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Dear Commissioner 
 
BCA SUBMISSION TO NATIONAL HEALTH AND HOSPITALS REFORM 
COMMISSION INTERIM REPORT – DECEMBER 2008 
 
On behalf of the Business Council of Australia, an organisation representing the 
CEOs of Australia’s top 100 companies, I am pleased to provide comments on the 
interim report of the National Health and Hospitals Reform Commission: A Healthier 
Future for All Australians.  Our submission is in two parts: the attached specific 
feedback on key areas of the interim report, together with our recently published 
paper Fit for the Job, which we have previously sent you. 
 
We recognise that the interim report reflects and reports upon the extensive process 
of consultation conducted by the Commission to date. Our submission supports and 
accepts many of the findings of that process. However we also set out our view 
about what the final report should deliver.  
 
The current review represents the first opportunity for a system-wide review of needs 
and its current performance. It must address what will be the features of a national 
healthcare system that meets the needs of Australians in the 21st century and 
addresses both the current and emerging patterns of disease.  
 
In our view this cannot be done without taking a disciplined systems approach and 
tackling the current weaknesses in services, nor the reasons for those weaknesses. 
Many previous reviews have documented the fragmentation in the system; that it is 
not a system from the patients’ perspective, but rather a collection of services. The 
inequities in access to services and variability in outcomes, together with the failings 
in quality, have been long-documented. Thus in our view the lessons from these 
many missed reform opportunities must be addressed or this will be, yet another, to 
add to the list.  The Commission will be cognisant of the economic and social 
importance in improving both the health and the efficiency and effectiveness of the 
healthcare system, which are integral to ensuring Australia’s future economic and 
social prosperity.  The stakes are therefore high and we urge the Commission to be 
bolder and stronger in its final recommendations. 
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We would be happy to elaborate on any comments included in either our specific 
submission or the paper Fit for the Job.  We would also welcome the opportunity to 
discuss the key proposals and your emerging thinking and to this end, invite you, 
together with fellow Commissioners to join the Healthy Australia Task Force at its 
next meeting between 2.15pm – 3.15pm on 20 May 2009 in Sydney.  
 
 
Yours sincerely 
 

 
 
Katie Lahey 
Chief Executive 
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Submission to 

National Health and Hospitals Reform Commission 
Interim report – December 2008: A Healthier Future for All Australians 

from the Business Council of Australia 
 

Introduction 
The Business Council of Australia is pleased to respond to The National Health and 
Hospitals Reform Commission’s interim report on Australia’s health system. The 
BCA, which represents the CEOs of Australia’s top 100 companies, employs 
approximately one million Australians. The BCA’s vision for Australia is to be the 
best place in the world to live, learn, work and do business. A healthy population and 
a high quality and affordable healthcare system that serves all Australians is integral 
to that vision.  

Overview comment 
The BCA congratulates the NHHRC on having conducted a comprehensive 
consultative process since its establishment. Its interim report provides a full report 
on this consultation process and reflects a wide array of views and a review of 
international and Australian experience. There is much in the report we are happy to 
support or accept. However the final report must, in our view, clearly address the 
system requirements for Australia in the 21st century; indeed, it must prescribe a 
system, rather than a collection of services, to meet the needs of all Australians 
within defined quality and financially sustainable guidelines, addressing both the 
current pattern of diseases and those that will arise. From our perspective, the 
priorities must be to put in place the rudiments of rational and informed decision-
making as follows: 
 

• information and measurement systems; 

• accountability structures and monitoring processes; 

• evaluative and scanning processes that allow the system to anticipate future 
needs; and opportunities; and 

• learning from research and errors.  
 
Too little of this is currently in place. 
 
Our comments are provided below. 

Specific comments 
1. There is much in the interim report with which we agree: 
 

a. The four themes: taking responsibility; connecting care; facing inequities and 
driving quality performance. These reflect the issues we have found. 

 
b. The need to strengthen prevention, primary care, mental health and dental 

services and to diversify care facilities by developing a greater range of sub-
acute and care facilities in the community. We strongly believe that the 
system must be reconfigured to meet the treatment and care needs of the 
current and emerging demographic profile and disease pattern. Without a fit-
for-purpose system we will continue to under-utilise resources and 
experience gaps in services.  
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c. The need to relieve pressures on hospitals by clarifying their role as providers 

of genuine emergency and acute services (and providing great services in 
primary and sub-acute facilities). Again we support this because 
inappropriate use of these sophisticated and expensive resources is 
inefficient and not necessarily providing the most desirable care option for 
patients. 

 
d. The proposal to establish national access targets as a means of monitoring 

and improving access times is also important in trying to highlight the 
differential access that different groups experience and to throw light on 
where the bottlenecks are occurring in the system. 

 
e. The need to revise funding mechanisms to accommodate chronic disease 

management; to promote efficiency by national adoption of case-mix funding 
for hospitals; to promote quality improvements through payments. Our view is 
that without funding changes, the re-shaping of the system cannot occur. In 
our attached paper we have enunciated some key principles that should 
apply in the review of funding systems, which we believe should occur as a 
matter of urgency. 

 
2. Areas where the NHHRC has indicated a reform direction but has not, in our 

view, stressed the urgency with which the issue must be tackled: 
 

a. Workforce changes – we believe that in your final report you should anchor 
the workforce recommendations more firmly in the progress and decisions of 
COAG that have already been made. Our concern is that those decisions 
were difficult to achieve and represent a vital first step in allowing for the 
added flexibility needed in health workforce arrangements.  The interim report 
has not built upon the changes already made through the national 
accreditation scheme and COAG pilots for new roles (eg nurse practitioners) 
and we believe your recommendations should go further, rather than repeat 
these decisions.  

 
b. The recommendation for the personal e-health record, while seen as 

essential, is not new.  Considerable investment in both time and dollars has 
been made. The need now is for action.  We strongly urge that in the final 
report the reasons for the slowness of development are comprehensively 
addressed. Alternatively the new strategy proposed in the recent NEHTA 
review should be endorsed for immediate implementation. 

 
c. The interim report recognises the need for expertise to be built up on 

particular aspects (for example, prevention, evaluation and research on 
clinical best practice; quality and safety) but proposes that different bodies 
are responsible for these functions. In our view part of the reconfiguration 
necessary in the system is the urgent integration and linkage of these 
mechanisms.  If this does not happen, further fragmentation, if this is 
possible, will occur.  We note that the UK Government has just brought many 
of these within the confines of one national steering body.  
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3. Governance models 
 

a. The discussion of structural options in the interim report does not provide an 
adequate basis for consideration of those options. Yet from our 
investigations, including discussions with those associated with the many 
previous reform attempts, without changed and strong governance 
arrangements, systemic reform approach simply will not happen. The final 
report must therefore present a very clear and well supported argument for 
changed system governance.  

 
b. Strong system governance arrangements are in our view critical to achieving 

the changes required. Unless a single body is charged with redesigning, 
driving, and being held accountable for the new system, nothing will happen.  

 
c. For this reason we have proposed the creation of an independent health 

commission, which could be answerable to both State and Commonwealth 
governments, that would have responsibility for: 

 

• developing a new and comprehensive health strategy; 

• allocating responsibilities for provision (either directly or through the 
adoption of purchasing); 

• changing the funding systems; 

• building the new national patient-based data systems (or ensuring they 
are built); 

• establishing a national quality assurance and accreditation process; and 

• establishing the key metrics by which the performance of the system can 
be judged.  

 
The new health commission should be market regulator, chief planner and 
purchaser and quality assurance provider.  

 
d. Because the ‘system’ is so complex, we are conscious of the need to 

proceed in steps so that unintended consequences can be carefully 
monitored and adjustments made progressively. For this reason we strongly 
urge a staged approach to change. The proposed independent body can 
systematically work through consideration of further system changes, 
including consideration of options b and c. Its first tasks however will be to 
put in place the basics of informed and rational decision-making. 

 
4. Financing models 
 

a. Again, in the interim report there was reference to maintaining the existing 
mix of financing, to revising the basis upon which hospitals are funded, and to 
the extension of the Medicare levy to cover dental care. We support 
proposals that will improve efficiency and promote quality. For this reason we 
have endorsed the extension of case-mix funding nationally. 

 
b. However, we believe that the incentives for addressing quality issues need to 

be much stronger than ‘voluntary’ audit processes and bonus payments. In 
our paper we have made compliance with quality standards a condition of the 
right to offer services and of public funding.  



Dr Christine Bennett 24 March 2009 

 
 

 4 

 
c. In relation to ‘dentacare’, we accept the need to address dental health issues 

more fully. The evidence presented of waiting lists and times for public dental 
care, the apparent anomaly of dental health within the MBS and the 
importance of dental ill-health in chronic disease and social and economic 
participation, all point to the need for action. However we do not believe that 
the Commission has presented a compelling case for the specific proposal of 
extending the Medicare levy or dual system provision. The numbers of 
people who choose to self-insure yet undertake the requisite level of 
preventative care must be better understood. It is not clear why access to the 
MBS is not an appropriate and less radical solution, particularly as this is 
proposed to enable access or subsidy to other services, such as preventative 
or complementary health services.   

 
d. The attached BCA paper articulates a series of financing principles that 

should be part of any structural models adopted. These are not inconsistent 
with what is in the interim report, but in the final report need to be forcefully 
put. We recommend: 

 

• patient, rather than provider, as focus of financing scheme; 

• a single government funder/purchaser; 

• separation of purchasing and provision; 

• purchasing from accredited providers only; 

• bonuses for exceeding targets; 

• purchase on the basis of mix of services and treatments by community 
and patient group, with patient-based funding for chronic disease and 
case-based funding for acute and ambulatory settings; 

• purchase price to be based on best clinical practice within an efficient 
environment; 

• transparency in costs, co-payments and outcomes; 

• coverage across all health-related services. 
 

5. Finally, 
 

a. The interim report reflects a weak systems perspective which we believe will 
need to be rectified in the final report. For example, while the interim report is 
appropriately focused on preventative health as a key part of any future 
health strategy, we believe that replicating the current separation of 
preventative health from curative health will not deliver the systemic response 
demanded by chronic diseases and their determinants. Integration of 
preventative and curative health must be a hallmark of the new strategy and 
its structures. Similarly, the incidence and impact of mental health requires 
not just a greater set of services for prevention and management, but also 
recognition of the significance of mental illness as part of the overall health 
needs.  

 
b. The new national health strategy must address the current and emergent 

disease pattern and its causes. It must necessarily be whole-of-government.  
We note with interest both the Swedish model and the SA Government’s 
adoption of its health-in-all policies approach. 
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c. We recognise that an important function of the interim report was to report 
back on the extensive consultation process conducted by the Commission. 
However the final report: 

 

• Must adopt a more rigorous and systems approach to developing a 
patient-focused healthcare system for the 21st century.  A suggested 
structure is proposed in Part 2 of our paper that seeks to align health 
services with Australia’s current and future health needs, at the expected 
levels of quality and access and in a financially sustainable way. 

 

• Must be in a form that provides for ready understanding beyond the 
health sector. Without a strategy for engaging the whole community in 
understanding the challenges facing the system, and the options and 
choices available to address these, the proposals will fail. 

 

• Must more clearly make the linkages between health and economic 
prosperity for both individuals and the community at large. 
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Concluding comment 
The extensive consultative process you have conducted has elicited many good 
proposals to improve the health and healthcare of Australians. However in their 
current state they do not represent the kind of systemic response required for us to 
address the current and emergent patterns of disease Australia faces in the 
21st century. Moreover, the report suffers from the inadequacies of our current 
information systems and the lack of adequate management processes. Accepting 
that these will not be addressed in sufficient time to inform the final report we 
therefore urge the Commission in its final report to identify, in broad form, the pattern 
and system of healthcare we need to meet those needs and the prerequisites to 
informed and rational health policy decision-making. From our perspective, what 
needs to be done is: 
 
1. A new and comprehensive health strategy that addresses the current and 

emergent pattern of disease and its causes, and has an inbuilt mechanism for 
updating the strategy. 

 
2. The establishment of a new independent and national body to oversee the 

development of the strategy, to monitor and publish its effectiveness and to 
assure the quality of its outcomes. 

 
3. Revision of the funding systems to reflect the new care models and facilities 

needed. 
 
4. The building of person-based national data systems to enable new care models 

and business processes. 
 
5. The establishment of a new national quality assurance process to apply to all 

providers (individuals and institutions) and make a condition of the right to 
operate. 

 
6. The development of a new workforce strategy that builds on the decisions 

already made by COAG and develops further flexibility in work practices and 
scope of work. 

 
7. The adoption of a change management process based on best practice. 
 
 


