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The Public Health Association of Australia (PHAA) is Australia’s peak 

body on public health. We advocate for the health and well-being of 

all individuals in Australia.  

 

We believe that health is a human right, a vital resource for everyday 

life, and a key factor in sustainability. The health status of all people is 

impacted by the social, commercial, cultural, political, environmental 

and economic determinants of health. Specific focus on these 

determinants is necessary to reduce the root causes of poor health and 

disease. These determinants underpin the strategic direction of PHAA. 

Our focus is not just on Australian residents and citizens, but extends 

to our regional neighbours. We see our well-being as connected to the 

global community, including those people fleeing violence and 

poverty, and seeking refuge and asylum in Australia. 

 

Our mission is to promote better health outcomes through increased 

knowledge, better access and equity, evidence informed policy and 

effective population-based practice in public health.  

 

Our vision is for a healthy population, a healthy nation and a healthy 

world, with all people living in an equitable society, underpinned by a 

well-functioning ecosystem and a healthy environment. 

 
Traditional custodians - we acknowledge the traditional custodians of 
the lands on which we live and work. We pay respect to Aboriginal and 
Torres Strait Islander elders past, present and emerging and extend 
that respect to all other Aboriginal and Torres Strait Islander people. 
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Introduction 

PHAA welcomes the opportunity to provide this input to the Special Commission’s work. 

This inquiry is a rare opportunity to pause and take stock of fundamentals about how the entirety of an 

Australian state health ‘system’ functions, and the financial implications of that functionality. However, we 

urge the Commissioner not to assume that the task is simply how to ensure continued funding for current 

activity under current system design. We urge the Commissioner to review the fundamentals of the system 

itself, including not merely the institutions, workforces and mechanisms that we deploy for treating chronic 

diseases, injury and illness, but by investigating the reasons why health problems arise in the first place, 

and how health problems – chronic disease in particular – might best be prevented. 

Our particular contribution will be to urge the Commissioner to grasp the logic of “prevention”, the 

expression universally used by the public health community to refer to all measures which prevent people 

from being affected by disease (or other health harms) in the first place. 

It is estimated that around one third of all prevalence of chronic disease in the population is preventable by 

modifiable risk factors. Recasting the health system so that prevention is given dramatically more attention 

is likely to be one of the strongest approaches available to NSW to making the health system more 

financially sustainable. Indeed, it might be the only way to do so. 

Since most preventive health interventions happen at the primary care level of the health system, or 

indeed even before primary care is accessed, we also offer some observations on how to strengthen the 

primary care component of the system. 

We also offer observations about the crucial role of the workforce needed to deliver public health 

programs. Note that we do not use the term ‘public health’ in its very broad usage, including all entities and 

workforces involved in the non-private part of the health system. We mean ‘public health’ in its more 

specific meaning, namely those engaged in the science of population health and the programs and services 

which deliver public health measures of a protective and preventive nature. The COVID pandemic has re-

introduced our community to this more specific term, as infectious disease control and other public health 

functions, including the work of the chief health officers, became prominent in the public’s consciousness. 

We also offer comments on alternative models of care of a more preventive character. 

Finally, we emphasise that revenue measures, as well as spending, can simultaneously serve public health 

outcomes while also contributing to the ‘funding’ of our health system. Revenue options which make long-

term contributions to reducing the prevalence of chronic diseases obviously make two contributions to the 

financial sustainability of the health system, firstly by raising revenue, and in the longer term by reducing 

expenditure. We note that many of the larger revenue options take the form of product excises, and are 

thus constitutionally the responsibility of the Commonwealth level of government, but in those cases we 

urge the NSW government to work cooperatively with other governments to see sound health-maximising 

revenue policies introduced nationwide. Meanwhile, with state legislative power in mind, we offer below 

an example of a licencing scheme for the tobacco retail sector which happens to coincide with regulatory 

reform needs currently relevant to NSW. Other state-based revenue options could no doubt be proposed. 

At this early stage we do not present a log of specific recommendations, although some will appear in the 

body of this submission. Rather, we earnestly hope that the Commissioner will perceive the big picture, and 

adopt a preventive health framing throughout his deliberations. 

We would be very willing on request to provide further written advice, or appear at hearings, as would best 

assist the Commissioner. 
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Funding of health services 

This section is broadly addressed to Term of Reference A: The funding of health services provided in 

NSW and how the funding can most effectively support the safe delivery of high quality, timely, 

equitable and accessible patient-centred care and health services to the people of NSW, now and 

into the future. 

The financial significance of a preventive approach to health  

One of the greatest challenges facing all Australian health systems, and driving their ever-growing funding 

needs, is the growth in chronic disease prevalence in the population. The most logical solution to this 

challenge is not to find ever-more burdensome ways to fund treatment services, but to prevent the growth 

in chronic disease prevalence in the first place. The Australian Institute of Health and Welfare (AIHW) has 

estimated that around one third of all prevalence of chronic disease in the population is preventable by 

modifiable risk factors.1 

The economic case for public health investment is simple and powerful: prevention (or minimisation) of 

disease in the community saves governments – as well as the private economy – very significant costs in 

financial and labour resources. Redesigning the health system so that prevention is given significantly more 

attention would likely to be one of the strongest approaches to making the health system more financially 

sustainable. Indeed, it might be the only way to do so. 

Years spent in ill health present two major forms of economic loss: the opportunity cost of lost productivity 

during working years, and the direct cost (often increasingly expensive) of treatment and care. The reality is 

that we will inevitably expend resources on ‘health’. Our choice lies in whether we decide to spend 

efficiently on preventing disease and maintaining wellbeing, or find our governments forced to expend 

more each year, expensively and less efficiently, on treating illness once it manifests.  

The degree of wellbeing and health – or alternatively, the extent of disease – across the population is also a 

major driver of its economic vitality, to say nothing of the social importance of wellbeing. The state of 

population health significantly influences the inflow and outflow of government revenue and expenditure.  

According to the Productivity Commission, on average, Australians live 13.2% of their lives in ill health – one 

of the highest proportions of any OECD nation, exceeded only by people in Turkey and the United States.2 

The economic cost of the rate of prevalence of chronic disease is so great that significant shifts upward – or 

downward – in chronic disease rates present major economic and financial challenges (or opportunities) for 

governments.   

Many studies have demonstrated the economic significance of disease burdens in our population. A 2019 

study of the economic cost of preventable disease found that “estimates of the annual productivity loss 

that could be attributed to individual risk factors were between $840 million and $14.9 billion for obesity; up 

to $10.5 billion due to tobacco; between $1.1 billion and $6.8 billion for excess alcohol consumption; up to 

$15.6 billion due to physical inactivity and $561 million for individual dietary risk factors.”3 

The OECD’s Heavy Burden of Obesity: The Economics of Prevention report (2019), examined 52 developed 

member nations.4 This study calculated the economic impact of overweight and obesity, which is one of 

modern society’s most common forms of ill-health, and a driver of several major disease conditions. The 

report put the estimated economic cost to Australia at an astonishing 3.1% of GDP, including lowered 

labour market outputs equivalent to the productive output of 371,000 full-time workers, as well as an 

average reduction in lifespan by 2.7 years per person.  
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These costs clearly form some of the largest economic and financial burdens facing Australia’s 

governments. They are drivers of continual pressure on national and state/territory governments to make 

our health systems (or more accurately, our illness treatment systems) more financially ‘sustainable’.  

However, the concept of fiscal sustainability should be understood not merely as a justification for 

expenditure constraint, but rather as making a case for a holistic approach to ensuring that higher socio- 

economic policy goals can be delivered in a manner which can be reliably maintained over many years. In 

fact, too much constraint on investing in disease prevention can be financially counter-productive in the 

long term, by increasing the extent of chronic disease and other illness and injury in the population.  

The evidence clearly supports the case for public health investment have clear benefit-cost value, and have 

a powerfully positive impact on Budget sustainability into the future. A decade ago, the Assessing Cost 

Effectiveness in Prevention (ACE) study provided a comprehensive analysis of the comparative cost-

effectiveness of preventive intervention options addressing the non-communicable disease burden in 

Australia, with a specific focus on Indigenous Australians.5 The study evaluated the cost-effectiveness of 

150 preventive health interventions, addressing areas such as mental health, diabetes, tobacco use, alcohol 

use, nutrition, body weight, physical activity, blood pressure, blood cholesterol and bone mineral density.  

Across these areas of preventive intervention, the ACE study identified 23 ‘dominant’ program 

interventions that both improve health and achieve net cost savings, as well as over 50 further 

interventions in ‘very cost-effective’ and ‘cost-effective’ categories. The study remains a policy road-map 

for budgetary investments in preventive health. 

More recently, a report on The Health of Queenslanders 2020 found that: “There is growing evidence that 

public health interventions are cost-effective with up to 75% of UK public health interventions from 2005 to 

2018 meeting this criterion.6 It was estimated that a $1 investment in public health generated $14 in 

return,7  in addition to the return of the original investment, back to the wider health and social economy.”8 

In making these observations, we acknowledge that NSW Health is a leader in the development of high-

level preventive health strategies, including Healthy Eating Active Living, the Hepatitis B Strategy and the 

Hepatitis C strategy, which are all designed to improve health and reduce the burden of chronic disease. 

We also acknowledge that NSW, together with other jurisdictions, has contributed to developing national 

strategic direction statements including the National Alcohol Strategy,  National Obesity Strategy, National 

Tobacco Strategy, and the over-arching National Preventive Health Strategy. As a nation we are not lacking 

in evidence-based guidance about health policy directions. What is needed is political commitment to 

preventive health investment. 

The social value and cost-effectiveness of NSW investing in prevention 

This Special Commission is tasked with examining the funding of the NSW Health system, but it should not 

ignore the vital social significance of the outcomes of the system’s overall design. 

Investing in chronic illness prevention and control, through affordable, cost effective, high-impact policies 

and legislative measures will deliver the greatest possible health impact in reducing illness, disability, and 

premature death. Chronic diseases such as cancer, diabetes, heart disease, chronic respiratory diseases and 

cardiovascular disease have a major impact on health and wellbeing and are responsible for around 89% of 

deaths every year.9 These diseases and the major risk factors that contribute to them (tobacco use, alcohol 

use, unhealthy diet and lack of physical activity) also have significant negative consequences on economic 

productivity and financial stability for individual, households and society, as a whole.  

The present pandemic will also trigger significant additional health problems, both directly from COVID 

infection but also from the indirect impact of many delayed preventive treatments for other forms of 

disease, including the often-unseen impact of chronic diseases. Diabetes, heart disease and hypertension, 
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cancer, lung diseases, and obesity all significantly worsen the effects of COVID-19, increasing the risk of 

serious illness or death.10 

Cost estimates of chronic disease in Australia continue to mount. As noted above, estimates of the annual 

productivity loss that could be attributed to individual risk factors relating to obesity, tobacco, alcohol, 

physical inactivity and dietary risks totalled in aggregate up to $47 billion.11 

To deliver on the National Preventive Health Strategy, the roll-out of public health measures by all 

governments should accelerate rapidly, with commitments to programs including:  

• Cessation of tobacco use, and reduction in uptake by new users  

• Reduction of alcohol consumption, especially for those consuming alcohol at risky levels  

• Reduction of sugar-added beverage consumption  

• Reduction of junk food consumption  

• Reduction of harm associated with gambling  

• Promotion of healthy diets and dietary patterns  

• Better maternal and childhood health. 

The NSW Government should also address practices used by the private sector to promote products and 

choices that are detrimental to health. In 2020, the WHO-UNICEF-Lancet Commission on Child Health noted 

that commercial marketing of products that are harmful to children is one of the most underappreciated 

risks to their health and wellbeing. It concluded that industry self-regulation does not work, and the 

existing global frameworks are not sufficient. Industries selling unhealthy products are highly active in 

trying to shape individual behaviours towards the consumption of these unhealthy but often highly 

profitable products.12 Such marketing practices do not affirm individual choice, but instead deliberately 

manipulate and undermine real personal choice. Arguments about commercial ‘freedom’ are often simply 

justifications for unhealthy product suppliers to be free to manipulate consumers and dominate 

marketplaces. 

A far stronger and more comprehensive approach to regulation is required to protect people, and most 

especially children, from the marketing of tobacco, alcohol, sugar-sweetened beverages, and gambling. 

Safety from the potentially damaging impacts of use of social media, and the inappropriate use of personal 

data captures through online activity, are also a key concern.13 

Sustained programs to help people make healthy consumption choices have proven effective in many 

domains in the past. Effective and sustained social marketing campaigns and related programs have helped 

people to achieve reductions in harmful consumption habits (tobacco, alcohol, sugar-added beverages, junk 

food, etc), and increase healthy activities (physical activity and promoting healthy eating).  

The inequity trend of worsening chronic disease prevalence 

In addition to the growing scale of chronic disease, their spread is becoming more socially uneven. As a 

society we face a steadily growing problem of economic inequality and inequity, including specifically 

inequity of health status and outcomes. While this is true of the population as a whole, the greatest 

challenges are witnessed in the conditions faced by Aboriginal and Torres Strait Islander peoples, 

Australians of lower socio-economic status and resources, and Australians living in rural and regional areas. 

Socio-economic determinants such as housing, education, justice matters, and cultural security also 

powerfully affect equality in Australia.  

Inequality also has a compounding effect, perpetuating and worsening conditions for those least well off. 

Socio-economic disadvantage results in persistent inability to take healthy actions, resulting in poorer 

health outcomes and inability to access services to deal with illness perpetuating a vicious cycle of ill health 

and poverty.14 
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The financial question facing the NSW Government 

There is immense strain on NSW’s health and hospital system given almost half of all Australians have a 

chronic disease, with rates of these diseases rapidly increasing in recent decades. The financial benefits to 

the Australian economy of realistic reductions in chronic disease risk factors have been conservatively 

estimated to be $2.3 billion over the lifetime of the 2008 population.15 It has been found that for every $1 

invested in chronic disease prevention intervention, there is a median return of $14 plus the original 

investment back to the wider health and social care economy.16 This type of investment leads to less 

reliance on costly ambulance, emergency and hospital services, where 38% of illness, disease and early 

deaths and 1 in 10 hospital admission days can be prevented.  

In line with the national goal expressed in the National Preventive Health Strategy, we urges the NSW 

Government to put in place increase and sustained focus and investment in public health, and chronic 

disease in particular, with underlying prevention funding (exclusive of emergency spending such as that 

associated with the pandemic) rising to at least 5% of the total health expenditure by 2030. Priorities for 

the implementation of this recommendation should include transparent annual public reporting and 

benchmarking of investment in public health, specifically investment based on clear evidence and 

evaluation of costs, benefits and impacts  

Broadly speaking, there are established principles of healthcare of spending that should be considered: 

• Supporting preventive Measures: preventive and community health programs often require sustained 

funding to be effective. These programs can help address health issues at the root, ultimately reducing 

the burden on the healthcare system and improving public health. Examples of such programs include 

VicHealth’s Community Activation program and Walk to School Campaign, which serve to robustly 

address specific health outcomes utilising preventives and therefore, cost effective measures. 

• Reducing Health Disparities: Adequate funding can be allocated to regions or populations with the 

greatest health disparities, ensuring that everyone, regardless of their socio-economic status or 

geographic location, has access to quality healthcare services. Initiatives including the VicHealth 

“Supporting the health of Indigenous Australians” address this key target of the UN’s Sustainable 

Development Goals 3 and 10, ensuring that Government Health Agencies are reducing the negative 

effects of Social Determinants on health outcomes are reduced.   

• Enhancing Quality of Care: Additional funding can be used to hire more healthcare professionals, invest 

in advanced medical technologies, and improve infrastructure. This directly translates into better quality 

healthcare, which is vital for achieving optimal health outcomes. Healthway WA’s Referral Directory is 

an example of an inexpensive and effective tool to improve health infrastructural pathways, enabling a 

more streamlined and user-friendly mechanism to connect health services with vulnerable communities 

and individuals. 

Transparency and reporting of preventive health investment 

Progress made towards the implementation of a 5%-for-prevention commitment should be reported 

annually, including a breakdown of preventive health expenditure, with the scope of prevention being 

public health activities funded by key jurisdictional health departments that deal with issues related to 

populations rather than individuals comprising of selected health promotion; cancer screening; prevention 

of hazardous and harmful drug use; public health research. 

Finally, in regard to data collection, we recommend that the extent of preventive health spending in NSW 

should be monitored through increased collaboration between NSW Treasury and preventive health 

decision-makers within the NSW Ministry of Health, so to increase use of economic evidence available to 

inform preventive health spending.17 
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Access to preventive and community health 

initiatives 

This section is addressed to Term of Reference C: The way NSW Health funds health services 

delivered in public hospitals and community settings, and the extent to which this allocation of 

resources supports or obstructs access to preventive and community health initiatives and overall 

optimal health outcomes for all people across NSW. 

Local Health Districts as preventive health service providers 

Local Health Districts (LHDs) deliver services and programs to facilitate implementation of preventive 

health strategies, with the NSW Health Performance Framework outlining the performance expected of 

LHDs to achieve desired outcomes in population health status. The Performance Framework enables LHDs 

to deliver a coordinated, high quality health service to the communities it serves and to support its 

teaching, training and research roles, with some programs mandated for implementation by LHDs under 

service agreements (a central component of the Performance Framework).  

Population Health services within each LHD deliver prevention and health promotion programs that are 

part of the Service Agreement to achieve the State strategies, such as Healthy Eating Active Living in their 

communities. However, programs may need to be more targeted among certain communities, as there are 

certain groups across NSW who experience social inequality and disadvantage resulting in health inequity. 

An important part of delivery of preventive health programmes is assessing the needs of such groups and 

tailoring activities accordingly to address differences in risk factors.18 Programs therefore also need to be 

developed locally to meet an identified need in a particular population sub-group or to implement a wider 

initiative aimed at impacting one or more social determinants that shape health.  

Currently, funding to Population Health services is generally low, changeable, is of uncertain efficacy year-

to-year, and can be short-term in reliability (even merely annual). The time needed to plan, design, 

develop, pilot and revise, implement, evaluate and report a new program’s outcomes and impacts can 

require a multi-year sustained resourcing. 

Some population health services may have the research-focused expertise and resources to secure 

additional program funding through pathways such as National Health and Medical Research Council 

(NHMRC) grants and NSW Health Translational Research Grants, but this pathway may not be feasible for 

every LHD as a means of providing bespoke preventive health initiatives that meet their local community 

needs. 

To help remove obstructions to preventive and community health initiatives, we recommend that funding 

is both increased and also assured over a longer cycle to align with the timeline of program implementation 

more realistically in communities, and to improve certainty and flexibility for population health services. 

Aboriginal Community-Controlled Health Services 

PHAA notes that the Productivity Commissions’ 2023 National Agreement on Closing the Gap - Draft Report 

outlines a lack of progress, commitment, and accountability across all governments towards 

implementation of the National Agreement.19 The apparent business-as-usual approach to implementing 

policies and programs that affect the lives of Aboriginal and Torres Strait Islander peoples is not acceptable. 

Without a fundamental shift in ways of working, the scale of structural change required to deliver on the 

National Agreement’s goals and targets cannot be achieved and, at best, the status quo will remain. 
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PHAA would also like to draw attention to the work by Equity Economics, commissioned by the National 

Aboriginal Community-Controlled Health Organisation (NACCHO) in 2022, which estimated the total gap in 

health expenditure needed to achieve equivalent health outcomes for Aboriginal and Torres Strait Islander 

health is in the order of $4.4 billion per year, of which $2.6 billion is the Commonwealth’s share, and the 

remaining $1.8 billion shared across the state and territory governments.20  This equates to a funding ‘gap’ 

of just over $5,000 per Aboriginal and Torres Strait Islander person. The health gap will not close if this 

extensive funding gap continues. 

PHAA urges all governments to close this alarming gap for Aboriginal and Torres Strait Islander peoples. To 

do so, PHAA strongly supports the shifting of service delivery to Aboriginal Community-Controlled Health 

Services (ACCHSs) as a mechanism of self-determination. Community-controlled services have been shown 

to achieve better results for Aboriginal and Torres Strait Islander peoples.21, 22 In the case of health services, 

this is because the ACCHS model provides comprehensive primary healthcare that incorporates disease 

prevention and health promotion, is strongly informed about social determinants of health relevant to 

clients, and is uniquely placed to embed cultural matters within health services.23  

However, shifting service delivery to ACCHSs is no easy feat, as evidenced by the process undertaken by the 

Gurriny Yealamucka Health Service in Yarrabah, Queensland, which took almost 30 years. An evaluation of 

their transition provides an outline of the processes and strategies undertaken, forming a framework for 

governments and ACCHSs to inform future transitions.24  It also highlights the level of planning and 

resourcing required to make such a transition successful, and the ongoing power issues that form a major 

barrier to shifting service delivery.25  

Various implementation challenges, including resourcing, have also been reflected in a recent Evaluation of 

the Pathways to Community Control program in the Northern Territory. In particular, the level of funding 

for both the transition process and ongoing operations, was identified as the major barrier, not just for 

service provision but also for the change process. The evaluation report provides a series of 

recommendations for improving transition processes to overcome the identified challenges.  

While PHAA supports the transition of service delivery to community control, we urge governments to 

sufficiently provision any transition processes, particularly where complex funding pools are required as a 

result of the shared responsibility across government jurisdictions for Aboriginal and Torres Strait Islander 

health in Australia,26  to better enable the ACCHSs to design and deliver services that best meet the 

priorities and needs of their communities. 

Non-Government Organisation-provided community services 

NSW Health has long recognized the valuable role played by NGOs in the planning, management and 

delivery of health services in NSW. NGOs have repeatedly demonstrated their capacity to work well with 

local GPs, community groups and services, private businesses, hospital services, community health services 

and other health and welfare providers to deliver an integrated range of services to their clients. 

NSW Health has shown commitment to partnering with the non-government sector to deliver important 

community-based services that support the health and wellbeing of the public, especially vulnerable or 

hard to reach populations. NSW Health committed approximately $172 million in MAG funding to NGOs 

across the state during 2021-22.27 However, the funding allocated to agencies is subject to maintenance of 

funding to NSW Health as part of the State Budget appropriation, and in many cases agencies can only 

guarantee one year of funding to grantees. 

If funds are available, it is possible to establish triennial funding arrangements. This means that the base 

grant awarded to the grantee for the first financial year can be provided for two further financial years 

without the requirement for a new application.28  
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Health promotion specialist agencies 

NSW has fallen behind other states in establishing dedicated health promotion institutions. Healthway (the 

WA Health Promotion Foundation) in WA and Victoria’s VicHealth agency are examples of entities that 

have played a pivotal role in reducing healthcare costs in their respective states through effective health 

promotion and prevention strategies, in partnership with local communities. 

A compelling case study in the utility of dedicated state health promotion agencies is the role played by 

VicHealth in smoking prevention. According to research published on Tobacco in Australia, the economic 

evaluation of tobacco control interventions reveals that for every dollar invested in such programs, there is 

a significant return on investment. VicHealth has been actively involved in tobacco prevention efforts over 

many years through multiple initiatives.29 The reduction in tobacco use leads to fewer smokers developing 

tobacco-related illnesses, which directly alleviates the burden on the healthcare system. Not only does this 

result in a healthier population, but it also leads to substantial cost savings by preventing costly treatments 

and hospitalisations, as highlighted in a study published in the National Library of Medicine.30 For instance, 

a study featured on Tobacco in Australia demonstrates the significant financial burden of smoking on 

healthcare, making it clear that preventive efforts can be a cost-effective strategy. 

The cost-effectiveness of health promotion and prevention measures, like those advocated by Healthway in 

WA and VicHealth in Victoria, is always positive, and are crucial in curbing the escalating costs of 

healthcare.31 By promoting healthier lifestyles and habits, these state entities help people avoid the need 

for expensive medical treatments and hospitalisations, ultimately reducing the strain on the healthcare 

system.  

We therefore recommend that these models be considered for adoption into the NSW health system. We 

do note that these models work best when they feature strong partnership with community-level 

preventive and primary health providers, not by relying on a central state agency alone. 
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Capacity and capability of the public health 

workforce 

This section is addressed to Term of Reference F: The current capacity and capability of the NSW 

Health workforce to meet the current needs of patients and staff, and its sustainability to meet 

future demands and deliver efficient, equitable and effective health services … 

An examination of existing skills shortages – ToR F(ii) 

As noted in the introduction to this submission, we use the term ‘public health’ – specifically in the sense of 

‘public health workforce’ – in its more specific meaning, namely those engaged in the science of population 

health and the programs and services which deliver public health measures or a protective and preventive 

nature. Our comments in this section are not framed to refer to a broader definition of ‘health workforce’. 

The public health workforce has historically been difficult to define and enumerate as the professions that 

contribute to this workforce are not consistently regulated in Australia. Nor are international classifications 

of the public health workforce currently available. Assessing the distribution of the workforce is therefore 

difficult.  

However, the World Health Organization (WHO) has recently been undertaking a large piece of work to 

build the capacity and capability of the public health and emergency workforce to rectify this situation on a 

global scale32. As part of this project, the public health workforce has conceptually been defined according 

to the following three categories: 

1. The core public health workforce that is formally trained in and contributes to the delivery of the 

essential public health functions, which is the primary focus of their role (e.g. public health physicians, 

epidemiologists, public health policy and program officers or managers, environmental health officers); 

2. The health and care workforce whose role is to deliver health and care services, but whose role includes 

delivery of the essential public health functions as part of the health and care services they provide such 

as health promotion (e.g. doctors, nurses, allied health professions, social workers); 

3. Other affiliated professions who contribute to delivery of the essential public health functions but who 

would not consider themselves as part of the public health workforce (e.g. water and sanitation 

personnel, food supply chain personnel, lawyers, teachers).  

The WHO has developed a set of toolkits and guidelines to enable all countries across the globe “to identify 

their health system needs, develop competency-based education curricula for pre-service and in-service 

education of their public health workforce, and measure the quantity and quality of this workforce using a 

standardized measurement approach,” which it is anticipated will be publicly available by the end of 

202333. We recommend that the Australian and jurisdictional governments utilise these WHO resources to 

benchmark their public health and emergency workforce as part of this global effort. PHAA has 

representatives on the WHO Taskforce leading this work, and we would be happy to be consulted by the 

Commissioner on recommended ways forward.  

PHAA is aware that NSW Health is in the process of mapping the current staff and teams that are involved 

in public health functions, but that this is focused mainly on specific health protection functions. 

Furthermore, in response to the recommendations arising from the Public Health – NSW COVID-19 

Response report, NSW Health is in the process of developing a Public Health Workforce Plan, and has been 

consulting with the PHAA representatives involved in the WHO as part of this process. However, this 

process is being confined to the Local Health Districts within the NSW Health system and does not extend 



PHAA submission to the NSW Special Commission of Inquiry into Healthcare Funding 

20 Napier Close Deakin ACT Australia, 2600 – PO Box 319 Curtin ACT Australia 2605                           13  

T: (02) 6285 2373     E: phaa@phaa.net.au      W: www.phaa.net.au 

to the broader public health workforce that would also be employed by other healthcare service providers 

such as the Aboriginal Community Controlled Health Organisations, nor in other sectors, so this exercise 

will not provide a full picture of the public health workforce across the state. 

Of the professions within the public health workforce, the public health physicians (PHP) are currently 

regulated under the Australian Health Practitioner Regulation Agency. The Australasian Faculty of Public 

Health Medicine (AFPHM) recently undertook a labour market analysis of this workforce in Australia. It 

based its recommendations on an established practitioner to population ratio of 2.5 PHPs per 100,000 

population, which did not account for those PHP employed in teaching and research34. This is compared to 

recommendations from the UK Faculty for Public Health, which recommend 3.0 full-time equivalent public 

health specialists per 100,000 population as being a ‘feasible, desirable and affordable’ benchmark for a 

world class public health system, and which does include both service and academic specialists35. 

Notably, the UK offers an integrated public health training program which includes both medical and non-

medical graduates. Similarly, NSW has long had a world class Public Health Officer Training Program 

(PHOTP), which trains both medical and non-medical individuals. However, across Australia, non-medical 

public health specialists are unaccredited and not regulated, therefore estimates of this workforce are 

difficult to ascertain and are not included in the AFPHM workforce analysis. 

Irrespective, based on population data from the ABS36, the number of PHP per 100,000 population in NSW 

at resent appears to be 1.66, and this is well below the recommendations of 2.5-3.0 full time specialists per 

100,000 of the population, even without inclusion of the non-medical graduates. It is unlikely that this will 

account for the entire public health specialist workforce gap, and there is a need to increase the capacity of 

the PHOTP to meet future demand. The need to regulate and thus enable enumeration of the non-medical 

public health workforce is also clear.  

The role and scope of workforce accreditation and registration – ToR F(v) 

Noting the above, our recommendations on the issue of accreditation are two-fold. First, we recommend 

urgent implementation of accreditation and regulation of non-medical graduates of the PHOTP to allow 

true measurement of the distribution of public health specialists working in NSW. This will facilitate 

identification of areas where shortfalls in staffing below the recommended 2.5-3.0 full time specialists per 

100,000 population exist. Our second recommendation is to increase public health specialist staffing to this 

2.5 – 3.0 uniformly across the state, to ensure equitable staffing levels per capita in all areas.  

Developing public health surge capacity across the health system to manage future public health threats 

due to pandemics is also recommended due to a key skills shortage in the NSW health system. This skills 

shortage was highly apparent during the height of the COVID-19 pandemic, where the ability of public 

health to continue to respond was severely impacted by limited surge workforce capacity, particularly in 

regional areas. As one system: The NSW Health system’s response to COVID-19 highlights the need to 

better shape emergency planning measures, such as surge workforce planning, in anticipation of more 

prolonged high impact health threats, including a focus on workforce for a successful pandemic response.  

Specific to this, we recommend development and implementation of standardised surge training, which 

incorporates basic public health and disease outbreak management training, that all health students across 

NSW undertake as part of their degrees. First, this will rapidly lead to an additional pandemic ready 

workforce, who can be surged at short notice addressing capacity issues. Second, in the longer term, it will 

lead to upskilling of clinicians working across the NSW health system able to be surged in times of 

emergency response.  
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Hospitalisations attributed to overweight and obesity have been steadily increasing, and in 2020-21 

climbed to more than 75,000 hospitalisations (763 in every 100,000 NSW residents), equating to ~2.3% of 

all hospitalisations in the State. These rates have been consistently higher in the most disadvantaged 

compared to the least disadvantaged areas.44 Excess weight is also a major risk factor for kidney disease.45 

Admissions for renal dialysis were among the leading cause of hospitalisations among all persons in NSW in 

2020-21, equating to 15% of all hospitalisations, at significant cost to the healthcare system.46, 47 

Recent research found that a prevailing paradigm within health services is that obesity is a matter of 

choice.48 This perspective treats obesity as a matter of individual responsibility, a type framing which 

hinders health services from being effective in obesity prevention and increases stigma which in turn 

reduces access to health services. Such a framing is to be avoided in all state health policies. 

NSW Health has an excellent new strategy planned to address overweight and obesity across the NSW 

population: The NSW Healthy Eating and Active Living Strategy 2022-2032. This strategy aims to deliver 

prevention programs and services to support healthy eating and active living as well as facilitate provision 

of routine advice on healthy lifestyles as part of clinical care. The State also delivers existing initiatives 

designed to prevent obesity, but these limited in scope as they tend to focus on individual responsibility 

through behavioural change. Given the rising rates of obesity, it is clear these approaches are not 

successful, with a large proportion of the population not accessing current initiatives, likely due to poor 

health literacy and other access barriers such as stigma (real or perceived). 

Given these limitations, there is a clear need for innovation in community-based care to prevent and 

manage obesity, as well as other chronic disease risk factors, to reduce hospitalisations. Community-based 

services are particularly needed for those with low income who are unable to afford GP care, where more 

support is needed due to low health literacy, or where services are not accessed due to attitudes and 

stigmatising language around weight. 
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Other issues: health-focused revenue policies 

Health-oriented revenue measures 

As one part of a response to these health challenges, we recommend that the Government consider the 

introduction and expansion of health levies (as excise taxes and pricing policies on harmful products which 

are detrimental to health) that both improve public health, and also generate revenue to help fund 

investments in public health programs.  

The multiple aims of health levies include: to raise awareness about unhealthy products, to reduce the 

consumption of unhealthy products, to reduce the associated negative health burdens and to create new 

revenue streams for public health investment. There is clear evidence that health levies are effective and 

efficient in reducing consumption of the relevant products.  

Health levies on products that have a negative public health impact, such as tobacco, alcohol and sugar- 

sweetened beverages have multiple policy merits.49 Health levies are a high-return investment which saves 

lives and prevent disease, while advancing health equity, averting healthcare expenditure, increase 

workforce participation, and boost revenue for the general budget. 

We acknowledge that constitutional constraints relating to imposing excises on goods means that state 

governments face barriers to introducing many forms of health levies. However, that fact should not be a 

barrier to NSW adopting supporting policy positions and working with the Commonwealth and other 

jurisdictions to bring national policies into effect, delivered though Commonwealth legislation. 

Proposal for tobacco licensing 

We propose for consideration one specific early initiative which is within the constitutional competence of 

NSW. With the exception of NSW and Victoria, all state and territories across Australia presently require 

retailers to pay a licensing fee to sell tobacco. NSW merely has a Tobacco Retailer Notification Scheme 

which requires retailers to notify Service NSW of their intent to sell, with currently no fees attached. 

Attaching a fee to a retail notification or license scheme could reduce the number of outlets selling 

tobacco, helping to reduce tobacco availability. It would also support tobacco and vaping products law 

enforcement operations by both state and national agencies. 

A tobacco retailer fee was introduced in South Australia in January 2007. This move saw the annual cost of 

retail tobacco licences rise 15-fold from $12.90 to $200. This initial fee increase led to an almost 24% 

decrease in the number of tobacco retailers within two years.50 Tobacco licenses declined by 33% overall by 

2020, by which time the fee was $303. The most reductions in licenses have been seen across food service 

venues (65.2%) and hotels (37.2%).   

In NSW, there are estimated to be at least 10,000 tobacco retail outlets,51 with access to tobacco retailers 

demonstrated as being high in the state.52 Accessibility of tobacco outlets contributes to smoking 

behaviour.53 A Tobacco Retailer Notification Scheme where an annual fee is required is an example of 

where meaningful revenue can be raised. Such a fee will not only prompt new business to reconsider 

entering the market and prompt existing businesses to reconsider selling tobacco, but would be a small a 

new source of revenue for the NSW Government. Tasmania currently sets an annual tobacco retailer fee of 

$1,219. If NSW were for example to introduce an annual fee of $5,000 per annum, it has the potential to 

generate ~$50M annually. This could help cover the growing costs for monitoring and compliance of 

existing tobacco control legislation, where law enforcement agencies are currently under pressure to 

significantly expand their activity.  
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