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Response to: Medicare Locals 

Discussion Paper on Governance and Functions
Background

General Practice Queensland (GPQ), on behalf of its 17 member divisions of general practice, provides the following response to the Medicare Locals (MLs); Discussion Paper on Governance and Function. 

GPQ committed to gathering feedback through a variety of mechanisms including: 

· consultation at the Queensland Divisions Forums across 2010 – a key event held three times a year that brings together all 17 Queensland divisions and key stakeholders;

· regular meetings with the Queensland Divisions Network Transition Group – a group advising GPQ that consists of a nominated representative from each Queensland division that ensures that all divisions are actively engaged in discussion to inform and guide the transition and implementation of reform;

· formal engagement with key primary health care stakeholders through the Queensland Primary Health Care Network - a group established to connect organisations and share information relating to the health reform agenda, and;
· advice and guidance from the GPQ Board. 
Responses to questions posed in the paper
What features will MLs need to have in order to achieve their objectives?
1. Identification of the health needs of local areas and development of locally focused and responsive health services. 
· Specific government direction or guidelines to give MLs the targets around health service improvement; a phased approach towards achieving health improvement is more likely to be successful.
· Consumers and consumer groups are currently somewhat engaged in issues relating to service provision through non health and frequently non government sectors. MLs will need to work with existing providers spanning the health and social care spectrum including organisations working with marginalised individuals and communities.
· MLs should formally partner with peak consumer bodies and groups that already work with and are trusted by marginalised individuals and communities; this will be the key to obtaining input from a broad consumer base.

· The COAG Closing the Gap agenda is not well represented in the discussion paper. This is a key aspect of identifying health needs of Aboriginal and Torres Strait Islander people.
· In identifying health needs MLs need Department of Health and Ageing (DoHA) guidance on 
· which social determinants of health they will focus on; and 
· the contractual requirements for prevention, health promotion and Chronic Disease Management (CDM) activities for individuals and communities. This will affect the emphasis on both horizontal and vertical integration and the structures and systems required (e.g. data systems, assessment, referral, coordination).
· It is unclear from the discussion paper how MLs will be affected by the Australian National Preventive Health Agency in terms of prioritisation, direction and delivery. 
· Flexible funding arrangements allowing local decision making based on evidence of health need/ service gaps and appropriate health service planning
· A clear role in the coordination and delivery of community based, primary  health care services (including those currently delivered by State health)

2. Improving the patient journey through developing integrated and coordinated services, including across the transitions between primary, acute and aged care.
· No specific mechanisms for developing integrated and coordinated services are identified.
· Guidelines and direction are required by MLs particularly around proposed aged care solutions (e.g. aged care one stop shops) and other aged care reforms outlined in the NHHN documents.
· MLs need immediate advice and guidance around the outcomes of the Productivity Commission Inquiry into Aged Care.

· MLs and LHNs need to be mandated or incentivised either contractually and / or legally, to work in partnerships with other organisations and stakeholders on population health planning and service delivery.
· Are there lessons from (and links with) the Commonwealth’s Transition Care Program which can be shared with MLs?
· States need to be convinced and supported of the benefits of transferring their community and primary health care services to the Commonwealth and the role would MLs needs to be clarified. Clinical governance mechanisms to support transferred services needs to be robustly worked through as well as other issues relating to industrial relations and financing. 
· Integration and coordination of services is unlikely to happen without clear strategy and specific funding for change management. Current proposals do not offer clarity around how financial flows will be reformed to support service redesign where appropriate (e.g. reducing hospital use and increasing community services; provided by or commissioned by a ML).
· Health and social care partnerships need to be established by MLs and LHNs to support better transfers of patients between sectors. Again, this needs to be clear and mandated or incentivised through a specific mechanism.
3. Providing support to clinicians and service providers to improve patient care

· MLs need clear direction on the proposed clinical safety and quality standards to which they will be held accountable and to which the primary health services in their area will be held accountable. 
· Relationships currently aren’t clear between;

· MLs;
· Lead Clinician Groups, and;
· The Australian Commission on Safety and Quality in Health Care (ACSQHC) 

· The relationship of the proposed quality regime; the National Performance Authority and existing state level quality arrangements (e.g. Health Quality and Complaints Commission (HQCC)) is unclear;
· MLs need clarity on their responsibilities in monitoring clinicians’ performance; 
· Clinicians will need access to clinical data, data analysis and interpretation across the care spectrum, MLs will have to adapt their skill base to include staff able to deliver these services;
· Clinicians need to have input into how the targets in healthy communities report are set and how achievable the provision of data will be; healthy communities reports should also align with local government healthy community reports and LHN reports where possible and relevant; 
· Quality measures should also empower consumers to report complaints and have assurance that the complaints procedure will provide an outcome; MLs will need to incorporate this into their clinical governance systems;
· Clinicians need to have access to service profiles in their local areas including discharge and referral information across the Non Government Organisation (NGO) sector. 
· Need to ensure that any mechanisms established do not negatively impact on busy GP workloads

· Given that MLs will not necessarily have GPs on Boards, there is no mechanism for retaining General Practice engagement. GP engagement is pivitol to the success of the health reforms.
4. Facilitation of the implementation and successful performance of primary health care initiatives and programs

· MLs will need to have appropriate power, authority and budgets to implement initiatives and drive change.
· If we are serious about reducing hospital use, MLs will need to be on an equal footing with LHNs – maintaining current power and funding imbalances will reinforce the status quo and service redesign will be less achievable, KPIs focusing on this issue may be required;
· Systems for determining priorities for new primary health care funding need to be clear. The potential commissioning/ purchasing functions which have been discussed for MLs should be clarified with immediate effect to enable the appropriate establishment of these organisations;
· MLs need clarity regarding the scope of what’s to be included in primary health care – in the short, medium and long term. MLs should have a clear role in the coordination and delivery of key primary health care services, including those delivered by state health currently.
5. Be efficient and accountable with strong governance and effective management

· Community engagement needs to be linked to MLs accountability 

· A comprehensive evaluation of the process of ML transitioning would support learning in future transitions (post July 2011).
· Form must follow function and MLs must be able to demonstrate how their organisational and managerial structures will improve the health of individuals and communities.

· DOHA need to immediately clarify what it means by ‘The potential for MLs to manage the funding and policy responsibility for primary health care services if delivery is transferred from the States and Territories to the Commonwealth’ (P6).  

· Governance and management are means to an end, not ends in themselves.
Are there other roles and functions MLs could potentially adopt?

· Commissioning role of MLs proposed in previous NHHN documents should be revisited and articulated.
· Service redesign – reducing hospital admissions and increasing innovative and community health services however funding models need to be established to facilitate service redesign where appropriate.
· Quality improvement management of general practice and primary care services.
What challenges will there be for MLs in performing the proposed roles and functions?
· Program/tied funding and lack of flexibility to address identified needs at a regional level
· Maintaining strong GP engagement in the transition process and in ensuring effective MLs

· Public education to explain the role of Medicare Locals.  Need to ensure that consumers are aware of what the role and functions of a ML is – ie not about Medicare refunds.

How should MLs and LHNs work together?

· Funding models currently and under the new proposals do not facilitate out of hospital service redesign.
· Power imbalance between MLs and LHNs needs to be recognised and addressed if services are to be remodelled.
· Lots of opportunity for improving clinical pathways exists in the proposed discussion paper but no preferred or recommended strategies for interface improvements are suggested.
· State organisations need to support MLs to work across state wide service, increase skills, deliver improved clinical governance as well as other functions.
· Joint planning and integration systems.

· In regards to joint governance appointments:

· Ensure alignment between the constitutions of each organization so that their objects are congruent and complementary.  Joint appointments to Boards should not therefore be necessary as each Board is charged with achieving common goals. 

· Cross governance mechanisms will work most effectively at both a strategic and operational level. At the strategic level, Senior executives of each organisation are responsible for setting the strategic aims for the coordination and integration of services, while at the operation level groups of clinicians are engaged in developing pathways for the transition of care between acute and primary services.  

What other broad principles or characteristics are important in establishing governance arrangements for MLs?

· The Community Controlled Health sector needs to be included.
· Power to redesign services sits with LHN – current challenge is that there is no clear way as to how this can be pulled from LHN sector.
· Clinical engagement - clinician input has to be demonstrable and linked to service redesign.
· How clinical information feeds into administrative management of ML (e.g. providing advice to the Board).
· Consumer consultation should include transparent and accountable information to general public (as well as current service users) e.g. open AGMs, input into service planning, funded engagement models.
· The governance structures of the new PHCO should be set up so that they encourage; engage; and ensure strong GP leadership and engagement.

What formal linkages are required between LHNs and MLs to ensure good coordination of services to the community?

· Formal, funded or incentivised partnerships – for example a health and social care partnership with specific targets across health and social care boundaries.
· Phased approaches with agreement to jointly target service improvement (e.g. a shared local health delivery planning mechanism across LHN and ML and service delivery outcome / output targets).

· Shared performance targets – with shared incentives and penalties.
· Shared accountability measures to the general public as well as consumer and community groups.
· Shared Clinical Pathways

What is needed to ensure that the structures and governance arrangements for MLs are flexible enough to deal with future changes in the health care system, including potentially different roles and responsibilities in PHC?

· A clear expectation of the evolving role of MLs and LHNs to allow for short, mid and long term service planning.
· ML funding should move away from a program /tied approach to enable local flexibility to meet locally identified need. There is no problem in having dedicated funding allocated to each of specific areas for health improvement (e.g. aged care/ indigenous health) however ML Boards should have the opportunity to allocate their funding based on an evidence base of identified health needs/ service gaps and/or local health plans. 

· Current funding models often have a 12-month funding cycle and a 3-year contract.  This makes long term planning very difficult. Future funding models should consider longer term health improvement strategies. 

What other types of internal governance structures are needed to support the Board and the operations of the MLs?

DLA Phillips Fox provided advice
 regarding ML governance as outlined below;

· The constitution of the ML should require that Board committees be established such as;

· A Audit and Risk Committee
· A Clinical Governance Committee

· Other committees as appropriate.
· In NZ mechanism of cross governance between PHCOs and LHNs is via “alliances”. This concept has merit and should be considered as a possible solution. 

· GP representation, Human Resource, Training and Financial expertise needs to form part of the governance structures.

Who should the members of MLs be? 

· DLA Phillips Fox offer four options for ML membership
 recommending that the preferred membership is selected primary health care and other community health organisations and education providers.

How should membership be structured to ensure MLs focus on the health needs of their local community?
· Preferred approach around membership structure appears to be a mix of organisations and individuals.
· Exact mix to be determined via local requirements.
· The membership needs to have capacity if based on community need for research, planning, and evaluation coupled with consumers and health professionals.

What rights should members have and should they be able to influence the governance or the activities of MLs?  

· The usual rights of a Company Limited by Guarantee. 
· Members should be able to direct funding and resources to local need, based on evidence of need and evidence on intervention and potential improvement.
What aspects of clinical governance should MLs be responsible for?

· Clinical governance for services provided by MLs, this means that ML Boards will need significant expert clinical advice.
· Clinical governance in primary care and general practice services – monitoring and influencing improving quality within these services over time; this will be a challenge as MLs will have no jurisdiction over GPs and / or primary healthcare services (those which the ML doesn’t provide).
· Assessing and addressing service gaps within the system – again the ML will have no jurisdiction to challenge poor service delivery and outcomes.
· Medicare Local role in clinical governance may have to take account of accreditation requirements for practices via AGPAL et al and for individual practitioners via colleges eg RACGP/ACCRM. The Health Quality and Complaints Commission in QLD will probably also maintain clinical standards and in time expect compliance around these standards. Need to clarify the role of MLs in clinical governance around individual businesses especially how they interface with different accrediting/regulatory bodies. 

What is required to ensure appropriate linkages between MLs clinical governance and local lead clinician groups?

· Specific skills will be required by ML in the delivery of high standards of clinical governance. This will necessitate a high level of clinical leadership. MLs will need to have access to clinical data systems and well developed skills in data analysis and interpretation to allow clinicians to advise the Board;
· Formal partnerships to undertake clinical governance activities will have to be agreed across health sectors (e.g. serious incident reporting);
· Lead clinician groups will need formal agreements with the ML and LHN to provide advice;
· Sophisticated systems for supporting and incorporating clinical advice will need to be developed to support transparency around uptake of clinical advice in relation to clinical governance.

How can communities’ best be supported to fully participate in the activities of MLs?

· Include health consumer representatives and community groups in the governance of ML to ensure consumer perspectives are provided and considered and local community needs around primary health care service delivery and systems are met;
· Develop a national consumer engagement framework to guide ML engagement practices. 
· The Australian Institute of Company Directors (AICD) clearly states that all directors of a company have a duty to act in the best interest of that company.  More specifically their duty is to the company to which they have been appointed as director and not to another organisation or to any other group of which they may have been selected as its representative. Governments could stipulate in their contracts with MLs and LHNs that they must have strategies in place for considering the views of consumers but not mandate the way that this is done.   

What can MLs do to facilitate stronger community participation in local PHC service planning and delivery?

· MLs and LHNs should have a key role in promoting consumer engagement and health literacy and in delivering health programs.
· Representation on boards particularly in relation to “consumers” and “common membership of governance structures for MLs and LHNs” is unlikely to represent the views of all consumers.  Other mechanisms for this, include

· having a board advisory committee (made up of community members) that puts forward recommendations to the board on matters relating to consumers and

· Including consumers as members of relevant Program Advisory Committees.  
What kinds of information would be appropriate to provide in Healthy Communities reports?

· Health and social care integration;

· Population health improvement targets;

· Social inclusion programs - programs to target social deprivation;

· Community engagement and consultation measures.
perceived omissions from the discussion Paper
support Functions for MLs
The discussion paper does not recognise the functions required at a state and national level to support the transition and ongoing capacity building for MLs. The Queensland divisions have identified the key functions required to support MLs at a state level. These functions include;
· Interface with state government and state health services, including primary health care services;
· Interface with state health as a future health service systems manager (performance, industrial relations, IT, support services etc);

· Strategic planning with state government and state health services (e.g. Queensland Government Suicide Prevention Action Plan);

· State wide liaison and consultation, particularly with primary health care stakeholders. Many primary healthcare organisations have no regional or local level representation. In Queensland, GPQ facilitates the Queensland Primary Health Care Network; a network of 45+ stakeholder group representatives. This network demonstrates the need for ongoing wider consultation and communications on issues relating to improving the patient journey across statutory and NGO sectors; across health and social services to meet the growing expectation for improved service integration under the reform model;

· Support capacity and capability development in skills, knowledge and expertise including clinical and corporate governance and population health planning; 

· Thought Leadership, Models of Care and Service Innovation; current state wide examples of developing innovative projects with consistent quality standards include: 

· activate: mind & body (improving the physical and oral health of people with a serious mental illness);
· General Practice Liaison; Interface improvement analysis and scoping;
· Partners In Mind (mental health improvement between State health and primary care sectors);
· Shared business modelling e.g. human resources, finance;
· Workforce planning, support and development;

· State wide approaches to population health and service planning;

· Knowledge sharing, dissemination and information exchange;

· Project and program leadership;

· Research and development;

· Data and information sharing;

· Information Technology (e.g. secure messaging etc.);

· Securing investment from diverse funders to meet identified service gaps and population health needs;

· Program management and systemic models of care (e.g. practice nursing).

Framework for Service Integration

GPQ, through its Collaborative Research Hub, has identified a Framework for Service Integration, which incorporates 12 key elements, to support the development of a strengthened primary care system
 . These elements are as follows:
1. Integrated Governance Models

2. Collaboration and Partnering

3. Population Health & Service Planning

4. Infrastructure Development

5. Workforce Utilisation – Models of Care

6. Integration Across Sectors

7. Engagement Model – Strategies (clinician, consumer and community)

8. Training and Education

9. Funding Models and Sustainability (New organisations need time and stability to build capability, trust, culture and systems to be sustainable, McDonald et al., 2006)
10. Innovation – Research and Development, Knowledge Sharing, Evidence Based Practice

11. Performance Measures – KPIs (Performance Framework – accountability, UK System)

12. Change Management – leadership, advocacy, education, behavioural and cultural change

The Framework for Service Integration can be used to:

· assist in the identification of potential key elements missing from a Medicare Local (ML);

· look at what can be done collectively to address and respond to areas of unmet need by both MLs and LHNs (Local Hospital Networks); 

· address issues of safety and quality (timeliness and effectiveness of care), information transfer (connectivity and continuity), and governance and collaboration;

· establish high level service planning including mapping, the use of data collected and service redesign.

Key messages on achieving an integrated health system 

· Explicit approaches to manage the integration between MLs and LHNs, whether through investment, structural mechanisms, incentives or penalties and timeliness in order to deliver targets outlined are required.

· Review current funding models and develop new funding models/ mechanisms to support out of hospital service redesign. 

· Primary health care services must be integrated and delivered in a coordinated way. It is concerning that under the COAG agreement significant primary health care services including dental care and sexual health are excluded from transfer to the Commonwealth. Consumers may find a split system confusing and difficult to navigate. Details regarding how primary health care services, which remain under state control, will engage with Commonwealth primary health care services are required.

· Seamless primary health care across all sectors is essential to obtain better health outcomes for consumers. Details as to how this will be delivered under the proposed model for MLs and LHNs collaboration are needed. Information is also required concerning the mechanisms to be implemented to ensure seamless transitions between primary and acute care (and vice-versa).

· Clarification of ‘common membership of governance structures’ for MLs and LHNs is required.  Any common membership of governance structures should include consumers and community groups.

· Fragmentation occurs within as well as across sectors; for example population health planning and health promotion functions do not sit in Queensland District Health Services. It is imperative that these health planning and promotion functions are included in integration discussions.

� Report to the AGPN: Advice and recommendations for structure, membership and governance of Primary Health Care Organisations ALM:HLW:GMB / 0489548, DLA Phillips Fox





�  Report to the AGPN: Advice and recommendations for structure, membership and governance of Primary Health Care Organisations ALM:HLW:GMB / 0489548, DLA Phillips Fox


� Armstrong, K. (2010) Framework for Service Integration: Elements to support the development of strengthened primary care system in facilitating coordinated, cross sector services. Presentation at the Queensland Division Forum, 15 October 2010, available at � HYPERLINK "http://www.gpqld.com.au/page/Partnershipss/Collaborative_Research_Hub/" \t "_parent" �http://www.gpqld.com.au/page/Partnershipss/Collaborative_Research_Hub/�. Framework still under development. 
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