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Health sector governance 

 

Purpose: 
To provide an elaboration of the recommendation contained within ‘Fit for the Job’ for an 
independent national health commission. 

1. Background – why did the recommendation arise? 
In its paper ‘Fit for the Job’ (April 2009), the Business Council of Australia (BCA) identified 
several major issues facing the Australian healthcare system. These included: 

• The need to improve the quality of outcomes and reduce the number of errors. 
 

• The need to ensure a financially sustainable healthcare system in the light of increasing 
demands and costs, and as part of this to improve the efficiency of the sector. 

 

• The need to reconfigure the health services to meet a different pattern of disease and 
demand for health services. 

 

• The need to ensure a more equitable distribution of health services across the country. 
 

• The need to strengthen accountability for health outcomes and capacity of patients and 
their advisors to make informed decisions about alternative providers. 

 
The aims of healthcare reform are two-fold: 

• To improve the health of all Australians to underpin future social and economic prosperity 
 

• To improve the effectiveness and efficiency with which the healthcare system operates 
 
The paper recognised that there was a widespread recognition of these issues and 
acceptance of the objectives of reform within the health sector and general agreement on 
many aspects of the proposed solutions. So why has so little happened? The systemic 
impediments to reform were identified as being the lack of clear leadership and accountability 
for national health outcomes and service provision, the lack of integrated clinical and 
business systems to support the desired integrated patient pathways and improved national 
planning, misaligned funding schemes that did not encourage the development of new 
services and a lack of integrated and compelling quality assurance scheme or commitment to 
patient information. 

As a result the BCA recommended:   

1. The development of a national and comprehensive health strategy that addressed the 
current and emerging pattern of disease and the determinants of that pattern. 

2. The establishment of an independent national health commission to develop, lead and 
account for that strategy. 

3. The establishment of integrated, national patient-based data and information systems to 
support clinical decision-making, improved planning and monitoring of targets and 
outcomes and a greater capacity for citizens and patients to assess the effectiveness of 
their healthcare system and to make informed decisions.  

4. A realignment of the funding system to encourage the appropriate configuration of 
services at a quality and price Australians sought, including the separation of purchasing 
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of health services from provision in the public sector and ensuring that incentives are 
provided for improved outcomes. 

5. The establishment of a new quality assurance and licensing system to cover all providers 
(institutions and individuals) to register and accredit new providers, assure the 
performance of existing  providers and to make available outcome, cost and financial 
information a condition of receipt of public monies (if not licence to operate).1 

6.  The continued development and implementation of a national health workforce strategy. 

These recommendations assume a) the need to reconfigure the healthcare system to cope 
with a different pattern of disease and also address the underlying drivers of that pattern 
b) that provision of services will occur within a mixed market2 and c) that a more responsive 
market is likely to emerge if the system is patient-centred The recommendations therefore 
are directed to improving the specification of what is needed and improving the supply of 
services through enhancing the way that the market operates. 

2. An independent national health commission 
The first step in improving the specification of what is needed and the way in which these 
needs are met is to assign both authority and accountability for them. Hence the BCA called 
for an independent national health commission to cut across both jurisdictional and policy 
portfolio boundaries. Without such a body, it is difficult to see how the current and long-
running impasse between the state and Commonwealth governments, arising from split 
accountabilities, can be overcome. The BCA’s recommendation is not new. It has been 
recommended previously as a way of breaking the policy impasse. The Australian Health 
Care Reform Alliance has again recently reiterated its previous calls for such a body; the 
Centre for Policy Development likewise sees little option of filling the current leadership 
vacuum and breaking the power of vested interests on policy decision-making, except by 
establishing  an independent body. 

A common response to such a recommendation is ‘why a separate commission? Why not a 
department of state?’ The answer reflects a belief that we need to receive the views of 
experts who are empowered to take a long-term perspective, based on the best available 
information and who are not pressured by short term political imperatives. That advice may 
be provided currently but is not readily available for the community to assess because it is 
submerged in the political decision-making process.  Decisions about health service 
provision necessarily involve choices and trade-offs, not just within the health area, but also 
between health and other policy areas. These choices appropriately are made through the 
democratic process and therefore there is no suggestion that governments abrogate their 
responsibility for such choices to a non-elected body. However the public is entitled to 
understand the underlying information, expert views and the options available, prior to the 
choices being applied. Only through such a process can the community hold their 
representatives accountable for the choices made on their behalf.  

The capacity of governments to make decisions about budget outlays, relative to other policy 
areas and various programmatic choices, are not curtailed by the existence of independent 

                                                

1
 This recommendation acknowledged the progress made by governments in establishing a national 
accreditation system for health professionals but urges action beyond this to ensure ongoing 
accreditation of those professionals and accreditation of the organisations, institutions and facilities 
within which many operate. 

2
 This latter assumption not only recognises the existing level of investment in private and public 
provision, but also recognises that the sector will continue to need new sources of capital and that the 
public sector alone is unlikely to be able to secure the levels required to fund the new facilities and 
technologies needed, nor on its own be sufficiently flexible and responsive to changing needs.  
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bodies. Indeed one would hope they were improved by the existence of better information 
and clearer elaboration of the options.  

Moreover, the issues before health policymakers are complex, long-term and dependent on 
good data and rational decision-making techniques. They cannot be determined hastily. Nor 
should they be subject to ad hoc and intermittent reviews, which provide little continuity of 
data and thinking and through which no accountability can be established. If the long-term 
perspective and redesign of the system is to be effective, it requires a standing commission. 

Below we set out the functions we believe need national leadership. In articulating these, we 
identify two different clusters of functions and suggest, in this paper, that this may be more 
readily accommodated through two different bodies. The nature of the expertise that is called 
for, however, is determined by those functions. While these clearly call for professional and 
clinical expertise, it is not confined to this. The pressing challenges facing the healthcare 
system, including its data and system needs, its new facilities and financial sustainability, 
require a broad range of financial and systems expertise.  

We have called for an expert commission. But that vision of expertise must encompass the 
patient and citizen, if the commission is to shape the system in accordance with their needs 
and preferences, as well as in accordance with best practice. 

3. What functions need national leadership? 
The BCA believes that there are two separate clusters of functions requiring sustained and 
national leadership within the health sector. The first cluster of functions revolves around the 
planning, delivery and monitoring of a redesigned health system that responds to a changing 
pattern of disease and its determinants. The second cluster of functions involves the 
prudential regulation of a mixed public and private health sector and provides both 
accountability for overall outcomes and information and assurance to patients to support their 
choice of provider. These clusters reflect the dual responsibilities of government for health – 
the first is ensuring the existence of an effective health system; the second relates to the 
proper functioning of the health provider market and ensuring consumers are afforded 
adequate information to enable informed choice. The latter equates to the prudential 
oversight given to other mixed sectors. 

3.1 Planning, delivery and monitoring of population health outcomes 
The first cluster of functions – planning, delivery and monitoring of a health system that 
meets the current and anticipated health needs – relates to the need to develop and enact a 
new national health strategy that meets the needs generated by the current and projected 
pattern of disease and addresses the underlying determinants of that disease pattern. 
Monitoring the efficiency and effectiveness with which the strategy meets the needs and 
expectations of the community and being held accountable for it, completes the cycle. This 
implies that this body will be accountable for identifying population health needs and desired 
outcomes, determining the most appropriate means of achieving these and, in conjunction 
with the ‘regional’ authorities commissioning the services to address these needs, and then 
being accountable for (publishing) the results. Integral to this process is understanding and 
improving system effectiveness. 

This strategy cannot, if it is to address the underlying determinants, concern itself only with 
the provision of curative health services. It necessarily encompasses the preventative health 
challenges and because policy responsibility for addressing the underlying determinants 
extends well beyond the traditional health portfolio, necessarily means that the strategy must 
be cross-portfolio. Some governments have recognised this explicitly; for example, the SA 
Government’s ‘health in all policies’ and Sweden’s appointment of a Public Health Minister. 

Furthermore, as the provision of health services in Australia occurs through a mix of public 
and private providers, the job of ‘enacting’ the strategy is not one of direct delivery.  
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For example: 

• The establishment of appropriate funding mechanisms that fund/purchase/reward the 
type, quantity, distribution and outcomes of services needed is a key activity. The BCA 
has previously recommended that this be achieved by the central body purchasing or 
commissioning those services from accredited providers, in both the public and private 
sectors. 

 

• Enabling credible monitoring and informed decision-making by policymakers and public 
alike will require the national body to ensure, through a mixture of direct commissioning, 
incentives and regulation that integrated national patient and population based data and 
information systems are established. Without these, neither an appropriate configuration 
of services can be commissioned, nor accountability for the effectiveness and efficiency 
of the system acquitted. 

3.2 The prudential and regulatory roles – improvement of market operations and empowering 
‘consumers’/patients and ‘investors’/citizens. 
The second cluster of functions relate to any prudential oversight of a market-based sector. 
These require assurance to both patients and commissioning authorities that the providers 
operating in the sector are appropriately qualified to provide the services, have the 
appropriate facilities and operating procedures to support them, are financially stable (‘going 
concern’) and deliver the outcomes sought. This implies assuring the operational and 
financial viability and capital adequacy through its licensing system and processes for 
investigating breaches of operational standards. Because of the importance of professional 
and clinical expertise in this sector, we also propose that the regulation of institutions be 
accompanied by the accreditation of those practising in the sector, both at appointment and 
on an ongoing basis. 

Patient choice (either directly or under advice from a clinical advisor) can only be exercised 
when there is full and reliable information about the services and alternative providers. This 
market information function is one pursued by government in many other sectors of the 
economy – from the financial services sector, to utilities, education and general consumer 
activity. Health is one of the few sectors in which full disclosure about cost, patient 
responsibilities and outcomes are not consistently available. It is also one of the few sectors 
in which public disclosure around errors occasioning death and injury is not readily available.  
A critical function of this body, therefore, will be the provision of reliable and accessible 
information to enable informed patient choice.   

There are two contradictions we wish to address directly. First, we call for the creation of 
institutions that will deal with providers at the same time as we call for a patient-centred 
system. This apparent contradiction is resolved through our view that in redesigning the 
system to address changing health needs and patients, an overarching design principle is 
that of patient-centredness. We also believe that by changing the accountabilities for 
information flow and publication, we empower patients to make their own changes to the 
system through more effective market structures.  

Second, we are concerned to enhance innovation and learning within the sector as part of 
improving its effectiveness and efficiency. In the proposal set out above we have 
responsibility for improving system effectiveness in the first cluster, but quality assurance in 
the second. How then do innovative and new forms of service delivery become authorised? 
This situation is not new and applies in every sector. The prudential body represents the 
group that must be convinced of the safety and effectiveness of new modes of delivery, while 
the planning body, through its commissioning powers, can trigger the drive for new ways of 
doing things. Such a tension between the two represents a safety net for patients and 
citizens. Past experience suggests that progress has been made.  
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4. Structural options  
Having identified two clusters of functions requiring national leadership or national market 
perspective, the issue then arises about how these might be structured. Although the BCA’s 
original paper envisaged one independent body, it can be argued that two such bodies are 
appropriate to provide focus and clarity about responsibilities, particular to each cluster. Such 
a separation would reflect the structural separation seen in other systems. For example, in 
England the National Health Service (NHS – responsible for design, delivery/commissioning) 
exists alongside the Care Quality Commission (responsible for establishing quality 
standards, monitoring quality and promoting improvements to quality of service and 
outcomes) and Monitor, the licensing body.3 

4.1 The planning, commissioning and monitoring functions – a need for both national and 
local input to needs identification/provision 

4.1.1 Geographic models  
The BCA believes that strengthened planning and purchasing functions are necessary to 
shift the configuration of services to meet the changing health needs of Australia, better 
distribution of those services and improved outcomes. These functions must be informed by 
both national and local inputs, general and specific population needs. The market comprising 
public and private providers can then respond to those purchasing/acquisition signals.   

How then can the local specification of services be made? Some have called for regional 
planning authorities to supplement a national body and potentially replace states, although 
international experience suggests that minimum population sizes of 300,000–500,000 are 
required to ensure economies of scale and predictability in revenue flows. We are also 
concerned to ensure that any new structure does not add to administrative overhead, but 
rather, reduces it. How then to accommodate these various criteria? 

First, we have been careful to differentiate between service delivery and service 
procurement. The economies of scale relevant to delivery and acquisition are not necessarily 
the same, with most of the literature on this point directed to acquisition and delivery within a 
given geographic area. Yet there are already populations for whom services are acquired, 
the delivery of which is not bound by a local geographic boundary. 

Second, there is no need for provision to be acquired purely from within the boundaries of 
the relevant specifying body. Services can be acquired cross-border as they often are now 
(for example, access to national centres of excellence by geographically dispersed 
populations). However for those services not close to patients, adequate provision must be 
made for transport and linked ongoing care of patients. In other words, the total service to the 
patient is the design principle for acquisition, not just the specific procedure, with 
coordination of other necessary elements left to the patient to organise.    

Third, there are several advantages in designating the states as the ‘regional’ level of 
authority.  

• It could be argued that this represents a tailoring of their constitutional responsibilities 
consistent with a different configuration of health services, resulting in less constitutional 
adjustment than some other reform options.  

 

• The use of existing boundaries would avoid some implementation difficulties experienced 
elsewhere. In England for example, a system of health-specific regional authorities was 
established to identify and specify local needs. The boundaries of those health regions 

                                                

3
 That England has three separate bodies rather than the two (maximum) recommended here reflects 
the level of immaturity of mixed sector provision in that country and the need for strong focus as it 
develops that mixed sector.  
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did not align with related government service boundaries – in that case, social care – 
leading to a need to revise boundaries to ensure integrated care for patients. This 
highlights the mindset change we seek. The health institutions need to be designed 
around the integrated care pathways of patients, rather than around traditional divisions 
of government or other ‘provider’ characteristics.  

 

• By drawing the states as the ‘regional planning’ authorities the minimum population 
catchment sizes are met.  

 

• It also clearly does not involve any need for increased staffing. 
 
This issue of shared boundaries is important. We have seen in the past that the introduction 
of regional planning structures by the Commonwealth or states has often been done within 
the confines of each policy portfolio. In many cases those boundaries do not overlap and any 
efficiencies or coordinated action between policy areas are made more difficult. Yet 
implementation of a comprehensive national health strategy that addresses both the current 
health needs and their determinants necessarily requires cross-portfolio action. The links to 
aged and other residential social care services will be fundamental to providing a cost-
effective configuration of services to meet the changing health needs. Establishing health-
specific regional authorities is likely to limit both policy reach and the provision of effective 
patient pathways and prove more costly, with the opportunities for shared or overlapping 
information systems lost. The overarching design principle for new institutions should be the 
patient and their needs, not government structures nor provider boundaries. 

More consideration is given to jurisdictional and constitutional issues in the following section. 
However, it is envisaged that once funding levels for the system as a whole are determined 
through the Commonwealth budget process, the commission would advise on the 
Appropriations to be made to each state, as currently occurs through the Grants Commission 
or could flow from the commission to the states, depending on constitutional capacity. The 
important function however is the calculation made by the national commission about the 
distribution of funds to purchase services by each population area, taking account of needs, 
best practice service delivery modes and limited by the total budget determined by the 
Treasurer. While the current trend to block grants and the consolidation of small and specific 
purpose programs is applauded and should also be a hallmark of allocations to the 
commission, it is not proposed that the Medicare Benefits Schedule (MBS) nor the 
Pharmaceutical Benefits Scheme (PBS) should be so consolidated, at least initially. The BCA 
has previously recommended these schemes should be subject to major and urgent revision 
and should be one of the inputs the commission takes into account in aggregating the 
understanding of service demand and provision in any state.   

4.1.2 Other models 
The BCA’s paper Fit for the Job acknowledges that there are other-than-geographically 
drawn models for specifying individuals’ needs within the planning and procurement of 
services. For example, populations can be grouped by disease, by specific population 
characteristic (such as already occurs with some indigenous programs and the Department 
of Veteran Affairs). Or they can enrol with particular fund-holders, or insurers, which then 
procure services on their behalf from within a national market of providers. In this case the 
common characteristic is as a customer of a particular entity. Such is the model introduced in 
The Netherlands and forming Option C in the NHHRC’s report. The Fit for the Job paper did 
not recommend such models be pursued at this stage, taking account of the need to step 
any change program carefully and recognising the constitutional complexities, the relatively 
underdeveloped national markets in health service provision and the significance of 
proximity/access in health outcomes. However, we do not preclude the further evolution of 
the system and the potential for further fund-holders to emerge as the markets and 
community understanding grows. 
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4.2 The structure of regulatory oversight 
The second cluster of functions does not need a regionalised structure. The BCA envisages 
a national market in health and care provision and would propose that the imperatives for a 
seamless economy pertinent to other sectors should similarly apply in health. While the 
nature of the provider market currently is not especially national in character this partly 
reflects the history of public funding and provision on the one hand, and the fragmentation 
arising from private practice on the other. We expect, however that more nationally 
structured or larger providers may emerge in response to international competition, and 
flowing from the proposed separation of purchasing and provision, greater availability of 
information about providers and services and a continuing sensitivity to overall costs. It is 
important as this market develops that it not be hamstrung by separate jurisdictional 
requirements. Accordingly, the second cluster of regulatory and prudential oversight 
functions should be carried out by one national body, as they are in other sectors, and should 
align where appropriate with key market principles.  

Patients too increasingly expect they should be treated equitably across the country in terms 
of what they might expect in market information and standards of care from providers. 

4.3 The structure of service providers 
It follows from the above that the current mixture of public and private providers should 
continue, but within a strengthened regulatory and competitive setting. This will entail in 
some states putting public providers on a different operational and governance footing from 
their current status. They would be independent public bodies, accountable through an 
appointed board to the relevant State Minister to Parliament. Their revenues would be 
determined by the mix of services they provide and their accountability would rest on their 
performance for financial management, service throughput and quality of outcomes. 

Similarly, private providers would be accountable for acquitting public funded contracts 
against their specifications, including similar targets as above and for providing the regulator 
with minimum information about financial viability, outcome and service performance. 

Websites developed overseas to support patient choice provide information about access, 
speed of service (waiting times), cost and performance by provider. They have proved 
important tools in helping patients to make informed choices and increase significantly the 
level of accountability within the sector. The consequent competitive pressures also create a 
trigger to innovation, improved efficiency and improved outcomes. 4  

The nature of health and care services will continue to broaden in response to changing 
attitudes to health and care and the changed pattern of disease. This will be reflected in the 
growing diversity of services offered and the blurring of boundaries between health care, 
social care, alternative therapies and the leisure industries to name a few. The regulatory 
oversight process will similarly have to broaden in response and appropriate consumer 
information be made available.  

4.4 Health insurance – providers of health-related financial services to individuals and firms 
Fit for the Job focused on how the overall system of healthcare demand and service supply 
might be better aligned and how market structures might be strengthened to improve the 
efficiency and effectiveness of the sector. In this we were concerned with overall health 
needs and service provision, and levels of GDP allocated to these. We also recognised that 
the taxpayer, either through the agency of the Commonwealth or state governments were the 

                                                

4
 We note with interest that in many cases these information tools have been initiated by media and 
non-government policy groups, and even from by providers within the system, rather than the 
overseeing policy departments of state. 



Business Council of Australia  An Independent Health Commission 

 8 of 10 

biggest purchasers within that market. However, increasingly individuals and private health 
insurers operate as co-purchasers or independent purchasers.  

The health insurance market is increasingly national, consolidating and seeing the entry of 
international players. It is already regulated prudentially. It is differentiated in Australia by the 
legislative requirement for community rating to be applied to fund members, ensuring that 
few intending members are disadvantaged by health status, age or other characteristic. 
Prices are regulated but over time, financial incentives have been provided by government to 
encourage membership in recognition of the desire by many for access to such 
supplementary schemes and in the belief they encourage the development of the private 
sector as an alternative source of health service supply. 

This paper does not envisage a diminution in the role of the private sector in health services. 
Indeed, it is based on the goal of strengthened market structures to ensure delivery of 
appropriate health services in an effective, efficient and affordable manner, recognising that 
competition can be a major driver of innovation and improved quality. Having two viable 
sectors providing health-related services as a starting point puts Australia at a competitive 
advantage and with a base for many options in future service configuration. For example,  
where private health insurance funds share a common concern with government (for 
example, boosting preventative health measures) they might also bid to provide new bundles 
of services, along with more traditional providers, on behalf of their subscribers.  

5. Jurisdictional issues 
Currently the split accountabilities for healthcare provision that sit at the heart of the policy 
impasse and impede system change are embedded in the Constitution and the mix of 
federal/state funding responsibilities. 

There are several options for dealing with these: 

• state referral of powers to the Commonwealth 
 

• constitutional change through referendum 
 

• practical change of responsibilities through funding changes. 
 
The last is easiest and has been used in other policy areas, although the acquittal of residual 
obligations may result in unnecessary administrative costs. To place the commission in the 
position of effective single government funder, two options are possible. The first is to reduce 
the general revenues to states by the amount that states currently allocate from their own 
source to health services (approximately 17%) and to allocate this amount to the 
commission, or on its advice. The second is for the commission, in determining the amount 
to be allocated to each state, to take into account the amount that states will allocate from 
their own sources. 

The actual appropriation mechanisms will need scrutiny, especially after the recent High 
Court decision casting doubt on the constitutional validity of some current payments. The 
traditional process by which the Commonwealth Parliament appropriates to the states and 
they then appropriate in turn may be required, rather than some of the direct payment 
methods increasingly used in recent years. Since we envisage the national commission 
operating more in the style of a Grants Commission rather than a direct purchaser in its own 
right (excepting MBS and PBS), the former method is adequate. Provision of the output and 
outcome data, however, would need to be built into the legislation. 

Although this paper has proposed a continuing role for the states in health, the high priority 
afforded health by Australians may lead to a reluctance by state governments to quit the 
health governance area entirely. In this case, innovative joint ownership or dual reporting 
lines of the independent commission may assist in reconciling these multiple needs. For 
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example, the recently established Safe Work Australia is jointly owned by the states and the 
Commonwealth and reports to the Ministerial Council on Workplace Relations. Although this 
body may be accompanied by state referral of powers it is not a necessary precondition for 
the operation of the body to provide national leadership and consistency. 

Further, if the deeming of states as the regional planning authorities, as suggested above, 
this also ensures that states are able to ensure that commissioned or procured services are 
based on local needs.  

6. Some other matters 
A review of the experience in Victoria and internationally in adopting activity-based funding 
and using competition among providers to improve efficiency and outcomes, both within 
health and other sectors, suggests the need to anticipate some common problems. These 
include: 

• The need to define activities in terms of integrated care pathways, or packages, rather 
than just procedures. The narrow definition of a patient treatment can lead to funding 
gaps in the overall treatment package or to truncated treatment. A commonly cited 
example is in the treatment of cancer which requires a wide mix of in-hospital and 
outpatient services continuing over a period of time. 

 

• The need to ensure an adequate supply of capital. The establishment of activity-based 
financing needs to be designed in such a way that the market has an adequate supply of 
capital, including those providers that stay in public ownership. Basing rates for services 
on marginal costs for example, will not provide such assurance. Leaving aside 
depreciation, this does not necessarily need to be built into the funding rate itself, 
although appropriate incentives for adopting more effective or efficient technologies 
and/or procedures must be created. Rather, it is a matter of designing the market 
structures overall to ensure that an efficient and competitive supply of capital is available 
to support innovation and productivity improvement. 

 

• The need to unbundle and separately fund or purchase community goods. Jurisdictions 
that have adopted activity-based funding have often experienced a decline or pressure 
upon associated or bundled services – for example, research and training5. Local 
managers rationally respond to defined activity funding or purchasing schemes by 
focusing their operations on those services for which the funding has been received. At 
one level this is exactly the response sought, but it also has generated an under-
investment in those functions not understood to be bundled or not valued by the specific 
purchasers, with detrimental consequences for outcomes, especially in the community. 
This requires a broad understanding of the set of services to be commissioned.  

 

• This raises the linked issue of the skills and experience of those who will undertake the 
specification and procurement function. Across the board the experience of out-sourcing 
government functions has been that the understanding of what skills or experience is 
required to specify, procure and manage contracts is limited. Accordingly the potential 
benefits of the split between purchasing and provision have not been fully realised. 
Again, the English experience shows that the health sector is not immune from this 

                                                

5
 In relation to R&D, we need to differentiate the research and development undertaken as part of a 
research program that adds to the general knowledge base and that which is specific to the 
provider/institution itself. As knowledge-based organisations we would expect them to need to invest 
in their own R&D as a basis for future activities and ongoing improvement. However the former 
represents a community good and needs to be purchased as such. Similarly, we would expect the 
institution to invest in its own people, but training provided as part of training a new generation of 
practitioners is a community good. 
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phenomenon. Implementation will require a sophisticated understanding of health needs, 
activities within the sector and procurement.  

 

• The importance of a middle level of service specification to ensure an appropriate 
distribution of services. Caution is warranted in contemplating a planning, procurement 
and monitoring function without some middle layer to tailor needs. For example, the 
Medicare Benefits Schedule currently operates as a national scheme. It provides on the 
one hand an equity of treatment across providers (and patients) but not necessarily an 
equity of access across the country or within regions. The current system has no 
mediating level that seeks to influence the distribution of services and therefore the equity 
of access and the outcomes for patients. This issue must be directly addressed since 
improving the distribution of outcomes is a key objective of any reform and making real 
the goal of universal access.  

 

Concluding comment 
Australia’s health care system needs to be re-configured to a changed pattern of disease, 
while at the same time ensuring the provision of value for money and high quality services 
equitably and in a financially sustainable way. Without this, Australia’s health status and 
economic prosperity is threatened.  The health services market cannot respond effectively or 
in a timely manner without a stronger set of market signals or strengthened national 
leadership. These can only flow from a clearer articulation of what is needed, improved 
information and accountability. The BCA’s recommendations are directed to these 
improvements and use international experience and our own successes as a guide. 

 


