higher in regional areas

Continuity of care with a regular GP have |ower rates of
hospital and ED attendances, and lower risk of mortality.

* Are patients misjudging their severity
* ?Out of pocket costs

Is there a better way to go for lower urgency cases? ° 7 Dema nd management —Nno acute
Annual cost of ED presentations $4.9 billion appointments
* Could the funding system be in conflict with the ‘Ceda
. '
Lower urgency = no ambulance, assessed as semi- best mode of care?

urgent or non-urgent care and discharged .
page 8


https://www.aihw.gov.au/reports/health-care-quality-performance/use-of-emergency-departments-for-lower-urgency-car/contents/summary
https://www.ncbi.nlm.nih.gov/pubmed/20553366
https://bmjopen.bmj.com/content/8/6/e021161

R

Medicines safety
Current problems

* 250,000 hospital admissions annually are a result of
medication-related issues.

* Annual cost $1.4 billion. N VY

* 98% of residents in Aged Care have at least one @
medication-related problem. X

* 50% of this harm is preventable.

committee for economic development of australia
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National Digital Health Strategy — roadmap for delivery

Co-designed with all states and territories and agreed by COAG Health Council

% INTEROPERABILITY MEDICINES ENHANCED WORKFORCE AND
HEALTH RECORD AND DATA QUALITY SAFETY MODELS OF CARE EDUCATION
Health Health information High-quality data Better availability Digitally enabled A workforce A thriving digital
information that that can be with a commonly and access to models of care confidently using health industry
is available exchanged understood prescriptions that improve digital health delivering
whenever and securely meaning that can and medicines accessibility, technologies to world-class
wherever it is be used with information quality, safety deliver health innovation
needed confidence and efficiency and care

«committee for economic development of australia



MY

HEALTH RECORD

My Health Record / National IT Infrastructure is maturing
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At the conclusion of record creation all jurisdictions had widespread public hospital connectivity to support
uploading high value clinical content including discharge summaries, pathology reports and diagnostic imaging

reports.
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Medicare Benefits Schedule Review

70% of MBS 5700 1items had not been reviewed

in 30 years Why an MBS
review?

Ensure the MBS is contemporary and supports
best practice

Improve clinical value
Improve the financial value

Address overuse, misuse and underuse of
services

Identify services that are unnecessary, outdated
or unsafe

Provide recommendations to the Medical
Services Advisory Committee (MSAC) on new

and amended 1tems >ceda
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Progress to date

100%

MBS items
reviewed

or currently
under
review

178

Recommendations
made to
Government

70+

clinical committees
and working groups
established

145

Recommendations accepted

* 700

Clinical
clinicians,
consumers
and health
system
experts
involved

>8,000

Submissions
received from

stakeholders




Clinical Committee Recommendation

* The committee believes that clinical decision support will
be assist providers to select the most appropriate
diagnostic imaging or pathology investigation.

* Decision-support plans would tie doctors' hands, warns
AMA

* The AMA has urged the MBS Review Taskforce to abandon
its plans to add extra requirements to MBS items for scans
deemed to be susceptible to overservicing, such as lower
back imaging

* Radiologists back compulsory decision-support
software for GPs

* Physician viewpoint: Al will reduce healthcare costs,
improve physician wellbeing

* Dr.Lin, aclinical assistant professor of medicine and vice chief for technology 2ge 1
innovation in Stanford University's division of primary care and population health page 14
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Clinical Committee Recommendation

Anaesthesia MBS Review

The MBS Review Taskforce has just
released the Report from the ACC.

There has been nearly 2 years of
advocacy by the ASA in order to
safeguard the current Anaesthesia MBS.

The ASA has responded to the ACC
Report, and has provided exhaustive

rebuttals to the proposed changes in the
Anaesthesia MBS.

As a result of our advocacy, the ASA
expects that the Federal Government
will adopt a small subset of ACC Report
recommendations.

committee for economic development of australia
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Recommendation Embraced

New investment to better recognise and support
non face-to-face services by GPs to their patients.

* Voluntary patient enrolment for all those over 70 years

I'm not just a GP.

I'm your specialist in life.
* New Medicare arrangements will be used to support the l l_
patient enrolment processes and make quarterly =, -
payments to providers for enrolled patients. f’

* Enrolment will commence in mid-2020. ' RACGI)

Coalege o Cuneral Ieacritiozan

* Benefits include to include enhanced access

* Informed by an Expert Advisory Group including MBS Review Taskforce, >Ceda
AMA, RACGP, ACRRM and Consumers Health Forum. e

page 16



AUSTRALIAN COMMISSION
on SAFETY ano QUALITY nHEALTH CARE

Exploring Healthcare
Variation in Australia:

Analyses Resulting

from an OECD Study

2014

* caesarean section

e cardiac
catheterisation

* revascularisation
procedures (coronary
bypass and coronary
angioplasty)

* knee arthroscopy
and replacement

* hip fracture, and
* hysterectomy

AUSTRALIAN COMMISSION
on SAFETY ano QUALITY wHEALTH CARE

Australian Atlas of
Healthcare Variation

November 2015

i e Aty

Antimicrobial dispensing
Diagnostic interventions
Surgical interventions
Interventions for mental
health & psychotropic
medicines

Opioid dispensing
Interventions for chronic
diseases

.
AUSTRALIAN COMMISSION @ Austrtlan Government
on SAFETY ano QUALITY n HEALTH CARE

The Second Australian Atlas
of Healthcare Variation
2017

* Potentially preventable
hospitalisation in diabetes,
heart failure, COPD

* Cardiovascular conditions

* Women'’s Health

* Surgical Interventions

* Lumbar Spinal Fusion

! Australian Government

AUSTRALIAN COMMISSION
on SAFETY ano QUALITY wHEALTH CARE

" Health and Welfare

The Third Australian Atlas
of Healthcare Variation

2018

* Neonatal and paediatric
health

* Glinvestigation and
treatment

* Thyroid investigations and
treatment

» CardiacTests

* Repeat Analysis

>ceda
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Healthcare use variation - is it warranted?

AUSTRALIAN COMMISSION

2015

oN SAFETYano QUALITYINHEALTHCARE ¥

Australian Atlas of
Healthcare Variation

Very high overall rates of inappropriate antibiotic
prescribing
High rates of ct scans performed on the lumbar

spine

Multiples for highest rates Vs lowest rates

Colonoscopy -30 times

Knee arthroscopy in people aged 55 - 7 times

(>33,000 operations)

Hysterectomy/ Endometrial Ablation

Women living in regional 5 times the city rates

Cataract Surgery — 7 times (>160,000

operations)

Opioid medicines prescription rates - 10

times >ceda

ADHD medicines — 75 times ,
page 1



What has the atlas series taught us?

There is significant variation

Some groups with the highest burden of disease have the lowest rate of a
related investigation or treatment suggesting barriers to appropriate access

In some areas there are markedly higher rates of care, raising concern about
low value care or the potential harms.

Some things cannot yet be measured
* Health Datais held in multiple places
* Inconsistent admission policies
* Inconsistent treatment pathways
* Medicines supplied by Aboriginal Medical Services not counted
* Lack of evidence on outcomes (Lumbar Spinal Fusion)

committee for economic development of australia
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Knee replacement - OECD
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Knee Replacement

Figure 4.5: Number of hospitalisations for knee replacement per 100,000 people aged 18 years and over,
Each circle represents age and sex standardised, by Statistical Area Level 3 (SA3), 2014-15: Australia map
a single SA3. The size
indicates the number of

hospitalisations.
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Measurement improves value for money

Feedback to clinicians is a powerful motivator
* What treatments/procedures do | conduct for which
patients
* Am | an outlier
* How much do others charge for procedures

* Information to other parties (patients, referrers, policy
makers) to facilitate better choices

* Providers or procedures with poor results/outcomes

* Outcomes for "patients like me” with different treatment
options

* Costs

* Informed referrals

«committee for economic development of australia



Do we need payment reform?

Eg Value based reimbursement

 Conventional fee for service methods
coupled with rewards and penalties for
outcomes

* Bundled Payments for whole-event
outcomes some or all of the episode of care

* Payment for long term population
outcomes

«committee for economic development of australia



What is the impact of measurement?

MBS claims for arthroscopy® in Australia 2011 - 2017
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Metro South Health

* Analytics and Data Warehouse

e Structured clinical notes

e ED, Surgery, Theatres and Anaesthetics

e Integrated inpatient clinical information

e Pathology and Radiology orders and results

e Scheduling —Outpatients and Elective Surgery

e Device integration and closed loop observations
e Managing deteriorating patients workflow

e Positive person identification

e Medication Management — closed loop

e C(linical trials

* Reporting




Digital Hospital —Case Study
Princess Alexandra Hospital - Brisbane

* 35% of hospital referrals may be avoided with iEMR

* 10% of patients with a drug allergy are prescribed that
drug during a hospital admission

* More people in hospital from
» preventable medication incidents than
* from asthma and breast cancer combined

* 30% of all radiology and pathology investigations are
inappropriate or unnecessary

~ >ceda
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Metro South Health

* Reduction in pathology turnaround time

* 22% across hospital average
* 5-21% ED across all types test (eg 4.3 mins FBQC)

* Reductions certain tests (eg for urine)

* 15% reduction in reported falls

* 5% increase in reported pressure injuries
* 18% reduction in actual infection rate

* 25% reduction in VTE per separations

* Length of Stay trending down with increased activity
* 10% increase in QWAU, with 5% ALOS reduction
* 2.5% increase in episodes of care
e 7% increase in Outpatients
* Reduced Emergency Readmission within 28 days of disqhargley

|
i



Between 2015 and 2018

* 45%increase in the early identification of deteriorating patients
by the hospital rapid response team

Between 2014 and 2016
* 4% reduction in readmission rates and

* 6% reduction in inpatient length of stay

Metro South Health




Digital Hospital — Case Study

Princess Alexandra Hospital - Brisbane

Digital Diabetes Dashboard

Metro South 3D - Digital Diabetes Dashboard
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Precision Medicine
Average Care —needs to become —Personalised Care

"We know that every human is a one-off
result of their genes and their life
experiences,”

Chief Scientist Dr Alan Finkel

Massive data sets can now be mined for
insights into the relationships between genes,
environmental factors and health

We can connect up electronic medical
records and provide doctors with
comprehensive individual health profiles.

Artificial Intelligence can overcome the cost
and human capacity barriers to delivering
precision medicine population-wide.

We will be able to pinpoint the treatment
most likely to succeed

Finally we will shift focus from Precision
Treatment to Personalised Prevention




Todays' young people (digital natives) are
B tomorrow’s patients

* Will they trust a machine that

* sees patients

* cananalyse a genome

* store clinical knowledge
 assimilate patterns of behaviour
 confer with other machines

* and draw from a far broader range of data than any
individual doctor

«committee for economic development of australia




Health system transformation

Figure 7: Value-Based Healthcare Will Deliver New Benefits — and New Responsibilities

Today's misaligned healthcare system
with variable patientoutcomes

Variable health outcomes, fragmented patient
experience, and unsustainable costs of care

Healthcare '‘consumerism' drives increased
volume of care

Fragmented and siloed healthcare systems

Patient
Benefits Fragmented IT systems and data hoarded by
most stakeholders

Insufficient clinical incentives to improve
outcomes and lower costs

Care providers and suppliers chosen on
“ basis of convenience, location, and brand

Clinical decisions dominated by physicians;
patients take a passive role
Patient

Responsibilities Selective adherence to healthy lifestyles and

advice from medical professionals

Limited data sharing due to concerns about
privacy and doubt about the benefit

A value-basedhealthcare system
aligned on improving value for patients

Better outcomes, lower disease burden,
lower costs, and improved patient experience

'Informed consumerism' with outcomes
transparency and competition based on value

Coordinated care delivery with aligned
incentives along the care chain

Interoperable systems enabling seamless
collection and sharing of patient data

Provider teams with shared accountability
and resources to promote patient value

Choices made on the bases of transparent
outcomes and performance data

Active and shared decision making with
physicians through clinical support tools

Patients motivated for healthy behaviors with
better adherence to suggested treatments

Willingness to share robust data (including
PROMS) to enhance clinical decision making

Note: PROMS = patient reported outcome measures
Source: BCG analysis

>ceda

committee for economic development of australia

http://www3.weforum.org/docs/WEF Insight Report Value Healthcare Laying Foundation.pdf



http://www3.weforum.org/docs/WEF_Insight_Report_Value_Healthcare_Laying_Found
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