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SUMMARY 

 

The current provision and funding of health promotion and illness prevention is 
fragmented and lacks any systematic approach to setting public priorities. We agree with 
the UK Wanless report (2004) that “to achieve the objective of an efficient allocation of 
national health service funding between health care and public health, a similar method of 
cost-effectiveness analysis needs to be applied to public health and clinical interventions”. 

We suggest leveling the field of access to health funding by setting up a Preventative 
Priorities Advisory Committee (PrePAC) either in an advisory capacity to those who 
currently fund prevention or providing advice on listing in a new Preventative Benefits 
Schedule (PreBS) that controls access to a dedicated fund.   A PreBS for clinical 
prevention could look much like a list of reimbursable items along the lines of the MBS or 
PBS while priorities for health promotion interventions might be a list of lump-sum grants 
to cover a delimited set of activities over a defined time period. For healthy public policy 
and health protection interventions, the PreBS would amount to a list of lump-sum grants 
to cover a delimited set of activities at a specific geographic location.   
 
The PrePAC might approve open-ended funding for a listed item in much the same way as 
the PBAC or MSAC, specifying an approved indication for each item. The PrePAC might, 
however, choose to specify restrictions on funding and require prior approval for some 
types of interventions, particularly for health promotion and health protection 
interventions that entail relatively large lump sum payments.   

Recommendation 1: Clinical prevention activities should be funded under existing 
programs (such as the MBS, PBS, and NIP) perhaps with an extended the range of 
providers 

Recommendation 2: A PrePAC should provide guidance and funding for health 
promotion activities via a dedicated PreBS budget.   

Recommendation 3: A PrePAC should provide guidance for priorities in health 
protection and healthy public policy. 
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BACKGROUND 

Funding for illness prevention and health promotion in Australia is fragmented. Programs 
are funded by federal, state and local government but a lack of coordination and priority 
setting means that we are not making a considered allocation of resources to illness 
prevention and health promotion. We neither choose how much to spend compared to 
other health care activities, nor do we choose those interventions that offer the best value.   

Australia has led the world in introducing formal evidence based evaluation processes for 
medical services and technologies to establish value for money, but as a consequence of 
fragmented responsibility and funding, health promotion and illness prevention have 
been left out.  The result has been a neglect of the full potential returns from public 
funding of these programs – health gains that might be achieved at a reasonable cost.  

In Australia, the move to evidence-based decision-making has occurred in stages. Since 
January 1993, the Pharmaceutical Benefits Advisory Committee (PBAC) has been required 
to consider the cost-effectiveness in formulating advice regarding listing of drugs on the 
Pharmaceutical Benefits Schedule (PBS) (Henry et al, 2005). This was followed with the 
establishment of the Medical Services Advisory Committee (MSAC) in 1998 to advise the 
Australian Government on the safety, effectiveness and cost-effectiveness of medical 
devices and procedures eligible for funding under Medicare (O’Malley, 2006). More 
recently some States have been considering formal evaluation of acute care technologies 
in public hospitals. So, while pharmaceuticals and (out of hospital and private hospital) 
medical services in Australia have single sources of funding, subject to a formal and well-
defined evaluation process, ineligible interventions are subject to disparate and uncertain 
sources of funding with no consistent rules for choosing which interventions receive 
funding. An efficient health care system would not discriminate in this way. What is 
required is that health interventions that result in equivalent outcomes would be eligible 
for equivalent funding. In fact there is evidence to suggest that an intervention eligible for 
Medicare or Pharmaceutical benefits in Australia has a higher likelihood of obtaining 
funding compared to otherwise equivalent interventions (Segal et al 2008). 

HOW COULD WE FUND PREVENTION IN A NATIONAL PROGRAM 

WHAT IS THE PROBLEM 

The current provision and funding of health promotion and illness prevention is 
fragmented and lacks any systematic approach to setting public priorities. In Australia, 
existing program budgets are typically defined by modality. For example, the Medicare 
Benefits Schedule (MBS) lists items that are covered under Medicare and provides 
coverage of one-to-one medical, surgical and allied health services delivered by a health 
service provider with a Medicare Provider Number to an individual patient. Likewise, the 
Pharmaceutical Benefits Scheme (PBS) provides coverage of pharmaceuticals listed in a 
Schedule of Pharmaceutical Benefits in a community and outpatient setting.  

We can divide the current provision of preventative health care into four broad 
areas (Goldsmith, 2006):  

i. Clinical prevention: interventions involving health care providers and individual 
patients; 
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ii. Health promotion: interventions targeted at groups or populations to encourage 
healthy behaviours or reduce risk factors; 

iii. Health protection: interventions to reduce health risks by changing the physical 
or social environment; and  

iv. Healthy public policy: social or economic interventions outside the health 
portfolio that affect health.  

The current state of play is that: 
i. Clinical prevention is partially covered under existing programs (such as the MBS, 

PBS, and NIP); 
ii. Other prevention and health promotion activities are more or less covered by one 

of a multiplicity of government (federal, state and local) and Non-Government 
Organisations (NGOs, such as the National Heart Foundation and Cancer Councils); 
and 

iii. Health protection and healthy public policy are currently handled within the 
relevant departments of federal, state or local governments.  However, the health 
benefits of these interventions may not be adequately taken into account if these 
interventions straddle multiple departments or where a non-health department 
carries the primary responsibility for policy and implementation.  

Under the existing approach, illness prevention and health promotion programs face a 
number of barriers in obtaining funding:  

i. Budget: Unlike medical services, pharmaceuticals or hospital services there is no 
dedicated ongoing national budget for prevention.  Some programs and 
interventions that address particularly high-profile problems might attract 
funding, but ad hoc programs can be discontinued as easily as they are 
commenced  

ii. Evidence: The lack of sustained funding for prevention also means that there is a 
very weak incentive for the production of evidence that can be used to set 
priorities  

iii. Search: the lack of a clearly defined pathway to funding imposes search costs on 
sponsors who might request funding from several agencies – each with an 
internal bureaucracy that must be navigated.  

iv. Uncertainty: the lack of a clearly defined pathway to funding increases 
uncertainty regarding the timing, commencement and continuation of funding. 

WHAT CAN BE DONE 

A number of policy instruments might prove effective in removing or lowering these 
barriers.  

i. Expand existing funding sources. This could be done either geographically (eg. 
expanding organisations like VicHealth and HealthWay to perform their current 
functions at a national level) or by expanding the scope of services covered (eg. 
expanding the PBAC or MSAC to perform current functions across a broader set of 
health interventions)  
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ii. Alternatively, create more equal access to funds through new national dedicated 
funding for specific activities not covered by current national funding schemes.  

iii. In either case strategic research grants under national competitive grant schemes 
might supplement the incentives for the production of evidence. 

The second Wanless report (2004) recommended that ‘a consistent framework should be 
used to evaluate the cost effectiveness of interventions and initiatives across health care 
and public health’. This framework should allow a comparison of the cost effectiveness of 
public health interventions:  

(i)  Within and between risk factors and disease areas,  

(ii)  Involving screening and treatment within and across disease areas, and  

(iii)  Directed towards tackling the wider determinants of health.  

Ultimately, Wanless envisaged that such a framework ‘would demonstrate the respective 
merits of investment in public health measures compared to clinical interventions’. In this 
paper we consider specifically the role that a dedicated stream of funding for prevention 
might play in improving the efficiency and equity of the health care system and one 
mechanism to ensure that these or other monies for prevention are used efficiently to 
improve the health of the Australian population.  

Specifically we consider levelling the field of access to health funding by setting up a 
Preventative Priorities Advisory Committee (PrePAC)  either on its own or in 
conjunction with a Preventative Benefits Schedule (PreBS).   

Two models for the operation of a PrePAC are considered: (i) a Guidance Model and 
(ii) a Dedicated Funding Model with a PreBS. The key features of the two models are 
described below. These are presented as polar models but clearly variation in the scope of 
responsibility for each is possible. 

GUIDANCE MODEL 

A guidance model would be similar to that of the UK National Institute of Clinical 
Excellence (NICE) with respect to public health in the UK.  NICE provides guidance 
relating to health technologies and public health interventions (NICE, 2004; 2006a; 
2006b). The Public Health Interventions Advisory Committee (PHIAC) and Technology 
Appraisal Committees of NICE produce recommendations on the use of public health 
interventions and health technologies; based on consideration of the available evidence 
regarding effectiveness and the cost effectiveness.   

Under the Guidance model, a proposed Preventative Priorities Advisory Committee 
(PrePAC) would have a similar role to that of the PHIAC in the UK. That is to say it would 
take account of the reliability of the strength of the evidence on effectiveness and cost 
effectiveness of a prevention activity and might for example provide guidance that a 
particular prevention activity should be given  

(i) High priority;  
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(ii) Moderate priority; or 
(iii) Low priority 

The Committee might also make recommendations on implementation and its processes 
might reflect attempts to remove barriers to implementation, buy-in by stakeholders and 
on mediating factors in attempting to translate recommendations into action.  In short we 
might characterize the Guidance model of a PrePAC as providing a list of 
recommendations that funding agencies should take into account when making funding 
decisions and setting priorities for prevention.  

DEDICATED PREVENTION FUND  

A PrePAC working with dedicated funding for items listed in a Preventative Benefits 
Schedule(PreBS) would be similar to that of the Medical Services Advisory Committee 
(MSAC) or the Pharmaceutical Benefits Advisory Committee (PBAC) in Australia. 
Currently MSAC advises the Minister for Health and Ageing on the evidence relating to the 
safety, effectiveness and cost-effectiveness of new medical services and under what 
circumstances public funding should be supported under Medicare.  In this model an 
advisory committee provides the basis for decisions on spending a budget that is 
dedicated to a specific purpose. It provides advice on coverage under a funding scheme 
that is restricted in scope. In the case of Medicare it is generally items that could be listed 
as patient benefits on the Medical Benefits Schedule. In the case of the Pharmaceutical 
Benefits Advisory Committee it is pharmaceuticals that could be listed on a national 
formulary - the Pharmaceutical Benefits Schedule or vaccines on the National 
Immunisation Program (NIP).   

PrePAC would have much the same function as the MSAC or the PBAC in providing advice 
to a fund holder on whether a particular intervention or program should be allocated 
money from that fund.  Depending on funding arrangements the decision might be made 
by one or more of the Australian Health Ministers.  Whatever the arrangements the 
distinction between this model for a PrePAC and the Guidance model is the creation of a 
dedicated funding stream for prevention and health promotion with coverage from that 
stream determined by a list of approved interventions and programs. The list might be a 
Prevention Benefits Schedule analogous to the Medical Benefits Schedule or the 
Pharmaceutical Benefits Schedule although unlike these schemes not all payments would 
be classed as individual patient benefits. Rather the PreBS would represent a list of 
programs that are approved for payment from a dedicated Prevention Fund.   

SCOPE 

GUIDANCE MODEL 

The creation of a PrePAC to provide guidance on the effectiveness and cost effectiveness 
of health promotion and illness prevention programs would provide a valuable national 
standard resource to organizations that currently fund these activities. It would help set 
priorities for promotion and prevention within existing structures and suggest innovative 
ways of implementing cost effective health promotion and illness prevention. The scope of 
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PrePAC might include the kind of individual clinical interventions potentially suitable for 
funding under the MBS as well as population based interventions and programs that are 
currently considered by organizations such as the Transport Accident Commission (TAC), 
the Victorian Health Promotion Foundation (VicHealth) in Victoria, and Healthway in WA.  

While local circumstances need to be taken into account, a national body could have the 
resources and authority to provide leadership in evaluation and priority setting. There 
may be some overlap with the activities of existing funding or research organisations, but 
this could be managed by a collaborative approach. For example existing funding agencies 
could refer interventions to the PrePAC for appraisal, thereby permitting existing funding 
agencies to shift costs associated with compiling and appraising evidence. This would 
have the advantages of standardization and specialization, with the PrePAC applying 
standard methods in compiling and appraising the evidence using a highly-skilled and 
specialized workforce. That is not to say that a PrePAC would be restricted to such 
referrals and a broader set of interventions would be considered. 

A PrePAC that covers health promotion, health protection and healthy public policy, but 
that relied on existing programs (such as the MBS, PBS, and NIP) to handle clinical 
prevention, might therefore capture the majority of interventions while minimising the 
risk of replicating the function of those existing funding streams. Gaps in the coverage of 
clinical prevention would then be handled by modifying the scope of services covered 
under existing programs. We have seen some of this happening in the last few years with 
the extension of mental health item numbers in Medicare to a broader range of health care 
providers.  

Given the multiplicity of parties currently involved in health promotion, health protection 
and healthy public policy (versus the relatively small number of agencies with 
responsibility for clinical prevention), standardizing methods for compiling and 
appraising evidence across these activities might also be expected to yield substantial 
cost-savings and improvements in the quality of evidence appraisals.  It may be that a 
PrePAC could provide additional expertise and capacity to the MSAC process. 

DEDICATED PREVENTION FUND  

With a dedicated prevention fund, the roles and responsibilities of a PrePAC would 
include recommendations for funding via a Prevention Benefits Schedule that has an 
available pool of funds from governments. While this has proposal has the advantage of 
simplicity and familiarity it does have a few issues that would need to be resolved.  

First many preventative interventions that might be categorized as health protection and 
healthy public policy would, however, sit uncomfortably in such a process. The 
compilation and appraisal of evidence for health protection and healthy public policy 
interventions that might include legislative changes (such as smoking restrictions) or 
ongoing investments in infrastructure (such as public transport) could be a valuable 
function of a PrePAC.  However it is more difficult to imagine health system funding 
scheme having the capability to provide the funding incentives for changes in 
infrastructure. In addition some public protection and health public policy programs 
might be better implemented through regulation or taxes rather than through a public 
funding scheme.  For this reason it is likely that scope of services covered by a PreBS 
might be restricted to clinical prevention and health promotion.  
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Second, even within clinical prevention and health promotion, any overlap between the 
scope of services covered under a proposed PreBS and the scope of services covered 
under already existing programs may have a number of undesirable consequences:  

(i) Crowding out: where the PreBS budget is fixed, currently unfunded, but valuable, 
interventions might be ‘crowded out’ by interventions that less valuable but are 
currently funded under other programs such as the PBS, TAC, or VicHealth. An 
incentive may exist for interventions that are currently funded under other 
programs to switch to PreBS funding in the event that funding is more secure 
under the PreBS or where compliance costs are lower under the PreBS than 
under existing programs.  

(ii) Cost shifting: Existing programs may attempt to stretch their budgets further by 
shifting the cost of currently funded interventions onto the PreBS. Existing 
programs may secure status as the funder of last resort by requiring sponsors to 
have requested funding from the PreBS before considering new applications or 
renewing existing funding. 

(iii) Double-dipping: Where funding is requested from an existing program to fund 
one component of an intervention and from the PreBS to fund another 
component, there may be a temptation to double-dip and to cover costs relating 
to both components of the intervention in both funding requests.  

(iv) Shopping around: in much the same way as the lack of a clearly defined pathway 
to funding imposes search costs on sponsors, the existence of multiple clearly 
defined pathways might also impose significant search costs on sponsors. 
Sponsors may be inclined to shop their intervention around in preference to 
responding to concerns arising from rejected applications in the hope that a more 
favourable assessment might be obtained from another funding agency. 

These undesirable consequences provide a strong incentive for limiting any overlap 
between the scope of services covered under a proposed PreBS and the scope of services 
covered under already existing programs. Minimal overlap might be achieved in several 
ways:  

(i) Amalgamation: funding currently allocated to preventative services under 
various disparate programs could be pooled and supplemented with additional 
funds to obtain a dedicated budget for a PreBS. The current role of existing 
programs in funding preventative care would then be ceded to the PreBS. Such an 
approach would, however, require a series of voluntary agreements and budget 
transfers that would likely prove difficult to negotiate in practice.  

(ii) Restricted eligibility: a PreBS could specify eligibility criteria that would exclude 
any intervention eligible for funding under an existing program. Such an 
approach would, however, fail to remedy the problem of valuable interventions 
that are currently unfunded. Specifying eligibility criteria to exclude interventions 
eligible for funding under existing programs might also prove difficult in practice.  

(iii) Funder of last resort: the PreBS could specify funding rules to secure status as 
the funder of last resort by requiring sponsors to have first requested funding 
from other funding agencies. Alternatively, the PreBS could accept a certain level 
of cost-shifting and encourage other funding agencies to specify funding rules that 
would give those agencies funder of last resort status.    
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(iv) High compliance costs: the PreBS could provide a financial incentive for 
sponsors to first seek funding elsewhere by setting compliance costs (eg. 
application fees, requiring detailed submissions) at a higher level than sponsors 
would face with other funding agencies. Such an approach may, however, exclude 
preventative interventions that have no alternative source of funding from PreBS 
funding and would therefore fail to address one of the principal motivations for 
establishing a PreBS.  

Clearly, no one option is entirely satisfactory here.  A combination of (ii) and (iii) might 
then offer the best compromise. Specifically, the PreBS could restrict eligibility to clinical 
prevention and health promotion interventions that are currently ineligible under specific 
programs (eg. PBS, MBS, NIP) and make the PreBS the first port-of-call for remaining 
interventions by encouraging other funding agencies (eg. TAC, VicHealth, Quit Victoria, 
Healthway) to establish 'funder of last resort' status. Alternatively, eligibility could be 
further restricted by excluding clinical prevention interventions, with gaps in the 
coverage of clinical prevention handled by modifying the scope of services covered under 
existing programs (eg. issuing Medicare Provider Numbers to a broader range of health 
care providers and adding item numbers to the MBS).  

PREVENTION PRIORITIE S ADVISORY COMMITTEE  MECHANISMS 

The mechanisms required to support a Prevention Priorities Advisory Committee 
(PrePAC) would depend on the model chosen and on decisions regarding both scope and 
scale. For example a Dedicated Funding Model with a schedule of agreed interventions 
that should be funded might encourage applications or submissions for funding. A PrePAC 
with a Guidance only model is more likely to produce its own assessments (either in 
house or under contract). Similarly, the scope of services evaluated under the Guidance 
only model might include health protection and healthy public policy but such services 
would likely be unsuitable for funding from a single national funding scheme. Where there 
is overlap between decisions on funding medical providers for prevention services or 
alternative approaches some collaborative arrangements with other decision making 
bodies such as MSAC and PBAC might need to be established. Finally, the scale of activities 
is largely a matter of the resources available for funding interventions. While the choice 
between models and decisions regarding scope will both influence the potential scale of a 
PrePAC, it is unlikely that sufficient resources will be available to reach this potential 
(except under the most restrictive definitions of scope and function). The discussion 
below therefore describes capacity requirements and identifies some key issues relevant 
to the decision regarding scale. 
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GUIDANCE MODEL  

WORKFORCE REQUIREMENTS 

The functions of a PrePAC that provide guidance to a national public health scheme would 
include the in-house and/or contracted production of health technology assessments. For 
the evaluation function, the type of workforce required would be very similar to that 
currently employed by NICE in the UK or MSAC evaluation groups in Australia; with 
expertise drawn from the disciplines of biostatistics, epidemiology, health economics, 
decision sciences, health services and public health research, and relevant clinical 
specialities.  

The NICE processes in developing a public health guidance are detailed in NICE (2006a). 
Secretariat, committee, analyst and stakeholder involvement are concentrated at different 
stages of the process, with the evaluation function and analyst involvement concentrated 
in the 24 week development stage. The development stage for the preparation of a 
Guidance would typically require a multi-disciplinary team that includes a research 
librarian, biostatistician, epidemiologist, health economist and decision analyst, and 
consultant clinical specialists. Staff would need to have post-graduate training and 
professional development. The amount of work and the timing of the Guidance would 
depend on the scale of the assessment. For example the Centre for Public Health 
Excellence (CPHE) of NICE provides guidance relating to two types of intervention:  

(i) Local actions targeted at specific populations (eg. provide a needle exchange 
system or primary care advice to encourage patients to exercise, stop smoking 
or new mothers to breastfeed); and 

(ii) Public health programmes that comprise multi-agency packages of policies (eg. 
provision of services to help support the national physical activity targets).   

While the complexity of guidance may not vary directly with the complexity of the 
program, it is likely that programmes comprising multiple interventions will draw on a 
larger evidence-base and may require more complex modelling to reach a 
recommendation. In the NICE process allowance is made of 52 weeks for completion of 
Guidance for a single intervention, but the development phase is doubled and a total 
allowance of 78 weeks is made for completion of a Programme Guidance.  Guidance 
related to a single intervention is therefore likely to sit at the less complicated end of a 
continuum that includes very complicated and resource-intensive Programme Guidance at 
its upper end.  

The Public Health Interventions Advisory Committee (PHIAC) of NICE is the direct 
analogue of a potential PrePAC in a Guidance model. The PHIAC drafts recommendations 
based on stakeholder input and on the clinical and economic evidence compiled during 
the evaluation. The composition of a PrePAC could be expected to mirror current 
membership of the PHIAC1, with expertise drawn from the disciplines of biostatistics / 
                                                        

1 See: 
www.nice.org.uk/aboutnice/howwework/developingnicepublichealthguidance/publichealthinterventionsa
dvisorycommittee/phiac_members.jsp  
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epidemiology, health economics, health services and public health research, relevant 
clinical specialities, and with representation of policy-makers, consumers, health service 
providers and public health administration.  While sitting on such committees is generally 
viewed as prestigious and consistent with career advancement, the restricted availability 
of key inputs may act as a capacity constraint on the number of sitting days and the 
number of Guidances that can be dealt with by any one committee. While NICE has 
previously duplicated committees in response to this problem (eg. there are currently 
three NICE Technology Appraisal Committees2), there may be a limit to the number of 
committees that can be formed with the appropriate mix of expertise and experience.  

In addition to the workforce requirements described above, a secretariat would also be 
required to support in-house or contracted assessments, the activities of the PrePAC, and 
publication of recommendations. In the UK, CPHE acts as a secretariat for the PHIAC but 
also acts as a source of technical expertise, performing separate clinical evidence reviews 
and providing advice and summarising economic issues.  In Australia the public service 
has not typically provided this level of functionality for the PBAC or MSAC. There is no 
optimal model with more or less technical expertise required centrally depending on the 
ability to specify and achieve a satisfactory external contract for this work. 

While stakeholder involvement would not ordinarily be included under workforce 
requirements, the mechanism for stakeholder involvement is likely to impact upon the 
time taken to see the process through to completion – with potential implications for 
workforce requirements relating to the assessment function, the secretariat and the 
committee.  

Under the NICE processes, stakeholder involvement is sought at several stages in the 
process – with stakeholders invited to supplement the clinical and economic evidence 
identified by the in-house or contracted evaluation and to comment on recommendations. 
Consultation periods amount to 16 weeks in the 52 week process. There is also 
stakeholder representation (eg. consumers, providers, administrators) on the PHIAC with 
direct input into formulating recommendations.  

In Australia, stakeholder involvement in PBAC decision making entails preliminary 
discussion with the sponsor around issues such as choice of comparator, submission from 
the sponsor, and response to appraisal of the sponsor’s submission. An industry 
representative also sits on the Economic Subcommittee of the PBAC.  MSAC obtains 
stakeholder input from applications plus stakeholder involvement on advisory 
committees. In the case of MSAC, the advisory/supporting committee process does add 
considerable time to the production and publication of a recommendation. Such delays 
might be multiplied for many preventative interventions where stakeholders are drawn 
from health, transport, education and environment sectors.  In the UK, NICE includes the 
Department of Health and other relevant Government departments including the 
Highways Agency, the Home Office, the Office of the Deputy Prime Minister and the 
Department for Education and Skills in the list of relevant stakeholders. It is noteworthy 
that a separate Programme Development Group is formed and convened for the 
development of every public health programme.   

                                                        

2 See: 
www.nice.org.uk/aboutnice/howwework/devnicetech/technologyappraisalcommittee/technology_apprais
al_committee.jsp  
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LIMITATIONS ON THE SCALE OF PREPAC 

The scale of the PrePAC activities might be limited at least in the short term by the 
availability of specialist resources required for evaluation and any committee work 
especially given the uneven nature of the evaluations.   

Divisibility:  the specialist resources required for evaluation may be indivisible over 
particular ranges of activity such that input from health economists or decision scientists 
may only be available in discrete blocks of time. Note, for example, that – while the 
evaluation process is most intensive during the 24 week development phase – the 
involvement of the leads and the quality assurance manager during scoping and validation 
phases might mean that these resources must be ‘purchased’ for 46 (rather than 24) 
weeks; even for an uncomplicated Guidance. Likewise, it is unlikely that consultant inputs 
can be purchased for very small increments of time and a minimum purchase might be 
required to access these inputs. Finally, there will be discontinuities in production 
function for the PrePAC itself, with increases in scale possible over a restricted range 
through the addition of sitting days but with additional committees required beyond the 
upper bound of that range.   

Contracting out of evaluations:  The functions of a PrePAC would include the production 
of health technology assessments.  Here, the decision to contract out or to keep evaluation 
activities in-house is largely operational but should take account of workforce 
requirements because in-house production at a single site or contracting to a single 
provider may restrict availability of key inputs (eg. health economists, decision scientists). 
Restricted availability of key inputs then acts as a capacity constraint and a PreBS/PrePAC 
would then be faced with the difficult choice between limiting the scale of production 
(excluding a potentially large number of ‘within-scope’ interventions) and substitution 
towards lower quality inputs (possibly implying lower quality outputs or delays due to 
increased input-requirements).  

REFERRAL MECHANISMS FOR HEALTH TECHNOLOGY APPRAISAL 

 

A key issue is the basis by which decisions are made about what preventative 
interventions should be evaluated. Currently, public health interventions considered by 
NICE are derived from priorities identified in the Choosing Health White Paper (DoH, 
2004) with input from stakeholders including government. The process for referral of 
public health interventions to NICE is now under review; with a range of options under 
consideration.  

A PrePAC with a purely advisory role could take topics on referral from government or 
from existing programs and/or at the request of stakeholders (by submission or 
application).  Because a significant number of potentially valuable preventative 
interventions are not funded under existing structures, referral only from existing funding 
agencies would be unlikely to significantly broaden the set of evaluated interventions. 
Referrals from state and federal health departments and/or applications from sponsors or 
stakeholders are therefore essential if coverage of valuable but currently unfunded 
interventions is to be maximized.  
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FUNDING MECHANISMS FOR INTERVENTIONS 

 

The main problem with a Guidance model is that there is no mechanism for funding. The 
Guidance only model relies on the deliberations and recommendations of a PrePAC to be 
taken into account in allocation decisions made by largely independent funding agencies. 
While the various responsible funding agencies might modify their own funding rules or 
processes to take account of PrePAC deliberations and recommendations, such 
recommendations would be neither necessary nor sufficient to secure funding. There may 
be no new funding allocated for prevention and no guarantee that the deliberations and 
recommendations of a PrePAC will have any impact at all upon funding decisions.  

Few options are available in translating recommendations into action. There is currently a 
legal requirement for the National Health Service in England to fund and resource 
medicines and treatments recommended under the NICE technology appraisal program. 
However, this requirement is not always met by the trusts and area health authorities that 
have primary responsibility for implementing NICE recommendations. In short, “the 
approval of a treatment by NICE does not necessarily mean that trusts will provide it, 
particularly for some of the newer, more costly drugs” (Mayor, 2006 p170). Setting aside 
issues around compliance, there is some doubt that this type of legal mechanism would be 
feasible for public health interventions that span more than one sector of the economy, all 
levels of government, and that are currently funded by a multiplicity of funding agencies.  

In any case implementation involves much more than simply developing and 
disseminating the Guidance and some thought would have to be given as to how Guidance 
would translate into priority setting since this approach does not provide a clearly defined 
pathway to funding and therefore falls well-short of giving preventative interventions an 
equal chance of funding compared to otherwise equivalent interventions funded via the 
MBS or PBS or acute public hospital care.  

FUNDING MECHANISMS FOR DATA COLLECTION 

While medical service assessment bodies such as NICE, MSAC and PBAC support funding 
decisions and policy-making by providing expert synthesis and assessment of the 
available clinical and economic evidence, they do not commission the collection of 
additional data in situations where the existing evidence-base is weak. It could be argued 
that a well-resourced PrePAC would be better placed to identify gaps in the evidence-base 
for preventative interventions than existing granting bodies such as the NHMRC. This 
would involve quite a different role for PrePAC compared to either PBAC or MSAC. 
Whether or not it should be pursued depends upon the extent to which the ‘problem’ 
being addressed is viewed predominantly as an inadequate funding base or as an 
inadequate evidence-base.  

DEDICATED PREVENTION FUND MODEL  

The work of the PrePAC would be essentially the same under a PreBS as under a Guidance 
only model, however there are a number of differences. We describe in more detail here 
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some of the features of a dedicated funding model or Prevention Benefits Schedule 
(PreBS). 

WORKFORCE REQUIREMENTS 

Workforce requirements for a PrePAC under the dedicated funding model would not be 
substantially different from the workforce requirements under a guidance only model.  
However, a PreBS with coverage decisions made by a PrePAC may be able to offer a 
stronger incentive (ie. funding) for sponsors or stakeholders to make detailed applications 
or submissions for funding and reduce the need for centralised assessments.  

REFERRAL MECHANISMS FOR HEALTH TECHNOLOGY APPRAISAL & FUNDING 
MECHANISMS FOR INTERVENTIONS 

A PreBS dedicated funding model offers a stronger (financial) incentive for sponsors and 
stakeholders to make applications for funding.  Note, however, that the set of preventative 
interventions for which sponsors or stakeholders would have a sufficient direct financial 
interest to prompt detailed applications might be quite restricted.  Providers might, for 
example, have a significant financial interest in funding for clinical prevention, but the 
benefits will be spread across a potentially large number of providers. Preparation of a 
detailed submission would then require a pooling of resources and coordination of 
activity via professional organisations or networks.  

Similarly, there may be an incentive for existing funding agencies (such as the TAC or 
Healthway) to carry the cost of an assessment and to prepare detailed submissions in 
order to shift the cost of actually providing health promotion programmes on to a PreBS.  
Here, there are likely to be fewer agencies with a financial interest in shifting funding on 
to the PreBS and the problems of coordination and pooling of resources are less 
pronounced with smaller agencies or those with a peripheral interest free-riding on the 
actions of the agency with the strongest financial interest.   

For healthy public policy or health protection interventions that alter the physical or 
social environment such as parks, traffic crossings, bike paths or community gardens, 
there may be an incentive for local or state governments to carry the cost of assessment 
and to commission detailed applications in order to shift the cost of actually providing 
these types of intervention on to a PreBS.  Whereas existing funding agencies, such as 
VicHealth may well have the in-house expertise to provide such applications for health 
promotion activities, it is unlikely that state and local government would be in a similar 
position and might therefore be expected to contract out assessment activities.  It should 
also be emphasized that a PrePAC that only considers submissions would exclude those 
valuable interventions not currently funded because they have no individual sponsor.  So, 
even where sponsors and stakeholders are likely to be responsive to a call for 
applications, it will be desirable to also permit referral of interventions from the federal 
government.     

There might be an incentive to some stakeholders or sponsors to make submissions in 
order to shift the costs of prevention to a PreBS and mechanisms to share costs might 
need to be put in place if there are concerns about the impact on the overall value of 
preventative activity.    
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While funding could be provided via a PreBS in many instances, not all preventative 
interventions would sit comfortably with this funding mechanism.  Setting aside questions 
regarding resource constraints, the mechanism for funding legislative changes (such as 
smoking restrictions) or ongoing investments in infrastructure (such as public transport) 
via a schedule is far from clear. Note also that, while it may be possible to fund health 
protection and healthy public policy via a PreBS, care would need to be taken to avoid just 
redistributing existing expenditure between funding agencies and levels of government.  

WHAT WOULD A PREVENTION BENEFITS SCHEDULE LOOK LIKE?  

PREVENTION BENEFITS SCHEDULE  

A PreBS for clinical prevention could look much like a list of reimbursable items along the 

lines of the MBS or PBS. That is to say, a list of interventions that will be funded from the 

scheme on a per service or per patient basis.  

(i) Examples of items potentially reimbursable (contingent upon appropriate 

evidence on effectiveness and cost-effectiveness) on a per service basis might 

include: clinical consultation regarding diet, smoking, or exercise delivered by 

allied health practitioners; mental health services delivered by psychologists or 

counsellors; group exercise sessions for people meeting specified risk factors for 

heart disease or diabetes delivered by fitness instructors; supermarket tours 

delivered by a dietician or nutritionist.  

(ii) Examples of items potentially reimbursable (contingent upon appropriate 

evidence on effectiveness and cost-effectiveness) on a per patient basis might 

include: annual enrolment in disease-management programs for chronic diseases 

such as type II diabetes (eg. Good Life Club membership); annual enrolment in 

community connectedness programs for at-risk elderly patients; annual enrolment 

in mentorship programs for at-risk youth; annual enrolment in addiction support 

groups such as Alcoholics Anonymous.  

 In some cases, these services might be more appropriately covered under the MBS and 

agreement on the terms of reference of each funding scheme would need to be worked 

out.  

Reimbursement for health promotion interventions might look more like a list of lump-

sum grants to cover a delimited set of activities over a defined time period. Examples 

might include:  annual budget allocation to organisation(s) responsible for delivery of 

mass media education campaigns on road safety, healthy eating, physical activity, alcohol 

consumption, or smoking cessation; lump sum payment to local councils or community 

organisations for community events to promote community connectedness, safe 

communities or healthy lifestyle; lump sum payment to schools for the establishment of 

programs to promote healthy lifestyle such as the walking school bus or sex education.   
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For healthy public policy and health protection interventions, the PreBS would amount to 

a list of lump-sum grants to cover a delimited set of activities at a specific geographic 

location.  Examples might include: lump sum payment(s) to local councils, state 

governments or community organisations to alter the physical environment either to 

promote healthy lifestyle (such as the provision of walking tracks / pedestrian crossings, 

or improvements to parks and recreation areas) or to improve safety (provision of street 

signs near school crossings or provision of lighting or CCTV around train stations or 

shopping precincts); lump sum payment to schools to alter the physical environment to 

promote healthy lifestyle (such as establishment of a kitchen garden or sporting facilities); 

lump sum payment to schools to alter the social  environment to improve safety (such as 

provision of interventions to reduce bullying).   

Reimbursement via lump sum payments and annual budget allocations is no different in 

principle than a per service or per patient payment. Evaluation of the safety, effectiveness 

and cost-effectiveness of all preventative interventions would be contingent upon a 

requested indication(s) and scale and, in the event of listing, reimbursement would only 

be available for the approved indication(s) for a given scale. For clinical prevention, the 

indication would typically relate to characteristics of the patient and the provider. 

Provision of group exercise sessions might only provide good value for money in people 

with diabetes or cardio-vascular disease if they are predominantly focused on 

cardiovascular fitness (rather than strength or flexibility training). For health promotion 

and health protection interventions, the indication might instead relate to characteristics 

of the community. Provision of CCTV around train stations might only provide good value 

for money in areas that have a high level of street crime. Provision of pedestrian crossings 

might only provide good value for money where segments of the community have poor 

access to facilities due to the physical environment (eg. where busy arterials form a 

barrier to accessing community facilities such as train stations, walking tracks, sporting 

facilities and shops).  

The PrePAC might therefore approve open-ended funding for a listed item in much the 

same way as the PBAC or MSAC, specifying an approved indication for each item. For 

clinical prevention, claims for PreBS items might follow similar procedures as for 

restricted benefit items on the PBS. The PrePAC might, however, choose to specify 

‘authority required’ status for some types of interventions; particularly for health 

promotion and health protection interventions that entail relatively large lump sum 

payments. Obtaining authority in this context might require submission of evidence to 

substantiate that the intended use of funds meets the restriction for the relevant item 

number. For example, a council requesting funding for a pedestrian crossing might be 

required to provide traffic impact analyses, a community survey demonstrating 

community support, and an assessment of the impact of community structure on access to 

community nodes.  Provision of funding for a specific pedestrian crossing with authority 

required status would therefore entail a two-stage process. First, the PrePAC would have 
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to list pedestrian crossings on the schedule for an approved indication. Second, the local 

council requesting funding for a specific pedestrian crossing would have to submit a 

request for approval demonstrating that the intended site meets the approved indication 

and that the intervention conforms with the approved description in terms of its active 

constituent parts delivered effectively.   

FUNDING MECHANISMS FOR INTERVENTIONS 

The PreBS would amount to a list of funded items or projects rather than simply a list of 
recommendations.  The establishment of a PreBS with dedicated funding would, however, 
be open to interventions that are currently funding under existing programs.  As 
discussed one suggestion is that a PreBS with dedicated funding could restrict its scope to 
health promotion interventions and leave clinical prevention, health protection and 
healthy public policy to be handled by existing programs. Even after restricting scope to 
health promotion, there will remain significant overlap with existing funding agencies. 
Several options are available in addressing this overlap:  

(i) Amalgamation: funding currently allocated to preventative services under 
various disparate state and federal programs could be pooled and supplemented 
with additional funds into a dedicated budget for a PreBS. The current role of 
existing programs in funding preventative care would then be ceded to the PreBS. 
Such an approach would, however, require a series of voluntary agreements and 
budget transfers that would likely prove difficult to negotiate in practice.  

(ii) Making existing budgets contestable: with contestable budgets, the PreBS / 
PrePAC could make submissions to existing programs such as the PBS or MBS for 
a transfer of funding based on demonstrated cost-effectiveness. Submissions 
would need to establish that prevention has similar cost effectiveness to curative 
interventions approved by the PBAC or MSAC i.e. below their funding thresholds.  
Such an approach would require significant changes to processes in existing 
programs (including making funding thresholds more explicit and providing 
guidelines for applications for transfers), might prove difficult to implement, and 
that would likely face opposition from stakeholders.    

(iii) Cost-shifting:  the PreBS could simply accept a certain level of cost-shifting and 
potential overlap and seek a dedicated budget from general revenue. Funding for 
interventions under a PreBS would then be additional to existing funding sources.  
Note, however, that cost-shifting from existing programs to the PreBS might 
suggest a revision of funding allocations to these budgets in future periods 
although for programs with open ended budgets this might prove difficult to 
implement beyond a revision of their recommended threshold cost effectiveness.  
In the long run where prevention activities are eligible for two sources of funding 
eligibility rules could be use to avoid overinvestment. 

Irrespective of the source of funding for interventions, it should be emphasised that the 
establishment of a PreBS with a dedicated budget will not automatically give preventative 
interventions an equal chance of funding compared to otherwise equivalent interventions 
funded via the MBS or PBS. The fragmentation of the global health budget into separate 
programs (PreBS, PBS and MBS) permits each program to specify different criteria and 
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different thresholds for funding. Budget allocations and funding criteria should therefore 
be set to obtain a level of parity between the funding thresholds across programs to 
ensure a degree of consistency in terms of value for money.    

FUNDING MECHANISMS FOR DATA COLLECTION 

There is currently provision for MSAC to recommend interim funding “to enable data 
collection to be undertaken in order to inform MBS subsidy decisions on new and 
promising interventions for which conclusive evidence on safety, effectiveness and cost 
effectiveness is lacking” (MSAC, 2005b p49), provided that such interventions meet  and 
which meet primary and secondary criteria (MSAC, 2005b). A similar mechanism would 
be available to a PreBS with dedicated funding, with interventions funded for a limited 
number of trial sites or for an initial trial period to permit data collection.    

HOW DIFFERENT WOULD A PREVENTION PRIORITIES ADVISORY 
COMMITTEE BE TO HEALTH TECHNOLOGY ASSESSMENT BODIES 

LIKE MSAC, PBAC AND NICE 

The following section compares proposed models for a PrePAC against existing health 
technology assessment bodies and funding mechanisms including MBS / MSAC, PBS / 
PBAC and NICE/NHS.  

DIFFERENCES IN OBJECTIVES, EVALUATION SCOPE AND PERSPECTIVE 

The PBAC sees meeting the health needs of the Australian community as a primary 
consideration and focuses almost exclusively on health outcomes. The PBAC may also 
consider non health outcomes, including aspects of the delivery of a health care 
intervention beyond the health gain obtained; for example, greater convenience or 
production gains to society beyond improved health. However, those outcomes are not as 
influential in decision making as health outcomes. Similarly, PBAC mainly considers the 
costs of providing health care resources. PBAC also consider costs and cost offsets of non 
health care resources, but these are not as influential in decision making as health care 
resources. 

In contrast many of the analyses of health promotion activities place emphasis on a 
multiplicity of non health outcomes that result from complex social processes within 
idiosyncratic settings. This has led some to advocate a more programmatic approach to 
health promotion that encompasses four functions: 

(i) generating knowledge to produce better health promotion interventions; 
(ii) building institutional, community, organisational and individual capacity to 

implement health promotion; 
(iii) implementing evidence-based health promotion interventions; and 
(iv) Monitoring and evaluating the impact and outcomes of health promotion  
(Swerissen et al, 2001). 
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While not inconsistent with setting up PrePAC that sets priorities for health promotion 
and illness prevention it does suggest a wider set of functions than either PBAC or MSAC 
have routinely performed to date. Specifically it would add a research and development 
function that would generate new evidence, monitor and evaluate the implementation of 
interventions. This approach would also add capacity building to the range of outcome 
measures for the evaluation of programmes. While it is the case that the Drug Utilisation 
Sub Committee (DUSC) of PBAC is charged with monitoring some aspects of the 
implementation of PBAC decisions and in principle Medicare Australia has an auditing 
function to ensure compliance with restrictions placed on medical technologies 
reimbursed under Medicare, these are not seen as core functions of the PBAC or MSAC. 
NICE in contrast has established an implementation program and a research and 
development arm. It does not appear to have provided substantial funding for original 
research, rather within each evaluation report it identifies evidence gaps as 
recommendations for further research. The aim of the research program is to stimulate 
the research community to undertake new research by setting priorities, and promoting 
these to funding bodies. How successful this strategy has been is not clear. In terms of 
implementation of prevention and health promotion guidance, NICE produces educational 
packages and implementation support materials including costing tools for stakeholders. 
(NICE 2007) 

A PrePAC would make recommendations on the basis of the effectiveness, cost and cost 
effectiveness of interventions compared to the next best alternative use of public 
resources. To the extent that these interventions are likely to involve cross boundaries of 
portfolios and aspects of social policy (health, transport, sport, or social capital) there 
would be a greater need to pay attention to non health outcomes and non health system 
costs than PBAC and MSAC appear to do. A key issue here is likely to be human and social 
capital issues. It may be inevitable that a PrePAC would need to be more explicit in equity 
issues. For example it may give priority to health need in communities with multiple 
disadvantages especially particularly  it finds a link between early childhood health 
intervention and life cycle income in addition to promoting long term health outcomes.  

MSAC and PBAC use economic evaluation primarily as a means of testing the efficiency of 
new interventions. While they may claim to adopt a societal perspective in practice they 
try to maximise health for a given budget allocated to medical services or drugs. They 
assume that the universal insurance that Medicare provides in terms of low cost access to 
health care takes care of any equity concerns in health. They do not give additional weight 
to interventions that promote health in particular social groups unless by chance there is 
a strong capacity to benefit in that group and an effective treatment that has an acceptable 
cost. They may favour groups of patients with few alternative effective treatments but do 
not favour social groups primarily because of low health or social deprivation.   

In contrast a PrePAC may well have to consider the wider objectives of the health system 
to provide equal social opportunity. There is nothing inconsistent in this but the more 
dimensions in a decision the more difficult the priority setting exercise becomes. There 
are obvious advantages in clearly specifying the objectives of the committee in the initial 
mandate, however this may not be possible and the PrePAC may have to feel its way. 
Certainly PBAC, MSAC and NICE have clear broad level objectives but the precise factors 
that need to be weighed in each decision and the weights for each have been left to the 
discretion of the committee. Ultimately each funding decision is a political decision by the 
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Minister and the role of these committees is to marshal the evidence on the relevant 
factors in a format that allows an informed decision.  

TYPE OF ANALYSIS 

The earlier versions of the guidelines for submissions to the PBAC established a 
framework of cost-effectiveness analysis to inform decision making, without specifying a 
particular measure of health outcomes. The version 4 guidelines include a more explicit 
preference for cost-utility analysis. An important feature of the Australian guidelines is 
that they do not require all submissions to present a cost-utility analysis. It is recognized 
that extrapolation of intermediate health outcomes to quality adjusted life years (QALYs) 
can sometimes increase uncertainty, particularly where there is no sound basis for 
extrapolating to the QALY metric. However, there is a preference for cost-utility analysis, 
which focuses on health outcomes, over cost-benefit analysis as a framework for decision-
making. 

A PrePAC could make recommendations on the basis of modelled cost per QALY taking 
account of quantifiable differences in other relevant outcomes in a cost consequence 
analysis. This would make comparison across interventions with multiple outcomes very 
difficult. It may be that the PrePAC could adopt a modified cost benefit analysis 
framework that measured as many outcomes as possible in a money equivalent form 
reducing the variability in any unvalued consequences. 

DIFFERENCES IN TIMEFRAME OF THESE INTERVENTIONS  

There has been some controversy in the literature on some technical aspect of economic 
evaluation in health promotion and prevention. These relate to the longer delay and 
greater diffusion of the benefits from a health promotion program. This might mean for 
example that the current generation may pay for the benefits of future generations. 
Placing a money value on such future benefits is problematic not only because of 
uncertainty over their level but also because our standard of value is not clear. 

DIFFERENCES IN THE COMPLEXITY OF MULTIPLE OUTPUTS 

In addition to the complexity of evaluating multiple non health outcomes there are also 
likely spillover effects from one disease to another in tackling risk factors e.g. diet and 
exercise. This is not an issue of principle but will mean that evaluation may be more 
complex and time consuming. 

DIFFERENCES IN EVIDENTIARY BASE 

Making decisions on the allocation of resources on the basis of value for money or cost 
effectiveness is done on the basis of the best evidence available on the comparative 
effectiveness of an intervention and its cost effectiveness. The stronger the evidence the 
more confident we can be in decision and the less likely mistakes will be made that we 
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will later regret. In some cases mistakes can be rectified in the light of new evidence but it 
is often difficult to reverse a program once implemented. Therefore there is a need to 
ensure that the evidence is adequate to support a decision to fund a prevention 
intervention or the alternative use of resources.   

The purpose of a PrePAC would be to recommend a set of interventions and programmes 
that maximises the likelihood of benefit within a given budget (equivalently chooses those 
interventions where the cost effectiveness ratio is less than an accepted level). 
Recommendations should be based on the best possible evidence of the link between the 
intervention and the outcomes of interest.  

The gold standard of evidence on effectiveness in health care is a number of large well 
designed experimental studies that compares the intervention directly against the 
relevant alternative program. The design of the experiment is critical to ensure the 
internal validity of the results (confirms a meaningful effect if it exists) as well as the 
generalisability of the results to the population for whom the intervention is intended. 
While this level of internal validity is common in randomised control studies for drugs, it 
is far less common for medical services, and rare in population health and health 
promotion studies.  In many cases it may not be possible, or feasible, to evaluate a large-
scale public health intervention using a randomised controlled trial. Other forms of 
evidence, such as well-designed controlled studies and time series analyses may be the 
most appropriate and feasible method. The primary objective is to strive for evidence 
derived from a study design that is the most practical and feasible available in order to 
control for potential bias. In addition, evidence derived from a systematic review of all the 
available studies that meet this criterion is preferable to evidence from a single study. 

The experience of MSAC is typical here and many new medical technologies presented for 
public funding have not included high level of evidence from any head to head double 
blind randomised control trials and indeed rarely have any randomised trial evidence at 
all. MSAC has still been able to make decisions based on the best evidence available while 
recognising the risk of making wrong decisions. Similarly PBAC has recommended the 
listing of chemotherapy drugs on the basis of small single arm trials of short duration 
weighing up the likely gains against the cost taking the risk that those gains may not be 
found in practice. Therefore while a lack of evidence increases the potential cost of 
decisions it does not preclude an informed rational public decision based on the best 
evidence available. Nor does it mean adopting different standards of evidence. PBAC has 
been reluctant to accept lower level evidence in part because of the tradition of 
experimental evidence from a safety perspective in the drug area, partly for aspirational 
reasons to increase the pressure to produce high quality evidence from sponsors, and 
partly because high level of uncertainty about small predicted individual health gains at 
high unit costs with potential safety issues has made decision makers risk averse. For 
similar reasons MSAC has been reluctant to accept evidence from non comparative 
studies. 

The strength of the evidence would need to be assessed, in part, on the appropriateness of 
the study design to answer the specific research question. For example NICE claim that:   

¶ A randomized controlled trial (RCT) is normally the most appropriate source of evidence for 

judging the effectiveness of individual/group interventions. 
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¶  The cluster RCT is normally the most appropriate evidence for judging the effectiveness of 

community interventions.  

¶ Qualitative research is normally the most appropriate evidence source to answer questions 

about implementation (including the views of the target population) (NICE, 2006; Kelly et al, 

2002).  

To the extent that priority-setting exercises restrict consideration to interventions for 
which high quality evidence exists, only a limited and non-representative set of 
interventions can be considered. One hope, of course, is that in the long run demand by 
those setting priorities and making coverage decisions will bring forth a larger supply of 
such studies.  

A PrePAC would be one instrument to improve the quality of evidence particularly if it 
could allocate funds specifically for this purpose or gave preferential treatment to 
interventions with higher quality evidence. The two PreBS / PrePAC models described 
above each include a mechanism for generating new data in situations where the 
evidence-base is deemed inadequate. However it may not be realistic to expect funding 
decisions in one country alone to bring forth sufficient evidence and there are other 
reasons why the quality of the evidence in prevention is always likely to lag behind that 
available in clinical areas of health. To take the example of community institution-based 
interventions, it is often difficult to randomly select and assign schools, workplaces and 
local communities. Nor is it generally practical to prevent the spread of information about 
interventions from one setting to the next. It may be possible to design quasi randomised 
cluster trials in these situations but it might also be dangerous to give too much 
preference to well researched and evaluated interventions in that the greatest gains may 
well be those that are the hardest to demonstrate in a large randomised trial.  
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IS ECONOMIC EVALUATION REDUNDANT WHEN THERE IS APPARENTLY 
POOR QUALITY EVIDENCE ON EFFECTIVENESS AND COST?  

One of the important strengths of the kind of decision analytic modelling methods used in 
economic evaluation is that they focus on estimating the overall expected net benefits of 
interventions. This means that they organise available evidence in systematic fashion that 
allows decision makers to synthesise evidence on outcomes and costs in the context of 
missing information. They can model uncertainty in both formal statistical models and 
informal insensitivity analysis. It cannot create evidence on the effectiveness of health 
interventions, but it can often expose the important parameters that determine likely 
value for money and in doing so allow an assessment of the likelihood that an intervention 
will be cost effective.  In principle there are no differences between the methods used to 
evaluate prevention activities and those used by bodies such PBAC and MSAC to assess 
health technologies. This is made clear by NICE where there are no specific guidelines for 
the evaluation of public health interventions or apparent modifications of approach in 
practice. As we noted in Section 6.1 however, there would be a greater need to pay 
attention to non health outcomes and non health system costs. 

Even where evidence on effectiveness is based on high quality randomised trials, the 
results will provide insufficient information on which to base a judgement about the costs 
and consequences of an intervention relative to the comparator. In these circumstances, 
which are likely to be the most common with public health interventions, a modelled 
economic evaluation will be essential. Examples of reasons for presentation of a modelled 
economic evaluation beyond the experimental evidence include:  

(i) to link surrogate outcomes measured in the studies to final outcomes and to 
extend the range of outcomes; 

(ii) to extrapolate outcomes measured beyond the duration of the studies and 
duration of therapy within the studies to the likely duration of use; 

(iii) to examine the impact of differences between the population and setting for 
which evidence of effectiveness is available and the target population and setting 

(iv) To modify resource use patterns reported in studies to reflect more closely those 
in practice (eg. to include consideration of resources not measured in the studies 
and to exclude any study specific utilisation of resources). 

Cost effectiveness modelling analysis may be useful, particularly when there is: 

(i) a careful and detailed description of the activity; 
(ii) a comparator (which may be a ’before-intervention‘ observation); 
(iii) one or more validated outcome measures; 
(iv) a careful and comprehensive account of the costs or resources used; or 
(v) A sufficiently long follow-up time. 

Modelling is also possible without these conditions, but the results will be less useful as a guide to 

decision-making. The advantage of transparent modelling however is even in the absence of robust 

effectiveness data on which to base the economic evaluation, at least indicative cost effectiveness can 

be calculated allowing uncertainty to be taken into account but still providing information on which to 

base a decision. 
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Although there are some agreed principles, there is no universally accepted ‘best’ method 
for assessing costs and outcomes in economic analyses of health interventions.  However, 
it is important that there be consistency in approach to economic evaluation to allow 
comparability across services considered by government agencies within the health 
sector.  What will be important in an evaluation of preventative interventions is that there 
is a transparent presentation of an economic evaluation - the best estimate and associated 
sensitivity analyses - that is consistent with accepted practice.  

COST DATA FOR OVERSEAS INTERVENTIONS UNTESTED IN AUSTRALIA 

A lack of published international evidence on cost effectiveness is not a barrier to this 
assessment as even the best international studies are rarely generalizable to Australia. 
PBAC for example does not review overseas cost effectiveness data and MSAC has not 
placed much weight on the results. Even so some claim to find a high degree of 
consistency among economic evaluation studies, despite differences in methods and 
settings.  “.... we did not observe systematic differences in findings between economic 
evaluations set inside or outside of Canada” (Goldsmith et al, 2006).  

DIFFERENCES IN SCALE 

Public health interventions vary from national population screening programs to 
community based health promotion activity. The scale of the activity does not make the 
evaluation of the evidence on cost effectiveness in itself a problem but could make 
decisions on comparisons of value for money problematic. The incremental approach to 
decision making (considering each application as it is presented) could be problematic 
and a more programmatic approach might be required. 

DIFFERENCES IN FUNDING SOURCES FOR INTERVENTIONS 

PBAC and MSAC consider funding interventions within a single well defined program 
albeit with open ended budgets in the short term. They can therefore reasonably make 
positive or negative recommendations to a single Minister about comparative 
effectiveness and cost effectiveness within a set of interventions (new and existing items).  

In contrast there is no single authority with a budget responsible for the public funding of 
illness prevention and heath promotion. However, decisions by a PrePAC could still be 
rationalised as a priority setting exercise that leads to an allocation of a single budget 
between competing interventions to maximise health. The single budget may be a real one 
or may be rationalised as one that involves transfers across the boundaries of traditional 
funding sources. 

One issue here is that final decision makers could be diverse and may not share the same 
objectives. In that case the analysis is problematic and there would be little incentive to 
comply with the recommendations of the committee and implementation could be a major 
issue.  Even where there was a single funded program or set of intervention activities over 
which the PrePAC had sole responsibility there may still be issues of implementation but 
there would be a far greater capacity to influence the delivery of the intervention and to 
monitor the outcomes. There would still remain the issue of making decisions across 
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programs (medical, pharmaceutical, hospital, and public health), but both the logic of 
allocating resources within each domain would be coherent and incentives for compliance 
with recommendations could be built into funding mechanisms.   

It is worth noting that neither PBAC nor MSAC achieve total compliance with 
recommendations and so we would not expect more of a PrePAC.  PBAC does not preclude 
private scripts or public hospital use of non PBS drugs. It is not clear for example how 
influential MSAC has been in practice in public hospitals – a significant proportion of 
patients. The question is whether a rational approach to decision making for (more) parts 
of the system is an improvement.  A standard decision analysis view is that more 
information is better than less and that making decisions on allocating resources within a 
stream of public health funding would improve the efficiency of the health care system 
provided it did not take resources away from more valuable activities.  It could be set up 
as resource neutral pooling of actual (or hypothetical) existing funding for public health, 
encouraging interventions that are more cost effective and discouraging alternative 
interventions, but most likely would be part of an increased allocation to prevention. In 
the latter case it would need to be established that the cost per health gain (or other 
relevant measures) were no more than in other parts of the health system. In other words 
the PrePAC would need to work with an explicit threshold of cost effectiveness and 
discourage funding of cost ineffective prevention and health promotion activity.  

A national committee can set priorities on a larger scale, and, presumably, ensure that 
excessive duplication of effort is avoided at the local level. On the other hand, as the 
Canadian Task Force on Preventive Health Care (1999) noted, several studies have 
indicated that the involvement of the local end-users of guidelines is likely to increase 
local uptake and implementation (Onion et al., 1996; Conroy & Shannon, 1995; Gates, 
1995). There are a number of ways to resolve this and facilitate acceptance and take up of 
recommendations with the support of, or in the absence of, a financial incentive. The NICE 
approach (and to a lesser extent the MSAC approach) has been to involve stakeholders in 
the process. If the dedicated funding model of a PreBS was adopted there would be an 
increased incentive to implement prevention programs but there would remain a need to 
encourage the take up of these programs and the evaluation of the intervention needs to 
include an assessment of the implementation strategy.  

OUTPUTS FROM A PREVENTION PRIORITIES ADVISORY COMMITTEE  

COST BENEFIT ANALYSIS AND PRIORITY SETTING 

The PrePAC would minimally provide a set of priorities for the effectiveness and cost 
effectiveness of individual interventions and programs at a national level within areas of 
concern. Under the Guidance model this set of priorities would amount to a list of 
recommendations. Under the PreBS Dedicated Funding Model this set of priorities would 
amount to a list of funded items or programs.  

Priorities could be set on the basis of a cost of achieving a set of agreed outcomes. The 
simplest of these would be a one dimensional health outcome such as quality adjusted life 
years gained from each intervention compared to the alternative use of the resources. 
Cost-effectiveness analysis, with the quality-adjusted life year (QALY) as the health-
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related outcome measure, is the primary measure used in the public health NICE reports 
and is encouraged in both MSAC and PBAC evaluations. Using such a measure for 
prevention would ensure baseline comparability across the healthcare sector. In addition, 
a ‘cost-consequence’ approach may be adopted to take into account the complexity and 
multidimensional character of public health interventions and programmes. This would 
ensures that explicit consideration was taken of multiple, non-health related and/or non-
quantifiable outcomes. It also means that issues such as fairness, which are key to public 
health policy, can be used to inform the analysis. Given the disparate nature of these 
consequences and the difficulty in making comparisons across prevention strategies we 
might encourage the monetary valuation of as many of the benefits of a program.  

TYPES OF RECOMMENDATIONS 

Ideally one would want to be able to make statements about the strength of the evidence 
of effectiveness of the kind: 

(i) the evidence base is consistent and in the same direction (for example, it suggests 
that an intervention is effective or ineffective)  

(ii) the evidence base is mixed and therefore equivocal (for example, some good 
quality studies report a significant effect, while a similar number of good quality 
studies report no effect)  

(iii) there is limited evidence 
(iv) there is evidence of limited efficacy   
(v) there is no evidence 

Then, taking account of the reliability of the strength of the evidence on effectiveness and 
cost effectiveness that this intervention should be either not be approved or approved and 
given:  

(i) High priority  
(ii) Moderate priority 
(iii) Low priority 

 

IMPLEMENTATION 

In either model of a proposed PrePAC the intention of any guidance or available funding 
would need to be translated into appropriate action. Where funding is requested by a set 
of providers or we expect there to be a high take up this might be straightforward, but the 
provision of guidance, even backed up by funding, does not ensure appropriate delivery of 
an intervention or program. This is particularly an issue where the potential target 
audience is itself diffuse with no clear organisation. A PrePAC would need to both set 
national priorities and devise an implementation strategy. 

RECOMMENDATIONS 

We agree with the Wanless report (2004) that “to achieve the objective of an efficient 
allocation of national health service funding between health care and public health, a 
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similar method of cost-effectiveness analysis needs to be applied to public health and 
clinical interventions”. 

Many interventions within the category of clinical prevention are currently covered under 
existing programs (such as the MBS, PBS, and NIP). Gaps in the coverage of clinical 
prevention depend both on listing on the MBS and the capacity of existing providers. 
These could be addressed by modifying the scope of services covered under existing 
programs by, for example, issuing Medicare Provider Numbers to a broader range of 
health care providers and adding item numbers to the MBS. 

 

 

Multiplying the number of programs can have the perverse effect of compounding 
allocative inefficiency if different funding thresholds apply in different separate programs.  
However, the creation of a PrePAC with responsibility for providing guidance for, and 
funding of, health promotion has the potential to reduce rather than increase the number 
of programs making allocation decisions. A PreBS would also provide a clear pathway for 
funding for a number of interventions that currently have obvious source of funding. 

 

Many preventative interventions that might be categorized as health protection and 
healthy public policy would, however, not readily conform to funding via a PreBS-type 
mechanism.  The compilation and appraisal of evidence (under the NICE model) for health 
protection and healthy public policy interventions that might include legislative changes 
(such as smoking restrictions) or ongoing investments in infrastructure (such as public 
transport) is one thing but provision of funding via a PreBS for such activities under the 
MBS / MSAC model is much more challenging.  

 

Recommendation 3: A PrePAC should provide guidance only for health 
protection and healthy public policy. 

Recommendation 2: A PrePAC should provide guidance AND funding for health 
promotion activities via a dedicated PreBS budget.   

Recommendation 1: Clinical prevention activities should be rolled into 
existing programs (such as the MBS, PBS, and NIP) perhaps with 
an extended the range of providers 
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