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Presenter
Presentation Notes
Thank you for the invitation to come and present today. Clearly the Queensland health system is being intensely scrutinised at present. Other jurisdictions in Australia and internationally are all struggling to respond to many of the same challenges. It is my hope that this meeting will contribute to the development of some innovative and sustainable responses through the Divisions network.
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Overview

§ Summary of the “Scoping the evidence” document
§ Decontextualised evidence and evidence to inform 

policy
§ The role of general practice and divisions

Presenter
Presentation Notes
In the first part of the presentation I will briefly summarise the “Scoping of the evidence” document we produced as a companion to the Primary Health Care Position Statement. In doing so I am assuming that this document either has been read or can be read by everyone here – so I will not use the time to read it to you! 

I will talk about “decontextualised evidence” (really what the scoping document is), and then move on to consider how evidence like this is used to influence policy. Ultimately there need to be policy responses to the pressing issues confronting not just Queensland’s health system, but the Australian health system overall. And general practice and Divisions must be part of the processes that shape these policies.

But first, a brief reminder of what APHCRI is.
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APHCRI’s mission and strategic 
goals

§ Mission: to provide national leadership in improving 
the quality and effectiveness of primary health care 
through the conduct of high quality priority-driven 
research and the support and promotion of best 
practice
§ Strategic Goals

• A stronger knowledge base 
• Uptake of research evidence 
• Enhanced research capacity 
• An effective organisation 

Presenter
Presentation Notes
This slide summarizes APHCRI’s mission and strategic goals.
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APHCRI – a virtual institute

§ “Hub and Spoke” model
§ Hub based at the Australian 

National University
§ Spokes are programs of 

research undertaken around the 
nation commissioned by the 
Institute’s Research Advisory 
Board

§ The Hub and Spokes together 
form the Institute and meet the 
Institute’s mission and goals

Presenter
Presentation Notes
It is a virtual institute – the intent being that the work of the Institute is achieved through the Hub and Spokes together. 
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Australian 
Government

Policy and Decision 
Makers

Providers of Primary 
Health Care services 

and their 
organisations

Research 
Community

Consumers of Primary 
Health Care Services 

and their organisations

APHCRI

Hub and 
Spokes

APHCRI’s approach
Co-producers with APHCRI

“Contestable 
collaboration”

Presenter
Presentation Notes
If APHCRI is to engage with issues of national policy relevance and undertake activities that allow research evidence to inform p[olicy responses, it seems sensible that a “co-production” approach is employed. 
Jonathan Lomas developed the notion of linkage and exchange. Talking and listening to each other is important. To illustrate from APHCRI's perspective.
APHCRI has four key stakeholder groups. They are depicted on this slide, and the arrows show how APHCRI is committed in all its activities to engage these stakeholder groups and facilitate meaningful exchanges between them.
The first group comprise the Australian government and its relevant agencies. The Australian
Government has provided the funds for APHCRI. Central to government is policy analysis, policy making and decision making – all essential to primary health care reform.
The second group are the providers of primary health care services and their respective organizations. To be successful, reforms in primary health care must be developed through active engage with this group.
The third group is the wider research community as distinct from the spokes who are part of APHCRI.  This community must recognize APHCRI and its knowledge products as being legitimate.
Finally, because consumers of primary health care services are the ultimate beneficiaries of APHCRI’s work, they and their various organizations are essential to APHCRI.
Identifying questions of national policy significance is unlikely to be something researchers alone do well. Excluding providers from the discussion raises the probability that the results will be impractical in real world settings. Co-production sees all these groups involved.
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Co-producing with the Divisions

Presenter
Presentation Notes
Here then is a tangible example of how this virtual institute partners with key stakeholders
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Scoping the evidence

§ Health system reforms aimed at improving 
quality, equity, efficiency, effectiveness and 
responsiveness

§ Growing evidence base about the importance of 
primary health care in achieving these outcomes
• E.g. “improved population health outcomes for all-cause 

mortality, all-cause premature mortality, and cause-
specific premature mortality from major respiratory and 
cardiovascular diseases.” [1]

§ Deployment of “meso” level organisations

1] What are  the advantages and disadvantages of restructuring a health system focused on 
primary care services? WHO Regional Office for Europe’s Health Evidence Network (HEN) 
January 2004 http://www.euro.who.int/document/e82997.pdf Accessed October 2005

Presenter
Presentation Notes
Reform – a word that is used a lot. But the issues won’t go away. Who would not want a quality equitable effective efficient and responsive health system? How is this achieved in the face of impending major shifts in the demographic profile of the country, rising costs of technology and increasing consumer demand?

Primary health care clearly has an evidence based role to play. “meso” level organizations such as divisions of general practice are an important platform for reform.
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Functions and activities of meso level 
primary health care organisations

§ Allocation of regional budgets
§ After hours care
§ Brokering access to services
§ Cinical and practice support
§ Commissioning services
§ Community engagement
§ Contracting with providers
§ Data management
§ Funds pooling
§ Local/regional decision making
§ Disease management
§ Education and training including 

continuing professional 
development for health 
professionals

§ General practitioner, practice 
nurse and allied health 
professional recruitment and 
support

§ Linkage between micro and 
macro levels of the system; 
linkage between “horizontal 
components of the system, 
including in some cases, other 
arms of government (e.g. 
housing); linkage between acute 
and community sectors of the 
system

§ Monitoring quality
§ Patient enrolment
§ Population health activities
§ Triage

Presenter
Presentation Notes
Here is a list of possible functions “meso” level organizations can play in a health system. Note the list is in alphabetical order and not ordered to endorse a plot!
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Nine domains

1. Access
2. Workforce
3. Integration
4. Chronic disease management and prevention
5. Multidisciplinary teams/networks of health service providers
6. Population health and health promotion
7. Community/consumer participation
8. Quality and safety
9. Indigenous health.

Presenter
Presentation Notes
The Position Statement is built around these nine domains.
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Method

§ Focused on systematic reviews addressing nine domains
§ Supplemented with key papers from Australian literature, or 

from Canada, UK, NZ, USA if data were not found in 
Australian sources

§ Material published as a “systematic review” was accepted 
as meeting appropriate quality standards for systematic 
reviews

§ Authors identified key questions within each domain

(Note: Undertaken in short timeframes with limited resource)

Presenter
Presentation Notes
We took this approach in our scoping of the evidence.

So does this mean that “the answer(s)” for the challenges are a simple implementation of what the evidence is in each of the nine domains? If the response is “no” then what should be done?

I want to now briefly consider the links between evidence and policy
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Cautionary notes

§ The document clearly states its limits and its intent 
to be a basis for further discussion.
§ Systematic reviews “decontextualise” evidence

• “average of an average”
§ Policy makers must take account of context
§ The Scoping document needs to be 

“contextualised” for Australian conditions

Presenter
Presentation Notes
Before going on, I want to stress that context is very important for those engaged in policy making.

If we think of a clinical example, a meta-analysis essentially derives the average of reported average effects, and when clinicians apply this knowledge to a particular patient, they must take account of the particulars, (co-morbidities, medications, patient preferences etc etc) and apply the general accordingly. They take decontextualised evidence and apply it to the particular person. They are contextualizing the evidence.
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Links between policy and 
evidence

§ Linear
§ Complicated
§ Complex

Presenter
Presentation Notes
Three metaphors may be useful in thinking about evidence and policy linkages – linear relationships, complicated relationships and complex relationships. I will briefly consider each.

The intent is not to suggest that this are mutually exclusive – rather it is to make clear that there is no single “magic bullet” solution.
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Linear

Image on Port Stephens Council Website:  http://portstephens.local-e.nsw.gov.au/community/35624/35630.html

Presenter
Presentation Notes
Immunization policy could be seen as a “linear” response to evidence. Given what medical science has shown about immunization and the safety and effectiveness of particular agents used to immunize people, a national immunization policy exists. The production of this evidence directly leads to the formation of a policy based (almost) entirely on that evidence.

Health system challenges are solved by producing sound scientific evidence from medical experts and basing policy on that.

Unfortunately, for those of you working in a research field, it is very unusual for a policy response to flow in a linear fashion on the production of scientific evidence, and very unusual for one scientific tradition to produce enough evidence.
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Complicated

Credit: NASA Kids/Bharadwaj

Presenter
Presentation Notes
To get a person on the moon, many things need to be taken into account. Nonetheless, given sufficient will, commitment, resource and expertise it can be done. A solution can be engineered, even though it is a very complicated solution. The solution requires experts from many fields to work together with one goal in mind.

This kind of approach appeals greatly to rational minds – a problem may be complicated, but solutions are possible. In researching health systems, it is tempting to think that given enough expertise and resource, and model could be produced that addresses the challenges. And, it may be that some problems can be solved in this way.

Although relationships are not linear, they are reducible. Complicated approaches remain essentially mechanistic – solutions to problems within the health system seen drawing heavily 
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Complex

Photo by Jessica McCabe:  http://research.unc.edu/endeavors/fall2005/grossberg.php

Presenter
Presentation Notes
Complex adaptive systems display non-mechanistic properties. I know. I have teenagers!

Using a complexity metaphor, the health system is seen to pose challenges akin to those or raising teenagers – no matter what is done, unpredictable surprises result.

If there is anyone here for whom that is not true, could I book a private session with them after this please?

I want to discuss complexity theory in a little more detail.
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Theoretical Frameworks

§ Contributions from academic general practice
• Application of General Systems Theory to the Family Medicine 

context (see for example “A Textbook of Family Medicine” I R 
McWhinney 1989 Oxford University Press)

§ Contributions by philosophers in science and organisational 
theorists
• The application of Complex Science, in particular Complex Adaptive 

System thinking to the health sector (See for example McDaniel RR, 
Driebe DJ Complexity Science and Health Care Management in 
Advances in Health Care Management, Volume 2 pages 11 – 36 2001 
Elsevier Science Ltd. This is an excellent overview of CAS)

• The contribution of context-sensitive science (See for example 
Gibbons M Mode 2 society and the emergence of context-sensitive 
science Science and Public Policy June 2000)

Presenter
Presentation Notes
In thinking about complexity, contributions have been made from academic general practice, philosophers in science and organisational theorists. 
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What do these frameworks add?

§ They provide a different way to think about GP & 
PHC health systems and research
§ They lead to new strategies being postulated by 

which the challenges faced by the sector can be 
addressed

Presenter
Presentation Notes
These frameworks can help us think in different ways about challenging issues.
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Key characteristics of CAS

§ Embrace paradoxes
§ Are self-organizing with distributed controls
§ Emergent – “Emergence is above all a product of couples, 

context-dependent interactions. Technically these 
interactions and the resulting system are nonlinear. The 
behavior of the overall system cannot be obtained by 
summing the behaviors of the constituent parts” (Holland, 
1998)

§ Interconnected – patterns of interconnectedness are 
fundamental and range from simple to very complicated. 
Relationships are nonlinear in nature. Small changes in CAS 
can have very large effects and the converse is also true.

§ Co-evolution – the “observer CAS” is altered by the “subject 
CAS” observed

Presenter
Presentation Notes
Here are some key characteristics of complex adaptive systems.
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Managerial strategies relevant to CAS
(From McDaniel)

§ “Making sense” of the CAS and heterogeneity among agents as the most 
fruitful managerial strategy for enriching sense making

§ Remembering (and forgetting) history – “the most important learning we 
do flows from the trial and error action we take in real time and 
especially from the way we reflect on those actions as we take them”

§ Thinking about the future – scenario planning to develop organizational 
capabilities to respond to uncertainty

§ Dealing with surprise – as surprise emerges in a CAS managers must 
encourage agents to respond to unanticipated circumstances through a 
balance of structure and flexibility

§ Taking action – the key here is to take action as circumstances unfold
§ Developing mindfulness – “Processes that lead to mindfulness include a 

preoccupation with failure, reluctance to simplify interpretations, 
sensitivity to operations, commitment to resilience and under-
specification of structures”

Presenter
Presentation Notes
And here is how one writer sees CAS contributing to management. These contributions are directly relevant to health care systems.
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Bringing it together

§ The health system is under real strain
§ The scoping document summarizes some important 

relevant evidence that informs the ways forward
§ It is a first step, not a completed work
§ It needs to be contextualized

Presenter
Presentation Notes
So, to try and draw this all together



Responses could be informed by

§ Linear solutions (uncommon but don’t discourage 
“simple” ideas coming forward)
§ Complicated solutions (possible but don’t think that 

there is a “one small step…” answer)
§ Complex adaptive systems which emphasize:

• The interconnectedness of things
• Relationships
• Response to emergent conditions

Presenter
Presentation Notes
Commit to co-produce.

Divisions, their GP members, State and Commonwealth policy advisors all have interests in health system reforms aimed at improving quality, equity, efficiency, effectiveness and responsiveness.

What would this look like in Australia?  How could each of the nine domains be addressed in your patch?

Don’t dismiss reductionist thinking. But don’t think the answer can necessarily be found!
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Australian 
Government

Policy and Decision 
Makers

Providers of Primary 
Health Care services 

and their 
organisations

Research 
Community

Consumers of Primary 
Health Care Services 

and their organisations

Divisions and 
GP Members

Commit to co-produce

Presenter
Presentation Notes
Divisions and their GP members should work with Government (Queensland and Commonwealth), other primary health care providers, consumers and the research community to produce and contextualize evidence so that it is of value to policy makers.
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