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Introduction 

 

The Queensland Nurses and Midwives’ Union (QNMU) thanks the Independent Hospital 

Pricing Authority (IHPA) for the opportunity to provide feedback on the Consultation Paper 

on the Pricing Framework for Australian Public Hospital Services 2019-20. 

 

Nursing and midwifery is the largest occupational group in Queensland Health (QH) and one 

of the largest across the Queensland government.  The QNMU is the principal health union 

in Queensland covering all categories of workers that make up the nursing workforce 

including registered nurses (RN), registered midwives (RM), enrolled nurses (EN) and 

assistants in nursing (AIN) who are employed in the public, private and not-for-profit health 

sectors including aged care. 

 

Our more than 60,000 members work across a variety of settings from single person 

operations to large health and non-health institutions, and in a full range of classifications 

from entry level trainees to senior management.  The vast majority of nurses and midwives 

in Queensland are members of the QNMU. 

 

The QNMU has framed our responses to the relevant consultation questions through the 

lens of the following concepts: 

 

• value-based care as it represents a more consumer focused method of 

categorising/classifying healthcare to improve the quality of patient experiences and 

outcomes; 

• models of nurse/midwife practice that allow nurses and midwives to practice to their 

full scope and which offer viable alternatives to existing arrangements; and  

• bundled pricing in maternity services. 
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Are the Pricing Guidelines still relevant in providing guidance on IHPA’s role in 
pricing Australian public hospital services?  

 

The QNMU welcomes IHPA’s proposal to promote value in public hospital services and 

support alternative funding solutions that deliver high quality care and focuses on patient 

outcomes. 

 

We consider the Pricing Guidelines are still relevant.  We suggest IHPA distribute these 

guidelines to the various regulatory agencies for health and aged care such as the Aged Care 

Quality and Safety Commission (ACQSC) and the Australian Commission for Safety and Quality 

in Health Care (ACSQSC).  Regulators should work in collaboration with agencies such as IHPA 

so the focus is on consistent patient outcomes across the health and aged care sectors. 

 

Does the proposed addition to the Pricing Guidelines appropriately capture 
the need for pricing models to support ‘value’ in hospital and health services? 

 

The QNMU has consistently sought innovation and value in delivering high quality patient 

outcomes, however we suggest the proposed addition also refer to the patient experience, 

an important aspect of the total journey.   

 

What should IHPA prioritise when developing AR-DRG Version 11.0 and ICD-
10-AM/ACHI/ACS Twelfth Edition? 

 

As IHPA migrates to version 11.0 we suggest it mitigate any problems with previous versions 

and takes into account relevant government policy. 

 

Are there other priorities that should be included as part of the comprehensive 
review of the admitted acute care classification development process? 

 

The QNMU would like to see the inclusion of alternative models of care e.g. Nurse Practitioner 

led models and Midwifery Group Practice to enable nurses and midwives to work to their full 

scope of practice.  We see greater integration of these models will add value and reduce costs. 

We note in Section 4.4.2 of the discussion paper, IHPA shadow priced medical led multi-

disciplinary case conference (MDCC) service events in NEP19 but was not able to shadow price 

nursing, midwifery or allied health led MDCC due to insufficient data.  IHPA has indicated it 

will continue working with states and territories to obtain this data.  We support this move 

and seek greater funding recognition for the work of nurse navigators (discussed further on). 
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Are there any impediments to implementing pricing using the AECC Version 
1.0 for emergency departments from 1 July 2020? 

 

We note here that emergency departments (EDs) remain under considerable pressure caused 

in part by the large number of elderly Australian being transferred from the aged care sector. 

Nurse practitioner led models of care that meet a particular catchment area may fast track 

patients through EDs. Outreach services by the acute sector (funded) and pressure on aged 

care providers to implement appropriate primary care services could be anticipated to reduce 

some pressure on EDs. 

Are there any impediments to implementing pricing for mental health services 
using AMHCC Version 1.0 from 1 July 2020? 

 

We seek a review of the Australian Mental Health Care Classification (AMHCC) that considers 

an alternative funding model for diagnoses of people with less serious symptoms of 

conditions such as substance abuse, anxiety and depression.  The class for funding does not 

currently provide inpatient care for less acute mental illness that has the potential to become 

severe if left untreated.  

These conditions have a high risk of deterioration and the person may end up in a public 

hospital later with a much more serious illness or after attempted suicide or non-suicidal self-

injury. The QNMU believes the current approach is a form of false economy, with a model of 

early intervention likely to have financial and human cost benefits.  

There is significant evidence that indicates psychological therapies can reduce suicidality and 

promote wellbeing in all age groups and across a range of diagnoses including depression, 

bipolar disorder, schizophrenia and borderline personality disorder (Zalsman et al., 2016). 

Effective pharmacological and psychological treatments of depression are important in 

suicide prevention. Insufficient evidence exists to assess the possible benefits for suicide 

prevention of screening in primary care, in general public education and media guidelines. 

Other approaches that need further investigation include gatekeeper training, education of 

physicians, and internet and helpline support (Zalsman et al., 2016). 

Mental health-related services are provided in Australia in a variety of ways, including: 

• admitted patient care in hospital and other residential care; 

• hospital-based outpatient services; 

• community mental health care services; 

• consultations with both specialist medical practitioners and general practitioners (GPs). 
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State and territory governments fund and deliver public sector mental health services that 

provide specialist care for people with severe mental illness. These include specialised mental 

health care delivered in public acute and psychiatric hospital settings, state and territory 

specialised community mental health care services, and state and territory specialised 

residential mental health care services (AIHW, 2019).  

The Australian Government funds a range of mental health-related services through the 

Medicare Benefits Schedule (MBS), and the Pharmaceutical Benefits Scheme 

(PBS)/Repatriation Pharmaceutical Benefits Scheme (RPBS). The Australian Government also 

funds a range of mainstream programs and services which provide essential support for 

people with mental illness (AIHW, 2019).  

Mental health non-government organisations receive government and/or private funding. 

Generally, these services focus on providing well-being, support and assistance to people who 

live with a mental illness rather than the assessment, diagnostic and treatment tasks 

undertaken by clinically focused services (AIHW, 2019). 

Private sector services include admitted patient care in a private psychiatric hospital and 

private services provided by psychiatrists, psychologists and other allied health professionals. 

Private health insurance funds treatment costs in private hospitals, public hospitals and out 

of hospital services provided by health professionals (AIHW, 2019). 

Although there are various levels and types of support, many people without private health 

care cannot afford to access private sector services. In our view, the hospital funding model 

should reflect demand and capacity to treat less serious mental health conditions as public 

hospital inpatients before they exacerbate and become more costly in the long term. 

Are there adjustments for legitimate and unavoidable cost variations that 
IHPA should consider for NEP20? 

 

At present, there are challenges in the funding model around the ‘unqualified’ newborn.   A 

total of 309,142 births were registered in Australia in 2017 (ABS, 2018). Many thousands of 

these babies are not recognised as patients.  The ‘qualified baby’ is defined under Health 

Insurance Act 1973 regulations as a funded patient where: 

 

• They occupy a bed of an accredited neonatal intensive care facility; 

• They are a second or subsequent child of the same mother; or 

• They are admitted without their mother. 

Neonatal care for qualified babies includes care of newborns who are suffering from illness 

or disability and could involve many aspects of monitoring, oxygen therapy, administration of 
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IV drugs and post surgical care.  Evidence indicates the mother and baby dyad should remain 

together where possible (Queensland Health, 2013).  Therefore many babies who were once 

cared for within the Special Care nursery are now cared for on the postnatal ward.  Babies 

requiring care such as phototherapy, drug administration and monitoring on the postnatal 

ward creates additional work for the midwifery staff, for which health services are not funded. 

 

Methodologies to fund care of newborns need to be considered urgently.  Funding for 

inpatient postnatal care must include a separate allocation for the newborn or funding for 

the well woman must be increased to consider the volume of work generated by the 

newborn.  

It is a sad reality the Coroners Court considers the newborn as a separate entity yet funding 

models do not unless the newborn is ‘qualified’ (Office of the State Coroner, 2007; Office of 

the State Coroner, 2011).  

 

Is there any objection to IHPA phasing out the private patient correction factor 
for NEP20? 

 

If taxpayers are paying for private patients from the public purse providers should be required 

to publish all data.  Transparency and reporting in funding are essential. 

 

Do you support IHPA making the NBP publicly available, with appropriate 
safeguards in place to protect patient privacy? 

 

The QNMU has consistently supported public reporting of health data that will enable 

consumers to make informed choices and to hold health providers accountable for the public 

purse. 

 

Research (Chen, 2010; Hibbert et al., 2013) indicates public disclosure of performance data 

stimulates quality improvement activity at the hospital level, largely because institutional 

reputations are at stake. Reporting against patient quality and safety indicators is one way in 

which providers can drive performance. Reporting alone is not sufficient if it is not published.  

 

Public and private hospitals already participate in clinical indicator programs run by 

accrediting bodies such as the Australian Council on Healthcare Standards (ACHS). These 

indicator programs would provide a useful starting point for hospital wide and clinical 

specialty indicators that may be suitable. 

  

We also believe the top ten Australian Refined Diagnosis Related Groups (AR-DRGs) for each 

facility would be valuable public knowledge as they provide a clinically meaningful way of 
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relating the number and type of patients treated in hospital and the resources required by 

the hospital (Australian Institute of Health and Welfare, 2018).  

 

Other indicators that should be publicly available include:  

 

• Patient Reported Outcome Measures (PROM);  

• Patient Reported Experience Measures (PREM); 

• Average length of stay;  

• Readmission rates;  

• Post-surgical mortality rates;  

• Adverse advents;  

• Healthcare-associated infections;  

• Presentations to emergency departments;  

• Waiting and treatment times in emergency as well as the proportion of patients 

staying for four hours or less;  

• Elective surgery waiting and treatment times;  

• Perinatal indicators such as premature births, planned and unplanned caesarean 

sections, breastfeeding and access to continuity models of care (which are known to 

positively impact these outcomes). 

 

The QNMU believes expanded reporting of public and private hospitals and the aged care 

sector must include the costs to the patient for the health service.  Certainly, the respondents 

in the Consumers Health Forum of Australia (CHF) (2018) survey strongly supported the 

establishment of a website where patients can consult to determine the costs they will need 

to pay for a hospital service. While we acknowledge the difficulty in providing costings for all 

procedures and services, we believe a website can provide:  

 

• The average prices for common hospital procedures;  

• Costs per day for uninsured patients;  

• Out-of-pocket expenses;   

• The type of arrangement the hospitals have with each health fund and whether the 

health funds will fully or partially cover costs relating to the hospital fees and  

• Model of Care information. For example, the Maternity Care Classification System 

(MaCCS) developed as part of the National Maternity Data Development Project to 

classify, record and report data about different maternity models of care should be 

available to make visible the link between models of care and outcomes.  
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Should a national PROMs collection be considered as part of national data 
sets? 

 

The QNMU supports a national collection of PROMs. Along with PROM, patient reported 

experience measurement (PREM) needs more prominence.   A systematic review of 55 studies 

found patient experience is consistently positively associated with patient safety and clinical 

effectiveness across a wide range of disease areas, study designs, settings, population groups 

and outcome measures (Doyle, Lennox & Bell, 2013).  A value-based approach to healthcare 

places the patient’s experience and outcomes at the centre of health system (discussed 

below). 

 

Are there any additional alternative funding models IHPA should explore in 
the context of Australia’s existing NHRA and ABF framework? 

 

The QNMU supports health systems that are value-based, transparent and focused on 

outcomes.  The World Economic Forum (WEF) & Boston Consulting Group (2017) urged the 

global healthcare community to see value-based healthcare as an opportunity to deliver 

outcomes that matter to patients and to society in a financially sustainable manner.   

 

Value in health care has been defined as the health outcomes that matter to patients relative 

to the resources or costs required (WEF 2017). This reflects the seminal work of Porter and 

Teisberg (2006). 

 

The health outcomes that matter are multidimensional, including factors much broader than 

traditional clinical indicators. The resources or costs must reflect the actual costs of the care 

delivered to a patient over a full cycle of care. This recognises that a patient’s full course of 

care can be provided by multiple providers and over a period of time involving multiple 

episodes of care.  

 

A value-based approach to health care provides a patient-centric way to design and manage 

health systems; it offers a frame of reference for dialogue between stakeholders when 

working towards improving value delivered to a defined patient group or segment of the 

population (Woolcock, 2019).  
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Alignment with a value-based approach to health care was assessed by the Economist 

Intelligence Unit (EIU) (2016) for 25 countries, including Australia. A country’s alignment was 

considered with reference to progress in:  

 

• Enabling context, policy and institutions for value in health care (8 indicators); 

• Measuring outcomes and costs (5 indicators);  

• Integrated and patient-focused care (2 indicators);  

• Outcome-based payment approach (2 indicators).  

 

Woolcock (2019) makes five recommendations for enabling value-based health care through 

public policy in Australia. These include:  

 

1. A national, cross-sector strategy for value-based health care in Australia; 

2. Access to relevant and up-to-date data;  

3. Evidence for value-based health care in the Australian context;  

4. Health workforce strategies supporting models of care that embrace a value-based 

approach;  

5. Funding systems that incentivise the delivery of value-based health care.  

IHPA proposes investigating bundled payments for stroke and joint pain, in 
particular knee and hip replacements. Should any other conditions be 
considered? 

 

The QNMU recommends IHPA align bundled pricing to evidenced-based models of care to 

direct and reinforce the implementation of best practice in public health services. The focus 

on cost and outcomes in maternity care in the Lancet series on Maternal Health demonstrates 

that Australia’s increasing levels of medicalisation in birth are not improving outcomes and 

are most certainly negatively impacting the health budget (Miller et al., 2016; Shaw et al., 

2016).  Midwifery models of care, and potentially other evidence-based innovations in 

maternity care, could be well supported by the introduction of bundled payments. 

 

There are several benefits to midwife-led continuity of care for women including a significant 

reduction in interventions such as epidurals, episiotomies and instrumental births as well as 

a reduced likelihood of preterm birth or losing their baby before 24 weeks gestation (Sandall 

et al., 2013).  Numerous studies have established there are no identified adverse effects of 

midwife-led continuity of care when compared with models of medical-led care and shared 

care (Sandall et al., 2013; Homer, 2014; Renfrew, 2014; ten Hoope-Bender, 2014). Further, 

readmission rates are reduced when midwifery models of care are used (Coyne, et al. 2016).   
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Therefore, we support models of funding which will assist to drive reform in this area.   A 

focus on consumer outcomes and minimum datasets as per national and international 

standards is highly recommended when bundled payments are adopted to promote the 

continual improvement and delivery of safe, high quality healthcare.   

 

All stages of maternity should be included.  Antenatal and postnatal care are easily defined 

and could be bundled separately i.e. bundle for antenatal care and a bundle for postnatal 

care.  This will allow for greatest flexibility in costing and funding.   Intrapartum care should 

be defined as per the current AR-DRG’s, for example, vaginal or caesarean delivery of minor, 

intermediate or major complexity but could represent or include specific elements of 

admitted care.  An alternative is that intrapartum care could be bundled with postnatal care 

according to the complexity of the AR-DRG for intrapartum care as it could be expected that 

there would be an increased requirement for postnatal care for those who experience 

complicated births.   

 

Potential included/excluded patient groups need more extensive consideration.  The 

inclusion of most women is possible through bundling uncomplicated care and vaginal birth 

although there may be a need to include a caveat (i.e. all women under 39 with an 

uncomplicated birth).  

 

The exclusion of those experiencing antenatal and postnatal care outside the hospital setting 

such as those in shared care arrangements with GP’s, those experiencing private obstetric 

and private midwifery care may have a significant impact on the usability of this model of 

funding.  There is a potential these women could be included for the elements of care that 

are to be provided within the hospital sector i.e. they may have postnatal care from the 

hospital.   

 

A bundled approach to funding maternity care across all sectors (Medicare, hospital funding, 

and private health funders) would assist in providing most efficient models of funding and 

data collection but would require extensive work.  IHPA could make this recommendation to 

government/s as the driver for incentivising a DRG that is woman-based and one that is not 

wholly an obstetrics model but encompasses midwife-led models of care.   

 

Currently the majority of hospitals’ staffing models are based on the number of mothers who 

are inpatients as a result of application of the existing ABF funding models (i.e. only funding 

the care of the woman and not the unqualified/unadmitted baby).  This creates a disincentive 

to safe staffing.  Policy changes around newborns have increased the amount of care a 

newborn requires even where that newborn is considered relatively low risk (Queensland 

Health, 2013).  For example, in Queensland the unqualified baby who is not counted in 

funding or workloads has 11 separate statewide clinical guidelines attached to her/him and 

five sets of documentation generated by the midwife at a minimum. 
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Bundled maternity care items could be used to provide an incentive for hospitals to practice 

evidence-based care i.e. those utilising models of care demonstrated to be safe and provide  

better outcomes could receive additional funding.   

Is IHPA’s funding approach to HACs improving safety and quality, for example 
through changing clinician behaviour and providing opportunities for effective 
benchmarking? 

 

The QNMU supports a funding model that focuses on prevention rather than punishment.  A 

punitive approach may lead to a culture of under-reporting or non-reporting amongst 

clinicians in order to avoid adverse consequences and reduced funding.    Improving safety 

and quality should be the result of reward for good outcomes through best practice and 

innovation.  To that end, we support sharing comparative data to drive clinical changes that 

decrease low value care. 

Funding that incentivises best practice provides an opportunity for hospitals to display 

positive attributes which may assist with system change.  There is potential for funding 

penalties to add to system challenge and to cause more negative outcomes such as 

restrictions on staffing numbers and other resources. 

 

The following case study demonstrates the significant positive outcomes for government, 

consumers, nurses and other clinicians when QH introduced nurse-to-patient ratios.  This was 

the first prospective study of a nurse-to-patient ratios policy globally. 

 

 

Case Study – Nurse to Patient Ratios 

 

 

In July 2016, QH introduced nurse-to-patient ratios in 27 public hospitals. The findings of 

research into the impact of this initiative by the University of Pennsylvania School of 

Nursing has recently been presented at the 2019 International Nursing Conference in 

Singapore.  The study found the reduction of one patient per nurse was associated with: 

 

• 9% lower odds of dying in the hospital; 

• 6% lower odds of readmission within 7 days; 

• 3% reduction in length of stay;  and 

• 7% reduction in nurse burnout. 
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This equates to 145 deaths avoided, 225 readmissions avoided (saving around $2.2 million 

US) and 29,222 hospital days avoided (saving around $20 million US). 

The evidence suggests policies establishing safe nurse staffing standards improve patient 

and nurse workforce outcomes and provide savings from avoided readmissions, shorter 

length of stay and fewer complications (Aiken & McHugh, 2019). 

 

The introduction of 400 nurse navigators in QH provides another important example of 

innovation as a means of reducing costs for both consumers and the health system.  Nurse 

navigators are a team of registered nurses who provide a service for patients who have 

complex health conditions and require a high degree of comprehensive, clinical care. 

These nurses are highly experienced and have an in-depth understanding of the health 

system. 

The key principles of the nurse navigator services are: 

• coordinating patient centred care; 

• creating partnerships; 

• improving patient outcomes; 

• facilitating systems improvement. 

Nurse navigators: 

• use a multi-disciplinary approach to monitor high needs patients, identify actions 

required to manage their health care and direct patients to the right service, at the 

right time and in the right place; 

• provide a central point of communication and engagement to ensure optimal care and 

coordination of services along a patient’s entire health care journey; 

• educate and help patients to better understand their health conditions and enable 

them to self-manage, participate in decisions about their health care and improve 

their own health outcomes (Queensland Health, 2015). 

Nurse navigators support and work across system boundaries and in close partnership with 

multiple health specialists and health service stakeholders to ensure patients receive the 

appropriate and timely care needed.  They are positioned throughout QH in the hospital and 

health services to help reduce unplanned readmissions to hospital.  Their contribution should 

be factored into hospital pricing. 
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What should IHPA consider to configure software for the Australian context 
that can identify potentially avoidable hospital readmissions?  

 

Software should be able to better inform decisions but not in a punitive way.  This causes 

more defensive practice and discourages innovation. 

Incentivising evidence-based care to reduce avoidable hospital readmissions is crucial.  One 

method to achieve this is to widen the collection of data.  This would provide the evidence on 

systems and practices to avoid hospital readmissions. For example, monitoring breastfeeding 

rates shows that breastfeeding is a protective factor against hospital readmission (Lundberg, 

et al. 2016).    Expanding data collection to capture the contribution of nurse navigators is 

another means of providing evidence on measures that reduce avoidable hospital 

readmissions.   

 

We suggest consideration be given to a number of factors related to funding models for 

avoidable hospital readmissions.  These include: 

 

• they should not be to the detriment of the patient; 

• they must be timely and cost-effective; 

• data collection must be accurate, transparent, maintained and trended; 

• they should be evidence-based and grounded on models that show the limiting of 

avoidable hospital readmissions.  These include nursing and midwifery models of care 

that have proven to reduce readmissions.  Studies have shown adequate nursing levels 

reduce readmission rates and are a cost-effective patient-safety intervention (Aiken & 

McHugh, 2019; Twigg, et al., 2013; Weiss, Yakusheva & Bobay, 2011).   

 

If the aim of software configuration is to reduce all avoidable readmissions then expanding 

the collection of data would be part of this objective.  The tracking of health outcomes 

including avoidable hospital readmissions and the costs involved, is fundamental in value-

based healthcare delivery (World Economic Forum & Boston Consulting Group, 2017). 

 

The QNMU suggests different states could trial a funding option for avoidable hospital 

admissions.  Data could be collected on each of the models from each state and this evidence 

could be used to inform IHPA’s direction on which funding model to use.  Nurse navigators 

present a viable option for such a trial in Queensland. 

  



15 

 

References 

 

Aiken, L., & McHugh, M. (2019) ‘New Evidence on the Impact of Safe Nurse Staffing 

Interventions’, Center for Health Outcomes and Policy Research, University of 

Pennsylvania, School of Nursing, presentation to the International Council of Nursing 

Congress, Singapore, June 27. 

 

Australian Bureau of Statistics (2018) Births Australia 2017, Cat. No. 3301.0. 

 

Australian Institute of Health and Welfare (2018) Australian refined diagnosis-related groups 

(AR-DRG) data cubes, retrieved from https://www.aihw.gov.au/reports/hospitals/ar-

drg-data-cubes/contents/data-cubes  

 

Australian Institute of Health and Welfare (2019) Mental Health Services – In Brief 2018, Cat. 

No. HSE 211, Canberra, AIHW. 

Chen, J. (2010) Public reporting of health system performance: review of evidence on impact 

on patients, providers and healthcare organisations: a rapid review.’[online] The Sax 

Institute,  retrieved from https://www.saxinstitute.org.au/wp-

content/uploads/17_Public-reporting-of-healthsystem-performance....pdf  

 

Consumers Health Forum of Australia (2018) Out of pocket pain: Research Report, retrieved 

from https://chf.org.au/sites/default/files/20180404_oop_report.pdf  

 

Coyne, I., Comiskey, C., Lalor, J., Higgins, A., Elliott, N. & Begley, C. (2016) ‘An exploration of 

clinical practice in sites with and without clinical nurse or midwife specialists or 

advanced nurse practitioners, in Ireland’, BMC Health Services Research, 16. 

 

Doyle, C., Lennox, L. & Bell, D. (2013) ‘A systematic review of evidence on the links between 

patient experience and clinical safety and effectiveness’ BMJ Open, 

2013;3:e001570.doi:10.1136/bmjopen-2012-001570, retrieved from 

https://bmjopen.bmj.com/content/bmjopen/3/1/e001570.full.pdf 

 

EIU (2016) Value-based healthcare: A global assessment, retrieved from 

http://vbhcglobalassessment.eiu.com/ 

 

Hibbert, P., Hannaford, N., Long, J., Plumb, J. & Braithwaite, J. (2013) Final report: 

Performance indicators used internationally to report publicly on healthcare 

organisations and local health systems, Australian Institute of Health Innovation, 

University of New South Wales, retrieved from 

http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129555678 

https://www.aihw.gov.au/reports/hospitals/ar-drg-data-cubes/contents/data-cubes
https://www.aihw.gov.au/reports/hospitals/ar-drg-data-cubes/contents/data-cubes
https://www.saxinstitute.org.au/wp-content/uploads/17_Public-reporting-of-healthsystem-performance....pdf
https://www.saxinstitute.org.au/wp-content/uploads/17_Public-reporting-of-healthsystem-performance....pdf
https://chf.org.au/sites/default/files/20180404_oop_report.pdf
https://bmjopen.bmj.com/content/bmjopen/3/1/e001570.full.pdf
http://vbhcglobalassessment.eiu.com/
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129555678


16 

 

Homer, C. (2014) Lancet Series on Midwifery: Midwifery 2 The projected effect of scaling up 

midwifery. http://dx.doi.org/10.1016/S0140-6736(14)60790-X. 

Lundberg, B., Lindgren, C., Palme-Kilander, C., Ortenstrand, A., Edstedt Bonamy, A. & 

Sarman, I. (2016) ‘Hospital‐assisted home care after early discharge from a Swedish 

neonatal intensive care unit was safe and readmissions were rare’, Acta Paediatrica, 

105(8) pp. 895-901. 

 

Miller, S., Abalos, E., Chamillard, M., Ciapponi, A., Colaci, D. Comande, D., Diaz, V., Geller, S., 

Hanson, C., Langer, A., Manuelli, V., Millar, K., Morhason-Bello,I., Pileggi Castro, C., 

Pileggi, N., Robinson, N., Skaer, M.,  Souza, P., Vogel, J. & Althabe, F. (2016) ‘Beyond 

too little, too late and too much, too soon, a pathway towards evidence-based, 

respectful maternity care worldwide,’ The Lancet. 

Office of the State Coroner (2007) ‘Inquest into the death of Arisa Huber,’ Queensland 

Coroners Court  retrieved from 

http://www.courts.qld.gov.au/__data/assets/pdf_file/0017/113642/Huber-

Findings.pdf 

 

Office of the State Coroner Queensland (2011) ‘Inquest into the death of Bela Heidrich’, 

Queensland Coroners Court retrieved from 

http://www.courts.qld.gov.au/__data/assets/pdf_file/0007/95515/cif-heidrich-b-

20110629.pdf 

 

Page, L. (2014) ‘Commentary on the Lancet Series on Midwifery – Midwifery and midwives: 

Lives saved and better lives built’, Midwifery, 30(11), pp. 1107-1108 retrieved from 

http://midwiferyjournal.com/article/s0266-6138(14)00232-0/references 

Porter, M. & Teisberg, E. (2006) Redefining health care: Creating value-based competition on 

results, Boston, Mass, Harvard Business School Press.  

 

Queensland Health (2013) Queensland Clinical Guildelines Neonatal Hypoglycaemia, 

Brisbane. 

 

Queensland Health (2015) Nurse Navigators, retrieved from 

https://www.health.qld.gov.au/ocnmo/nursing/nurse-navigators 

Renfrew, M. (2014) Lancet Series on Midwifery: Midwifery 1Midwifery and quality care: fi 

ndings from a new evidence informed. http://dx.doi.org/10.1016/S0140-

6736(14)60789-3. 

Sandall J., Soltani H., Gates S., Shennan A., & Devane D. (2013) Midwife-led continuity 

models of care for childbearing women, Cochrane Database of Systematic Reviews, 8. 

http://dx.doi.org/10.1016/S0140-6736(14)60790-X
http://www.courts.qld.gov.au/__data/assets/pdf_file/0017/113642/Huber-Findings.pdf
http://www.courts.qld.gov.au/__data/assets/pdf_file/0017/113642/Huber-Findings.pdf
http://www.courts.qld.gov.au/__data/assets/pdf_file/0007/95515/cif-heidrich-b-20110629.pdf
http://www.courts.qld.gov.au/__data/assets/pdf_file/0007/95515/cif-heidrich-b-20110629.pdf
http://midwiferyjournal.com/article/s0266-6138(14)00232-0/references
https://www.health.qld.gov.au/ocnmo/nursing/nurse-navigators
http://dx.doi.org/10.1016/S0140-6736(14)60789-3
http://dx.doi.org/10.1016/S0140-6736(14)60789-3


17 

 

 

Shaw,D.,  Guise, J., Shah, N., Gemzell-Danielsson, K., Joseph, K., Levy, B.,  Wong, F., Wood, S 

& Main, E. (2016) ‘Drivers of maternity care in high-income countries: can health 

systems support women-centred care?’ Maternal Health 4, The Lancet. 

ten Hoope-Bender, P. (2014) Lancet Series on Midiwfery: Midwifery 4 Improvement of 

maternal and newborn health through midwifery. http://dx.doi.org/10.1016/S0140-

6736(14)60930-2. 

Twigg, D., Geelhoed, E,. Bremner, A. & Duffield, C. (2013) The economic benefits of 

increased levels of nursing care in the hospital setting, Journal of Advanced Nursing, 

69(10), pp. 2253-5561. 

 

Weiss, M., Yakusheva, O. & Bobay, K. (2011) ‘Quality and cost analysis of nurse staffing, 

discharge preparation, and postdischarge utilization’, Health Research and Educational 

Trust, 46(5), pp. 1473-1494. 

 

Woolcock K. (2019) Value Based Health Care:  Setting the Scene for Australia, Deeble 

Institute for Health Policy Research, Issues Brief No. 31, 11 June. 

World Economic Forum & Boston Consulting Group (2017) Value in healthcare: laying the 

foundation for health system transformation, retrieved from 

http://www3.weforum.org/docs/WEF_Insight_Report_Value_Healthcare_Laying_Fou

ndation.pdf 

 

World Economic Forum (2017) Value in healthcare: Laying the foundation for health system 

transformation, retrieved from 

http://www3.weforum.org/ocs/WEF_Insight_Report_Value_Healthcare_Laying_Foun

dation.pdf 

 

Zalsman, G., Hawton, K., Wasserman, D., van Heeringen, K., Arensman, E., Sarchiapone, M. 

et al. (2016) ‘Suicide prevention strategies, revisited:  10 year systematic review’, The 

Lancet, 3(7) pp. 646-659. 

 

 

 
 

 

http://dx.doi.org/10.1016/S0140-6736(14)60930-2
http://dx.doi.org/10.1016/S0140-6736(14)60930-2
http://www3.weforum.org/docs/WEF_Insight_Report_Value_Healthcare_Laying_Foundation.pdf
http://www3.weforum.org/docs/WEF_Insight_Report_Value_Healthcare_Laying_Foundation.pdf
http://www3.weforum.org/ocs/WEF_Insight_Report_Value_Healthcare_Laying_Foundation.pdf
http://www3.weforum.org/ocs/WEF_Insight_Report_Value_Healthcare_Laying_Foundation.pdf



