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Advancing developments in new health technology are major drivers in the growth of health care 

expenditure. They can enhance patient outcomes, improve quality of life and reduce length of stay 

and procedural costs. Conversely, they can also increase procedural costs and diffuse rapidly into 

the health sector with limited consideration of supporting evidence of clinical or cost effectiveness 

and impact on the health sector.

Systems and processes exist in Victoria to recommend appropriate introduction and funding of 

new health technology/clinical practice (defi ned as prostheses, implantable devices, diagnostic 

tests, medical and surgical procedures and high cost pharmaceuticals). Although these consider 

clinical and cost effectiveness prior to introduction, their robustness could be improved. Evaluation 

of real world effectiveness and capacity to inform sustainability should be considered. These would 

provide health providers with more confi dence in decisions that are made centrally and locally.

This report summarises the fi ndings of the workshop Future directions for health technology uptake, 

diffusion and disinvestment in Victorian public health services, conducted under the auspices of the 

Department of Human Services (the department) and the Victorian Policy Advisory Committee on 

Clinical Practice and Technology (VPACT). The purpose was to facilitate a constructive and strategic 

discussion to inform policy formulation and development of implementable strategies to enhance 

appropriate uptake of health technology and consider its potential disinvestment where it offered 

no or low health gain.

Presentations from policy makers and the fi eld summarised national, state and local processes that 

currently exist to inform decision-makers. A general comment was that there was good work being 

undertaken across the system in isolation, and that much could be improved if knowledge and 

information were shared between all stakeholders. 

It was agreed that developing an agreed set of principles would provide the basis for moving 

forward to support appropriate health technology uptake, diffusion and disinvestment in Victorian 

public health services. Robust discussion of draft principles governing the introduction, diffusion 

and disinvestment of health technologies in Victoria (presented in a discussion paper, DHS 2007) 

ensued. The discussion identifi ed a range of issues regarding the current system and processes, 

and highlighted opportunities for the department and providers resulting from developing and 

implementing a statewide strategy for the uptake, diffusion and disinvestment of health technology.

The overarching view was that a statewide strategy should be developed based on a guiding 

set of principles that govern the introduction, diffusion and disinvestment of health technology 

and clinical practice in Victoria’s public health sector. Stakeholders indicated they wished to be 

consulted in developing such a strategy. 

Where to from here? The draft principles require health service endorsement before the department 

can progress in developing a statewide health technology strategy that focuses on the following 

four goals:

• Enhancing the role and function of VPACT 

• Enhancing two-way communication and education between health services and government

• Contributing expert evidence evaluation to inform statewide clinical service planning and 

to inform the Medical Equipment Asset Management Framework

• Developing policy and processes to disinvest health interventions that may not offer any 

health gain.

Executive summary
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Rationale and objectives

Advancing developments in new health technology are major drivers in the growth of health care 

expenditure. New health technology is usually welcomed by patients, government, health insurers 

and providers, and benefi cial results can include enhanced patient outcomes, improved quality of 

life and reduced length of stay and procedural costs. Conversely, it can increase procedural costs 

and diffuse rapidly into the health sector with limited consideration of supporting evidence and 

impact on the health sector.

The Department of Human Services (the department) and the Victorian Policy Advisory Committee 

on Clinical Practice and Technology (VPACT) convened a workshop, titled Future directions 

for health technology uptake, diffusion and disinvestment in Victorian public health services, to 

facilitate a constructive and strategic discussion to inform policy formulation and development of 

implementable strategies to enhance the appropriate uptake and diffusion of new technology and 

clinical practice and to disinvest health interventions that offer no or low health gain. The workshop 

was facilitated by Dr Norman Swan, producer and presenter of ABC Radio’s Health Report.

Context

Industry and health sector reports indicate that the increasing cost of health technology accounts 

for approximately two per cent of the annual growth in real health care expenditure (KPMG 2001, 

Wanless 2002, Access Economics 2003, Australian Government 2003, Paxton Partners 2003). 

While providers are keen to introduce new health technology, it is often not clear how they, and 

indeed government, will incorporate costs into usual funding mechanisms in the face of overall 

growth in health care expenditure.

There is often no process, nor incentive, to ensure that the use of health technology takes into 

consideration the following factors that many consider should underpin provision of care benefi cial 

to the patient and sustainable in a health system:

•  Evidence of safety, clinical effectiveness and cost effectiveness

•  Evidence of appropriate implementation throughout the health sector

•  Monitoring of use and outcomes

•  Continued evaluation to inform ongoing use and funding.

Implementing and evaluating appropriate, safe and effective new health technology and clinical 

practice within a systematic framework will inform its ongoing use and funding in the public sector. 

Similar processes and frameworks should also inform disinvesting health interventions that offer 

no or low health gain as this may provide an opportunity to invest in alternative proven and cost 

effective health interventions. Disinvestment of health interventions is a policy challenge that 

requires greater attention, both for quality of care and sustainable resource allocation. Some health 

services are already undertaking some of these activities, and this provides an opportunity for 

spreading reform across the system.

Report
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Presentations

Mr Lance Wallace, Executive Director of the Metropolitan Health and Aged Care Services Division 

of the department, welcomed attendees to the workshop. He reported that health care expenditure 

in Victoria is growing at 2.5 per cent per annum above the Consumer Price Index. The Department 

of Treasury and Finance (DTF) has indicated the need for clear strategies that address cost drivers 

when allocating additional health resources.

Dr Stephen Blamey, Chair of VPACT and Chair of the Medicare Services Advisory Committee (MSAC), 

presented a summary of Commonwealth supported activities regarding the introduction of a new 

technology/clinical practice in Australia. Dr Blamey summarised processes regarding listing of 

items on the Medicare and Pharmaceutical Benefi ts Schedules (MBS, PBS).

Regarding disinvestment of health technology, Dr Blamey noted that MSAC had prevented lung 

volume reduction surgery from MBS listing (data indicated it was less effective than standard care) 

and that the Pharmaceutical Benefi ts Advisory Committee (PBAC) had not disinvested any items 

from the PBS, due to a proactive industry delisting items without the need for formal determination 

by the PBAC.

The following issues were also raised and discussed:

• Assessment of diagnostic technologies is complex. 

• Southern Health has established a process similar to MSAC for incorporating new technology.

• The link between cost effectiveness and affordability needs improvement.

• Although disinvesting a health technology is feasible, in reality, centrally-driven removal 

of a health technology (i.e. from the MBS, PBS) is diffi cult.

• Relevance of CE Marking (European device regulation) to inform local uptake.

Dr Mary B. Turner, Senior Medical Advisor in the department’s Funding, Health & Information Policy 

Branch, summarised the history of the department’s New Technology/Clinical Practice Program 

and how it has supported health services to introduce new health technology. The establishment 

of VPACT, and its role, were also presented. It was noted that disinvesting health technology is not 

articulated in the VPACT terms of reference, and that progressing this might require establishing a 

system or network. 

The following issues were also raised and discussed:

• Implementation of successful submissions is linked to regular reporting on clinical outcomes 

and adverse events, however, a systematic approach is not yet established.

• Barriers to evaluation include clinical services not recording data, either at all or in an 

inappropriate form, and cost of establishing a data collection mechanism.

• Southern Health has established a process similar to MSAC that requires six-monthly reporting, 

including adverse events, following the introduction of a new procedure.

• The robustness of the current VPACT process could be improved.

• The validity of submissions was challenged by the question ‘Would submissions be proposed 

if there were no funding attached from VPACT?’ It was suggested that submissions would probably 

be presented to the department in such a scenario.
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• VPACT should be more strategic and less reactive. Dr Blamey highlighted this by indicating that a 

health service had recently sought to implement a new technology at a single health service, and 

that VPACT recommended the new technology be rolled out at a further two health services so it 

had greater statewide focus and increased patient access.

• There should there be an economic evaluation 12 months after a new health technology is introduced.

Dr Paul Fennessy, from the department’s Clinical Service Development Unit, presented a case 

study of implementing a new technology/clinical practice: drug-eluting coronary artery stents. 

The process for implementing these devices was summarised (i.e. having all stakeholders around 

the table and agreeing on access, use policy and funding) and the proposed mechanism for 

mainstreaming costs in subsequent years was noted. While revising cost weights is straightforward, 

other system pressures need to be identifi ed and considered to ensure mainstreaming adequately 

covers the cost of any new technology/clinical practice.

The following issues were also raised and discussed:

• There was a view that US clinical data showed certain high risk patients in whom coronary artery 

drug-eluting stents should not be used, and that the data were ignored in implementing these 

devices locally. 

• It was indicated that patients receiving coronary artery drug-eluting stents did not include those 

on clinical trials.

• Whether successful VPACT submissions focused on ability to fund and not clinical effectiveness. 

• Whether the evidence base for these technologies would be submitted in the future (i.e. there is 

pressure to look only at the good evidence and ignore the adverse effects of new technologies).

• The need for a surveillance mechanism for drugs and medical/surgical procedures once they are 

introduced; a statewide mechanism to monitor safety and effectiveness and evaluate introduced 

new technologies should be considered.

• Introduction of new health technology on a statewide basis poses greater risks.

Associate Professor Richard King, Chair of the New Technology Clinical Practice Committee at 

Southern Health, summarised the few programs that articulated a role in disinvesting health 

technology, noting these are few and at early stages of development. The United Kingdom’s 

National Institute for Health and Clinical Effectiveness (NICE) has indicated it will consider 

disinvestment of health technology, but specifi cally for better/informed resource allocation 

to ensure provision of healthcare is undertaken appropriately. 

The following issues were also raised and discussed:

• Is there a different set of principles for disinvestment compared to investment/introduction 

of new technology?

• Disinvesting a health technology should be linked to reinvesting resources to support appropriate 

provision of health care to ensure that providers can ‘do things better’.

• Are cultural needs taken into account when considering disinvestment? It was considered that 

guidelines for disinvestment need to be set up correctly to allow for fl exibility in special cases.

• Whether an ethicist should be a member of VPACT, particularly where a proposed new 

technology/clinical practice impacts on mortality. 
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• Should every health service have a disinvestment committee? This was seen as a good idea 

as long as it is not to be a cost cutting mechanism. 

• Does both investment/disinvestment need to be statewide/national? If not, the problem 

of removing or adding a technology may merely move patients to different health services 

(i.e. public to private sector).

• 50 per cent of US health services are not delivering services as articulated in existing clinical 

practice guidelines (reference was not identifi ed).

• Designing a simple set of guidelines for investment and disinvestment would be of benefi t. 

• The department/VPACT should consider disinvesting health technology as a strategy for ensuring 

appropriate care provision and resource allocation, that all health services collaborate in working 

towards this goal and that statewide coordination is provided by the department.

• That disinvesting health technology should target ineffi cient practice, not clinicians.

• That VPACT should be a clearing house for horizon scanning activities.

• Several overseas organisations are resourced to develop processes that assist policy makers 

assess, prioritise and evaluate health technology.

Main views debated and gaps in the system

The majority of the workshop’s discussion was around draft principles governing the introduction, 

diffusion and disinvestment in health technologies in Victoria. These were presented on page three 

of the discussion paper that was disseminated to workshop attendees (available at www.health.vic.

gov.au/newtech/workshop.htm). 

It was agreed that developing an agreed set of principles would provide the basis for moving 

forward to support appropriate health technology uptake, diffusion and disinvestment in Victorian 

public health services. The workshop discussion considered the draft principles in the discussion 

paper and issues related to the uptake, diffusion and disinvestment of health technology, which 

are summarised below.

Identifi cation, assessment and prioritisation of new health technology

Various agencies (local, national, international) are charged with identifying new and emerging 

health technologies (i.e. horizon scanning) and assessing their safety, effi cacy, clinical effectiveness 

and cost effectiveness after they have been introduced into the health sector (health technology 

assessment). Clinicians working within health services are key stakeholders in introducing new 

health technology because they are experts in their fi eld and they are often eager to implement new 

ideas presented at meetings they attend. In short, they are local identifi ers of new technology.

Health services prioritise and allocate resources for health technology introduction based on 

existing expertise, possible access to additional funding, standing, reputation and clinical leadership 

in the relevant area. However, Victorian public health services cannot easily access expertise to 

adequately assess new health technologies to inform decision-making.

The department can access information about new and emerging health technologies through 

its representation on HealthPACT and through the department or VPACT commissioning evidence 

reviews. VPACT also assesses submissions to inform recommendations to fund the introduction 

of new technology/clinical practice, but some considered the assessment process could be 

improved. VPACT does not currently prioritise submissions.
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It was generally considered that identifi cation of new and emerging health technologies and 

information sharing between health services and the department, which could inform statewide 

and local decisions, could be improved. It was also considered that there are opportunities to 

prioritise resource allocation and to make more robust the current processes to assess submissions 

by VPACT. 

Monitoring and evaluation of introduced new health technology

There is no standardised systematic method to monitor or evaluate the effect of new or existing 

health technology in Victoria’s public health sector. Robust processes and methodologies should 

be developed so that consideration by both central and health service decision-makers regarding 

diffusion, disinvestment or mainstreaming of health technologies is appropriately informed, 

standardised and relevant. Several agencies exist in Victoria with expertise to evaluate the clinical 

and cost effectiveness of health interventions and are used from time to time to inform policy and 

practice consideration. However, none is formally engaged in an ongoing way to provide such work.  

Frameworks for uptake, diffusion and disinvestment of health technology

Processes supporting health technology uptake and diffusion are not particularly robust, nor do they 

consider measures that provide some level of quantifi cation or effectiveness to appropriately inform 

decision-making and any concomitant policy development. Disinvesting health technologies is of 

interest, but a robust framework, and consultation with health services, is required to progress this. 

Access to high cost pharmaceuticals (particularly new chemotherapeutics)

Many drugs are costly, particularly chemotherapy drugs, and can cost more than $1,000 per person 

per week of treatment. Funding of high cost drugs is an issue for the public health system; where 

they are not listed on the PBS, which can take years, health services are required to cover the cost. 

For drugs approved for treating low prevalent conditions there may be insuffi cient evidence of 

clinical and cost effectiveness to warrant PBS listing (i.e. orphan drugs). It was considered that the 

process for assessing submissions for high cost drugs could be improved by utilising local expertise 

to inform VPACT consideration, and subsequent evaluation, of high cost pharmaceuticals.

It was considered that improving access to high cost drugs through statewide or local processes 

should consider or align with existing processes to prevent any duplication of assessment. 

Parenthetically, improving such access could also place inadvertent pressure on the Commonwealth 

in any negotiations it might undertake for high cost drugs that are to be listed on the PBS. It was 

suggested that AHMAC might consider a national strategic approach to access high cost drugs for 

admitted hospital patients. 

Communication of information about health technology 

Clinicians within health services know what is emerging in their respective clinical areas; health 

services know what new health technologies are being introduced locally if local processes are 

in place to oversee this; the department, by virtue of its representation on national committees, 

can access global information about new and emerging health technologies. Disseminating this 

information in a timely manner is paramount to inform appropriate decision-making, but this is 

resource intensive. 
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Disinvestment of health technology

Some interventions of limited clinical and cost effectiveness remain in practice as in the rest of the 

world. Although disinvesting interventions that offer no or low health gain provides an opportunity 

to invest in alternative proven and cost effective health interventions, it was acknowledged that 

this is not an easy strategy to implement because it often involves change in clinical practice (even 

when there is evidence of clinical ineffectiveness). This was seen as challenging to health services, 

but nonetheless should be considered as part of an overall strategy to minimise inappropriate 

clinical practices. 

Role of VPACT and health services vis a vis uptake, diffusion and disinvestment 
of health technology

While VPACT is comprised of a range of clinical and academic expertise and has made decisions 

regarding the introduction of a range of new health technologies and clinical practice over the 

previous two years, its current terms of reference do not clearly articulate robust decision-making 

processes or its role within a statewide strategic framework for health technology uptake and 

diffusion. The role of VPACT is not suffi ciently clear to health services; some view it as a peak 

advisory role, some view it controlling health policy regarding the introduction of new health 

technology. Disinvesting health technology is also not articulated in the VPACT terms of reference. 

The role of VPACT is not suffi ciently clear to all, but should be, and should be so within a statewide 

framework for the uptake, diffusion and disinvestment of health technology. 
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Opportunities

• Developing a statewide strategy to support the statewide uptake, diffusion and disinvestment 

of health technology.

• Developing a communications strategy to ensure that relevant information about new and existing 

health technologies (e.g. horizon scanning, health technology assessment, local decisions) is 

appropriately disseminated to all stakeholders.

• Developing more robust processes/methodologies to prioritise and assess health technologies 

to inform statewide and local decision-making.

• Involving health services and other relevant stakeholders in developing the strategies and processes.

• Ensuring that best available evidence is used to inform decision-making. 

• Ensuring that assessment of safety, clinical effectiveness, cost effectiveness and provision of 

a feasible implementation plan (which includes workforce capacity, rigorous clinical governance 

and risk management strategies) informs introduction of a new health technology.

• Developing a standardised approach to monitor and evaluate new and existing health 

technologies to inform their clinical and cost effectiveness and ongoing utilisation.

• Utilising independent academic and clinical expertise, within the context of a statewide strategic 

framework, to evaluate new and existing health interventions. 

• Using evaluated outcomes data to inform appropriate mainstreaming of health technology.

• Aligning central and local priorities and decision-making using a consultative approach.

• Developing processes to inform disinvestment of health technologies that offer no or low health gain.

• Revising the VPACT terms of reference, scope and composition.
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Recommendations

The draft principles guiding health technology uptake, diffusion and disinvestment in Victorian 

public acute health services, which were presented in the Future directions for health technology 

uptake, diffusion and disinvestment in Victorian public health services–discussion paper (DHS 2007), 

were revised to refl ect input from workshop attendees. It is proposed that these principles will 

provide the basis for reinvigorating the New Technology/Clinical Practice Program:

• Patient and provider safety are paramount.

• Shared communication informs and educates government and health services about identifi ed 

new technology/clinical practice and processes for its non-uptake, introduction, diffusion 

or disinvestment.

• Independent expert assessment should inform consideration to introduce new, and disinvest 

established, technology/clinical practice.

• Introduction and diffusion of a new technology/clinical practice should:

– Be needs-based

– Be implemented in the context of a role-delineation framework where they exist (see appendix)

– Require provision of an agreed implementation plan that considers:

• Workforce capacity

• Demonstrated rigorous clinical governance

• Demonstrated risk management strategies.

– Be evaluated for its impact on identifi ed health outcomes as prescribed in submissions, 

including safety, clinical effectiveness, cost effectiveness, affordability and downstream 

economic impact.

• Processes for prioritisation, assessment and decision-making concerning the introduction 

and diffusion of new technology/clinical practice should:

– Be patient centred 

– Consider ethical issues (e.g. equity of access, utilitarian principles, etc) 

– Align with government policies and agreed health service strategic and service plans 

– Be coordinated, timely, transparent, simple and accessible,

– Be supported by rigorous, robust and consistent methodology

– Consider the best available evidence

– Be collaboratively executed and stakeholders

– Involve and be communicated effectively to all relevant stakeholders, including consumers.

• Processes for evaluation of introduced new technology/clinical practice should be consistent, 

accountable, consider data collection and analysis and address the criteria and outcomes 

identifi ed for its uptake.

• Opportunities should be identifi ed for disinvesting health technology/clinical practice that 

may not offer any health gain. 
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Where to from here

A health technology strategy will be developed that will articulate a structure and a plan for 

implementing the strategy. This will address the principles, which require endorsement by Chief 

Executive Offi cers of metropolitan and regional health services. Consultation with departmental 

offi cers and health services will inform development of the health technology strategy. 

This strategy will address four goals:

• Enhancing the role and function of VPACT (which includes developing robust process for 

identifi cation, prioritisation, introduction, evaluation of new technology/clinical practice). 

• Enhancing two-way communication and education between health services and the department 

around identifi ed new technology/clinical practice and processes for their introduction, diffusion 

and disinvestment.

• Contributing expert evidence evaluation to inform statewide clinical service planning and to 

inform the Medical Equipment Asset Management Framework (MEAMF).

• Developing policy and processes to identify health interventions that may not offer any health gain.

A plan of the goals, responsibilities, measurements and timelines will be developed in consultation 

with health services. It is anticipated this will inform consideration to develop and implement a 

statewide health technology strategy to guide the uptake, diffusion and disinvestment of health 

technology in Victoria’s public health sector. This will continue to place Victoria as a leader in 

managing the introduction of new technology/clinical practice.
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Workshop agenda

Date: Wednesday 21 March 2007

Time: 8.30am – 2.30pm

Venue: Melbourne Marriott Hotel, Exhibition Room 

Host

Department of Human Services

Victorian Policy Advisory Committee on Clinical Practice and Technology (VPACT)

Objectives of the workshop

Provide a forum to consider:

• The current state of play

• Where we want to be

• Principles for introducing, diffusing and disinvesting health technology 

• Key gaps 

• Developing a work plan for moving forward, including a strategy to support initiatives.

Workshop attendees

• Closed meeting: attendance by invitation only

• Consumer representatives, policy makers (DHS), members of VPACT and VMAC, 

health service Chief Executive Offi cers, chairs of Technology/Clinical Practice 

Committees and Directors of Pharmacy

Proposed format

The workshop will be facilitated by Dr Norman Swan, producer and presenter of ABC Radio’s Health 

Report. A range of presenters will provide the context for the discussion, which will be based on the 

objectives identifi ed above. It is anticipated that break out sessions will inform group discussion 

around these objectives.

Appendix 1
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Workshop program

8.00 – 8.30 Registration 

8.30 – 8.40 Welcome and introduction

 Mr Lance Wallace, Executive Director, 

 Metropolitan Health and Aged Care Services, 

 Department of Human Services (DHS)

8.40 – 8.45 Format for the day

 Setting the scene/defi ning the scope:

  •  The perfect system in an ideal world

  •  Where are we now?

  •  Principles for introducing, diffusing and disinvesting health technology

  •  What are the gaps in the system?

  •  Improving the system without reinventing the wheel

 Dr Norman Swan

Where are we now?

8.45 – 10.20 Current state of play: introducing new technology/clinical practice internationally  

 and in Australia; Listing of new technology/clinical practice in Australia

 Dr Stephen Blamey

 Chair of VPACT, Chair of MSAC

 Head of Upper Gastrointestinal and Hepatobiliary Unit, 

 Monash Medical Centre

 New Technology/Clinical Practice - The Victorian program: 1997 – 2007 

 Dr Mary B. Turner

 Senior Medical Advisor, Funding, Health & Information Policy Branch

 Metropolitan Health and Aged Care Services Division, DHS

 Implementing a new technology/clinical practice: the DHS view

 Case study: coronary artery drug-eluting stents

 Dr Paul Fennessy

 Continuing Care & Clinical Service Development Section, Programs Branch

 Metropolitan Health and Aged Care Services Division, DHS

10.30 – 11.00 BREAK 

11.00 – 11.20 Disinvestment (or should it be reinvestment?)

 Associate Professor Richard King

 Chair, Southern Health New Technology Clinical Practice Committee 

 Director of General Medicine & Emergency Medicine, Southern Health

11.20 – 11.25 Summary of the current state of play 



16  Future directions workshop report

Where do we want to be?

11.25 – 12.25 Principles for introducing, diffusing and disinvesting health technology

 Dr Norman Swan

12.25 – 12.40 Report back

12.40 – 1.15 LUNCH

1.15 – 1.30 Review of principles 

 Dr Norman Swan

1.30 - 2.20  Discussion: Key gaps & Prioritising gaps

2.20 – 2.25 Wrap up of session

2.25 – 2.30 Where to from here?

  •  Summary of day’s activities

  •  Work plan for moving forward

  •  Facilitator’s wrap up

2.30 Close 
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List of workshop attendees

Arthritis Victoria

Austin Health

Ballarat Health Services

Barwon Health

Bayside Health

Bendigo Health Care Group

Department of Human Services

Department of Premier & Cabinet

Department of Treasury & Finance

Eastern Health

Goulburn Valley Health

Kidney Health Australia 

Melbourne Health

Mercy Health and Aged Care

National Heart Foundation

Northern Health

Peninsula Health

Peter McCallum Cancer Centre

Royal Children’s Hospital

Royal Victorian Eye & Ear Hospital

Royal Women’s Hospital

Southern Health

St Vincent’s Health

Victorian Medicines Advisory Committee (VMAC)

Victorian Policy Advisory Committee on Clinical Practice and Technology (VPACT)

Western Health

Appendix 2
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PowerPoint presentations

Presentation one

Current state of play: introducing new technology/clinical practice 

internationally and in Australia 

Listing of new technology/clinical practice in Australia

Dr Stephen Blamey

Chair of VPACT

Chair of MSAC

Head of Upper Gastrointestinal and Hepatobiliary Unit, Monash Medical Centre

Presentation two

New Technology/Clinical Practice - The Victorian program: 1997–2007 

Dr Mary B. Turner

Senior Medical Advisor, Funding, Health and Information Policy Branch

Metropolitan Health and Aged Care Services Division

Department of Human Services 

Presentation three

Implementing a new technology/clinical practice: the DHS view

Case study: coronary artery drug-eluting stents

Dr Paul Fennessy

Continuing Care & Clinical Service Development Section, Programs Branch

Metropolitan Health and Aged Care Services Division

Department of Human Services 

Presentation four

Disinvestment (or should it be reinvestment?)

Associate Professor Richard King

Chair, Southern Health New Technology Clinical Practice Committee 

Director of General Medicine & Emergency Medicine, Southern Health

Appendix 3
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Future Directions for HTA Future Directions for HTA -- VPACTVPACT
Stephen Blamey

AustraliaAustralia –– Introducing New Technology/Clinical PracticeIntroducing New Technology/Clinical Practice

HTA linked to Healthcare PolicyHTA linked to Healthcare Policy

TGA
PBAC
MSAC
PDC

AustraliaAustralia
HTA linked to Healthcare PolicyHTA linked to Healthcare Policy

TGA – ANZTPA
– Drugs and Devices
– Not Procedures
– World Harmonisation
– Classification based on Risk

• Class 1 low
• Class 2A 2B medium
• Class 3 high
• AIMD very high

– MDEC

AustraliaAustralia
HTA linked to Healthcare PolicyHTA linked to Healthcare Policy

PBAC - Therapeutic Pharmaceuticals 
(drugs) Statutory Body
– Application with Information
– Assessment of Application
– Funding Decisions
– Price “Negotiation”

AustraliaAustralia
HTA linked to Healthcare PolicyHTA linked to Healthcare Policy

PDC – PHIMDEC
– Ministerial Advisory
– Devices
– Private Health Funds
– Link with procedures

AustraliaAustralia
HTA linked to Healthcare PolicyHTA linked to Healthcare Policy

MSAC – Medical Services
– Devices

• Combination

– Procedures
– Diagnostics

• Imaging
• Pathology
• Pharmaceuticals 

Presentation one

Current state of play: introducing new technology/clinical practice internationally and in Australia 

Listing of new technology/clinical practice in Australia
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AustraliaAustralia
HTA linked to Healthcare PolicyHTA linked to Healthcare Policy

HealthPACT
– Horizon Scanning MSAC 2003
– Subcommittee of MSAC

– Jurisdictions and MSAC

– Agencies
– AHTA
– ASERNIP-S
– EuroScan

– Output
– Archive Monitor or full HTA

HEALTH PACTHEALTH PACT
155 Prioritising Summaries
20 Horizon Scanning reports
Molecular adsorbents recirculating system® - MARS. March 2006
The Meniett™ device for the treatment of Ménière’s disease. February 2005 
The detection of diabetic retinopathy utilising retinal photography in rural and remote areas in Australia. October 2004
Computer aided detection systems in mammography. July 2004 
Left Ventricular Assist Devices as destination therapy. March 2004
Elecsys ProBNO immunoassay for the diagnosis of congestive heart failure. June 2004
MRI for breast cancer in genetically high risk women. May 2004
Glucowatch G2 Biographer for the non=invasive monitoring of glucose levels. May 2004
Combined PET and CT Scanner for the diagnosis of cancer. February 2004
Enterra® Therapy Gastric Electrical Stimulation (GES) System for the treatment of the symptoms of medically refractory gastroparesis. 
March 2006 
OP-1 Putty® for posterolateral lumbar fusion. March 2006 
Injectable silicone biomaterial implants. November 2005
Endokeratoplasty for decompensated corneal endothelium. October 2004 
The Tan-Bianchi procedure and modifications. August 2004 
Minimally invasive oesophagectomy. August 2004 
Collagen meniscal implants. July 2004 
Intraoperative radiation therapy. April 2004 
Continuous Glucose Monitoring Devices. March 2006
SonoPrep ultrasonic skin permeation system. May 2005

Virtual bronchoscopy. July 2004

Banks Report Banks Report –– Review of HTAReview of HTA

Review the processes of TGA MSAC & PDC 
to identify opportunities fo enhancing 
efficiency and transparency of current 
systems for regulation and approval of 
medical procedures and devices.
Industry Concern

• Short Life of Technology
• High Costs of Development
• Delays to Market

The World The World –– Introducing New Technology/Clinical PracticeIntroducing New Technology/Clinical Practice

HTA linked to Healthcare PolicyHTA linked to Healthcare Policy

NIHCE
– HTA
– CPG
– Clinical Service Guidelines
– Policy Guidance

FDA
– Drugs Devices
– Safety and Efficacy
– No cost considerations

VA
– HTA
– Policy Guidance

MSAC:MSAC:
The Processes and the Outlook The Processes and the Outlook 

Dr Stephen Blamey

Chair, Medical Services Advisory Committee
Chair, VPACT

Head of Surgery, Monash Medical Centre

Dr Jane Cook

Senior Medical Advisor
Medicare Benefits Branch

Department of Health and Ageing

4 August 2005

MSACMSAC

Brief History

Membership

Terms of Reference

MSAC Process

Examples
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Medical Services Advisory CommitteeMedical Services Advisory Committee

MSAC, originally Medicare Services 
Advisory Committee, was established 
in 1998 (1998-2001, 2001-2006) to 
strengthen arrangements for 
assessing new technologies and 
procedures before they are 
considered for reimbursement under 
the Medicare Benefits Schedule 
(MBS).

Medical Services Advisory CommitteeMedical Services Advisory Committee

Replaced NTAP and AHTAC
Supported through DoHA
22 members 

MSAC MembershipMSAC Membership

22 members consisting of:
– specialist practitioners
– general practitioner
– 2 health economists
– 1 health consumer representative
– 2 health planning and 

administration experts
– 2 epidemiologists

MSAC MSAC -- Terms of ReferenceTerms of Reference

Advise the Minister for Health and Ageing (MHA) on 
the strength of evidence pertaining to new and 
emerging medical technologies and procedures in 
relation to their safety, clinical and cost effectiveness
and under what circumstances public funding should 
be supported
Advise the MHA on which new medical technologies 
and procedures should be funded on an interim basis 
to allow data to be assembled to determine their 
safety, effectiveness and cost effectiveness
Advise the MHA on references related either to new 
and/or existing medical technologies and procedures
Undertake health technology assessment work 
referred by AHMAC

MSAC Process (1)MSAC Process (1)

Pre-lodgement Teleconference
– With prospective applicant

Application or Referral Received

– Eligibility assessed
• Medical service
• Registered Device – TGA 
• Clinical need

MSAC ProcessMSAC Process

Applications and References
– Diagnostics
– Therapy

• Procedures
• Combination Therapies eg DES

AHMAC
– NFCs

• Low volume
• Complex
• Resource intensive

– Panc Tx
– PTE
– Peritonectomy
– PLT
– PHT
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MSAC Process (2)MSAC Process (2)

Application or Referral Accepted
– Evaluator appointed;
– Advisory Panel (AP) convened;
– AP with evaluator develops research protocol;
– Research protocol sent to applicant (or in the case 

of a referral to the profession or industry) to 
comment;

– A literature review is undertaken and a draft report 
is developed;

– The draft report is sent to the applicant (or in the 
case of a referral to the profession or industry) to 
comment;

MSAC Process (3)MSAC Process (3)

– A report is provided to MSAC with conclusions on 
safety, effectiveness and economic considerations 
(such as cost-effectiveness) along with the 
applicants comments and the evaluators 
response;

– MSAC considers the report and makes a 
recommendation to the Minister for Health and 
Ageing.

Decision
The Department implements the Minister’s 
decision

ASSESSMENT:ASSESSMENT:
Who is involved in an assessment?Who is involved in an assessment?

MSAC Committee
Advisory Panels

• MSAC member/s
• Clinical experts
• Economists
• Consumers

Evaluators - assessments are contracted to 
organisations with expertise in Health 
Technology Assessment
Support by DHA

Important elements of the assessmentImportant elements of the assessment

Search Strategy
– Safety – Wide including case reports
– Effectiveness - RCTs if available 
– Cost effectiveness – Australian Health Care 

Context
Expert Opinion
Develop Report
Executive Summary
– Safety (all evidence)
– Effectiveness (best evidence)
– Cost Effectiveness (Australian evidence and whole 

of health care costs)

Issues for MSACIssues for MSAC

• Diagnostic Technologies
• Funding in Uncertainty
• Approach to Economic Analysis

MSAC ConsiderationsMSAC Considerations

Evidence – HTA
• Safety
• Effectiveness
• Cost Effectiveness

– True CE eg QALYS
– Cost minimisation etc

Context
• Clinical Need
• Australian context
• Consistency
• Fairness
• Access
• Equity and ethics
• Costs
• Funding
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Dimensions of Evidence (NHMRC)Dimensions of Evidence (NHMRC)

Strength of Evidence
• Levels I - IV
• Quality
• Statistical Precision

Size of Effect
Relevance of Evidence

Recommendations to the Minister for Health Recommendations to the Minister for Health 
and Ageingand Ageing

Public Funding Supported
– Full support
– Interim Funding

• With data collection
• Awaiting trials

– Restricted Funding
• Specify Patient groups
• Specify Indications MRI PET etc
• Specify Providers

Public Funding Not Supported

Examples: Outcomes of MSAC assessmentsExamples: Outcomes of MSAC assessments

Carotid Stenting
• Issue of patient preference

Sentinel Lymph Node Biopsy in Breast Cancer
MRCP

• Issue of Substitution

Artificial Anal Sphincter for Faecal Incontinence
• Complication - reoperation

Lung Reduction Surgery
• Safety and disinvestment

Some Issues for VPACTSome Issues for VPACT

ToR
– Identification of NT

• Health Service Network
• HealthPACT

– Assessment of ClinE & CostE
– Prioritise
– Best Practice for Introduction
– Policy on Health Service Delivery
– Monitoring of NT
– Dissemination of Info on NT

Funding of NT

Some Issues for VPACTSome Issues for VPACT

Other Issues
– Disinvestment
– New uses of Existing Services

• LVRS, TOE

– Reevaluation of Existing Services
• High Cost
• Low Volume
• High Risk

• PET/Oesophagectomy/Transplant

ConclusionsConclusions

Achievements

Future

Medicare Services Advisory Committee

F I N A L   A S S E S S M E N T   R E P O R T

MAY 2002

MAGNETIC RESONANCE
CHOLANGIOPANCREATOGRAPHY

http://www.msac.gov.auhttp://www.msac.gov.au
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Promoting Clinically Relevant Promoting Clinically Relevant 
Innovation and Managing Uncertainty:Innovation and Managing Uncertainty:
The role of the HTA processThe role of the HTA process

Healthcare Perspective
– Consumers Providers Funders

QuestionsQuestions

Clinically Relevant
Innovative

OUTLOOK (1)OUTLOOK (1)

• Prosthesis Schedule

• Reviews
– MSAC review
– Productivity Commission Study into 

“The impact of advances in medical 
technology on healthcare 
expenditures in Australia”.

OUTLOOK (2)OUTLOOK (2)

• Guidelines
– Application and Assessment 

Guidelines
– Guidelines for the assessment of 

diagnostic technologies
– Guidelines relating to economic 

evaluation of health technologies

• Challenges
– Gene technology
– Tests/drugs eg osteoporosis

MSAC Review (1)MSAC Review (1)

The review aimed to identify areas 
where the MSAC could improve its 
capacity to fulfil its terms of reference.

The review is complete and is currently 
being considered by the Minister for 
Health and Ageing.

MSAC Review (2)MSAC Review (2)

Submissions
Main Themes
– Clear reasons for decisions
– Timely decisions
– Consistent use of evidence
– Including others in the MSAC 

process
– Information and communication
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MSAC Review (3)MSAC Review (3)

Actions
– Some actions have been implemented in 

advance of the review being made public
– Examples

• Applicant feedback on evaluation protocols 
and draft assessment reports

• Inviting MIAA and AMA to comment on the 
evaluation protocol and assessment report for 
technologies referred to MSAC for review

• Minutes of MSAC meetings to be made 
available on the website

Productivity Commission Study (1)Productivity Commission Study (1)

The Australian Government asked the 
Productivity Commission to undertake a 
research study detailing the impact of 
advances in medical technology on 
healthcare expenditure, and the associated 
costs and benefits for the community.

A progress report was published in April 2005 
and the final report is expected to be 
presented to Government late August.

Productivity Commission Study (2)Productivity Commission Study (2)

Key points from the progress report:
Over the past ten years, advances in medical 
technology have brought large benefits but 
have also been a major driver of increased 
health spending.
Increased expenditure reflects a significant 
increase in the number of people treated, not 
simply higher prices.
Establishing the precise impact of advances 
in medical technology on the overall cost 
effectiveness of the health system is not 
possible.

Productivity Commission Study (3)Productivity Commission Study (3)

The cost effectiveness of individual 
technologies is also difficult to determine 
and varies widely.
There are numerous procedural and 
coverage gaps in health technology 
assessment (HTA) processes and 
considerable scope for better coordination 
of HTA processes, especially for devices and 
some medicines.
Improved HTA processes could help to 
target new technologies to patient groups 
likely to benefit most and improve overall 
cost effectiveness of healthcare.

Productivity Commission Study (4)Productivity Commission Study (4)

Next Steps
MSAC and the Department will be 
considering the findings of the study 
and implications for how it conducts 
health technology assessments.

Clinically RelevantClinically Relevant

Improve Healthcare
– Real Endpoints
– Avoid Surrogate Measures

Treating cancer
survival
QOL

Not regression of metastases (Sirtex)



26  Future directions workshop report

Clinically Relevant Clinically Relevant –– How?How?

Advisory Panels – Clinical Experts
Pathways of Care
– Clinical Usage
– Economic Modelling

InnovationInnovation

New Technology
New Roles for established Technology
– Drugs ( Glivec for GIST) c-KIT
– Lung Reduction Surgery

Problems for New TechnologyProblems for New Technology

Insufficient Data
Safety
Effectiveness
Cost Effectiveness

Lack of evidence of effectiveness does not imply ineffectiveness

Funding in UncertaintyFunding in Uncertainty

Interim Funding (may be conditional) 
– Awaiting further Information

• Clinical trials
• Other Studies

Restricted Funding
– Specify Patient groups
– Specify Indications
– Specify Providers

• Credentialing
• Craft Groups

Understanding ContextUnderstanding Context

– Need
– Alternatives (Rule of Rescue)
– Utilisation
– Costs (CE, Total, Opportunity)
– Future Evidence
– Ethics
– Access
– Healthcare System / Funding

ExamplesExamples

TOE 
Nuchal
Translucency
DXA
Liquid Based Cx 
Cytology
ICSI

Utilisation
Ethics

Real Improvement
Australian System

Ethics
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Components of the Assessment of a Components of the Assessment of a 
diagnostic testdiagnostic test

• Define scope of assessment

• research question/s
• Clinical need

• burden of disease/current 
treatment/tests

• Systematic review of clinical evidence

• Economic evaluation

Assessments of diagnostic technologyAssessments of diagnostic technology

Outcomes:
Diagnostic accuracy

• Sensitivity: ability to detect people with the disease

• Specificity: ability to exclude people who don’t have the disease

• Accuracy: proportion of all test results that are correct

Downstream outcomes
• Clinical management
• Clinical patient-outcomes

Define the Scope of the Assessment Define the Scope of the Assessment –– PPICO PPICO 
(1)(1)

Patients & Prior tests
That requested by sponsor/referrer
May consider narrower or broader indications

Index test
Specific components

Determine ‘Comparator’
“current test most likely to be replaced by the new technology”

OR

“supplementary test”
(all tests still done, none replaced)
comparator = current clinical practice

Define the Scope of the Assessment Define the Scope of the Assessment –– PPICO PPICO 
(2)(2)

Determine ‘reference standard’
measure of true disease status

Define most appropriate Outcome measure

Build PPICO to define research question

Clinical need/burden of disease/current Clinical need/burden of disease/current 
treatmenttreatment

Epidemiology:
– Incidence & prevalence 
– include estimates for “sub-indications” if 

necessary (often sourced from clinicians)

Mortality and morbidity

Review current treatment practice
– National statistics and clinical opinion
– Medicare-funded and other health sectors
– include estimates for “sub-indications” if 

necessary
– Implications for down-stream resource use

Systematic review of evidenceSystematic review of evidence

• Relative to comparator treatment/test

• Literature search
• Inclusion/exclusion criteria
• Assess quality of evidence
• Data extraction (intention-to-treat if possible)

• Pooling data if necessary/appropriate 
(meta-analysis)

• Summarise results

• Incremental outcome (proposed vs comparator)
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Department of Human Services

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian Program: 1997 The Victorian Program: 1997 -- 20072007

Dr Mary B Turner
Senior Medical Adviser 
Metropolitan Health and Aged Care Services

March 2007

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian Program: 1997 The Victorian Program: 1997 –– 20072007
OverviewOverview

1996-97: funding for cardiac and vascular stents

1997-98: program commenced 

2000-01: submission proforma introduced; 
increased focus on evidence; check of marketing 
status in Australia; systematic financial assessment; 
engagement of external consultant to assist with 
evidence assessment 

2003-04: program suspended; funding for coated 
cardiac stents

2004-05: VPACT commenced  

2007-08 & beyond: where to from here ?

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
19961996 -- 20032003

Program Aim

– to enable the introduction of new treatments or 
clinical procedures where the costs are not 
covered by existing funding mechanisms

– to provide financial support for new clinical 
practices pending a decision on the appropriate 
funding mechanism

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
19961996 -- 20032003

Program Submission Criteria

• Procedure or practice was introduced during the
past two years.  

• Proven efficacy and demonstrated improvement in 
either (or both) clinical outcome or reduction in long-
term health costs. 

• Demonstrated significant costs not incorporated into 
the next financial years cost weights.

• Minimum cost for each submission - $20,000.

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
19961996 -- 20032003

• Program Funding Rules
• only available for the conduct of the actual procedures or 

practices and not for research or evaluation studies
• equipment items not considered unless the devices was an 

integral component to the new procedure
• predominantly for WIES-based services, though other funding 

streams (eg VACS) not excluded
• one year only with part funding if successful applications exceed 

the total available funding
• unexpended program funds to metro hospitals proportionate to 

WIES allocation
• possible second year (roll-over) funding to allow for “casemix 

catch-up”
• after two years funding incorporated into usual mechanisms 
• may be extended beyond two years, with strong evidence of 

insufficient adjustment to the cost weights   

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
19961996 -- 20032003

Program Characteristics

– a focus on funding 
– low funding threshold
– some attention to evidence of clinical effectiveness 
– implementation of new technology / clinical 

practice service narrowly focused on hospitals 
rather than system / network

Presentation two

New Technology/Clinical Practice - The Victorian program: 1997–2007
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New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
19961996 -- 20032003

Program Weaknesses

• Growth in numbers of submissions
• Many submissions for the same technology from 

different hospitals, sometimes within the same health 
network / service

• Different prices for the same technology
• Challenges with embedding funding into usual 

mechanisms
• Reactive rather than proactive approach
• Lack of system / service development focus
• Need to strengthen buy-in from health service 

management and clinicians

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20042004--05 to 200605 to 2006--0707

• VPACT - Victorian Policy Advisory 
Committee for Clinical Practice and 
Technology established. 

• Key aims: proactive, system approach 

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20042004--05 to 200605 to 2006--0707

VPACT role and function - to advise and make recommendations
on:
• Assessment of clinical and cost effectiveness of new and existing 

technologies and clinical practices
• Applications for the establishment of Nationally Funded Centres
• Introduction and use of new technologies and clinical practices 
• Evaluating and monitoring the introduction and use of new 

technologies and clinical practices in public health services 
• Policies and procedures for best practice for introduction and 

use of new and existing technologies and clinical practices in 
public health services 

• Mechanisms for early identification of new technologies and 
clinical practices with potential implications for public health
services, and 

• Dissemination of information on the introduction and use of new 
and existing technologies and clinical practices.

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20042004--05 to 200605 to 2006--0707

Guiding principles for VPACT:

• Health and safety for patients, clinicians and the community is 
paramount 

• Broad-based stakeholder consultation 
• Ethics procedures are in place to protect patients, clinicians and the 

community
• Appropriate institutional committees approve technology for use 
• Evidence-based practice informs conditions and logistics for 

introduction 
• Patient information and informed consent procedures are established 
• Appropriate and credentialed and trained staff in place to assist with 

new technology introduction 
• Risk management procedures are in place to reduce adverse events, 

and,
• There is no conflict of interest between a provider and technology 

supplier. 

VPACT will liaise with the following:

• Committees in health services that consider the 
assessment and adoption of new technologies and 
clinical practices in their institutions 

• HealthPACT and MSAC
• The National Institute for Clinical Studies 
• Committees in other jurisdictions providing advice on 

introducing new technology and clinical practice, and 
• Other Health Technology Assessment agencies 

nationally and internationally

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20042004--05 to 200605 to 2006--0707

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20042004--05 to 200605 to 2006--0707

VPACT Membership encompasses knowledge and expertise in:

• Health technology assessment
• Clinical care
• Health service delivery
• Health policy
• Quality and safety
• Evaluation of evidence
• Evidence-based practice
• Population health, and,
• Health economics 
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New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20042004--05 to 200605 to 2006--0707

Scope of technology and clinical practice
considered by VPACT - all types of clinical diagnostic or
treatment interventions: 

• medical and surgical procedures,
• diagnostic tests,
• implantable devices,
• Prostheses, and,
• high cost pharmaceuticals.

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20042004--05 to 200605 to 2006--0707

VPACT Operations
• VPACT will meet up to 4 times per annum depending on the number and scope 

of issues and initiatives being addressed.  
• Clinical experts may be invited to attend VPACT meetings and contribute to its 

activities.  
• Applicants are not to canvas VPACT members and would not be invited to 

present to VPACT. 
• Time-limited panels may be formed to oversight particular projects or assemble 

advice on a specific issue.  
• External consultants may be contracted by the Department to undertake a 

review of new technology or clinical practice to inform VPACT consideration.  
VPACT will oversight this process. 

• Agreed that 2 members would assess submissions prior to meetings
• Outcome of assessment: accept/reject/defer
• Funding not the role of VPACT however will comment on financial assessment 
• If VPACT recommendation to implement a practice / technology agreed by DHS, 

funding negotiated with DHS

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20042004--05 to 200605 to 2006--0707

Criteria informing VPACT decision-making:
• Clinical Need 
• Current treatments
• Proposed new technology/clinical practice  
• Patient population/numbers
• Evidence of safety, efficacy and clinical effectiveness 
• Evidence of cost effectiveness
• Availability of expert guidance/guidelines/protocols
• Clinical feasibility
• Clinical training/competency 
• Clinical infrastructure requirements
• Health service impact 
• Health service estimates of expenditure, revenue, savings and cost
• effectiveness
• Clinical governance: monitoring and evaluation of activity, quality, 

safety and outcomes

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20042004--05 to 200605 to 2006--0707

Submission Inclusion Criteria
• to be introduced into, or systematised in, the Victorian public

health sector in the forthcoming financial year
• must be aligned with departmental and health service/hospital

priorities
• must have a statewide application
• must be registered by the TGA for use in Australia
• must be of proven efficacy and have demonstrated 

improvement in clinical outcome and/or reduction in long term 
health costs

• demonstrated evidence of operator credentialing and 
competency for a new procedure or use of a new prosthesis or 
medical device 

• total cost of implementing the technology/clinical practice 
across the state must be a minimum of $250,000 p.a

Exclusions include service enhancements and equipment and IT unless it is
required for implementation and not used for other clinical services.

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program

20042004--05 to 200605 to 2006--0707

The Scorecard

• submission process and proforma revised and 
strengthened

• guidance on establishing hospital committees 
to assess new technology / clinical practice
developed 

• more proactive focus

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20042004--05 to 200605 to 2006--0707

However ......

• Key focus remains funding
• Challenges in the inclusion criteria that submission must have a

statewide application
• Assessment of existing technologies yet to be undertaken
• VPACT’s (DHS) role in monitoring the introduction and use of 

new technologies and clinical practices in public health services 
that do not come to VPACT to be determined

• Consideration of how early identification of new technologies 
and clinical practices with potential implications for public health 
services to be strengthened.

• Dissemination of information on introduction and use of new 
and existing technologies and clinical practices to be 
strengthened.
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New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20072007--08 and beyond08 and beyond

Final thoughts

• Increased focus: 
– on state-wide service / practice development in 

considering new technology / practice, and,
– assessment of existing technology and practice

• What are the implications of these for service 
/system networks and referral pathways

• How can we (DHS/Services) work together more 
effectively and collaboratively

New Technology/Clinical Practice New Technology/Clinical Practice 
The Victorian ProgramThe Victorian Program
20072007--08 and beyond08 and beyond

Final .... final thoughts
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Department of Human Services

Implementing a new technology/ 
clinical practice: the DHS view 

Case study: Coronary artery drug-eluting stents
Dr Paul Fennessy, Programs Branch

Generic issues about introducing new Generic issues about introducing new 
technology/clinical practice technology/clinical practice 

• Variability in decision-making 
– National (HSDG, PBS), state (VPACT), local (DTC, HREC)

• Variability in policy
– National (Medicare Agreement), state (DHS policies), health 

service 

• Variable funding sources for drugs
– National (PBS), state (New Technology Program), local 

(clinical trial, pharmacy budget)

• Variability in regulating/overseeing clinical trials/ 
research
– TGA, DTC, HREC

• Variability in purchasing health technology
– Health service driven or centrally driven?

Brief history…Brief history…
• Drug-eluting stents (DES) approved by TGA in August 2002
• DES ‘grandfathered’ into Schedule 5 by PHIMDEC 

– private sector DES use without any assessment of clinical or cost 
effectiveness

• Anecdotally, almost all private patients having PCI receive DES
• Submissions from 6 health services seeking $ for DES in 2002-

03 (not TGA approved by submission deadline):
– Cost/DES: $3,800 - $5,000
– DES/pt: 1.0 – 1.4
– DRGs

• F10Z PCI+AMI
• F15Z PCI-AMI+stent
• F66 coronary atherosclerosis
• F14 vascular proc+mjr reconstruction-pump
• F16 PCI-AMI-stent

DES use policyDES use policy

• Developed in 2003-04 in consultation with Directors of 
Cardiology from all 9 public providers of interventional 
cardiology

• Purpose: 
– to specify patient conditions in which DES can be used in public

patients so that patients, clinicians and managers may be confident 
that their use is supported by evidence of efficacy, safety and 
effective resource utilisation

– to ensure there is a mechanism for monitoring outcomes.

DES policy: backgroundDES policy: background

Policy was developed following consideration of the 
following: 

• A literature review of the efficacy and effectiveness of 
DES from clinical trials

• Advice from other Australian jurisdictions providing DES 
to public patients, including senior clinicians

• Consultation with cardiologists from Victorian public 
hospitals providing PCI

• Reported DES utilisation

Patient profile for approved DES usePatient profile for approved DES use

DES should only be provided to patients with one or more of the 
following characteristics, presentation of which represents a high-
risk of developing restenosis within a 12 month period following 
PCI: 

– Diabetes (type I or type II)
– Long coronary artery lesions (>20mm in length)
– Small diameter coronary arteries ( 2.5mm in diameter)
– Chronic renal failure
– Ostial lesions
– Bifurcation lesions
– Chronic total occlusions
– Previous CABG
– In-stent restenosis.

Presentation three

Implementing a new technology/clinical practice: the DHS view

Case study: coronary artery drug-eluting stents
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Process…Process…

• Set quarterly targets
• Monitored actual activity
• Actual < predicted

$3.5 M2,7251,8852005-06

$3.6 M2,1831,8782004-05

$2.3 M1,3861,0322003-04

$ costPredictedActual Year

Reimbursement for DES use Reimbursement for DES use 
in public hospitalsin public hospitals

• In 2003-04, 1.4 DES/procedure & 40% all PCI cases using DES
• In 2004-05, 1.2 DES/procedure as reported by health services
• In 2005-06, as for 2004-05:

– Reimbursement paid to predicted
– Only 1 hospital exceeded estimated DES use
– Actual DES use in other 8 hospitals ranged from 63-91% of 

estimated activity

Intended ongoing reimbursement: Intended ongoing reimbursement: 
mainstream DES costs for public patientsmainstream DES costs for public patients

• Cost weights for relevant DRGs revised to incorporate DES use 
in PCI procedures [F10Z (PCI+AMI) & F15Z (PCI-AMI+stent)]

• Based on:
– $2,400 per DES
– 1.2 DES used per PCI procedure
– DES used in 40% of PCI cases 

• Expected outcome: DES use in appropriate patients funded 
through cost weights/WIES

What actually happened…What actually happened…

• Cost weights revised as indicated for 2006-07
– as per policy and as per reported clinical practice

• Victorian Advisory Committee On Casemix Data 
Integrity (VACCDI) endorsed the revised cost weights 

BUT…
• 2006-07 health service overall WIES target did not 

grow to accommodate the 2 revised cost weights 
therefore increasing pressure on a capped budget 

In summaryIn summary

• Process is right
• Clinical practice is right
• The challenge remains to  mainstream costs for new technology
• Public sector DES use has driven down DES cost

– $3,300/DES in private sector (MJA 2007)
– Will new DES/competition further reduce DES cost?
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DISINVESTMENTDISINVESTMENT
(Or should it be Reinvestment)(Or should it be Reinvestment)

RICHARD KING RICHARD KING –– CHAIRCHAIR
NEW TECHNOLOGY COMMITTEENEW TECHNOLOGY COMMITTEE

SOUTHERN HEALTHSOUTHERN HEALTH

CLAIRE HARRIS CLAIRE HARRIS –– DIRECTORDIRECTOR
CENTRE FOR CLINICAL EFFECTIVENESSCENTRE FOR CLINICAL EFFECTIVENESS

SOUTHERN HEALTHSOUTHERN HEALTH

Thanks to Janet Hiller and Adam Thanks to Janet Hiller and Adam ElshaugElshaug
Adelaide Health TechnologyAdelaide Health Technology

Assessment School of PopulationAssessment School of Population
Health and Clinical PracticeHealth and Clinical Practice

University of AdelaideUniversity of Adelaide

Disinvestment relates to the withdrawing Disinvestment relates to the withdrawing 
(partially or completely) of health care (partially or completely) of health care 
practices, procedures, technologies and practices, procedures, technologies and 
pharmaceuticals that are deemed to deliver pharmaceuticals that are deemed to deliver 
no or low health gain and are thus not no or low health gain and are thus not 
efficient or appropriate health resource efficient or appropriate health resource 
allocationsallocations

ElshaugElshaug & Hiller (2007)& Hiller (2007)

AUSTRALIAAUSTRALIA
1999 MINISTER WOOLRIDGE1999 MINISTER WOOLRIDGE

SETS UP MSACSETS UP MSAC

Evidence based review of new Evidence based review of new 
technologies and procedures technologies and procedures ANDAND
review of existing outdated or review of existing outdated or 
evidence lacking schedule items.evidence lacking schedule items.

Why MSAC has not Why MSAC has not 
been able to do thisbeen able to do this

1.1. Workload (700 page Agendas)Workload (700 page Agendas)

2.2. FundingFunding

3.3. Little or no support from DOHALittle or no support from DOHA

4.4. No good process when items identified as No good process when items identified as 
lacking evidence.lacking evidence.

Civil Standard Civil Standard 

((ieie getting on schedule)getting on schedule)

“Balance of Probabilities”“Balance of Probabilities”

Criminal Standards Criminal Standards 

((ieie getting off schedule)getting off schedule)

“Beyond Reasonable Doubt”“Beyond Reasonable Doubt”

September 2006 Nice asked to September 2006 Nice asked to ““Identify Identify 
and stop ineffective interventions and and stop ineffective interventions and 
make health services more equitable make health services more equitable 
across the countryacross the country””

Andy BurnhamAndy Burnham

UK Health MinisterUK Health Minister

Presentation four

Disinvestment (or should it be reinvestment?)
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HOW?HOW?
1.1. Technology Appraisals and clinical guidelines aimed Technology Appraisals and clinical guidelines aimed 

at reducing ineffective practice. Eg:at reducing ineffective practice. Eg:

1.1. Antibiotic for viral infectionsAntibiotic for viral infections

2.2. GrommetsGrommets

2.2. Recommendation Reminders Recommendation Reminders ––

Highlighting existing guidance against the use of Highlighting existing guidance against the use of 
interventions that are ineffective or present poor interventions that are ineffective or present poor 
value for money.value for money.

Eg:Eg: Home verses Hospital HemodialysisHome verses Hospital Hemodialysis

3.3. Commissioning guidelines.Commissioning guidelines.

Eg.Eg. Upper GI Endoscopy ColonoscopyUpper GI Endoscopy Colonoscopy

BMA RESPONSE

The Profession is happy to see National 
Guidance “Based on Common 
Understanding and Scientific Evidence on 
the most effective options for their patients.”

It does not want to see “A blanket ban It does not want to see “A blanket ban 
imposed on certain treatments since there imposed on certain treatments since there 
may be occasions where individual may be occasions where individual 
patients, with specific health needs, would patients, with specific health needs, would 
necessitate a particular intervention”.necessitate a particular intervention”.

BUT

INTERNATIONALLYINTERNATIONALLY

1.1. Germany (Germany (IQWiGIQWiG))

-- Exerts influence on drug selection and Exerts influence on drug selection and 
deselectiondeselection

2.2. France (HAS)France (HAS)

-- 3/20073/2007 –– 152 drugs dropped from 152 drugs dropped from 
reimbursement listreimbursement list

3.3. New ZealandNew Zealand

-- Program for budgeting and marginal Program for budgeting and marginal analysis analysis 
(PDM Southern Region New (PDM Southern Region New Zealand) respiratory Zealand) respiratory 
drugs analyseddrugs analysed

4.4. UKUK –– Medicines and Healthcare regulatory Medicines and Healthcare regulatory 
Agency (MHRA)Agency (MHRA)
-- Part of the European Union Regulatory Part of the European Union Regulatory 

Affairs.Affairs.
-- Device manufacturers have to report to Device manufacturers have to report to 

MHRAMHRA
(i)(i) Any malfunction leading to death or            Any malfunction leading to death or            

deterioration of health (includes leaflet deterioration of health (includes leaflet 
information)information)

(ii)(ii) Treatment or medical reason leading Treatment or medical reason leading 
to recall of a device or an advisory to recall of a device or an advisory 
notice.notice.

How can we do betterHow can we do better

AA FederalFederal
1. MSCA (PBAC) – Disinvestment sub committees

2. Medical Benefit Schedule to help identification of low 
use schedule items

3. NHMRC Funding for research into

(i) Disinvestment strategies

(ii) Identification of deletable procedures

4. Do we have a MHRA equivalent? Is this the TGA

5. Mandated guidelines (or is this a state function)
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B State
1. We need to be more co-operative

2.2. VPACT is again the assessment side of VPACT is again the assessment side of 
new technology but we need a new technology but we need a 
disinvestment strategydisinvestment strategy

3.3. Committee representing Health Networks Committee representing Health Networks 
to share informationto share information

4.4. Supporting HTA in the state to look into Supporting HTA in the state to look into 
core evidence procedures and drugs and core evidence procedures and drugs and 
help identify the problemhelp identify the problem

CC Local (Southern Health)Local (Southern Health)

Set up a Disinvestment Subcommittee of the New Technology Set up a Disinvestment Subcommittee of the New Technology 
Committee comprising:Committee comprising:

Chair (Clinician)Chair (Clinician)
Chief Medical OfficerChief Medical Officer
Director of PharmacyDirector of Pharmacy

Director Biomedical EngineeringDirector Biomedical Engineering
Director Centre for Clinical EffectivenessDirector Centre for Clinical Effectiveness
Manager New Technologies CommitteeManager New Technologies Committee

Chairman, Clinical Ethics Committee (Clinician)Chairman, Clinical Ethics Committee (Clinician)
Major Hospital Improvement ProgramMajor Hospital Improvement Program
One Lay member yet to be appointedOne Lay member yet to be appointed

To advise the CEO through the Executive To advise the CEO through the Executive 
Quality and Safety Committee of devices Quality and Safety Committee of devices 

procedures and medications which should not procedures and medications which should not 
be used at Southern Health or whose be used at Southern Health or whose 

utilisation should be changed.utilisation should be changed.

ROLEROLE HOW ARE WE GOING?HOW ARE WE GOING?

Identified areas for potential improvementIdentified areas for potential improvement

Swan Swan GanzGanz CathetersCatheters
Crystalloid Colloid SolutionsCrystalloid Colloid Solutions
CircumcisionCircumcision
Varicose VeinsVaricose Veins

IN SUMMARYIN SUMMARY

1.1. We need disinvestment to improve equity, We need disinvestment to improve equity, 
effectiveness and quality and safety of care and effectiveness and quality and safety of care and 
sustainability of resource limitation.sustainability of resource limitation.

2.2. We need a framework to identify problems and to We need a framework to identify problems and to 
gain adherence to guidelines.gain adherence to guidelines.

3.3. We need to support research in this area.We need to support research in this area.

4.4. We need to have a coWe need to have a co--operative approach between operative approach between 
DHS Networks and the Professions.DHS Networks and the Professions.

5.5. We need to reward endeavours not just cut costs.We need to reward endeavours not just cut costs.

“We do not know how much of the total “We do not know how much of the total 
health care Australians receive is health care Australians receive is 

evidence based; evidence based; 

Studies of a number of specific Studies of a number of specific 
conditions show that there are gaps conditions show that there are gaps 

between what is known and what between what is known and what 
happens in practice.”happens in practice.”

Heather Buchan CEO, NICS (MJA Heather Buchan CEO, NICS (MJA 
2004)2004)
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“The greatest enemy of “The greatest enemy of 
knowledge is not ignorance; knowledge is not ignorance; 

it is the illusion of knowledge.”it is the illusion of knowledge.”

Stephen HawkingStephen Hawking
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Principles of role delineation 

Role delineation defi nes the minimum level of clinical services that should be provided by a health 

service to achieve a defi ned level of care. Role delineation depends on facility standards, a capacity 

to meet standards of care, and a population base of a suffi cient size to generate a large enough 

workload for the maintenance of high-quality, safe and effective services. Role delineation can 

help to ensure that care is delivered equitably and effi ciently in relation to geographic and 

demographic factors.

The level of service prescribed by role delineation describes the complexity of the clinical activity 

undertaken, which is chiefl y determined by the presence of appropriate health care personnel 

who hold qualifi cations compatible with the defi ned level of care. Necessary support services 

for a defi ned level of care within a facility should be identifi ed. Adequate formal appointment and 

credentialing processes are mandatory.

Role delineation promotes best practice patient care within existing infrastructure and resources, 

supports care paradigms specifi c to a clinical service and facilitates the strengthening of links between 

health services through continuing education, research and other identifi ed initiatives. Role delineation 

considers the continuum of care and encourages linked, rather than stand-alone, services.

Both New South Wales and Queensland have developed and implemented role delineation for 

health services in a range of clinical specialities (Statewide Services Development Branch 2002, 

Queensland Health 2005). The aim of these is to guide health services in describing the services 

they provide and act as a tool for planning service developments. As indicated above, these 

frameworks delineate minimum requirements for the provision and planning of health services.

In Victoria, role delineation for cancer and maternity services is being implemented and underpins 

the delivery of clinical services in rural Victorian areas (CCORE 2003, DHS 2004a). The frameworks 

indicate access to appropriate expertise to ensure optimum care is provided in accordance with 

the infrastructure and services available within a health service.

The delivery of other clinical services in Victoria supported by role delineation is imminent.

The terms ‘role delineation’, ‘role designation’ and ‘levels of service provision’ are often used 

interchangeably, but all refer to a similar concept.

Appendix 4




