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Foreword

Australia’ s health care system depends heavily on the commitment and skills of a
health workforce of nearly half amillion people and alarge group of volunteers.

Many of the arrangements under which the workforce operates are under
considerable pressure, as are health workers themselves. The headline indicator of
this is a workforce shortage across many professions, particularly in outer
metropolitan, rural and remote areas. And these pressures are expected to intensify.
In response, Governments and other stakeholders have been initiating a range of
changes, but further reform is needed.

While this has not been an investigation into health care and its funding, the
efficiency and effectiveness of the health workforce is inextricably linked to that
broader system, and to Australia’s education and training regime. The Commission
considered that it could add most value by reviewing the institutional, regulatory
and funding arrangements within its area of focus. It has sought to identify reforms
which would produce a more sustainable and responsive health workforce, while
maintaining a commitment to high quality and safe health outcomes.

In preparing its report, the Commission has drawn on evidence presented in a large
number of submissions and from extensve consultations with governments,
representatives of the health workforce and an array of other interested groups and
individuals. The Commission isvery grateful for this extensive input.

The study was overseen by Commissioners Mike Woods, Robert Fitzgerald and, in
itsinitial stages, Helen Owens. It was undertaken by a staff research team located in
the Commission’s Canberra office.

Gary Banks
Chairman

December 2005
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Terms of reference
PRODUCTIVITY COMMISSION ACT 1998

The Productivity Commission is requested to undertake a research study to examine
issues impacting on the health workforce including the supply of, and demand for,
health workforce professionals, and propose solutions to ensure the continued
delivery of quality health care over the next 10 years. The study is to be undertaken
in the context of the need for efficient and effective delivery of health servicesin an
environment of demographic change, technological advances and rising health
COsts.

In undertaking the study, the Productivity Commission will have regard to the
National Heath Workforce Strategic Framework and other relevant bodies of
research.

Background

Australian governments agree that the success with which health services are
delivered across the nation is advanced through the commitment, care and
professionalism of the Australian health workforce.

Accordingly, on 25 June 2004, the Council of Australian Governments (COAG)
agreed to commission a paper on heath workforce issues, including supply and
demand pressures over the next 10 years. COAG also agreed that the paper should
address the issue of general practitioners in or near hospitals on weekends and after
hours.

For the purpose of this study, ‘health workforce professiona’ includes the entire
health workforce, from those trained in the vocationa education and training (VET)
sector to medical specialists. The education and training sector includes vocational,
tertiary, post-tertiary and clinical education and training.

COAG Resolution
COAG agreed:
“HEALTH

COAG today discussed the issue of health and reiterated the importance of
moving ahead on improving health services.

COAG agreed to commission a paper on health workforce issues, including
supply and demand pressures over the next 10 years. The paper will take a

\Y TERMSOF
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broad, whole-of-government perspective, including heath and education
considerations, and will cover the full range of health workforce professionals.
In considering these issues, the paper will look at the particular health workforce
needs of rural areas.

It was also agreed that the paper will address the issue of general practitionersin
or near hospitals on weekends and after hours.

This paper will be considered by COAG within 12 months.”

Scope
In reporting on Australia’ s health workforce, the Productivity Commission should:

1. Consider the ingtitutional, regulatory and other factors across both the health
and education sectors affecting the supply of health workforce professionals, such
astheir entry, mobility and retention, including:

(8 the effectiveness of relevant government programmes and linkages
between health service planning and health workforce planning;

(b) the extent to which there is cohesion and there are common goals across
organisations and sectors in relation to health workforce education and
training, and appropriate accountability frameworks;

(c) the supply, attractiveness and effectiveness of workforce preparation
through VET, undergraduate and postgraduate education and curriculum,
including clinical training, and the impact of this preparation on
workforce supply;

(d) workforce participation, including access to the professions, net returns
to individuals, professional mobility, occupational re-entry, and skills
portability and recognition;

(e) workforce satisfaction, including occupational attractiveness, workplace
pressure, practices and hours of work; and

(f) the productivity of the health workforce and the scope for productivity
enhancements.

2. Consider the structure and distribution of the health workforce and its
consequential efficiency and effectiveness, including:

TERMSOF \
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(@ workforce structure, skills mix and responsibilities, including evolving
health workforce roles and redesign, and the flexibility, capacity,
efficiency and effectiveness of the health workforce to address current
and emerging health needs, including indigenous health;

(b) analysis of data on current expenditure and supply of clinical and non-
clinica health workers, including the development of benchmarks
against which to measure future workforce trends and expenditure; and

(c) the distribution of the health workforce, including the specific health
workforce needs of rural, remote and outer metropolitan areas and across
the public and private sectors.

3. Consider the factors affecting demand for services provided by health
workforce professionals, including:

(@) distribution of the population and demographic trends, including that of
indigenous Australians,

(b) likely future pattern of demand for services, including the impact of
technology on diagnostic and health services; and

(c) relationship between local and international supply of the health
workforce.

4.  Provide advice on the identification of, and planning for, Australian healthcare
priorities and services in the short, medium and long-term, including:

(@) practica, financialy-responsible sectoral (health, and education and
training) and regulatory measures to improve recruitment, retention and
skills-mix within the next ten years; and

(b) ongoing data needs to provide for future workforce planning, including
measures to improve the transparency and reliability of data on heath
workforce expenditure and participation, and its composite parts.

In doing so, the paper should take into account existing Australian research and
overseas developments that have demonstrated success in providing a flexible
response to emerging trends.

5. Provide advice on the issue of general practitioners in or near hospitals on
weekends and after hours, including the relationship of services provided by general
practitioners and acute care.

\i TERMSOF
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6. Consult widely, including with peak industry, representative and community
organisations, and relevant government agencies and public authorities.

7. The Commission is to produce an issues paper by 31 May 2005, provide a
draft report, and produce afinal report by 28 February 2006.

PETER COSTELLO

[received 15 March 2005]
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Abbreviations

AHMAC Australian Health Ministers' Advisory Council
AHMC Australian Health Ministers' Conference
AHWAC Australian Health Workforce Advisory Committee
AHWOC Australian Health Workforce Officials Committee
AlIHW Australian Institute of Health and Welfare

AMA Australian Medical Association

AMC Australian Medical Council

AMWAC Australian Medical Workforce Advisory Committee
CoAG Council of Australian Governments

DEST Department of Education, Science and Training
DoHA Department of Health and Ageing

GP general practitioner

GPET General Practice Education and Training

JWPG Jurisdictional Workforce Planners Group

MBS Medical Benefits Schedule

NHWSF National Health Workforce Strategic Framework
PBS Pharmaceutical Benefits Scheme

PC Productivity Commission

VET Vocational Education and Training
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Key points

« Australia is experiencing workforce shortages across a number of health professions
despite a significant and growing reliance on overseas trained health workers. The
shortages are even more acute in rural and remote areas and in certain special
needs sectors.

« With developing technology, growing community expectations and population
ageing, the demand for health workforce services will increase while the labour
market will tighten. New models of care will also be required.

o Expenditure on health care is already 9.7 per cent of GDP and is increasing. Even
so, there will be a need to train more health workers. There will also be benefits in
improving the retention and re-entry to the workforce of qualified health workers.

e It is critical to increase the efficiency and effectiveness of the available health
workforce, and to improve its distribution.

o The Commission’s objectives are, therefore, to develop a more sustainable and
responsive health workforce, while maintaining a commitment to high quality and
safe health outcomes. It has proposed a set of national workforce structures
designed to:

— support local innovations, and objectively evaluate, facilitate and drive those of
national significance through an advisory health workforce improvement agency;

— promote more responsive health education and training arrangements through: the
creation of an independent advisory council; and a high-level taskforce to achieve
greater transparency (and appropriate contestability) of funding for clinical training;

— integrate the current profession-based accreditation of health education and training
through an over-arching national accreditation board that could, initially at least,
delegate functions to appropriate existing entities, based on their capacity to
contribute to the objectives of the new accreditation regime;

— provide for national registration standards for health professions and for the creation
of a national registration board with supporting professional panels; and

— improve funding-related incentives for workforce change through: the transparent
assessment by an independent committee of proposals to extend MBS coverage
beyond the medical profession; the introduction of (discounted) MBS rebates for a
wider range of delegated services; and addressing distortions in rebate relativities.

e Those living in outer metropolitan, rural and remote areas and in Indigenous
communities, and others with special needs, would benefit from these system-wide
initiatives.

— Integration of these groups into mainstream health workforce frameworks will further
improve outcomes, but targeted initiatives will also be required.

— There is a need for better evaluation of various approaches to service delivery in
these areas and across the health system more generally.

XV AUSTRALIA’SHEALTH
WORKFORCE
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Overview

Australia’'s broad health outcomes compare favourably with those of similarly
developed countries. Total spending on health care, while around 10 per cent of
GDP and rising, is a'so comparable. In no small part, these outcomes are due to the
expertise and commitment of the health workforce and to the efforts of the health
and education and training sectors more generally.

Nonetheless, there continue to be poor health outcomes in particular regions and for
particular groups. Workforce shortages, and inflexibilities and inefficiencies in
workplace arrangements, are magjor contributors to these problems. Looking ahead,
growing demand and tightening labour supply will add to the pressures on
Australia s health system and its workforce.

This research study, commissioned by CoAG, reviews a range of workforce issues.
These include: factors affecting the future supply of, and demand for, health
workers; the efficiency and effectiveness with which the available workforce is
deployed; and what reforms to health workforce arrangements might be undertaken
to improve access across the community to quality and safe health care. The full
Terms of Reference precede this Overview.

Many of the changes required to improve health workforce arrangements could only
occur as part of broader health policy and health funding reforms. However, thisis
not the task currently before the Commission.

Moreover, the Commission does not profess expertise in relation to specific
workplace requirements, matters of clinical judgment, or particular approaches to
health workforce education and training. It has therefore focused on creating more
efficient and effective institutional, regulatory and funding arrangements within
which specific workforce initiatives can be developed and implemented by properly
constituted governing bodies, supported by expertsin relevant areas.

The study occurred in paralel with a review by CoAG Senior Officials of ways to
improve Australia’ s health care system. CoAG is expected to consider both reports
early in 2006.

OVERVIEW XV
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The context for future workforce policy

There are around 450 000 paid health professionals in Australia, of whom just over
350 000 are currently employed in health service industries. Over half are nurses,
with medical professionals and allied health professionals accounting for a further
12 per cent and 9 per cent of the workforce respectively (seetable 1). There are dso
some 200 000 administrative and service workers employed in the health services
area, as well as a sizeable volunteer workforce.

Table 1 Numbers of health professionals, by occupation
Percentage
Number of workers Proportion of change between
in 2001 health workforce 1996 and 2001

000 per cent

Registered nurses/midwives 174 38.7 7.3
Enrolled nurses 19 4.3 2.7
Nursing assistants/ personal carers 51 11.2 18.8
Medical professionals 52 115 12.6
Dentists 8 1.9 7.9
Dental technicians/assistants 18 3.9 125
Pharmacists 14 3.0 13.0
Allied health workers 39 8.6 26.5
Complementary health workers 9 1.9 29.6
Medical imaging workers 8 1.8 25.0
Medical scientists 11 2.6 16.8
Ambulance officers/paramedics 7 15 12.5
Other 41 9.1 30.2
Total 451 100 11.6

Demand for, and supply of, health workers and the nature of the services they
provide are heavily influenced by government. Collectively, the Australian and
State and Territory Governments met over two-thirds of the $78 billion (9.7 per cent
of GDP) spent on health care in Australia in 2003-04. Expenditure on workforce
services currently accounts for about two-thirds of total health care spending.
Governments also regulate, and are major employers of, health workers.

Significant problems are already evident

Though precise quantification is difficult, there are evident shortages in workforce
supply — particularly in general practice, various medical specialty areas, dentistry,
nursing and some key alied health areas.

XVI AUSTRALIA’SHEALTH
WORKFORCE
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These shortages persist despite the fact that the workforce has been growing at
nearly double the rate of the population — though reductions in average hours
worked in response to such factors as workforce ageing and greater feminisation of
some professions, have partly offset this increase in numbers. Medical shortages
also remain despite an increasing reliance on overseas trained doctors, who now
make up 25 per cent of that workforce compared with 19 per cent a decade ago. A
significant number of trained health workers do not work in the sector.

There are major workforce distribution issues. Shortages are often more significant
in outer metropolitan, rural and remote areas and especially in Indigenous
communities. Areas of special need such as mental health, aged care and disability
services also suffer significant shortages in the face of growing demand.

And though health workforce arrangements have evolved in response to changing
health care needs, including through greater reliance on multidisciplinary care, the
skills of many health workers are not being used to full advantage. To a large extent
this is because of various systemic impediments that prevent their competencies
being fully developed, assessed, recognised and utilised. This in turn reduces job
satisfaction and thereby makes recruitment, retention and re-entry more difficult.

The pressures will increase

While some of the current workforce shortages may be cyclical, a range of longer
term, and largely structural, demand and supply pressures must be confronted.

« A decade hence, health workers will be dealing with a changed mix of disease
burdens. For example, while the proportion of stroke victims is expected to
decline, increasing numbers will be suffering Type 11 diabetes and dementia.

« With rising incomes, people will spend more on health care and expect timely
access to high quality health services.

« Asdiscussed in the Commission’s report on the Impacts of Advances in Medical
Technology in Australia, technological change will continue to be an important
contributor to growing demand for, and spending on, health care. Different
models of care and new workforce practices will be required to accommodate
and utilise the wider range of treatment possibilities.

« Austraia’s changing age profile will significantly increase health expenditure.
As outlined in the Commission’s report on the Economic Implications of an
Ageing Australia, spending on the over 65s is currently around four times more
per person than on those under 65. And through its impact on the incidence of
chronic disease, ageing will also be amajor contributor to changing care needs.

OVERVIEW XVl



SCI.0011.0132.0018

« The average age of health workers is increasing. Service providers will be
seeking to replace greater numbers of retiring workers, and to secure additional
labour to meet accelerating demand, in an environment where growth in
effective labour supply is expected to be slower than population growth. Given
that many health services are labour-intensive, sizeable wage-related cost
pressures are likely.

Collectively, these demand and supply pressures will have very significant impacts
on health care spending. Indeed, by 2044-45, such spending could account for at
least 16 cent of GDP, with government outlays equivalent to about 10 per cent of
GDP.

Strategies for achieving improved health workforce outcomes

Four broad approaches can be employed to overcome current workforce shortages
and maldistribution problems, and to address the future pressures facing the system.

« One important focus should be on reducing the underlying demand for health
care through ‘wellness’ and preventive strategies.

« Further short term increases in education and training places may be warranted
in some areas — recognising that in medicine and dentistry in particular, there
are long lags between higher student intakes and increased numbers of qualified
practitioners. There must also be adequate clinical training capacity.

. A greater emphasis on retention and re-entry will similarly help to stabilise, if
not increase, workforce numbers — as recent initiatives in the nursing area in
some jurisdictions have demonstrated.

« Improving the productivity and effectiveness of the available workforce, and its
responsiveness to changing needs and pressures, will increase the level and
quality of the workforce services that can be supported by any given level of
spending. Thisin turn will help to reduce the rate of growth in future health care
expenditure, without compromising safety and quality.

The first three of these approaches raise issues extending beyond the remit of this
study, including a likely requirement for greater public funding. The Commission
considers the study can best add value by focusing on the fourth approach —
addressing systemic impediments in workplace arrangements that reduce efficiency,
effectiveness and responsiveness. Notably, this has also been the focus of reform
programs in many other sectors.

XVII AUSTRALIA’SHEALTH
WORKFORCE
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Impediments to sustainable and responsive workforce arrangements

In common with the rest of the health care system and systems overseas, Australia’ s
health workforce arrangements are extraordinarily complex and interdependent.

« The Australian, State and Territory Governments are involved in all of the key
parts of the health workforce system, and often at several levels.

. There are more than 20 bodies involved in accrediting heath workforce
education and training, and over 90 registration boards.

« A host of professiona bodies administer codes of conduct which complement
formal regulation, or provide for self-regulation.

Such specialisation in functions contributes to quality health outcomes, but given
the interdependencies within health workforce arrangements, it can also hinder
effective policy formulation and adjustment to changing care demands. Reflecting
and compounding the effects of this complexity, is arange of systemic impediments
to sustainable and responsive health workforce arrangements.

. The large number of entities and the resulting fragmentation of responsibilities
result in cost and blame shifting and other inefficiencies.

. Coordination is not always effective, despite Principle 7 of the National Health
Workforce Strategic Framework (NHWSF) which promotes the collaborative
pursuit of its objectives by all stakeholders.

. Current regulatory arrangements are often rigid and subject to considerable
influence from the professional groups concerned. This inhibits changes to
workforce roles that could better meet changing health care needs.

« Funding and payment arrangements detract from efficient outcomes. For
example, the focus of Medicare Benefits Schedule (MBS) subsidies on services
provided by medical practitioners can lead to inefficient use of the workforce, as
can the biasin MBS rebates in favour of procedural services.

. Entrenched workplace behaviours can increase resistance to worthwhile
innovation, and cultural attitudes can reinforce notions of ‘high status' and ‘low
status’ work areas, exacerbating the recruitment and retention difficulties faced
by mental health, disability services and aged care. Inflexible hospital
management practices also affect workplace productivity.

To fully address some of these systemic impediments, reform of the broader health
and education systems, and of intergovernmental policy and funding responsibilities
in particular, would be required. In this regard, the Commission’s Review of
National Competition Policy Reforms proposed a ‘holistic’ review of Australia’s
health care system.

OVERVIEW XIX
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Nevertheless, considerable progress can be made within the narrower purview of
this study without compromising future broader reform initiatives, including any
that emerge from the parallel review by CoAG Senior Officials.

The Commission supports, as a reference point for future detailed health workforce
reforms, the principles in the NHWSF (box 1). Were that framework to have
endorsement by CoAG, it could also be avehicle for improving coordination across
the full range of policy areas that impact on health workforce arrangements. As part
of that endorsement, CoOAG should consider whether the wording of Principle 1
relating to self sufficiency is unduly restrictive given the international nature of the
health workforce and, if so, how the principle should be interpreted in practice.

An integrated reform program is proposed

To address the systemic impediments to a more efficient, effective and responsive
health workforce, the Commission has mapped out an integrated and coherent
reform plan premised on a need to:

. maintain the provision of high quality and safe health care;
. adopt awhole-of-workforce perspective;

. recognise the interdependencies between the different elements of the health
workforce arrangements and ensure that they are properly coordinated;

. establish effective governance arrangements for institutional and regulatory
structures such that decision making processes are objective, informed by
appropriate expert advice, transparent and reflect the public interest; and

. ensure that services are delivered by staff with the most cost-effective training
and qualifications to provide safe, quality care.

The reform proposals encompass al of the linked sequential health workforce

processes and arrangements, namely:

« workplace change and job innovation;

« health education and training;

. accreditation and professional registration;

 funding and payment arrangements; and

. Quantitative projections of future workforce requirements.

They involve a mix of financial and other incentives to encourage desirable change

and some new institutions and processes that would enhance the way that decision
making occurs in key health workforce policy aress.

XX AUSTRALIA’SHEALTH
WORKFORCE
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Box 1 The National Health Workforce Strategic Framework
The principles of the NHWSF focus on promoting/achieving:

e« at a minimum, national self sufficiency in health workforce supply, while
acknowledging Australia is part of a global market;

o a workforce distribution that ‘optimises’ access to health care and meets the health
needs of all Australians;

« workplace environments in which people want to work;
« an appropriately skilled and competent workforce;
« the optimal use of available skills and workforce adaptability;

« a health workforce policy and planning regime that is informed by the ‘best available
evidence’ and linked to the broader health care system; and

« collaborative pursuit of the objectives of the framework by all of the stakeholders.

The framework also outlines a non-exhaustive list of potential strategies for pursuing
these principles, recognising that, in a changing workforce environment, the framework
‘should evolve over time’.

Facilitating workplace change and job innovation

Principle 5 of the NHWSF supports a realignment of existing health workforce
roles, or the creation of new roles, to make optimal use of skills and ensure best
health outcomes. The pressures arising from changing care needs, technological
advances and a tighter labour market will reinforce this need. Such reform can aso
Improve job satisfaction and enhance retention and re-engagement.

The Commission’s proposed changes to health workforce education and training
structures, accreditation and professional registration and MBS arrangements (see
below), would help to promote more efficient and effective workplace deployment.
However, they are unlikely to be sufficient to ensure that significant workforce
innovation is considered on a national, systematic and coordinated basis.

While worthwhile innovation is occurring, it most often remains at the local level.
Indeed, recent experiences provide ample evidence of the problems of achieving
major job redesign within the current regime. For example, the introduction of nurse
practitioners to Australia — a profession which has existed in some other countries
for forty years — has been a drawn out process and is still encountering resistance
from parts of the medical profession. Similarly, contested issues in relation to the
roles of physiotherapists, radiographers and the various levels of the nursing
profession seem likely to remain intractable in the absence of institutional reform.

OVERVIEW XXI



SCI.0011.0132.0022

The Commission therefore proposes the establishment of an independent, statutory
health workforce improvement agency that would:

. evaluate innovations that may have national significance;

. assess their contribution to national level efficiency and effectiveness of service
delivery, while maintaining or enhancing the safety and quality of care; and

« assess the implications for education and training, accreditation and registration,
government funding and private hedth insurance arrangements, liaising as
appropriate with the various entities involved in these areas.

The agency would have governance arrangements which provide for health,
education, finance and consumer expertise and would draw on expert advice as
appropriate. It would report publicly, make recommendations to the Australian
Heath Ministers Conference (AHMC), and be reviewed after five years.
Importantly, the agency would complement rather than override other job redesign
initiatives — for example, those developed in individual workplaces or initiated
collaboratively between professions.

More responsive health education and training

While health workforce education and training in Australia has been evolving in
response to changing requirements, the complexity of the current arrangements and
the many players involved means that coordination problems abound. Moreover,
health worker education and training is lengthening, lack of access to clinical
training is limiting the supply of new heath workers and, for some, there is
insufficient preparation for the demands of the workplace.

Responsibility for the allocation of university places

There is an evident disconnect between the Department of Education, Science and
Training (DEST) and State and Territory health authorities in the allocation of
funding for university-based education and training. While there is little evidence
that the mix of university-based health care places is greatly distorted, the current
arrangements continue to cause much disquiet.

Several reform options to build better linkages between DEST and the health sector,
and to give health care providers greater opportunity to input to allocation decisions,
are canvassed in the body of the report. While al of these options have drawbacks,
the Commission considers that the development of an intergovernmenta
undergraduate funding agreement warrants close consideration.

XX AUSTRALIA’SHEALTH
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Facilitating change in health workforce education and training models

To provide for a systematic and integrated consideration of opportunities to further
improve health workforce education and training, the Commission sees merit in a
new council style arrangement. Amongst other things, such a body would:

. provide a national forum of expertise to secure agreement on new directions in
the education and training of health workers and their implementation;

. facilitate consideration of issues on an integrated rather than profession-by-
profession basis, further developing inter/multidisciplinary training approaches;

. consolidate various bilateral and multilateral discussions and existing
committees and other structuresin this area; and

. complement and support the activities of the proposed workforce improvement
agency and a new national accreditation agency.

The council’s membership would provide for eminent education, employer and
professional input, and would have the capacity to consider the full range of
perspectives involved in assessing changes to education and training arrangements.

A more sustainable clinical training regime

Restricted clinical training capacity is limiting the expansion of the workforce in
various professions. Recent large increases in undergraduate intakes, directed at
overcoming workforce shortages, are exacerbating these pressures.

Pro bono training services are an important contribution by health care professionals
to the development of the future workforce. However, greater use of explicit
payments for training infrastructure and services will be necessary to make the
system more sustainable, transparent and contestable. Provision for explicit and
contestable funding will be especialy important in encouraging the private sector to
take on alarger clinical training role and to facilitate innovation in training delivery
more generally.

An important first step will be to improve data and understanding on how the
clinical training regime across al health professions actually works: who is
providing clinical training; where it is being provided; and how it is being funded.
Accordingly, the Commission proposes that CoAG establish a high level taskforce
to gather the necessary information and to recommend on how a more transparent,
coordinated and contestable clinical training regime would be best introduced.
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A consolidated national accreditation regime

Accreditation agencies assess and evaluate education and training courses and
institutions to ensure consistency and quality of course standards. Completion of an
accredited program is a cornerstone of professional registration.

Much accreditation in the health areais already nationally-based. Also, the various
accreditation bodies and other stakeholders have been actively improving
accreditation processes.

Nevertheless, the quality of the processes is variable and inconsistent approaches
impose costs on educational and training institutions. Moreover, the current
professions-based approach can reinforce traditional roles and boundaries and thus
further constrain workplace innovation and job redesign.

The Commission proposes the establishment of a consolidated national
accreditation regime to integrate the current profession-based system. This would
encourage the timely uptake of both ‘cross-professiona’ workplace innovations
emerging from the proposed workforce improvement agency, and promote
multidisciplinary and interdisciplinary learning. It would aso facilitate the
development of uniform national registration standards for health professionals.

Specifically, there would be an overarching statutory national accreditation board,
responsible for accreditation across the health workforce. Initially at least, the board
could delegate responsibility for functions to appropriate existing entities, on terms
and conditions set by the board. Such entities would be selected on the basis of their
capacity to contribute to the overall objectives of the new accreditation regime.
Membership of the new accreditation board would provide for appropriate broad-
based expertise in health and education and training matters, while being structured
to reflect the wider public interest.

The proposed new national regime would encompass the training of health workers
in the VET system. This would help to facilitate articulation between VET and
university-based education and training. The timing of inclusion would have regard
to other significant changes that are underway in the VET system.

The new national board would also be responsible for developing a national
approach for the assessment of the education and training qualifications of overseas
trained health workers.
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A new national registration regime

State and Territory boards register most health professionas as having the
appropriate qualifications, experience and ‘character’ to practise in their chosen
field. The more than 90 boards also ensure compliance with requirements to practise
and for continuing professional development.

Diversity in these state-based systems leads to variations in standards across the
country, results in administrative duplication and can impede the movement of
health workers across jurisdictions (notwithstanding the operation of mutual
recognition). Reflecting such costs, agreement has been reached to introduce
nationally consistent registration arrangements for the medical profession.

The Commission agrees with those advocating a single national registration board
for all health workers — as distinct from seeking to achieve greater uniformity
within the current regime, or to introduce profession-by-profession registration at
the national level, outside of an overarching registration framework. Such a
consolidated approach would:

« whilst generally recognising profession-specific registration, reinforce an across-
profession emphasis in health workforce arrangements;

. lock in national standards based on the qualification requirements established by
the national accreditation agency, and informed by advice from the workforce
Improvement agency in regard to expanded or new professional roles;

« provide objective evaluation of what additional professional or sub-professional
registration is warranted, taking into account alternatives to formal registration,
such as strengthened credentialing and del egation processes; and

. offer the prospect of administrative and compliance cost savings.

While operating across professions, the board would have a series of supporting
professional panels to advise on specific requirements, monitor codes of practice
and take disciplinary action. Sub-national professiona units could be appointed.
And the board should be able to provide conditional registration, such as for
overseas trained health professionals employed in areas of need.

Modifying funding and payment mechanisms to improve incentives

The funding and payments regime is very complex and interdependent.
Governments fund the majority of services, through widely varying arrangements,
though private insurers also play an important role. The levels of public subsidy and
patient co-payment vary significantly across individual care services.
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Funding-related health workforce issues are difficult to separate from broader health
care reform and could therefore only be fully addressed through the sort of holistic
health care review previously proposed by the Commission. However, even within
the scope of the current study, there are opportunities to modify funding and
payments mechanisms to improve workforce performance and health outcomes, and
to reduce the overall cost of providing any particular level and quality of care.

Three reforms are proposed. First, there is a need for a more transparently objective
process for assessing proposed changes to: the range of services and health
professionals (medical and non-medical) covered by the MBS; referral rights for
diagnostic and specialist services, and prescribing rights under the Pharmaceutical
Benefits Scheme — according to their safety, efficiency and cost-effectiveness.
This would be achieved through the creation of a single, broadly-based and
independent committee which would publicly advise the Minister for Health and
Ageing on these matters. It would subsume those committees which currently
provide advice to the Government on coverage for services provided by medical
practitioners.

Secondly, as part of its current examination of payment methodologies used under
the MBS, the Department of Heath and Ageing (DoHA) should give priority to
investigating the extent of the bias in rebates in favour of procedural over
consultative services, and how any significant bias should be addressed. That work
would be taken over by the new advisory committee when it is fully functioning.

Finadly, there should be MBS rebates payable for a wider range of services
delegated by an approved practitioner (medical or non-medical) to another suitably
gualified heath professional. Those rebates should be set at a lower level than
would have applied if the delegating practitioner had delivered the service, but be
sufficient to maintain an incentive to delegate.

Given the potentially significant fiscal implications of greater support for delegated
service provision — and of wider direct access to the MBS — the operation and
impacts of the proposed new arrangements should be regularly reviewed.

Improving outcomes in rural and remote areas

As noted earlier, access to most health workers is generally poorer in rural and
remote areas than in the major population centres (see figure 1). Indeed, some rural
and remote communities have very limited access to even basic primary care
services. And for those requiring frequent care for chronic conditions, there is aso
the greater disruption to employment, education and family life that results from
regular travel or extended stays away from home.
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Figure 1 Practitioner to population ratios by area
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Health workers in rural and remote areas face more limited access to supporting
health professionals, facilities and locum services; lesser availability of continuing
professional development; lower housing standards, more restricted education and
employment opportunities for other family members, and socia isolation. For
employers, recruitment can be difficult and staff turnover can be high, impacting on
the continuity of care for patients.

In such an environment, the adverse consequences of rigidities and inefficienciesin
regard to competencies, scopes of practice, and education and training for health
workers, can be very significant.

Many of the initiatives arising from the system-wide reforms proposed by the
Commission would enable much needed improvement in the delivery of health
workforce services in rural and remote areas (see box 2). Moreover, so that the
health needs of those in these areas are appropriately considered within the wider
policy-making process, the Commission is proposing that AHMC ensure that all
broad institutional health workforce arrangements provide for effective integration
of rural and remote issues.
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Box 2 Benefits of system-wide changes for rural and remote areas

The system-wide measures proposed by the Commission would assist those living in
rural and remote areas in various ways. For example:

« The activities of the health workforce improvement agency, and the suggested
changes to accreditation arrangements, would facilitate wider scopes of practice,
and greater emphasis on multidisciplinary care, thereby reinforcing and augmenting
the considerable innovation of this sort already occurring in the bush.

« Extensions of the coverage of the MBS to a wider range of service providers could
be particularly valuable in improving access to care in those remote communities
which do not have ready access to a medical practitioner.

o Greater incentives within the MBS for delegation of less complex tasks to suitably
skilled, but more cost-effective, health workers and greater recognition within the
registration framework of opportunities for credentialing of broader scopes of
practice, would similarly support the reality of service delivery in remote locations.

At the same time, some workforce developments in rural and remote areas can be of
national significance. For example, the development of new education and training and
funding models and telemedicine approaches in these areas may provide the basis for
system-wide changes. The proposed integration of rural and remote issues in broader
health workforce frameworks would help to promote such complementarities.

Some specific approaches look especially promising

There will also be a continuing role for targeted initiativesin rural and remote areas.
Many of the specific initiatives put to the Commission in this regard may well have
merit. However two generic approaches warrant particular consideration.

First, a strong focus on the provision of education and training opportunities in
rural and remote areas will be an important means of improving access to health
workforce services over the medium to longer term.

« Access to such opportunities increases participation by people from rura
backgrounds in health workforce education and training and encourages trainee
professionals from metropolitan areas to spend more time in these areas. In turn,
this can increase the number of qualified professionals who practise there.

« Loca provison enables many, including senior members of Indigenous
communities and adult members of households, to upgrade their skills while il
fulfilling their daily responsibilities.

However, it is not clear at this time whether, overal, current initiatives in the
education and training area are sufficient, or whether further investment is needed.
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The Commission aso considers that block funding models — as distinct from the
provision of ‘top-up’ payments to individual health care providers — could
potentially support the delivery of comprehensive care to a wider range of rural,
remote and Indigenous communities, as well as encourage multidisciplinary models
of care. Vesting control over service delivery in asingle entity able to take a whole-
of-workforce perspective, will help to minimise overlaps, duplication and conflicts
across programs. It will also promote clearer accountability for health outcomes.
Though block funding approaches are far from problem free, they are aready being
employed on a limited scale with some success. Accordingly, the Commission
recommends that AHMC initiate further trials.

Better evaluation a pre-requisite for more effective future programs

Many innovations of potentially national significance go unheeded outside their
local area. The activities of the proposed health workforce improvement agency will
help to address this deficiency. However, in arura and remote context, there is also
a need for AHMC to initiate a series of cross program comparisons, to ascertain
which approaches are likely to be most cost-effective in improving the accessibility,
guality and sustainability of health workforce services — recognising that the very
diverse nature of rural and remote Australia will continue to require tailoring of
programs to meet the particular requirements of individual communities.

Addressing special needs

Effective health workforce arrangements must address the requirements of a range
of groups with special needs. Indigenous Australians and those requiring mental
health care, disability services and aged care face particular problems and have
some specific workforce needs, as do groups such as asylum seekers and refugees.

The Commission’s proposed system-wide changes should help to underpin better
outcomes in these special need areas. As well, its proposed embodiment of special
needs within the broader health workforce frameworks will, to an extent, guard
against the marginalisation of these groups and help to promote complementarity
between policies directed to their needs and more generally applicable health
workforce arrangements. Notwithstanding the limited time available for the study,
the Commission has also assessed several specific reforms which could enhance the
health services available to Indigenous Australians.
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Improving Indigenous health will require multi-faceted responses

The parlous state of Indigenous health has been extensively documented. Put
simply, Indigenous Australians are likely to die at a considerably younger age and
suffer more extensive heath-related disability than their non-Indigenous
counterparts. Improving Indigenous health will require action on a variety of
broader fronts, including in regard to education and the governance of community
and health services.

While many of the more specific initiatives put to the Commission were directed at
increasing the level of resources directed to Indigenous heath needs, others
suggested ways to more productively utilise available resources. Approaches that
warrant particular attention include:

. facilitating further expansion in the scopes of practice of Aborigina Health
Workers to allow them, for example, to perform injections, undertake routine X-
rays, and conduct renal dialysis and midwifery functions,

. (Qiving greater recognition to prior learning and on-the-job training — thus
enhancing career pathways for Indigenous health workers,

« increasing health workforce education and training opportunities for Indigenous
studentsin, or adjacent to, their communities;

« ensuring that training wages provide appropriate incentives for Indigenous
participation in health workforce education and training; and

. making greater use of innovative health care funding mechanisms that have been
found to be effective in meeting the needs of Indigenous people.

Other matters

The Commission has also commented on, and in some cases recommended changes
to, a range of other policy settings that will influence the efficiency and
effectiveness of future health workforce arrangements.

. Data and research issues. As recognised in the NHWSF, a sound information
base is a critical underpinning for effective evaluation and policy formulation.
Y et there is alack of good data on many aspects of Australia’s health workforce
and the broader health system. In addition to endorsing current initiatives to
improve data collection and dissemination, the Commission has proposed that
steps be taken to improve the clinical training data base. It also intends to
continue its work on developing productivity measures for the health sector.

« Projecting future workforce needs: While acknowledging the contribution of
such projections to broader planning processes, the Commission has
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recommended that there be greater emphasis on projecting needs for the maor
health workforce groups and on embodying a range of demand, supply and
productivity scenarios. It has also proposed some rationalisation of the current
arrangements for oversighting the projection process.

. GP after hours services near hospitals. Though recent initiatives have improved
access to after hours primary care, ensuring that its provision is efficiently
distributed between community and hospital settings will ultimately require
more fundamental reform to health funding arrangements.

« Medical indemnity arrangements. Notwithstanding measures to reduce the cost
of indemnity insurance, these arrangements continue to influence career choice.
They aso encourage ‘defensive’ medicine, which entails a degree of wasteful
service provision and works against an open evauative culture. Further
examination of theseissuesis required.

. Taxation and superannuation policies:. These influence workforce participation
and exit decisions and opportunities for older health workers to continue to
contribute in a part time capacity. The Commission has recommended that the
evaluation of different approaches for improving health workforce outcomes in
rural and remote areas should encompass FBT and superannuation incentives.

Conclusion

The Commission has mapped out a series of reforms to achieve more sustainable
and responsive health workforce arrangements. The focus has been on improving
the ingtitutional, regulatory and funding frameworks within which health workforce
policy formulation and decision making occurs.

In essence, the Commission is proposing an integrated set of arrangements to:

. drive reform to scopes of practice, and job design more broadly, while
maintaining safety and quality;

« deliver a more coordinated and responsive education and training regime for
health workers;

« accredit the courses and institutions and register the professionals in nationally
consolidated and coherent frameworks; and

. provide the financial incentives to support access to safe and high quality carein
amanner that promotes, rather than hinders, innovation in health workplaces.

In the Commission’s view, the proposed arrangements will be most effective if the
new national entities operate separately — though with strong linkages. But
whatever precise organisational configuration is adopted, good governance
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arrangements that promote the public interest will be essential if genuine progressis
to be made. Decison making that draws on appropriate expertise, but which is
objective, independent and transparent, must be the hallmark of the new regime.

The proposed reforms and their expected impacts are summarised in table 2.
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Table 2

A summary of the Commission’s proposals

Current problem

Proposed response

Main benefits of change

Enhancing the NHWSF

Lack of wider endorsement of
framework at government level
impedes effectiveness.

Inadequate evaluation
mechanisms and an overly
restrictive ‘self sufficiency’
principle also impede
effectiveness.

CoAG to endorse the
framework, and consider
whether the self sufficiency
principle should be modified.

CoAG to commission regular
reviews of progress in
implementing the framework
and changes emerging from
this study.

Facilitating workplace innovation

Lack of timely and objective
processes to assess nationally
significant job redesign, leading
to lost opportunities to make
better use of available health
workforce skills.

Establish an advisory health
workforce improvement agency

to evaluate nationally significant

workforce innovation
opportunities, particularly those
which would cross current
professional boundaries.

More responsive education and training arrangements

Lack of coordination between
the education and health areas
of government, leading to
mismatches between education
and training places and service
delivery requirements.

Longstanding practice a barrier
to exploration of better ways of
educating and training the
future health workforce.

Shortages in clinical training
capacity in many key areas.

Current clinical training regime
may not be sustainable over
the longer term, due to lack of
transparent and explicit
funding.

Insufficient opportunities for
competition in training delivery.

Australian Government to
consider developing a health
education agreement with State
and Territory Governments to
achieve an agreed allocation of
places within each jurisdiction.

Establish an advisory health
workforce education and
training council to provide for
systematic and integrated
consideration of different health
workforce education and
training models and their
implications for courses and
curricula.

COAG to establish a high level
taskforce to: gather the data
and information necessary to
improve understanding of the
operation of the clinical training
regime; and to recommend on
how a more transparent,
coordinated and contestable
regime should be implemented.

Strengthen role of NHWSF as a
reference point for future
detailed reforms and as a
vehicle for promoting
coordination across the policy
areas that impact on the health
workforce.

Independent assessment of the
benefits and costs of such
opportunities, and identification
of implications for education
and training, accreditation and
registration, government
funding and private health
insurance arrangements.

Better alignment of the mix of
health course places with
health needs of the community
and the workforce needs of
service providers.

Facilitate consideration of
education and training issues
on an integrated rather than
profession-by-profession basis.
Council to be an ‘*honest broker’
on issues where existing
interests might unduly influence
outcomes under a more
informal and less transparent
process.

Greater capacity to match
training places with needs.

Competition from new providers
leading to more efficient
delivery of training services and
more innovative training
models.

(continued)

OVERVIEW XXXI



SCI.0011.0132.0034

Table 2 continued

Current problem

Proposed response

Main benefits of change

A consolidated national accreditation regime

Profession-based accreditation  Establish a single consolidated
impedes workplace innovation  national accreditation regime,
entailing an overarching
statutory national accreditation
board that could, at least
initially, delegate accreditation
functions to selected
appropriate existing entities.

Regime to encompass
university-based education and
post graduate clinical training
and, over time, VET.

and job redesign.

Inconsistent requirements
across professions and
accreditation bodies impose
costs on education and training
institutions.

A consolidated national registration agency

Current state-based regime Establish a single national
leads to variations in standards; registration board, with
involves duplication of effort; professional panels, to develop

impedes professional mobility;  and administer nationally
uniform registration standards
practising in more than one based on qualifications
jurisdiction. established by the national
accreditation agency, and
informed by advice from the
workplace improvement agency
on new or expanded

imposes costs on those

Professions-based approach
can reinforce workplace
rigidities.

professional roles.

Improving funding-related incentives for workplace change

No transparent process for Establish an independent
considering possible extension review committee (subsuming
of MBS rebates to a wider range existing committees) to advise
of practitioners, leading to some on services to be covered by
inefficient use of GP services the MBS and on referral and

and imposing additional costs prescribing rules.
on patients.

Bias in MBS rebates towards DoHA to examine extent of bias
procedural medicine that can and any remedial action

distort provider behaviour, required.

career choices and location

decisions.

Limited incentives in MBS for ~ Introduce (discounted) rebates
delegation of less complex for a wider range of delegated

tasks to less highly qualified, but Services.
more cost-effective, health
professionals.

Facilitate timely uptake of
workplace innovations
emerging from the proposed
workforce improvement
agency, and multi-/inter-
disciplinary learning.

Provide a platform for uniform
national standards on which to
base registration.

Facilitate the development of a
national approach for the
assessment of the
gualifications of overseas
trained health workers.

Promote a nationally uniform
approach to the regulation of
health workers.

Reinforce an across-
profession emphasis in health
workforce arrangements.

Reduce administration and
compliance costs.

Reduce barriers to the
movement of health
professionals within Australia.

Facilitate transparent
consideration of requests for
changes in the coverage of the
MBS that would help to
improve workforce efficiency
and effectiveness and
enhance outcomes for
patients.

More efficient deployment of
the workforce. Over time, help
to address workforce
shortages in some areas.

Encourage better use of
available health workforce
skills. Allow the community to
share in cost savings from
delegation.
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Table 2 continued

Current problem Proposed response

Main benefits of change

Better focused and more streamlined projections of future workforce requirements

Current projections not always Concentrate formal projections
on the key workforce groups.
education and training needs,  Greater emphasis on projecting
reducing their policy relevance. workforce needs for different
demand, supply and
productivity scenarios.

well focused on major

Current institutional structure Rationalise structure through
cumbersome. abolition of AMWAC and

AHWAC.

Better use of resources available
to undertake projections.
Greater transparency regarding
the impact of policy settings on
future workforce requirements.

Some cost savings. Addresses
any residual concerns about
transparency of governance.

More effective approaches to improving outcomes in rural and remote areas

Rural and remote issues not All system-wide frameworks in

always properly considered as  the health workforce area to

part of mainstream policy make explicit provision for

formulation. consideration of rural and
remote issues.

Limited evaluation of which A cross program evaluation to
specific approaches for help assess the relative
improving outcomes in rural effectiveness of different

and remote areas work best. approaches.

Further trialling of block funding

models.

Assisting groups with special needs

Workforce requirements of All broad institutional
groups with special needs not  frameworks to make explicit
always addressed as part of provision to consider the needs

mainstream policy formulation. of these groups, with
monitoring of progress made in
achieving this goal.

Better assessment of
opportunities to improve
workforce services in rural and
remote areas through system-
wide changes. Facilitate uptake
of workforce initiatives in rural
and remote areas that have
wider application.

Better platform for determining
the most cost-effective ways of
enhancing health workforce
outcomes in rural and remote
areas.

Help to inform cross-program
evaluation exercise, as well as
discussion of the more general
applicability of block funding.

Guard against any
marginalisation of groups with
special needs. Ensure that
specific initiatives for these
groups are compatible with
generally applicable
arrangements.
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Recommendations

Objectives and strategies (chapter 3)

RECOMMENDATION 3.1

I'n its upcoming assessment of ways to improve integration within the health care
system, CoAG should endorse the National Health Workforce Strategic
Framework in order to enhance cohesion between the various areas and levels of
government involved in health workforce policy.

RECOMMENDATION 3.2

CoAG should consider whether the current wording of the self-sufficiency
principle in the National Health Workforce Strategic Framework is unduly
restrictive in the context of the international nature of the health workforce and if
so, how it should be interpreted.

RECOMMENDATION 3.3

CoAG, through its Senior Officials, should commission regular reviews of
progress in implementing the National Health Workforce Strategic Framework
and the impact of policy changes made as a result of the Commission’s
recommendations. Such reviews should be independent, transparent and their
results made publicly available.

Workforce innovation (chapter 4)

RECOMMENDATION 4.1

The Australian Health Ministers Conference should establish an advisory health
workforce improvement agency to evaluate and, where appropriate, facilitate
major health workforce innovation possibilities on a national, systematic and
timetabled basis.

« Board membership should provide the necessary health, education, finance
and consumer knowledge and experience, structured to reflect the public
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interest generally rather than represent the interests of particular
stakeholders.

. The agency should report publicly and make recommendations to the
Australian Health Ministers' Conference as to appropriate workforce reforms
and their implications, including for other health workforce arrangements.

. The agency should, as appropriate, provide advice to other national agencies
or bodies recommended in this report.

« Theagency’s efficiency and effectiveness should be reviewed after five years.

Education and training (chapter 5)

RECOMMENDATION 5.1

The Australian Government should consider developing an agreement with State
and Territory Governments for the allocation of places for university-based
education and training of health professionals within each jurisdiction. However,
under such an agreement — which should be of at least three years duration —
the Department of Education, Science and Training (in consultation with the
Department of Health and Ageing) would remain responsible for determining the
total quantum of funding for university-based health education and training and
for negotiations with individual universities on the distribution of those places.

RECOMMENDATION 5.2

The Australian Health Ministers Conference should establish an advisory health
workforce education and training council to provide independent and transparent
assessments of':

« opportunities to improve health workforce education and training approaches
(including for vocational and clinical training); and

« ther implications for such matters as courses and curricula and accreditation
requirements.

The council should have a small board which provides for input from education,
employer and professional interests, structured to reflect the public interest rather
than the interests of particular stakeholders. It should report directly to the
Australian Health Ministers’ Conference.

RECOMMENDATION 5.3

As a matter of priority, COAG should establish a high level independent taskforce
to:
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. collect and assemble comprehensive and nationally consolidated data and
information on: the demand for clinical training across all health professions;
where it is being provided; how much it costs to provide; and how it is being
funded; and

. inthelight of thisinformation, recommend specific changes to facilitate more
transparent, coordinated and contestable clinical training arrangements,
including through:

— a more appropriate allocation of clinical training costs according to the
benefits accruing to the various parties;

— greater reliance on explicit payments to those providing infrastructure
support or training services, within the context of a system that will
continue to rely on, and benefit from, considerable pro bono provision; and

— removal of regulatory or other barriers that impede the development of
contestable delivery or otherwise impede the efficiency and effectiveness of
clinical training outcomes.

Accreditation (chapter 6)

RECOMMENDATION 6.1

The Australian Health Ministers Conference should establish a single national
accreditation board for health professional education and training.

. Theboard would assume statutory responsibility for the range of accreditation
functions currently carried out by existing entities.

« VET should be included as soon as feasible, although there are grounds for
excluding it until the new arrangement is implemented and operating
successfully in other areas.

. Collectively, board membership should provide for the necessary health and
education knowledge and experience, while being structured to reflect the
public interest generally rather than represent the interests of particular
stakeholders.

. Initially, at least, the board could delegate responsibility for functions to
appropriate existing entities, on terms and conditions set by the board. Such
entities should be selected on the basis of their capacity to contribute to the
overall objectives of the new accreditation regime.
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RECOMMENDATION 6.2

The new national accreditation board should assume statutory responsibility for
the range of accreditation functions in relation to overseas trained health
professionals currently carried out by existing profession based entities.

Registration (chapter 7)

RECOMMENDATION 7.1

When a health professional isrequired to be registered to practise, that should be
on the basis of uniform national standards for that profession.

. Education and training qualifications recognised by the national accreditation
board should provide the basis for these national registration standards.

« Any additional registration requirements should also be standardised
nationally.

. Flexihility to cater for areas of special need, or to extend scopes of practice in
particular workplaces, could be met through such means as placing conditions
on registration, and by delegation and credentialing.

RECOMMENDATION 7.2

The Australian Health Ministers Conference should establish a single national
registration board for health professionals.

. Pending the development and adoption of national registration standards by
the new board, the board should subsume the operations of all existing
registration boards and entities, including the authority to impose conditions
on registration as appropriate.

« The new board should be given authority to determine which professions to
register and which specialties to recognise.

. Initially, however, the new board should cover, at a minimum, all professions
which currently requireregistration across the eight jurisdictions.

« Membership of the board should contain an appropriate mix of people with
the necessary qualifications and experience, and be constituted to reflect the
broader public interest rather than represent the interests of particular
stakeholders.

« Profession specific panels should be constituted within the board to handle
matters such as the monitoring of codes of practice and those disciplinary
functions best handled on a profession specific basis.
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RECOMMENDATION 7.3

The new national registration board should consider and determine the
circumstances in which more explicit specification of practitioner delegation
arrangements would be appropriate.

Payment mechanisms (chapter 8)

RECOMMENDATION 8.1
The Australian Government should establish an independent standing review
committee to advise the Minister for Health and Ageing on:
. thesafety, effectiveness and cost-effectiveness of proposals for changesto:

— the range of services (by type and provider, whether medical or non-
medical) covered under the MBS (including the rebate to apply);

— referral arrangements for diagnostic and specialist services subsidised
under the MBS; and

— prescribing rights under the PBS; and
. other relevant mattersreferred to it by the Minister.

The new committee should subsume the relevant functions of the Medical
Services Advisory Committee, the Medicare Benefits Consultative Committee and
related committees, and report publicly on its recommendations to the Minister
and the reasoning behind them.

RECOMMENDATION 8.2

The Department of Health and Ageing should, as a matter of priority, determine
the extent of the bias in the MBS in favour of procedural services, and how any
significant bias should be addressed.

That assessment should be taken over by the proposed independent review
committee when it isfully functioning.

RECOMMENDATION 8.3

The Australian Government should increase the range of MBS services for which
a rebate is payable when provision is delegated by the (medical or non-medical)
practitioner to another suitably qualified health professional. Where delegation
OCCUrs:

. theservicewould be billed in the name of the delegating practitioner; and
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. rebates would be set at a lower rate, but still sufficiently high to provide an
incentive for delegation in appropriate circumstances.

I mplementation should have regard to the fiscal impacts, with the arrangements
reviewed after three years and again after a further five years.

Workforce planning (chapter 9)

RECOMMENDATION 9.1

Current institutional structures for numerical workforce planning should be
rationalised, in particular through the abolition of the Australian Medical
Workforce Advisory Committee and the Australian Health Workforce Advisory
Committee. A single secretariat should undertake this function and report directly
to the Australian Health Ministers Advisory Council.

RECOMMENDATION 9.2

Numerical workforce projections undertaken by the secretariat should be directed
at advising governments on the implications for education and training of
meeting differing levels of health services demand. To that end, those projections
should:

. bebased on arange of relevant demand, supply and productivity scenarios;

. concentrate on institutional entry for the major health workforce groups,
while recognising that projections for smaller groups may be required from
time to time; and

« beupdated regularly, consistent with education and training planning cycles.

Rural and remote issues (chapter 10)

RECOMMENDATION 10.1

The Australian Health Ministers Conference should ensure that all broad
institutional health workforce frameworks make explicit provision to consider the
particular requirements of rural and remote areas. Progress in achieving this
objective should be monitored as part of the proposed regular evaluations of the
National Health Workforce Strategic Framework (see recommendation 3.3).

RECOMMENDATION 10.2

To provide input to the proposed cross program evaluation of rural and remote
health workforce policies (see recommendation 10.3), and to help assess the
general applicability of block funding models, the Australian Health Ministers
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Conference should initiate further trials of these models in rural and remote
areas. Specifically these trials should involve:

. pooling of government funding available to support primary and acute care
servicesin thetrial areas;

. allocation of responsibility for distributing that funding and oversighting
service delivery to an agreed entity; and

. establishment of evaluation protocols, involving as appropriate the proposed
health workforce improvement agency.

RECOMMENDATION 10.3

The Australian Health Ministers Conference should initiate a cross program
evaluation exercise designed to ascertain which workforce policies, or mix of
policies, are likely to be most cost-effective in improving the sustainability, quality
and accessibility of health services in rural and remote Australia. Amongst other
things, it should compare and/or examine:

« theprovision of financial incentives through the MBS rebate structure versus
other means such as practice grants and FBT and superannuation
concessions,

« ‘incentive-driven’ approaches versus ‘coercive mechanisms such as
requirements for particular health workers to practise in rural and remote
areas; and

. whether the current and planned level of investment in regionally-based
education and training is sufficient, relative to investment in other policy
Initiatives.

Addressing special needs (chapter 11)

RECOMMENDATION 11.1

The Australian Health Ministers Conference should ensure that all broad
institutional health workforce frameworks make explicit provision to consider the
particular workforce requirements of groups with special needs, including:
Indigenous Australians, people with mental health illnesses, people with
disabilities; and those requiring aged care. Progress in achieving this objective
should be monitored as part of the proposed regular evaluations of the National
Health Workforce Strategic Framework (see recommendation 3.3).
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1 About the study

Australia’ s health system has many strengths. Overall health outcomes compare
quite favourably with those in other developed countries. For example, Australians
have among the highest life expectancies in the world — including when * disability
adjusted’ for years of ‘good health’. Yet tota spending on hedth care as a
percentage of GDP and per capita is not overly high by advanced OECD country
standards (AIHW 2004a).

These outcomes are due in no small measure to the expertise and commitment of
Australia s health workforce and that of the various professional and representative
bodies in the health, education and training sectors which contribute both directly
and indirectly to the delivery of health services.

To a considerable degree, the system has managed to respond to growing financial
pressure and changing community health needs. However, the sustainability of the
system is under increasing pressure in various respects. There are poor health
outcomes for particular groups in the community and difficulties in accessing
services for some care needs and in some parts of Australia. Workforce shortages
are contributing to these problems.

Further, continuing strong growth in demand — reflecting rising incomes and
community expectations, technological advances and an ageing population — will
only serve to increase the pressure on the current health care system and its
workforce. It is far from clear that present arrangements will be able to cope with
this pressure, in turn raising questions about the sustainability of Australia’ s health
care goals. Not surprisingly, therefore, the focus of much policy attention has been
on how to increase workforce supply and improve the efficiency and effectiveness
of that workforce.

This particular research study by the Commission provides an opportunity for the
review of health workforce arrangements in this context — and in light of the
adoption of the National Health Workforce Srategic Framework (NHWSF) by
Australian Health Ministers in 2004 (see chapter 3). The study was requested by the
Australian Government in March 2005 in response to a decision by the Council of
Australian Governments (CoAG) in June 2004.

ABOUT THE STUDY 1
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At its subsequent June 2005 meeting, CoAG agreed that ‘Australia has one of the
best health systems in the world’, but noted that there is room to discuss a number
of areas for improvement (box 1.1). Consequently, Senior Officials were asked to
consider ways to improve Australia’ s health system and report back in December
2005 on a plan of action to progress reforms in a number of areas, including the
supply, flexibility and responsiveness of the health workforce. CoAG also asked the
Commission to report by December 2005 so that it could consider the
Commission’ s views along with the action plan from CoAG Senior Officials.

1.1 Scope and focus of the study

Wide scope of issues

The scope of this study is broad, with the terms of reference potentially covering
any relevant factor affecting, or likely to affect, the demand for and availability of
health workers and the services they provide over the next 10 years or so. In
summary, the Commission has been asked to:

. consider factors affecting the supply of health workforce professionals;

. consider the structure and distribution of the health workforce and the
consequences for its efficiency and effectiveness,

. consider factors affecting demand for services provided by heath workforce
professiondls,

. consider the specific health workforce needs of rura, remote and outer
metropolitan areas and issues of Indigenous health;

. provide advice on the identification of, and planning for, Australian health care
priorities and services; and

. provide advice on the issue of genera practitioners in or near hospitals on
weekends and after hours.

Coverage of professions and services

The study adopts an expansive definition of the health workforce, with the term
‘health workforce professional’ defined to cover ‘the entire health professional
workforce’, from a number of education and training backgrounds, including
vocational, tertiary, post-tertiary and clinical. Without attempting to be exhaustive,
examples of relevant occupations covered include: doctors, nurses, midwives,
physiotherapists, podiatrists, pharmacists, psychologists, occupational therapists,
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dentists, radiographers, optometrists, Aboriginal Health Workers, ambulance
officers and paramedics. Generaly, people must be registered before they can
practise in most of these occupations.

Box 1.1 Extract from the CoAG Communiqué of 3 June 2005 relating to
Australia’s health system

CoAG agreed that Australia has one of the best health systems in the world. However,
there is room for governments to discuss areas for improvement, particularly in areas
where governments’ responsibilities intersect.

The Australian, State and Territory Governments recognised that many Australians,
including the elderly and people with disabilities, face problems at the interfaces of
different parts of the health system. Further, the governments recognised that the
health system can be improved by clarifying roles and responsibilities, and by reducing
duplication and gaps in services.

Ways in which the health system could be improved include:

« simplifying access to care services for the elderly, people with disabilities and
people leaving hospital,

« helping public patients in hospital waiting for nursing home places;

« helping younger people with disabilities in nursing homes;

« improving the supply, flexibility and responsiveness of the health workforce;

e increasing the health system’s focus on prevention and health promotion;

« accelerating work on a national electronic health records system;

« improving the integration of the health care system,;

e continuing work on a National Health Call Centre Network; and

« addressing specific challenges of service delivery in rural and remote Australia.

CoAG agreed that Senior Officials would consider these ways to improve Australia’s
health system and report back to it in December 2005 on a plan of action to progress
these reforms. It was also agreed that where responsibilities between levels of
government need to change, funding arrangements would be adjusted so that funds
would follow function.

Health Workforce Study

CoAG noted that an issues paper has been prepared for public discussion by the
Productivity Commission on the health workforce study. CoAG will ask the Productivity
Commission if it can report by December 2005, so that CoAG can consider this report
along with the action plan from CoAG Senior Officials.

Source: CoAG (2005).
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The terms of reference do not restrict the scope of the study to any particular health
care settings. Indeed, health care professionals work in a range of settings,
extending from mainstream primary and acute care, to aged care, mental health,
disability services and the provision of community services more generally (with
many working in a voluntary rather than paid capacity). Although the Commission
has focused on the work of health care professionals (as defined above) in
mainstream care, its analysis and conclusions also have relevance for other settings
(including those where the volunteer workforce plays a central role). This wider
applicability is particularly relevant given that the boundaries between services are
becoming less clearly defined, and many health workforce issues increasingly range
across those services.

Defining ‘workforce planning’

Many of the issues discussed in this study involve an element of ‘workforce
planning’, as they broadly concern how best to make provision for future workforce
needs. Thus, the term is used in the paper as a shorthand way of describing efforts
to determine the appropriate nature and extent of government involvement in the
health system in relation to the health workforce (see below).

Sometimes, however, the term has a narrower interpretation, being used to describe
the processes employed by the Australian Medical Workforce Advisory Committee
and the Australian Health Workforce Advisory Committee in their more focused
consideration of the numbers of workforce professionals of various descriptions
likely to be required to sustain service delivery in future. Chapter 9 of this paper
adopts that interpretation.

1.2 The Commission’s approach

Taking account of broad health care objectives

Although this study is centred on the health workforce, the issues examined and the
Commission’s proposals need to be seen in the context of the community’s desire
for a health system which meets a number of specific objectives. These can be
expressed in severa different ways, but the summary set out in the most recent
Report on Government Services is helpful (SCRGSP 2005b). It portrays the overall
objectives of the health system as follows:

. efficiently and effectively protecting and restoring the health of the community
by:
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— preventing or detecting illness through the provision of services that can
achieve improved health outcomes at relatively low cost;

— caring for ill people through the use of appropriate health and medical
intervention services,

— providing appropriate health care services that recognise cultural differences
among people;

— providing equitable access to these services; and
— achieving equity in terms of health outcomes.

Chapter 3 adapts these broad objectives to more specifically focus on the heath
workforce. It also notes the role for performance criteria against which changes that
affect the workforce can be assessed. Throughout this paper, the Commission has
been mindful that changes that affect the health workforce need to support the
overal objectives of the health system, including that they should maintain, or
preferably enhance the quality and safety of care provided in any particular context.

Assessing the nature and extent of government involvement

The characteristics of health care services (and indeed of many other human
services) are such that the scope to give competitive market forces free rein is often
less than in markets for most other goods and services. These characteristics justify
significant government involvement in health care. For instance:

« There are strong equity grounds for ensuring that low income should not
preclude people from accessing appropriate health care services.

« Consumers do not always willingly ‘choose’ to purchase health care in the same
way as most other goods or services, but do so because of need, or in response to
circumstances beyond their control.

. Thereis alack of, and asymmetric, information. People can have difficulty in
judging their own best health care interests, the competence of practitioners and
the merits of their recommendations. The consequences for consumers of
inappropriate purchasing decisions can be very severe.

« Thelikely future cost of health care for most individuals is highly uncertain, but
can involve arisk of high expenditure. As such, insurance arrangements can be
effective in helping individuals make sufficient financial provision for their
health care contingencies. But the pooling nature of insurance requires collective
governance, and a measure of government regulation to deal with information
asymmetry, moral hazard and similar concerns.

« There are important spillovers from the consumption of health care. Health care
services have the capacity to contribute to the physical, emotional, social and
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intellectual wellbeing of consumers and their families. Their consumption can
have significant flow-on benefits for broader community welfare. Access to
effective health care services is also important for a productive workforce. And
there are public benefits from a well trained health workforce, in addition to the
spillovers from education more generally.

Governments thus contribute to health services funding, deliver some core health
services, regulate the provision of health services, including by health workers, and
regulate insurance arrangements. As well, governments are heavily involved in the
education and training sector through funding courses and, sometimes, in their
provision. As such, governments have far reaching impacts on the numbers, types
and skills of health workers available and on their delivery of health services.

In this study, the Commission has taken as given these broad rationales for
government intervention in relation to health services provision in general and the
health workforce in particular. However, the actual nature and extent of intervention
in particular situations is a matter for judgment — to be assessed against efficiency,
effectiveness, quality and safety criteria. Thisis at the heart of much of this paper.

Adding value through this report

In meeting CoAG’s request to bring forward the reporting date for this study, the
Commission has focused its analysis and proposals on a relatively small number of
high level issues which it views as central to achieving more efficient and effective
health workforce arrangements over the longer term. And in seeking to expedite the
process, the study has traversed lightly through much of the background that is well
known to most.

Many of the previous studies, analyses and reports into health workforce issues,
both in the Australian and international contexts, have focused on particular
professions, processes, regions or short-term crises. Even within such a narrow
purview, many of these issues are inherently complex; they are often interrelated;
they range over both the health and education sectors; and they play out in an
environment of rapid and significant change.

The Commission’s remit, in contrast, is to encompass the whole of the health
workforce, both paid and volunteer, to consider both supply and demand issues, and
to look out over atimeframe of a decade or more. Thus, while drawing on previous
work where relevant, and on particular professions and practices for illustration, it
has focused its efforts primarily at a system-wide level. Specifically, it has
endeavoured to identify the reform frameworks and principles that would enable the
ingtitutions, regulatory and funding processes and the workforce itself to be
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responsive to emerging problems and challenges, so as to continue to deliver high
quality, safe, efficient, effective and financially sustainable health services.

The Commission considers that it would add little value by way of replicating the
assessment of the numerical workforce requirements in any of the individual
professions, by critiquing the technical content of training curricula, or by
attempting to prescribe the optimal deployment of the available workforce across
geographical regions. However, the systemic changes proposed by the Commission
in this report should facilitate the detailed consideration of such matters by relevant
stakeholders and appropriate technical experts.

Finaly, this is not a study into the adequacy of existing health budgets or the
appropriate levels of future health expenditure. However, in the face of escalating
demand for services, per capita expenditure on health care in general and on the
health workforce will inevitably continue to increase (chapter 2). Indeed, part of the
package of measures required to deliver better health workforce outcomes over the
medium term will necessarily include initiatives to boost educating and training
places and to address recruitment, retention and re-entry problems (chapter 3). That
said, and while commenting on these issues, the Commission considers that the area
where it can make the greatest contribution is to advise on how to deliver any given
bundle of health services in a more efficient and effective way than is currently the
case.

Providing opportunity for extensive public input

To the maximum extent possible within the time available, the Commission has
provided opportunity for public input into this study.

Upon receiving the terms of reference for the study, the Commission released an
Issues Paper (PC 2005c) and invited written submissions on the matters under
review. In response, and prior to the release of the Position Paper (see below), the
Commission received almost 180 submissions from a wide cross-section of
individuals, service providers, professional associations, regulatory bodies,
government agencies, specia needs groups, regional and community interests.

Over the period March to April 2005, discussions and roundtables were held with
around 90 organisations and individuals covering a range of interests across all
jurisdictions in metropolitan, rural, regional and remote locations.

In September 2005, the Commission released a Position Paper (PC 2005a) outlining
its preliminary analysis and proposals for health workforce reform. To €elicit views
on the Position Paper, the Commission held roundtable discussions in Sydney,
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Melbourne, Brisbane, Canberra and Alice Springs during October and November.
Some 60 organisations and individuals participated in discussions at those
roundtables. In addition, meetings with all State and Territory governments were
held.

The Commission also received around 190 further written submissions, responding
specifically to the analysis and draft proposals in the Position Paper. Together, this
very vauable input has shaped the Commission’s thinking on how best to
implement its proposals. Accordingly, it has modified and embellished the draft
proposals presented in the Position Paper and also provided greater detail on the
operational features of itsfinal proposals.

More information on the inquiry processes is provided in appendix A, including
lists of those with whom the Commission met, those who made submissions and
those who participated at the roundtable discussions. The Commission thanks all the
organisations and individuals who contributed to the study. The debate is much
richer for their time, effort and wisdom.
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2 Context for policy development

Key points

« Health workforce pressures will escalate in the future as increasing incomes and
community expectations, technological advances and population ageing strongly
stimulate demand for health services, while supply constraints tighten.

« Without action, these influences will add to the current problems facing the health
workforce and thereby detract from health outcomes.

o There will need to be a greater emphasis on improved community health, preventive
measures and on managing the consequences of chronic diseases.

o It will be necessary to train more health workers and improve the recruitment,
retention and re-entry of health workers into care delivery.

« Productivity-enhancing improvements to health workforce arrangements are critical
to ensuring a sustainable health care system, particularly given the constraints on
government funding for health care.

« The health workforce system is inherently complex and interdependent and a
number of systemic impediments will need to be overcome if the workforce is to be
able to effectively respond to current and emerging challenges, including:

— the fragmented roles and responsibilities of governments and other stakeholders
and the inadequate coordination between them at a number of levels;

— inflexible and inconsistent regulatory practices;
— perverse funding and payments incentives; and

— entrenched custom and practice, including the maintenance of traditional
professional barriers.

To a considerable degree the health care system, as noted in chapter 1, has
responded to changing community health needs within the constraints imposed by
growing financial pressures. There are, however, significant problems and many
participants in this study have understandably concentrated on workforce issues of
Immediate concern.

Given the forward looking nature of this study, while considering these current
issues, the Commission has aso looked across the array of new issues and
challenges for the heath workforce that might arise over the next decade and
beyond.
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Of course, attempting to predict the future is fraught with danger. While broad
trends can be identified, the ways in which these trends will interact and play out
are often unclear. In the face of such uncertainty, what is required is a health
workforce with the capacity to respond to those issues and challenges in a
sustainable manner.

After briefly summarising key workforce trends and current issues raised by
participants, this chapter discusses the challenges likely to be important in shaping
the future health workforce and the way in which it delivers care. It then highlights
the systemic impediments to workforce adjustment and change, with the following
chapters taking up particular themes in more detail.

2.1 Key workforce trends

The health workforce has changed considerably in recent years. To set the context
for the study, the Commission has identified the following key workforce trends,
both current and emerging, likely to have important implications for future policy.

« Aggregate heath expenditure has grown strongly over the last decade or so to
some $78 billion in 2003-04. The annual real growth rate has averaged about
4.8 per cent, significantly higher than population growth of about 1.2 per cent.
As a consequence, over the period, the ratio of health expenditure to GDP has
increased from 8.3 per cent to 9.7 per cent. Expenditure on workforce services
has also been growing strongly and, while it is difficult to be precise, it currently
accounts for about two thirds of overall spending.

« The nursing group of occupations makes up more than 50 per cent of the health
workforce of about 450 000 people, with the medical group accounting for about
12 per cent. Allied health workers in total account for about 9 per cent.

« Workforce numbers for most professions, with the possible exception of nurses
and dentists, have been growing significantly faster than population growth.
Between 1996 and 2001, the overall health workforce increased by over 11 per
cent, nearly double population growth of 6 per cent. Over that period, the
numbers of alied and complementary health workers grew by more than 25 per
cent.

« Although workforce numbers have increased significantly, severa key trends are
affecting workforce participation and availability. They include:

— workforce ageing;
— feminisation across awider range of professions;
— lower average working hours,
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— increasing specialisation in a number of professions,

— issues of job satisfaction and other factors which result in a considerable
number of health workers not practising in their profession; and

— changing models of care and service delivery.

. Policy, funding and payment arrangements in recent years have reinforced a
trend towards the provision of servicesin the private health sector.

. Changes in the education and training sector directed at enhancing qualifications
and skills have had the side effect of lengthening the training pipeline.

« The headlth system has become increasingly reliant on overseas trained
professionals, particularly for the medical occupations. For example, overseas
trained doctors now make up 25 per cent of the overall medical workforce
compared to 19 per cent a decade ago.

Appendix B sets out the relevant characteristics of the Australian health workforce
and the key institutional and regulatory settings within which it works.

2.2 Current workforce issues

Many of the current issues of concern have been well canvassed in other documents
and forums, including the Commission’s own Issues Paper (PC 2005c). Severa are
explored in some detail below so as to lay in place a foundation for the proposals
contained in this report.

Workforce shortages

Identifying ‘shortages in workforce supply is not straightforward, especially given
the difficulty of establishing underlying health care demand and an appropriate level
of workforce response, and the extensive involvement of governments in delivering
or otherwise influencing the level of resources provided to meet that demand.
Furthermore, the focus on ‘professions’ rather than health workforce competencies
can distort the conclusions about the capacity of the current workforce to meet
health care needs. Nevertheless, there is evidence that there are shortages in overall
numbers across a range of the medical, nursing, dental and allied health professions
(seebox 2.1).
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Box 2.1 Perspectives on health workforce shortages

Recognising that any interpretation of workforce shortage estimates needs to be
mindful of issues such as the model of health care delivery and population dispersion,
a number of recent studies have pointed to shortages and maldistribution in many
areas of the health workforce. For example, recent quantitative work undertaken by the
Australian Medical Workforce Advisory Committee (AMWAC) and the Australian Health
Workforce Advisory Committee (AHWAC) found:

e an estimated shortage of between 800 to 1300 GPs in 2002 (or around 4 to 6
per cent of the current GP workforce) (AMWAC 2005);

« an estimated shortfall of between 10 000 to 12 000 nurses in 2006 and between
10 000 and 13 000 in 2010 — requiring at least a doubling of current graduate
completions (AHWAC 2004a); and

« current and emerging shortages in the majority of medical specialities which led to
recommendations for increases in training intakes (AMWAC 2004).

In other health occupations, the Department of Employment and Workplace Relations
(DEWR) has recently identified shortages in a number of occupations including
dentists, hospital and retail pharmacists, occupational therapists, physiotherapists,
speech pathologists, podiatrists, diagnostic radiographers, radiation therapists, nuclear
medicine technologists, pathologists, psychiatrists, registered nurses and
sonographers (DEWR 2005).

As well as overall shortages, there are even more pronounced shortages in rural and
remote areas and in Indigenous communities, reflecting the concentration of many
highly trained professionals in major cities (see appendix B). AMWAC and AHWAC
have noted particular concerns in relation to access to GPs and certain medical
specialities in rural and remote areas. The Australian Divisions of General Practice
drew attention to the decline in the number of Aboriginal Health Workers in the
Northern Territory (sub. 135). Submissions from allied health groups to this study, such
as OT Australia (sub. 21), also advised that shortages of many of these workers are
particularly acute in rural and remote areas.

Some of these shortages may be short term. Where the training is of short duration
(such as in some allied health and nursing programs) and there are no other
constraints on student entry or interest, workforce numbers can respond relatively
quickly. Improving retention and re-entry outcomes can similarly serve to alleviate
the extent of the problem (see below). Indeed, most health professions operate in an
environment where many of the signals that dictate behaviour in less regulated
markets still come into play. Hence, workforce shortages will often allow an
upward drift of remuneration levels, with the higher financial rewards in turn
attracting more workforce entrants — though underlying impediments such as fiscal
constraints, distortionary payment arrangements, or inappropriate limits on scopes
of practice can limit the benefits of such increasesin supply.
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But in other areas, workforce shortages can persist for much longer periods,
particularly where the duration of education and training is lengthy and where there
IS less scope for retention and re-entry initiatives to boost supply. While there has
been an increasing reliance on overseas trained health professionals to address
shortages, ethical issues associated with recruitment from countries with significant
health care needs have focused debate on the sustainability of this supply source.
This means that part of the solution to health workforce problems will inevitably
involve educating and training more health workerslocally.

Current shortages have aready engendered explicit policy responses — for
example, the Australian Government has significantly increased the number of
undergraduate and vocational education places and nursing has been declared a
national priority area. Specifically, the number of university places in medicine will
rise by 30 per cent between 2001 and 2009 and additional funding will be provided
for 4800 nursing places and 3600 allied heath places by 2008 (see chapter 5).
However, some participants considered that little government recognition has been
given to current and projected shortages in other areas, including dental and allied
health services.

Such supply responses have limits. As the Queensand Health Systems Review
recently stated:
Longer term innovative ways of delivering health services are needed to provide health

care sustainability. Simply providing more doctors, more nurses, more beds and more
money is unlikely to be sustainable. (QHSR 2005, p. xi)

International comparisons of the ratio of health workers to population (see
appendix B) suggest that there are considerable efficiency gains to be made. For
example, the Australian Divisions of General Practice (sub. 135, p. 15), citing
AIHW data for 2002, suggested that while the United Kingdom's generad
practitioner workforce was 30 per cent higher than Australia's, it was servicing a
popul ation base three times the size. Thiswas argued to primarily reflect differences
in the models of primary care between the two countries.

Workforce distribution

It is widely recognised that the geographic spread of the health workforce does not
reflect the distribution of the population. In particular, apart from nurses, the
relative number of health professionals diminishes for communities located further
away from major centres. Thusin ‘remote’ areas, for example, the GP to population
ratio is dlightly over half of that in the cities, for physiotherapists it is less than a
half and for specialistsit is under one-fifth (see chapter 10).
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That said, the outlook for the health workforce outside of the major citiesis far from
universally negative. Access to health workers in a number of the major regional
centres, although not always satisfactory, is not greatly different to that in the cities
and their outer metropolitan suburbs in particular. Those regional centres are in turn
providing a service base for residents in surrounding communities. Also, there are
examples of smaller communities that have successfully implemented innovative
programs to improve their access to health workers and health services. A range of
government initiatives, including financial incentives, bonding arrangements and
aternative remuneration structures, have also been introduced to improve access to
health workers in rural and remote areas. Those initiatives are discussed in
chapter 10.

Making the best use of existing competencies

Using the skills of the existing workforce in the most efficient and effective way
possible is an obvious way to lessen the impact of workforce shortages and
distribution problems. In this respect, many concerns were expressed about
impediments affecting allowable scopes of work, appropriate mixes of
competencies and job redesign and substitution. Representatives of registered
nurses, physiotherapists and pharmacists, for example, considered that their training
and skills suited them for ‘higher level’ tasks. Many submissions called for greater
development of an ‘assistant in’ stream of workers to take over some of the less
skilled tasks — including from those whose scope of practice would be directly
affected (such as physiotherapists).

However, such specific proposals for change require detailed consideration,
including of their likely impacts on the quality and safety of service provision. That
said, as succinctly stated by AHMAC, the guiding principle to enable the best use of
scarce workforce resources should be that:
... Wherever possible, services should be delivered by staff with the most cost effective
training and qualification to provide safe, quality care. (sub. 166, p. 9)

Against this background, a key component of the Commission’s proposals involves
t