
NEW TECHNOLOGY GRANT PROGRAM 2002-03

NEW GRANT 

Closing Date: 11 July 2002

This proforma must be completed for each individual application.

COVER PAGE

1. Health Service / Hospital
2. Hospital

3. Priority Number
4. Project Title / New Technology: Procedure / Practice

5. Clinical Discipline / Service (e.g. Cardiology or Neurosurgery)

· Is the Procedure / Practice - ( inpatient

         ( outpatient

                          



   ( other, please specify

      If there is a mix of inpatient and outpatient use, please specify proportion  in %.

6. Organisational Contact:
Name






Title






Phone/Fax






Email
BODY OF APPLICATION

Please present the requested information in short, well-spaced paragraphs.  Each of the following sections must be completed.

1. Description of New Technology

Provide a brief statement outlining the New Technology.

2. Classification of New Technology

Specify whether the New Technology is:

· Substitute or replacement for an existing technology

· Extended use of an existing technology

· A new technology

· Other, please specify

3. Category of New Technology

Specify whether the New Technology is:

· Prosthesis or implantable device

· Drugs

· Diagnostic test

· Medical/Surgical procedure

· Other, please specify

4. Indications for the New Technology

· Provide a brief statement outlining the indications, clinical significance and projected impact of the New Technology. 

· Describe how the New Technology differs from currently available treatments and its potential advantages. 

· Describe the clinical need for the New Technology, and factors that should be considered in selecting patients for this technology.

· Describe the expectations for the ongoing use of the New Technology.

5. Evidence of Clinical Efficacy

Provide details of up to three relevant papers and a reference list to support evidence of clinical efficacy. Where available provide the following evidence and outline its key aspects: 

· Cochrane Review 

· Randomised controlled clinical trial

· Descriptive study

· Cost benefit / cost effectiveness study

· Other, please specify
6. Therapeutic Goods Administration (TGA) Approval
Specify whether the New Technology has been approved by the TGA for the condition being treated, and if so, please provide documented evidence of the approval and the approval date. 
7. Health Technology Assessment 

7a. External 

Specify whether the New Technology has been assessed or has been nominated for assessment by any of the following Health Technology Assessment bodies.  If so, please specify dates and details of assessment and outcome(s).

· Medicare Services Advisory Committee (MSAC)

· Pharmaceutical Benefits Advisory Committee (PBAC)

· Australian Safety and Efficiency Register of New Interventional Procedures – Surgical (ASERNIP-S)

· National Health and Medical Research Council (NHMRC)

· ECRI

· United Kingdom National Institute for Clinical Evidence (NICE) 

· NHS Centre for Reviews and Dissemination

· Other

7b. Internal

Specify whether or not the New Technology has undergone any assessment by an internal New Procedures/Practice/Technology or Pharmaceutical Advisory Committee or equivalent.

( Yes

( No         

If yes, please provide details of the assessment and outcome.

8. Operator Competency
If the New Technology involves a prosthesis or procedure, please specify what operator credentialing and competency assurance has occurred for this New Technology.

9. Listing on MBS or PBS

Does the New Technology have a Medicare Benefits Scheduled Fee or listing on the Pharmaceutical Benefits Schedule? Provide dates and details where appropriate.  

10. Associated DRG and procedure codes

Specify the associated DRG(s) and procedure code(s) for the New Technology.  

11. Estimation of current and future volume 
Provide the following information:

a. Number of patients for 2001-02 

b. Number of patients estimated for 2002-03

12.  Cost Analysis

Provide the following costs:

1. Unit Cost


a.
Unit Cost of: 
i.   Drug






ii.  Prosthesis






iii. Device

      b.
Unit Cost of Diagnostic Test:
i.  Reagents



     




ii. Other  (please specify)

      c.
Other (please specify)

2. Total Cost per Case
3. Please identify the source of the costing data.

13.  Funding Requested

a. Number of cases

b. Funding per cases

c. Total funding

14.  Other comments

15.  Endorsement by Chief Executive Officer
a. Name

b. Title

c. Signature

d. Date

Please note:

A proforma must be completed for each individual application.  It is requested original set of prioritised applications plus 4 collated sets of applications, all unbound, be provided.

Enquires can be directed to Dr Arona Offenberger, Medical Fellow on 03 9616 2143 or email arona.offenberger@dhs.vic.gov.au.

Applications should be addressed to Dr Mary B Turner, Senior Medical Advisor, Metropolitan Health and Aged Care Services, Department of Human Services, Level 10, 589 Collins Street, Melbourne 3000 and are to be received by 11 July 2002.  

