THE UNIVERSITY OF
MELBOURNE

Advancing Health 2030

#NavigatingHealth: Simplifying Complexity
One Day Workshop Tues 16t April

COLLABORATE +
INNOVATE +
NURTURE=
IMPACT



THE UNIVERSITY OF
MELBOURNE

Professor Jane Gunn AO
Dean, Faculty Medicine, Dentistry & Health Sciences

COLLABORATE +
INNOVATE +
NURTURE=
IMPACT



Collaborative
Practice Centre

Transforming Health
through Collaboration

Collaboration to Impact

Professor Tina Brock
Director, Collaborative Practice Centre
Faculty of Medicine, Dentistry, & Health Sciences

2024.04.16



Weaving together

ATt “\.Th
THE UNIVERSITY OF

MELBOURNE




Why does
healthcare need

skilled teams
now?

National Mental Health
Workforce Strategy | 2022-2032

Mirtrntbes e rmness

National Climate Resilience
and Adaptation Strategy

2021 - 2025
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*As described in every modern Australian government report.

* Rare alighment* amongst community, education,
government, and practice stakeholders.

* Agreed solutions to crises in Medicare, primary care,
aged care, mental health, digital health, climate
health, et al include optimising performance of
multidisciplinary teams working together at top of
scope.

* Collaborative practice willimprove the consumer
journey by decreasing the fragmented, inequitable,
and inefficient approaches to healthcare.

* This is a key value strategy for supporting the existing
& future health workforce.

* No specifics about how to achieve this. ©
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What does teamwork look like?

Photo credit: Kayley Lyons, PharmD, PhD
MDHS Centre for Digital Transformation of Health

Collaborative Practice Centre
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Lencioni P, The Ideal Team Player: How to Recognize and Cultivate the Three Essential Virtues, 2016




Follow us on Instagram at @cpc4health

Coming soon!
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Collaboration
for
Impact

Today’s objectives:
Gain knowledge/
perspectives
Connect to others
Take away at least
ONE action
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Tim Cooper & Professor Frederic Hollande
Fireside Chat : Our Journey
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Too Complex to Navigate?
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Australian
V Cancer Plan

NAVIGATION

A strategy for overcoming barriers to reduce disparities and to improve access and outcomes
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Why is havigationimportantin cancer care?

01

2023: 165,000 cases of
cancer in Australia

An increase of 66,000
cases from 2000’

3in every 10 deaths is
attributable to cancer

02

Around 86% of the
estimated increase
between 2000-2023 is
attributable to population
increase and ageing
population’

03

The number of cancer
survivors continues to
increase (71% 5-year
survival)? due to prevention
and screening programs,
and new treatments'

CHALLENGE 01

First Nations people (39%) and
those living in the most
disadvantaged areas (33%) report
higher incidence, mortality, and
lower survival than other
Australians and those living in the
least disadvantaged areas.*

CHALLENGE 02

Due to population size and
ageing - estimated there
will be 47.4% (males) and
54.4% (females) increase in
new cancer cases between
2020-20442

CHALLENGE 03

The resources and
workforce available to
respond is diminishing*>
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The need for navigation

Structural, cultural, individual

factors that impact access
As cancer care improves for many

cancers - the treatment process
becomes more complex
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COVID 19 and Colorectal Cancer

COVID-19 pandemic - delays in cancer
detection, diagnosis, and treatment.2

Data estimate that there would be a total of
19 975 colorectal cancer deaths during the
period of 2020 to 2044 in the absence of
the COVID-19 pandemic effects.

Cancer incidence and mortality in Australia from 2020

to 2044 and an exploratory analysis of the potential effect
of treatment delays during the COVID-19 pandemic:

a statistical modelling study

nat

A ®

SCENARIO 1

Health-care system disruption for 3-months and
each colorectal cancer patient had a treatment
delay of 4 weeks, there would be an estimated
total of 96 additional colorectal cancer deaths
that would occur earlier than expected (2020-
2044).

SCENARIO 2

Where disruptions lasted for 6 months and
patients had a treatment delay of 16 weeks, this
could result in 897 additional deaths occurring
earlier than expected.

SCENARIO 3

With disruptions lasting 12 months and patients’
treatments being delayed by 26 weeks, this could
result in a total of 3345 deaths occurring earlier
than expected.
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English National Lung
Cancer Audit data and
inpatient Hospital Episode
Statistics for

109,079 people with lung
cancer surviving 30 days
from diagnosis .

Crmee bow cosbiben -

Lung Canocer
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Are warking practices of lung cancer nurse speclalists associated with

varlation in peoples’ receipt of anticancer therapy?

S Steweet | Asmir Khakwani', Richard 8. Mubleed”, Pl Bockent’, Dissa Berthwick’,

Angels Tod”, Alison Leary”, Laila ). Voo

An example from lung cancer’

Data linked along with
Lung Cancer Nurse
Specialist (LCNS)
workforce
census data and
nationwide LCNS survey

DATA SOURCE 2

Multinomial logistic
regression to determine

adjusted RRR for receipt
of anticancer therapies
associated with LCNS
assessment, working
practices, treatment
facilities and the size of
the lung cancer service.

Assessment by an LCNS
was the strongest
independent predictor for
receipt of anticancer
therapy, with
early LCNS assessments
being particularly
associated with greater
receipt of surgery

i,

RESULTS

Enabling LCNSs to
undertake key navigation
interventions offers an
opportunity to improve
treatment uptake

UE]
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Navigation: What’s happening in cancer care®?
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REVIEW ARTICLE

Patient navigation across the cancer care continuum: An
overview of systematic reviews and emerging literature

Raymond J, Chan RN, PhD™ & | Vivienne E. Milch MBBS{Hons), MHPol™** |
Fiona Crawford-Williams PhD' | Oluwaseyifunmi Andi Agbejule BRadTherapy' |
Ria Joseph MNutrDiet' | Jolyn Johal BND(Hons)' © | Narayanee Dick BSc(Hons)'
Matthew P. Wallen PhD'® | Julle Ratcliffe PhD' | Anuprlya Agarwal MBBS**7 |
Larissa Nekhlyudov MD® | Matthew Tieu PhD? | Manaf Al-Momani BPharm® |
Scott Turnbull PhD? | Rahul Sathiaraj MPH® | Dorothy Keefe MBBS, MD*? |
Nicolas H. Hart PhD!210.10.22
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Navigation: What’s happening in cancer

care?

Taking care to where the patients are/where the need is

Care Closer to
and At Home

PROMs and ePROMs

Telehealth

Symptom and . o
Urgent National navigation

Review Clinics pathways
and
Access to “all cancers
nurses”
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- Navigation in cancer care

« Navigation is not a role - it's a system level solution

- Navigation needs are different at each step of the cancer
continuum

« The skills and knowledge needed to enable effective navigation
Is different at each step of the journey and often across cancer
groups
« Using our workforce efficiently is critical to achieving equitable
navigation support
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How can we apply what’s happening
in cancer more broadly
across the life course?

START WITH AN
@ END TO END THINKING CO-DESIGN @ SUSTAINABLE CHANGE
EQUITY LENS
.S ovel * Cross disciplinary * We need an
* Rethink health workforce t;f;tz:s eve and cross sector (to implementation
preparation . & . include public and orientation
» Build a system for the * Funding re-design private solutions) «  Re-think evaluation e.g.,
most disadvantaged * Community and value generation rather
+ Digital solutions/PROMs peer navigation «  Think about the than money saved - a
- NB these may system not the cheaper service is not
compound as well as problem necessarily a safer or

target inequity more equitable service
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Navigating health systems: the
example of the pyramid
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Box 3. The seven major themes identified in 76 articles on universal health care in
Australia

A. Fragmentation of health care and
lack of integrated health financing

B. Access of Aboriginal and Torres
Strait Islander people to health
services and essential medications

G. Other challenges

F. Public subsidies

for private health C. Reform proposals for the
insurance Pharmaceutical Benefits
Scheme (PBS)
X D. The burden of
E. Inequity out-of-pocket costs

THE UNIVERSITY OF

Challenges for Medicare and universal health care in MELBOURNE

Australia since 2000 2023

Mary Rose Angeles' @ , Paul Crosland’, Martin Hensher’ @




Box 1. Simplified schematic depiction of health care financing in Australia
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ABF = activity-based funding; GPP = general purpose payments; GST = goods and services
tax; MBS = Medicare Benefits Schedule; OOP = out-of-pocket expenses; PBS =
Pharmaceutical Benefits Scheme; PHI = private health insurance; SPP = specific purpose

payments. &L‘:ﬁg

Challenges for Medicare and universal health care in THE UNIVERSIT
Australia since 2000 2023 MELBOURNE

Mary Rosa Angedes' @ | Paul Crosland”’, Martin Hensher’




Catastrophic and Impoverishing Health Expenditure

Additional number of pople in income poverty

TOTAL OUT OF POCKET HEALTH after household income adjusted for health care
EXPENDITURE AND EXPENDITURE ON expenditure (000)
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Commentary: The Consequences of Private
Involvement in Healthcare — The Australian
Experience

Commentaire : Conséquences du volet privé dans les
services de santé — lexpérience australienne

HEALTHCARE POLICY Vol.15 No.4, 2020

2020

“Private provision, Public waiting”

More private provision has been associated with
prolonged waiting. Do longer waits in public sector
create demand for private care or does private
care thrive by stifling public provision, creating
longer waits?

Elasticity of supply of human resources

Given limitations on supply of surgeons, expansion
of demand for private care will often result in a
reduction in availability of surgical time in the
public sector.

THE UNIVERSITY OF
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4
Australia’s Health Insurance System and
Its Two-Level Hospital System—A Result
of Muddled and Contested Objectives

Stephen Duckett

T

THE PUBLIC/PRIVATE
SECTOR MIX IN
HEALTHCARE

DELIVERY

2022

Government foots a large share of the PHI bill to try to
make it more attractive (peaked at AS65.9bn/year in 2012)

Private hospitals engage in ‘cream skimming’ referring out
complex patients to public hospitals and selecting patients
that yield higher profit margins

Analysis suggests private hospitals less efficient than public
ones

Labor tolerates PHI subsidies — possibly because it fears PHI
capacity to mobilize voters

“Unfortunately, unlike belief in the Easter bunny and Father
Christmas, people tend not to grow out of the belief that
supporting PHI benefits the public sector....Subsidies once
introduced, are hard to withdraw, no matter how irrational
they are.”

THE UNIVERSITY OF
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Conclusions

* Globally, navigating the health system is not just technically difficult — it involves
negotiating issues of culture, power and incentives at every level

* In Australia, the particular difficulties involve fragmentation of health financing
with consequences for management of out-of-pocket payments and an
unregulated private sector, with impacts for Aboriginal and Torres Strait Islander
access to the system, catastrophic and impoverishing expenditures for lower
income Australians and inequities more generally - financial outcomes

* From a health outcome perspective, the inherent financial incentives can
undermine rational health care journeys in multiple ways

THE UNIVERSITY OF
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Connécted Care ° . 3

Professor Wendy Chapman

.Associate Dean of Digital Health & I”formatics, Director of the Centre forﬁigital Transformation of He%lth

University of Melbourne

Centre for
Digital
Transformation
of Health

CONNECTING
DIGITAL INNOVATION
TO HEALTH




Fiona

12-year-old girl
Plays soccer
Loves reading

Has asthma




2 l..can't...catch..
my...breathe

Fiona is 12, she has a history of episodic asthma. During a
thunderstorm she becomes breathless and her parents

with a management plan
take her to the emergency department Withi2. management piat

After her consultation she is discharged from the ED

" I've already been

to hospital twice,

~ this thing doesn't
work -

=.JI° [

@
~
-

N

.
B \
J(

She continues to use her inhaler but management of her
asthma is sub-optimal, she is not using the correct
technigue. She is finally referred back to her GP

The visits to the ED
may have coincided
with days when
there was high
“pollen count

have to start
again...develop a
new plan

4

( We're just going to )




Imagine a digital

transformation
of Fiona’s story
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Fiona at Home

Asthma Control Test Score

OIS (TSR (e RIS (BT (R [

Nonwr avthona ol sl i e Sthen
Capatansn Wibemweg 34 gorts o yriw Aaihime

A oy

4. Once this week

5. Not at all

5) How would you rate your
asthma control?

1. Not controlled at all

2. Poorly controlied

3. Somewhat controlled
4. Well controlled

* 5, Completely controlled

[ © 2011 | Terms & Conditions

Flory Nkoy, e-Asthma Tracker, Intermountain Healthcare



Fiona Health care team

Asthma Control Test Score
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Participatory health




The technology exists, so what’s the problem?

o
'® D Most digital
~—

tools are not
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fli g implemented
in real settings

10,000 Al manuscripts a year  Over 300,000 health apps




Drug Development Digital Health

Process Innovation Process

Discovery and development Discovery and development

Pre-clinical research
Animal testing, safety
assessment

Clinical Research
Phase I-IV
clinical trials

Review by government
regulatory agency
TGA, FDA review

Review by government
regulatory agency

4

Post-marketing safety Post-marketing safety
monitoring monitoring

Thereisagapin
implementing

and evaluating
digital health
Innovations




Connected care requires a connected system

NATIONAL ___
DIGITAL H-,-EALT\I:” The vision of the National Digital Health Strategy is ‘an inclusive, sustainable and healthier
S RALZE;_S’C',Z-S future for all Australians through a connected and digitally enabled health system!
CHANGE ENABLERS
& Policy and regulatory settings that -+ Secure, fit-for-purpose and
~._ /. cultivate digital health adoption, “ # - 5 connected digital solutions

use and innovation

Digitally ready and enabled health | Informed, confident consumers and
@h “7 and wellbeing workforce 4 ~_ carers with strong digital health
== —< \ literacy
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Digital Health Validitron — University of Melbourne

Focus on implementability and evidence generation

Digital
sandbox

Pragmatic
expertise

Virtual environment for
prototyping, testing and
test bed projects.

Implementation science,
evidence generation, HTA,
codesign, HCl/UX,
technical FHIR, etc.

Human factors
simlab

Immersive physical space
for workflow co-design

and scenario-based user

studies.

(/) Validitron



What is the state of What would a model of How do We/hz‘egraz‘eand MELBOURNE
evidence for this care built around this
innovation area? innovation look like?

demonstrate safety?

What is a feasible ;

payment model for What regulatory What;ugom;;eV/asnce

this intovations frameworks will it need 5 11eege 73 na now aoes
' to operate within? this scale:
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THE UNIVERSITY OF
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Centre for Digital
Transformation of
Health

Enabling connected
healthcare



Collaboration:
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Collaboration: Enabling Person-Centred Systems

Value: Equity, Economics, Evaluation

Associate Professor Natalie Carvalho
Melbourne Health Economics

School of Population and Global Health
#NavigatingHealth: Simplifying Complexity o :
16 April 2024 P e
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70-
65
60
55~
50~
454
40
35
30-
25
20

Cumulative No. of Vaccines

15 Smallpox
10
5_
0-

1800

Motivation

Antitoxins

Birth of Immunology

Koch'’s
postulates

Tissue culture

Adjuvants
Gene delivery

Novel

delive
strateg

Tissue culture
rDNA, mAb

|
1900

1850

I
1950

Year

I
2000

ry

Typhus 1938

Influenza 1936
Yellow fever 1935

Tuberculosis 1927
(bacille Calmette~Guérin)

Tetanus toxoid 1926
Pertussis 1926

Cholera (WC-rBC) 1991

H. influenzae conjugate 1987

H. influenzae type B 1985
polysaccharide

Adenovirus, live 1980
Rabies, cell culture 1980

Meningococcal 1974
polysaccharides

Rubella, live 1969

Polio (oral live)m
Measles, live 1963

Diphtheria toxoid 1923
|1z 1910/ | 11520/ [[ 19530

1993 Cholera (recombinant toxin B)
1995 Varicella
1998 Lyme OspA, protein

2000 Pneumococcal conjugate, heptavalent

2005 Meningococcal quadrivalent conjugates

2009 Japanese encephalitis (Vero cell)
2009 Cholera (WC only)
2009 Human papillomavirus recombinant |

2012 21-Valent pneumococcus
2012 Meningococcal CY serogroups

1949/ [1950]|
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{1960/ [| 1970
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Polio (injected inactivated) 1955

Anthrax, secreted proteins 1970

Pneumococcus polysaccharides 1977

Hepatitis B surface antigen recombinant 1986

Nabel GJ. Designing tomorrow’s vaccines. N Engl J Med 2013;368:551-560.

Mumps, live 1967

Hepatitis B (plasma derived) 1981
Tick-borne encephalitis 1981

Typhoid (salmonella strain Ty21a), live 1989

Japanese encephalitis, inactivated 1992

g

and H. influenzae B
2019/

2011 Adenovirus serotypes 4 and 7

2010 13-Valent pneumococcal conjugates

2006 Zoster, live
2006 Rotavirus (attenuated and new reassort:
2006 Human papillomavirus recombinant qu

2003 Cold-adapted influenza

1999 Rotavirus reassortants
1999 Meningococcal conjugate (group C)

1996 Acellular pertussis, various
1996 Hepatitis A, inactivated

1994 Cholera, live attenuated
1994 Typhoid (Vi polysaccharide)
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*dl Measuring value in Health Technology
g Assessment (HTA)

 Concerns about increases in health care expenditure have led to the development of initiatives to
measure the value of health care technologies

* Value traditionally defined as health benefit relative to the cost

 Comparison to explicit or implicit willingness-to-pay threshold

HTA decision-making
* Budgets are limited
* Other health priorities

* Alongside clinical efficacy and safety, economic evaluation typically used as the tool to quantify health
benefits, and costs, and consider value for money of new drugs, technologies, interventions etc.

e Patient engagement
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giid Patient/Citizen involvement in HTA

e Capacity
Relevance Legitimacy building
Patients have Patients have the Patient involvement Patient involvement Patient involvement
knowledge, same rights to in HTA contributes to  facilitates those processes address
perspectives and contribute to the equity by seeking to affected by the HTA barriers to involving
experiences that are HTA process as other understand the recommendations/d patients in HTA and
unigue and stakeholders and diverse needs of ecision to participate  bulld capacity for
contribute to have access to patients with a in the HTA; patients and HTA
essential evidence processes that particular health contributing to the organizations to
for HTA. enable effective issue, balanced transparency, work together,
engagement, against the accountability and
requirements of a credibility of the
health system that decision-making
seeks to distribute process,

resources fairly
among all users.

HTAI Interest Sub-Group for Patient/Citizen Involvement in HTA www.htai.org/index.php?id=545 58



http://www.htai.org/index.php?id=545

Consideration of patient preferences in HTA

There are two main methods for incorporating patient preferences:

1. Participation: patient preference input refers to the inclusion of patients and/or their representatives in
discussions at different stages of the HTA process e.g., committee meetings, calls for written comments,
inclusion of patient representatives on advisory groups, testimonials, focus groups, organisation of a
patient panel.

2. Patient-based evidence: the collection of patients’/patient representatives’ values and experiences. This
includes studies collecting data using a systematic method (e.g., survey, qualitative interviews), where
data are analysed for reporting. For example, data collected from patients for valuation of health states
to be used in the calculation of QALY weights. Similarly, data collected through qualitative interviews
may be informative in setting the context for HTA decision-making or in framing value propositions of
otherwise unquantified domains (e.g., impacts on convenience, autonomy, changes in the process of
care).
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@1 Consumer engagement in HTA

Consumer engagement can provide critical insights to address gaps in the evidence, and information about
local health settings gained from the lived experience of disease. A number of countries (including Australia)
have formally incorporated consumer/community representation in HTA processes.

However, consumer engagement in HTA has historically lacked consistency and transparency.

Barriers: limited willingness to involve patients, need for confidentiality and possible conflicts of interest,
finding the ‘right’ patient representative, lack of resources to support patient involvement, and needing
guidance on how to involve patients. From the patient perspective barriers include the lack of understanding
of the processes, the data and evidence required to inform input, and guidance on how to represent a
patient community.

There is emerging research focused on articulating best-practice design, implementation and evaluation.

https://www.health.gov.au/sites/default/files/2023-12/hta-policy-and-methods-review-draft-paper-funding-and-purchasing-decisions- 6o
and-managing-uncertainty.pdf



https://www.health.gov.au/sites/default/files/2023-12/hta-policy-and-methods-review-draft-paper-funding-and-purchasing-decisions-and-managing-uncertainty.pdf
https://www.health.gov.au/sites/default/files/2023-12/hta-policy-and-methods-review-draft-paper-funding-and-purchasing-decisions-and-managing-uncertainty.pdf

Value considerations

In Australia, health costs are borne by both individuals and the public, through the funding governments
provide for public hospitals and health services, Medicare, the Pharmaceutical Benefits Scheme (PBS) and
other government-supported health resources.

Therefore, the concept of value must be considered both in terms of personal value (therapeutic benefits of
a technology for patients), and broader public (or societal) value.

Methodological challenges:

Perspective (health care system/payer v societal — time costs, caregiver costs, NDIS, etc...)
Discount rates (Australia’s highest in world at 5%)
How QALYs are valued
Guidelines provide little or no reference to highly specialised therapies, such as cell and gene therapies,
or new and emerging technologies that represent medical advancements in personalised treatments and
treatment pathways e.g., gene therapies, precision medicines
Impact on equity
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Valuing health benefits

The most widely used approach in economic evaluation is to value health benefits using quality adjusted life
years (QALYs). Patient-reported outcome measures (PROMs) and patient reported experience measures
(PREMs) can embed the patient voice within the evidence considered by HTA, facilitating a more patient-
centred approach to reimbursement decision-making.

BUT, questions remain:

Different weights for children vs adults?
Patient-reported outcomes are very context specific
What about non-QALY benefits? (ex “value of hope”)
A QALY is a QALY is a QALY?

This approach has been criticised for not sufficiently aligning with a patient-centric approach, neglecting
societal preferences that may prioritise certain individual groups health gains over others, thereby
overlooking considerations of equity.

https://www.health.gov.au/sites/default/files/2024-01/hta-policy-and-methods-review-draft-paper-hta-methods-economic-evaluation.pdf
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i3 Equity and Economics

As well as maximising health gains, a key goal of health systems is the reduction of health inequalities.

New methods are being developed to analyse equity in the distribution of costs and health outcomes, led by
the University of York. These methods allow for explicit consideration of equity impacts of health
technologies and programs, as well as the trade-offs that sometimes arise between equity and efficiency.

Distributional cost-effectiveness analysis (DCEA), has been explored in the literature but is yet to be
implemented in practice. The feasibility of incorporating DCEA within HTA processes is currently being
explored in England and Wales (NICE), however challenges arise from a lack of consistency in how equity
concerns are defined and how data are collected or reported.

Indirect equity weighting approach, ie, quantifying an overall social value for each policy by using a social
welfare function with an equity parameter, which reflects degree of concern for the worse off and indirectly
implies equity weights. Application of DCEA methods to whole of population programs can inform targeted
policies and interventions to address health inequality across Indigenous and non-Indigenous populations,
different socioeconomic strata, and varied geographic regions.
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Life expectancy at birth of Australians by Indigenous status!

GAP=8 (10.8%)

Indigenous individuals

Indigenous status

Non-Indigenous individuals

55 60 65 70 75 80 85 90

1 Australian Institute of Health and Welfare 2022. Australian Burden of Disease Study: impact and causes of illness and death in Aboriginal and Torres Strait Islander people 2018. Austrael)i,‘_.;an
Burden of Disease Study series no. 26. Cat. no. BOD 32. Canberra: AIHW.
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Extended cost-effectiveness analysis
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Tutorial: Extended Cost-Effectiveness Analysis. Center for Health Decision Science, Harvard T.H. Chan School of Public Health 2022.
https://repository.chds.hsph.harvard.edu/repository/collection/teaching-pack-extended-cost-effectiveness-analysis/resource/3427



https://repository.chds.hsph.harvard.edu/repository/collection/teaching-pack-extended-cost-effectiveness-analysis/resource/3427

From traditional “Cost-effectiveness plane” to “Equity-
efficiency impact plane”

MELBOURNE

Efficiency Impact
_Cast { CET = Cost-effectiveness (Net Health Benefit)
difference :
threshold
+ 5
NW - reduces NE — improves 1. Win-Lose 1. Win-Win
health and costs health but costs
more - more — Cost-effective Cost-effective
“dominated” is it worth it? Harms equity Improves equity

i , , Effect | + Equity
© T difference Impact

SW - reduces
health but

saves money —
is it worth it?

SE - improves
health and
saves money -
“dominates” or

“cost-saving”

Cost-ineffective
Harms equity

Cost-ineffective
Improves equity




i2dl Building blocks for Australian DCEA

PhD student Boujaoude M.A. has recently estimated
inequality aversion parameters for Australia by surveying
over 3000 members of the Australian population.

An overwhelming majority of respondents exhibited
positive inequality aversion (>84%).

Preliminary results imply that the public is willing to
weight incremental health gains to the poorest fifth 5
times more than to the richest fifth, 6 times for
Indigenous versus non-Indigenous, and 4 times for people
living in rural and remote areas compared to major cities.

Public preferences for reducing
health inequality

| Health Inequalities - Trade Offs

Centre for Health Economics

Wiy

Health Inequalities - Trade Offs from Centre for Health Economics on Vimeo

Research In this area investigates the strength of public concern for reducing health inequality as
opposed to improving total population health - sometimes known as “equity-efficiency trade-offs”. The
aim is to provide economically meaningful estimates of the magnitude of inequality aversion in different
contexts, to help inform policy decisions. The research is based on questionnaires that present
respondents with hypothetical policy dilemmas involving equity-efficiency trade-offs, administered in
both face-to-face and online settings.



iad  Equity in HTA: Where are we at?

A limited number of HTA guidelines explicitly mention that equity implications of technologies (unmet
clinical need, vulnerable and disadvantaged populations ) are important and should be considered (Australia
(MSAC/PBAC); Canada (CADTH); England and Wales (NICE); Korea (HIRA); Scotland (SMC); Spain (HTAA);
Taiwan (CDE)). In each case, consideration of equity occurs alongside cost-effectiveness analyses with all
guidelines recommending equal weighting of QALYs for the base case analysis, regardless of the
characteristics of people receiving, or affected by, the intervention in question.

Three agencies (England and Wales (NICE); the Netherlands (ZIN); Norway (NoMA/NIPH)) have
operationalised the practice of applying equity weights to specific population subgroups as a means of
increasing the effective cost-effectiveness threshold for some new health technologies. In other
jurisdictions, qualitative deliberation is the method in which factors for equity are considered.

In light of higher burdens of disease and challenges in accessing health care services among Aboriginal &
Torres Strait Islander and Maori populations respectively, Australia and New Zealand have adopted special
authority ethnicity criteria for some medications (and vaccines).
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Flexibility in the decision-making process

Unlike England and Wales (NICE), the lack of an explicit cost-effectiveness threshold in Australia allows for
such factors to be considered qualitatively rather than quantitatively.

“While quantitative assessment can assist in making the health equity impacts of funding decisions explicit
and shed light on such considerations in HTA deliberative processes, experts caution that flexibility is pivotal,
and that quantitative forms of equity-informed economic evaluation should not be used as an algorithm for
decision-making.”

Incorporating emerging quantitative methods, such as DCEA, could improve transparency and consistency in
how such factors are weighted during the decision-making process. However, this is currently hampered by a
lack of consistency in how equity concerns are defined and how data are reported and collected. Therefore
governments and HTA agencies must be explicit about which equity concerns are of most interest and
recommend or develop generic indices to best capture them.

https://www.health.gov.au/sites/default/files/2024-01/hta-policy-and-methods-review-draft-paper-hta-methods-economic-evaluation.pdf
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The University of Melbourne acknowledges the Traditional Owners of the unceded land on which we work, learn
and live: the Wurundjeri Woi-wurrung and Bunurong peoples (Burnley, Fishermans Bend, Parkville, Southbank
and Werribee campuses), the Yorta Yorta Nation (Dookie and Shepparton campuses), and the Dja Dja Wurrung
people (Creswick campus).

The University also acknowledges and is grateful to the Traditional Owners, Elders and Knowledge Holders of all
Indigenous nations and clans who have been instrumental in our reconciliation journey.

We recognise the unique place held by Aboriginal and Torres Strait Islander peoples as the original owners and
custodians of the lands and waterways across the Australian continent, with histories of continuous connection
dating back more than 60,000 years. We also acknowledge their enduring cultural practices of caring for Country.

We pay respect to Elders past, present and future, and acknowledge the importance of Indigenous knowledge in
the Academy. As a community of researchers, teachers, professional staff and students we are privileged to work
and learn every day with Indigenous colleagues and partners.



Background and Evidence
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The Roadmap to
Close the Gap for Vision

* Guided by the results of the 2008 NIEHS which determined the extent,
distribution and causes of vision loss and blindness in Aboriginal and
Torres strait Islander people.

* 4 main causes (94% of all vision loss)
* 98% of vision loss from these cause was preventable

* Provided the evidence to determine the Gap in eye health between
Aboriginal and Torres Strait Islander people and non- Indigenous
Australians.

e 6 X more blindness

* Vision loss accounted for 11% of the health gap

« Unmet need similar in urban and remote areas

Full Report - National consultations to investigate the barriers and enablers to eye care

* Roadmap to close the gap for Vision recommended policy changes to
improve the quality and sustainability of eye care services.
e
e

https://mspgh.unimelb.edu.au/__data/assets/pdf_file/0008/1984166/roadmap_full_report.pdf



The Leaky Pipe

* The pathway is difficult — entering, travelling through
each step, exit

» Time taken to get treatment is too long or complex
logistics = patient drops out of the system

» Dysfunctional and too hard — prevents some from
returning and others from entering

» Back pressure — few end up receiving treatment

« Aim is to stop the leaks — each section must fit
smoothly with the next segment and remove the
stopper and create negative pressure

https://mspgh.unimelb.edu.au/__data/assets/pdf file/0008/1984166/roadmap_full_report.pdf
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Diabetes (one specialist visit)

Awareness AHW/AHS
of problem/ advice/ Optometry
diagnosis assessment =E]

THE UNIVERSITY OF

t I MELBOURNE

Exam review cycle

Diabetic retinopathy (5 specialist visits)

Awareness of AHWMHS C lph[hainubgy
memetry
problem/ » » * » * Retreat eye » trealmem
diagnosis amessmem 5900"0 eye

———————ee 1

Exam review cycle

Refractive Error (one specialist visit plus dispensing)

Awareness of » Hﬂ@gﬁs » Optometry * S’J:Ieredf
problem TR ERE T exam delivered
Exam review cycle Glasses

maintenance cycle

Cataract (5 specialist visits)

Awsggzsrﬁof » Am&:’s » OPTD"”EUY * Ophmmrnnlcgy * ngsff * Surgery » Post op exam

assessment pre op

| S | SE—

https://mspgh.unimelb.edu.au/__data/assets/pdf file/0008/1984166/roadmap_full_report.pdf



Person centred care

Ly V'.
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 The Roadmap consists of 42 specific recommendations to strengthen local service systems and
Increase service utilisation

« Eye services need to be increased in remote areas and their utilisation increased in all areas

— Sharing positive experiences and building on these to improve pathway in other areas
(creating negative pressure in the pipe)

« Model of care to prioritizes primary health care and community control
— Focus on understanding the pathway (for both service providers and patients)
« Requires co-ordination along the pathway of care to improve efficiency and patient outcomes
— Strengthen the eye care workforce and build local and regional networks
« Eye services require monitoring and evaluation of agreed performance indicators by a nationally

accountable body

https://mspgh.unimelb.edu.au/ __data/assets/pdf file/0008/1984166/roadmap_full report.pdf



Patient pathway
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Ongoing )
access of services
Aware of
eye health
"t\
Tertiary
Care
Aoware of Capacity to Person
eye health access services i assessed/
= treated
family Hospital
community b vy

https://mspgh.unimelb.edu.au/ _data/assets/pdf file/0008/1984166/roadmap_full report.pdf
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Service Navigation Relational
Autonomy Framework

(SNRAF)

Marie Connoll

~[servige

A framework for practice and research

NAVIGATION

Dr Jennifer Davidson

Davidson, ., Hampson; R-& Cannolly, M.(2019)
Service’Navigation: tesearch and.practice’in health
and’human Services. Macmilliaty International



SNRAF Domains and Relational
Autonomy

THE UNIVERSITY OF
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Four domains provide structure to navigation practice across different service systems

\
. Mobilising service systems
{
‘ Fostering self-determination
I

‘ Supporting trajectories and wellbeing

l
. Reinforcing ethical practices
/)

e Relational autonomy provides a lens to SNRAF and each domain
e Agency and autonomy is exercised in the context of relationships
e Autonomous decision-making should be supported through understanding
individual relational dynamics and encouraging individuals to decide which
relationships they want to support/guide their decisions



Questions to guide practice....

»Has mapping of the service sector been
undertaken?

»How can fractured and/or complex sector
boundaries and issues be managed?

» Are risk management procedures in place to
support the provision of services?

»How is service provision monitored and evaluated?



Questions to guide practice....

Fostering self-determination

»How are decisions being negotiated? Is autonomous
decision-making central to the process?

> s the client and/or family role being unintentionally
undermined?

»Where does the navigator’s practice sit along the
autonomy/dependency continuum?

»How is the navigator role being evaluated? Do power
dynamics influence client feedback?



Questions to guide practice....

Supporting trajectories and wellbeing

»How are developmental and cultural issues being
perceived and factored into the work?

» How might the navigator support transitions? How
might they be affected by the transitions?

» Are there any concerns about abuse - emotional,
physical, financial?

»How is ‘wellbeing’ being understood and supported
over time?



Questions to guide practice....

Are the roles and responsibilities of the navigator
clear?

Is an efficient and effective use of client resources
underpinning any contracting?

Are power influences transparent? How are they
being responded to?

How are these dynamics affecting your engagement,
contracting and ongoing work?



Mapping
a services

system:

complex/
fractured
service
system
boundaries

Disability/
NDIS

Health System
(core practice)

ISR

Family
and
Domestic
Violence

Child
protection
system

Drug and
alcohol
services

Housing
system



The Water Well Project

Culture, Communication &
Impact

Dr Linny Kimly Phuong .
Paediatric Infectious Diseases Physician, Founder & Board D|rector

x @drlinnykp drlinnykp

@thewaterwellau thewaterwellproject
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Everyone has a right to good health

.& The Water Well Project




.$ The Water Well Project

Vision
For individuals from migrant, refugee and asylum seeker background 1o achieve
equitable access to health.

Mission
Improve the physical and mental wellbeing of individuals from migrant, refugee
and asylum seeker background by improving health literacy.



.ﬁ' The Water Well Project
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Image credits:
https://unsplash.com/@dexswaggerboy

https://nwmphn.org.au/news/covid-19-vaccination-clinical-champions-program/
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What are the barriers to
achieving good health in
these communities?¢
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Indicators of poor health literacy

* Inappropriate presentations to the emergency
department

* More hospitalisations

* Longer length of stays

* Poor uptake of preventative health services
» Poor adherence o freatment regimens

®
.ﬁ' The Water Well Project



How do we bridge this gap?

Community participants Healthcare system

» Interactive health education sessions  First-hand experience:

. : : « working with communities from CALD
Top|.<.:s requested by com.mum’ry backgrounds

¢ FOC””-CITed by AHPRA reg|STered . foc””‘o‘hng group education

healthcare professionals . working with interpreters*
* Delivered in the community
« Community led Q&A

« Work with interpreters

* Interdisciplinary learning

=
.ﬁ The Water Well Project
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Our Partnerships S&Y . The Water Well Project
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Building momentum & . The Water Well Project

« Facilitated >1,700 sessions and reached ~25,000 community participants
« Over $240k donated in volunteer time per annum

B Session Numbers == Participant Numbers

6000 400
5050
300
4000
2856

2622 92552 200

2000 /
1000 100

0 0

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024

Year
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Recognition

d
A

Australian Migration and
Settlement Awards 2019
Finalist - Settlement Innovation

Melbourne Awards 2018
Winner - Contribution to Multiculturalism by
a Community Organisation

Victorian Multicultural Commission Victorian Public Healthcare Awards 2023
Health Award for Excellence 2022 Winner- Excellence in Culturally Diverse
High Commendation Healfh
Victoria Day Awards 2019 HESTA Impact Awards 2021
Winner - Community Organisation of Finalist - Outstanding Organisation
the Year HESTA Excellence Awards 2021

Finalist - Community Service

=
.ﬁ' The Water Well Project



Qur supporters

100 Women

10x10 Philanthropy

John and Miriam Wylie Foundation

Lord Mayor’'s Charitable Foundation
Pressroom Philanthropy

The Flora and Frank Leith Charitable Trust

City of Brimbank

City of Greater Dandenong
City of Melbourne

City of Melton

Hume City Councill

Knox City Council
Manningham City Council
Wyndham City Councill

& . The Water Well Project

Federation of Ethnic Communities’ Councils
of Australia (FECCA)

Australian Government- Dept of Health &
Aged Care

Translating Interpreting Services (TIS) National
Victorian Government

NSW Government

Tasmanian Government

Maddocks Lawyers
Nous Consulfing
Greater Western Water
Metro Trains

Shifra

Our staff, volunteer board & committee
Our healthcare professional volunteers



& . The Water Well Project

X @thewaterwellau
@drlinnykp

'@l thewaterwellproject
drlinnykp

ABN 38 177 188 057
ACN 626 808 811

PO Box 6218

Vermont South VIC 3133

www.thewaterwellproject.org

O O
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GETTING IT RIGHT:
ENABLING OUR
CHILDREN TO LIVE THEIR
BEST LIVES

Kris Pierce
MHealthSc (Health Prom & Health Ed), MWellness, Nursing

CHILD UnLIMITED

Unleashing the potential of chronically ill children




Who 1s Child Unlimited?
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CHILD

UnNLTD

We are a network of researchers,
clinicians, advocates and families
with a shared vision - to improve
the whole-of-life care and quality of
life of the 1.2 million Australian
children, adolescents and young
adults living with a chronic iliness
or disabllity.
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What are our objectives?

 Priorities and research are driven by children, YP and

families.

* Reduced burden and variance in care across conditiog ..  N ,

« Cost-effective models of care to improve outcomes. '

« Children are empowered and supported to achieve
their academic potential.

 Resilient and well-informed families

« Actively engaged government & policy partners

Co-Creating National Solutions



Key Pillar of Child Unlimited is Partnerships and
Collaboration
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Our Mission

Unleash the potential of children
Optimise Mental with chronic illness and disability

Health and Resilience (@ -
Strengthen Schools A great life

and Communities

_ Transition
Support Primary Care Tackling from child to

Telepresence mental adult
Robots in health healthcare

Empower Schools

Rural and Wellbeing

Strengthening Remote
Care for
Children

Consumer leadership and youth mentorship
DATA MONITORING Australian National Child Health and Development Atlas (ANCHDA)

Unleashing the potential of children with chronic iliness or disability
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