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Key messages 

• Australia is making good progress towards disinvesting in low-value 
care, but needs to start taking more active steps to ensure 
disinvestment continues. 

 
• As a priority, the current activities of Medical Services Advisory 

Committee (MSAC) and the Pharmaceutical Benefits Advisory 
Committee (PBAC) should be expanded to include regular ongoing 
review of publicly funded items. 
 

• Processes need to be improved, allowing the recommendations of 
MSAC and the PBAC to be implemented efficiently. 
 

• Funding mechanisms for health services should focus on outcomes not 
outputs. 

 
• Outcomes-based funding will require enhanced collection and sharing 

of health outcomes data. The development, collection and sharing of 
health outcomes data should be prioritised. 

 
• As a condition of receiving $6 billion in the form of health insurance 

rebates from the Commonwealth, health insurance funds should be 
encouraged to assess the value of the care they fund and be excluded 
from covering non-evidence-based therapies, such as homeopathy. 

 
 

  



 

 
3 

Executive 
summary 

 

This Issues Brief makes recommendations about the critical steps to be taken 
in Australia to promote disinvestment in low-value healthcare and encourage 
use of high-value care. These recommendations are not quick fixes, but 
essential if Australia wants to continue to have a world-class healthcare 
system; providing Australians with the best possible health outcomes in a 
sustainable manner into the future. 
 
Major recommendations include: 
 

1. The expansion of the work of MSAC and PBAC, to continue the work 
of the MBS Review Taskforce at the conclusion of its current review. 
Improvements to implementation processes for recommendations 
need to be made to enhance speed of implementation. 
 

2. Aligning funding with the health outcomes achieved by services. This 
will require routine capture of health outcomes data. 
 

3. Audit, feedback and reporting of outcomes to help providers track 
improvements in care provision over time and to assist patients in 
choosing high-value care and quality providers. 
 

4. Encouraging private health insurers to contribute to the evidence 
base of what constitutes high and low-value care, through use of the 
rich datasets they collect, and, not to cover non-evidence-based 
treatments and services. 

 
Crucial to the success of this work is continued strong leadership from 
Commonwealth and state and territory governments and wide stakeholder 
buy-in to ensure that the community understands disinvestment is about 
delivering high-value care, not cost-cutting. 
 
All health system stakeholders, including industry, can be involved in the 
promotion of high-value care and in reducing use of low-value services. As 
part of this initiative, active participation of patients and consumers in 
decision-making about their healthcare should be encouraged. Overall, 
ongoing cooperation of all stakeholders will help to ensure disinvestment in 
low-value care continues so that the Australian healthcare system can 
provide high-value care and achieve the best possible health outcomes for all 
Australians. 
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Policy issue 
Australian health policy-makers are faced with a dilemma; rising consumption of healthcare 
services, alongside concerns about increased costs. Choices about how we spend our 
healthcare dollars need to be evaluated to ensure that the system remains affordable in the 
future and to guarantee the best possible outcomes for patients. To create an affordable 
and sustainable system, investment in new cost-effective healthcare services needs to be 
balanced with disinvestment in low-value services. 
 
Overuse of low-value care and underuse of high-value care is widespread and contributes to 
unnecessary costs and poor health outcomes.1 A complex network of factors contributes to 
both overuse and underuse and can be categorised into three domains; money, knowledge, 
and power or relationships.2 The doctor-patient interaction is at the centre of this complex 
interplay of factors, which drives the care a particular patient receives.2 
 
Australia currently has good systems in place to ensure policy and decision-makers are 
presented with cost-effectiveness evidence to support investment in new medical services, 
products or technologies. However, many existing services, already funded, may not have 
been subject to thorough evaluation of their effectiveness or cost-effectiveness. Adding to 
this, where old services are superseded by new technology, in many cases employment of 
coordinated, active disinvestment in outdated services does not exist. This means that many 
patients are potentially receiving out of date or low-value care. Not only does this result in 
poorer health outcomes for the individual, it also means resources are being wasted, when 
they could have been spent on higher-value care.1 
 
Many activities are underway in Australia aimed at reducing use of low-value care or 
incentivising high-value care, but to date, only limited action has occurred, beyond reporting 
of ideas and potential strategies. Active investment and implementation of disinvestment 
strategies are needed in Australia to improve the quality of care provided to patients and 
also to ensure resources are not wasted. 

What this paper is about 
This paper is designed to aid policy-makers and other health system stakeholders to 
understand the concept of low-value healthcare and why disinvestment activities are 
important. It outlines why active disinvestment from low-value healthcare is critical for the 
ongoing sustainability of the Australian healthcare system and its potential effect on the 
health outcomes of Australian patients. It describes the current activities underway to 
promote disinvestment in Australia and makes recommendations about how best to 
capitalise on and improve these activities, to move towards effective and active 
disinvestment in low-value care. 
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Key concepts 
 

Disinvestment defined as ‘the processes of (partially or completely) withdrawing health 
resources from any existing health care practices, procedures, technologies or 
pharmaceuticals that are deemed to deliver little or no health gain for their cost, and thus 
are not efficient health resource allocations.’3 
 
High-value care: use of an intervention which evidence suggests ‘confers benefit on 
patients, or probability of benefit exceeds probable harm, or, more broadly, the added costs 
of the intervention provide proportional added benefits relative to alternatives.’4 
 
Low-value care: ‘use of an intervention where evidence suggests it confers no or very little 
benefit on patients, or risk of harm exceeds likely benefit, or, more broadly, the added costs 
of the intervention do not provide proportional added benefits.’5 
 
Health Technology Assessment (HTA): a process of evaluating health services, technologies 
and treatments for cost-effectiveness and safety.6 HTA is undertaken to ensure publicly-
funded healthcare is safe and that the health system is able to sustainably fund listed items. 
 
Medical Services Advisory Committee (MSAC): an independent non-statutory committee, 
which evaluates medical services (using HTA) for public funding and provides advice to the 
Commonwealth Government about whether new medical services should receive public 
funding.7 It can also review currently funded services.7 
 
MBS Review: a review currently being undertaken of the Commonwealth Medicare Benefits 
Schedule (MBS), in Australia. A high-level review of the whole MBS is being undertaken to 
identify priorities areas for detailed review. A comprehensive review of those priority areas 
is then being carried out, to bring the list into line with contemporary clinical practice in 
Australia. It involves several working groups assessing the quality and cost-effectiveness of 
items in different practice specialty areas, as well as examining the rules and regulations for 
claiming reimbursement under the schedule.8 
 
Pharmaceutical Benefits Advisory Committee (PBAC): is an independent expert body 
whose primary role is to recommend new medicines for listing under the Pharmaceutical 
Benefits Scheme (PBS).9 New medicines can only be listed on the PBS with a positive 
recommendation from the PBAC, following appropriate HTA.9 
 
Choosing Wisely Australia: a public awareness campaign led by the Australian Government 
funded NPS Medicine Wise, and designed to help ‘healthcare providers and consumers start 
important conversations about improving the quality of healthcare by eliminating 
unnecessary and sometimes harmful tests, treatments, and procedures.’10 Lists are created 
by clinical professional bodies in Australia and published on the Choosing Wisely webpage.10 
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Background  
In January 2017, the OECD released a statement from the Health Ministerial Meeting 
regarding the next generation of health reforms.11 This statement highlights the need for 
health systems to focus on delivering high-value care, moving towards more patient-centred 
care and being adaptable to new technology.11 It also reported the need for a strong 
primary care sector and the establishment and implementation of national health data 
governance frameworks as key factors in achieving next generation reforms.11 
 
The discourse around disinvestment in low-value care has gained further momentum 
through the release of the Lancet’s Right Care Series.12 This series of papers and 
commentary provides a comprehensive overview of the drivers of overuse of low-value care 
and underuse of high-value care, and highlights these as global problems.12 
 
In an increasingly globalised world, information about new medical treatments is widely 
available and the public demands affordable access to new technology.13 However, 
healthcare resources are not unlimited; supply cannot keep up with demand for healthcare 
or health services. At the same time, many current services have not been evaluated, 
leaving their cost-effectiveness or relative cost-effectiveness unknown. This has important 
implications for the quality of life of many Australians and the cost of their care. Australia is 
faced with a dilemma—an ever-increasing demand for and consumption of health services, 
and an increasing concern that healthcare costs are growing too fast. 
 
To improve the efficiency of the system and guarantee its sustainability into the future, 
investment in new technology needs to be balanced with disinvestment in low-value and 
superseded care options. In seeking to improve the care they provide over time, clinicians 
have often engaged in disinvestment from low-value care, however, this process may be 
slow. Health policy can lag even further behind. An obvious example is the Medicare 
Benefits Schedule (MBS): until mid-2016 the MBS still contained obsolete items; defined as 
‘services that should no longer be performed as they do not represent current clinical best 
practice and have been superseded by superior tests or procedures.’8 Prior to this, Elshaug 
et al identified 150 low-value practices in Australia, which should be considered for 
disinvestment, for example knee arthroscopy for osteoarthritis, yet little formal policy 
action has been taken to disinvest from these services.14 These delays in policy change 
unfortunately create financial incentives for clinicians who are not following or lag behind 
up-to-date best practice, in continuing to provide outdated care. 
 
It is important to acknowledge the challenges of disinvestment are both political and social.4 

Removal of funding for any program or policy can be politically challenging. This is 
accentuated in health as access to healthcare is recognised as a universal human right. 
Therefore disinvestment needs to be treated sensitively. Necessarily, the financial interests 
of some providers will be negatively affected by disinvestment in certain services; most 
healthcare costs represent a provider’s income or profit. Similarly, some patients’ 
expectations of health services available to them will also be affected. In a broader context, 
disinvestment requires cultural change.4 
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There are numerous stakeholders within the healthcare system, each with different 
interests and potential to improve the efficiency of health service delivery. Key health 
system stakeholders include: Commonwealth and state/territory governments, health 
service coordination groups (hospital and health services and primary health networks), 
service providers, clinicians and professional associations, researchers, industry and private 
health insurance funds, the public, patients and consumers. Each stakeholder group will 
have a different role to play in the successful disinvestment in low-value care in Australia. 
 
The benefits of evidence-based disinvestment need to be widely promoted so they are not 
overshadowed by claims of rationing or cost-cutting.4 Improved communication between 
clinicians and patients and shared decision-making have also been highlighted as key factors 
in reducing use of low-value care.2 To prevent a negative political agenda, bipartisan 
support as well as backing across state, territory and Commonwealth governments and 
professional groups is required.3 While there will be winners and losers in any policy for 
change, it is crucial that the common goal of disinvestment be widely supported, because 
ultimately, all members of society will be negatively impacted if our healthcare system 
continues to be littered with low-value care and inefficiencies. Successful disinvestment in 
low-value care has the potential to generate less waste and greater health gains across the 
Australian health system. 

Current disinvestment activities in Australia 
There are several entities in Australia that use health technology assessment (HTA) to 
ensure that publicly available health services, treatments and interventions are safe and 
funding them is sustainable.6 This goes some way to ensuring publicly funded services are 
high-value, however, for the most part once approved for use or funding services, 
treatments and interventions are not routinely reviewed against the latest evidence. This 
means that while items may be high-value when first listed, if they are superseded, there is 
no formal disinvestment from them. Similarly, many older items have never been subject to 
economic evaluation and therefore their cost-effectiveness is unknown. 
 
In Australia, steps towards disinvestment are under way. The Choosing Wisely and Evolve 
campaigns are promoting public awareness of low-value care.10,15 The current MBS Review 
is examining the value of more than 5,000 MBS items.16 In addition to these initiatives, the 
Australian Commission on Safety and Quality in Health Care (ACSQHC) is leading the 
development of standards, guidelines and indicators for safety and quality in Australian 
healthcare.17 
 
These are significant steps towards changes which reduce the use of low-value care and 
incentivise use of high-value care. However, political support is important to create validity 
for engagement in processes for disinvestment in low-value care.4,18 Therefore national 
leadership and sound implementation strategies are needed, to coordinate efforts and 
encourage buy-in, collaboration and cooperation across the health sector. 
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Medical Services Advisory Committee (MSAC) 
The Medical Services Advisory Committee is an independent non-statutory committee 
established in 1998 whose primary role is to evaluate medical services for public funding.7 It 
meets three times a year and provides advice to the Commonwealth Government about 
whether new medical services should receive public funding, primarily through the 
Medicare Benefits Scheme.7 While there is no formal ongoing review of services once listed, 
the Committee may also provide advice on matters related to the public funding of health 
services referred to it by the Minister for Health or under Australian Health Ministers’ 
Advisory Council arrangements.19 As a non-statutory committee the Government is under 
no obligation to accept or act on the advice MSAC provides.20 However, recommendations 
are publicly reported for transparency. 
 
Applications involving new or emerging technologies and procedures are typically submitted 
by those with an interest in public funding for a new medical service such as the medical 
industry and medical professionals. The current process can take over 12 months, from 
application to creation of a new MBS item.21,22 Unlike applications for the PBS, there is no 
fee for applications to MSAC. However, the cost of preparing analyses and contributing to 
the process may present a barrier in itself. 

Pharmaceutical Benefits Advisory Committee (PBAC) 
The PBAC is a government-appointed, independent expert body, first established in 1953, 
whose primary role is to recommend new medicines for listing under the PBS.9 Like MSAC, 
the PBAC only meets three times per year. New medicines can only be listed on the PBS with 
a positive recommendation from the PBAC.9 The process is designed to ensure the 
sustainability of funding for pharmaceuticals and that low-value medicines are not publicly 
funded in Australia. 
 
Submissions for listing new medicines must follow the guidance provided in the PBAC 
guidelines23, to facilitate a clinical evaluation, economic evaluation, consideration of the 
likely extent of use and financial estimates. An economic evaluation has been a mandatory 
requirement for medicines listed since 1993.24 This means any drugs listed between 
inception, in 1953, and 1993 are unlikely to have had a formal review of their cost-
effectiveness. 
 
Submissions are typically initiated by the sponsor or manufacturer of the new medicine, 
who holds the data needed and has the financial incentive for funding the preparation of 
the submission and the PBAC evaluation fee. PBAC evaluation fees are based on cost-
recovery and range from $500 for listing a new brand of an existing medicine to $119,500 
for innovative medicines.25 While these fees can be waived where it is determined that the 
application involves the public interest and the fee would make the application financially 
unviable,26 the costs of preparing submissions can still be a barrier to other stakeholders 
initiating PBAC reviews. The PBAC process typically takes 35 weeks from submission to 
recommendation for listing and further procedures follow prior to listing on the PBS.27 
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There is no formal regular review of medicines once listed. However there are examples of 
‘de-listing’ reviews being initiated by the Minister of Health. In 2015, the Minister requested 
that the PBAC provide advice as to specific drugs that are listed on the PBS which are also 
available for over the counter purchase, and to advise which of those items may be 
appropriate to remove from the PBS.28 
 
Despite no formal reviews by PBAC, there are other mechanisms utilised by the Australian 
Government to support disinvestment, improving cost-effectiveness once medicines are off-
patent, for example, strategies to encourage generic prescribing and price disclosure to 
reduce reimbursement rates. 

Australian Commission on Safety and Quality in Health Care (ACSQHC) 
The ACSQHC is jointly funded by all Australian governments and its work is developed by 
state and territory Health Ministers.17 Its role is to work with health system stakeholders “to 
achieve a sustainable, safe and high-quality health system”.17 
 
It has developed the Atlas of Healthcare Variation and has put forward recommendations to 
tackle unwarranted variation in healthcare across Australia.29 The ACSQHC recognises 
overuse of low-value care and underuse of high-value as factors in the variation of care 
across Australia and is now supporting the development of Clinical Care Standards.30 Each 
standard is designed using the best evidence to help patients understand the care they 
should expect, regardless of where in Australia they are located, and to guide health 
professionals to provide high-value care.30,31  
 
The ACSQHC is also undertaking work on the use of patient-reported outcome measures 
(PROMs) as a more comprehensive and patient-centric method of assessing the quality of 
healthcare.32 As well as work on use of PROMs, as part of their joint working party with the 
Independent Hospital Pricing Authority (IHPA), the ACSQHC has undertaken comprehensive 
reviews of the literature on incorporating safety and quality measures into payment 
systems.33,34  

Medicare Benefits Schedule Review 
The MBS Review is an ambitious undertaking, designed “to align MBS funded services with 
contemporary clinical evidence and improve health outcomes for patients.”35 The terms of 
reference are wide-reaching, and if successful, will generate some improvements in the 
efficiency of healthcare delivery in Australia. 
 
Various clinical committees and working groups exist within the MBS Review and its success 
will depend on the ability of the groups to identify low-value items and achieve effective 
policy action in disinvestment. To date, only those MBS items considered obsolete have 
been removed.36 While this is an important step, it will not reduce waste in a meaningful 
way (i.e. it will not free up any resources) as the very nature of obsoletism means 
disinvestment has already occurred. The MBS Review presents an opportunity to go beyond 
‘tinkering at the edges’ and make meaningful and lasting change to Australia’s healthcare 
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system. Success will be evidenced by the implementation of major recommendations, some 
of which have already been made.37 
 
Providing recommendations for a process of ongoing review has been included in the MBS 
Review Taskforce terms of reference.8 Embedding an ongoing process is essential to ensure 
continuous review of existing services. It is encouraging that the Commonwealth 
Government has committed funding for the MBS Review for a further 3 years, in the 2017-
18 budget,38 however it is important that the process be continued indefinitely. 

Choosing Wisely Australia and Evolve campaigns 
Choosing Wisely Australia is led by NPS Medicine Wise, an Australian government funded 
body, and is designed to enhance the conversation on reducing and eliminating low-value 
tests, treatments and procedures.10 It has a particular focus on improving patient-clinician 
communication and shared decision-making.10 Many of Australia’s peak colleges, societies 
and professional associations have developed lists of healthcare practices and services to 
empower providers and consumers to question their use. The Royal Australasian College of 
Physicians (RACP) has set up its own Evolve campaign, with similar goals and outcomes to 
Choosing Wisely.15 
 
These initiatives address important priorities for disinvestment, including active 
engagement of the public, clinicians, professional organisations and health service 
providers. However, evidence of their direct effectiveness in changing practice is mixed. 
Research from the USA Choosing Wisely campaign shows little change in the use of selected 
low-value services, suggesting that additional implementation strategies are needed for 
such initiatives to drive changes in practice.39 Nevertheless, these campaigns are useful in 
raising awareness, an important step in achieving changes to practice and to engage 
patients and the public in the conversation. Evidence from surveys regarding the Australian 
campaign shows that members of the public who are aware of Choosing Wisely are more 
aware of the risks associated with unnecessary tests and treatments than the general 
population.40 When asked if they “[a]gree that having a medical test when not needed can 
be harmful”, 53% of consumers surveyed who knew about Choosing Wisely did agree, 
compared with only 33% of the general population.40 

International approaches 
Disinvestment activities, including reviews of products and services, vary internationally. For 
example, when assessing funding for medicines, the approach in Canada is to identify 
candidates for disinvestment on an ad hoc basis, while in France, a systematic reassessment 
is undertaken on publicly funded pharmaceuticals five years after they are first listed.41 
 
The National Institute for Health and Care Excellence (NICE), responsible for clinical 
guidance and recommendations to the National Health Service (NHS) in England42 is widely 
recognised as a world leader in its field.43,44 The NHS constitution requires that certain NICE 
recommendations be funded within three months of the recommendation being 
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published.45 This helps to remove politics from the implementation of NICE 
recommendations. For other recommendations, implementation and adoption support is 
provided. As part of its work NICE also monitors and publishes the uptake of its guidance 
online.46 
 
Development of NICE guidelines includes wide involvement and consultation. Committees 
for the development of NICE guidelines are multidisciplinary and include clinicians or service 
providers as well as at least two members of the public, for example those who are using 
services or lay members with some experience of the services in question.47 Registered 
stakeholders are also able to contribute to guideline development.47 
 
NICE guidance is frequently reviewed and changes are documented.47 Guidelines and 
updates specify inappropriate treatments and/or conditions to be met before certain 
interventions are carried out. NICE also maintains a list of ‘do not do’ activities under their 
Savings and Productivity collection.48 Unlike for recommendations to fund a new service, 
there is no legal requirement to discontinue doing activities on the ‘do not do’ list. However, 
many local NHS services have taken active steps to promote disinvestment or remove 
funding from ‘do not do’ activities.49,50 The requirement to fund additional services within 
three months of certain NICE recommendations potentially acts as a driver to free up 
resources through disinvestment from low-value ‘do not do’ activities. 

The effect of healthcare funding on disinvestment 
Financial incentives are major drivers of behaviour, and healthcare provision is not immune 
to this. In Australia, outside of public hospitals, the health system operates on largely a fee-
for-service payment basis, rewarding providers for each procedure or service delivered, in 
most cases, regardless of outcome. Clinicians are generally intrinsically motivated to 
improve patient care; studies have shown that clinicians’ major motivation for taking part in 
paid quality improvement programs is patient improvement,51 however our current 
reimbursement systems do little to reward this. The unintended consequence of our fee-
for-service funding arrangements is that providers have a strong financial incentive to 
provide a high volume of services, but limited financial incentive to provide high-value 
care.2,52 In their Conversation post, Hall et al.53 outline some of the major issues facing the 
MBS Review, highlighting that incentives must be aligned, “making efficient choices easy 
choices for health service providers.” 
 
The Council of Australian Governments (COAG) has made a commitment to investigating 
options to reduce use of low-value healthcare, through funding mechanisms which take into 
account the quality and safety of hospital care.54 On Ministerial Direction, the Independent 
Hospital Pricing Authority (IHPA) and the Australian Commission on Safety and Quality in 
Health Care (ACSQHC) are implementing changes to reimbursement aimed at removing 
payment for separations associated with sentinel events and imposing penalties or reducing 
payment for avoidable readmissions.55 These are important steps, but do not extend 
beyond distinct avoidable safety-related events. 
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In addition to their work on sentinel events and rehospitalisations, the ACSQHC has 
conducted a comprehensive literature review on hospital funding mechanisms which 
integrate safety and quality of care.33,34 They have also undertaken a review of the literature 
on patient reported outcome measures (PROMs).32 The next steps should therefore be to 
implement strategies based on the conclusions and learnings from this research, both for 
hospital and MBS funded care. 
 
Compounding problems with incentives for providers, is the fragmented funding 
arrangement for health services in Australia. While the majority of funding for health 
services comes from Commonwealth, state and territory governments, their respective 
health departments have competing priorities due to the division of responsibilities.56 This 
can cause problems for implementing policies based on economic evidence, because there 
may be a reluctance to make changes when savings will not be realised in the same budget 
as proposed new expenditures.57-59 These divisions also mean there is often no incentive 
within funding mechanisms for continuity of care. 
 
The Commonwealth government’s contribution to private healthcare through private health 
insurance premium rebates further complicates matters by creating a shared responsibility 
for private healthcare. The Commonwealth private health insurance rebate amounts to 
more than $6 billion annually.60 This is not an insignificant amount and demonstrates the 
importance of the obligation of governments to regulate private health insurance products 
to discontinue coverage of low-value care. 
 
The complexities of a fragmented funding system are largely avoided in countries with a 
single payer, such as the NHS in the United Kingdom. While an ideal situation would be a 
healthcare system with the ability to follow patients throughout their healthcare journey, 
rewarding providers for health outcomes, this is not a short-term possibility in Australia due 
to a broad range of factors. Acknowledging this, some groups within Australia have moved 
to undertake joint commissioning for some services, across state and federal funding 
boundaries. In Queensland, joint commissioning for mental health services is being 
investigated, with the view of avoiding duplication of effort and delivering better integrated 
care and improved outcomes for patients.61 In addition to this work, to complement 
integrated services, other groups are working on data integration possibilities.62,63 This 
demonstrates that governments are moving towards a focus on health outcomes as 
opposed to outputs. 

Using data to improve healthcare 
Some groups have suggested that the current state of data fragmentation in the Australian 
healthcare system means that we are ‘flying blind’.64 In July 2016, the Australian Digital 
Health Agency commenced operation as the government body tasked with producing a 
national digital health strategy.65 Australia’s National Digital Health Strategy was released in 
August 2017 after wide consultation, with involvement from consumers to healthcare 
providers and industry, about the future of digital health.66,67 The consultations showed that 
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Australians are supportive of greater use and sharing of health data to improve care and 
health outcomes, and to enable consumers to identify the cost, quality and availability of 
health services.68,69 The COAG Health Council approved the Strategy in August 2017.70 
 
The National Digital Health Strategy marks the way forward for the use of digital health 
information to improve the health of Australians and increase innovation in the field.67 It 
outlines how data interoperability and sharing will be improved and used to reduce 
avoidable hospital admissions, medication errors and adverse events; all costly to the health 
budget and to the health of Australians.67 However, while acknowledging that improved 
data analytics will contribute to improved outcomes for patients, there are few details 
about how this might be achieved more generally or how such improvements might be 
measured. 
 
The strategy also recognises that Australian governments want greater focus on preventive 
healthcare and maintenance of wellbeing; essential for reducing avoidable use of expensive 
hospital care.67 Bold statements are made about how the My Health Record will improve 
medication adherence through digital prescriptions (resulting in reduced disease 
progression) and allow better clinician-patient communication and health management 
through access to high-quality health information.67 While in theory improved 
communication and medication adherence should lead to improved health outcomes, there 
is no detail about how this will be measured or how evidence will be generated of what 
works and what does not. 
 
As part of this initiative, work on the National Minimum Data Set for primary care should be 
expedited, particularly since the discontinuation of funding for the BEACH program.71,72 Now 
is the opportune time to carry out this work, to piggyback on current efforts in this sphere.  
However, to be able to assess the effect of improvements in accessibility of health data, 
those same data sets should include quality of life information in the form of patient-
reported outcome measures (PROMs). Capture of outcomes data, extending beyond 
traditional clinical markers of disease, is essential in the drive towards consumer-centric 
care, acknowledging that measures of quality should include the consumer’s perspective. 
 
Australian health services currently do not routinely collect PROMs data from patients73 and 
yet they provide important information about the value of health services to patients. 
Including the capture of quality of life data from patients in a way which allows outcomes to 
be linked to treatments and services patients receive will provide valuable information for 
researchers assessing the cost-effectiveness of different services and interventions. In turn 
cost-effectiveness evidence based on quality of life data provides a rich source of 
information for those making resource allocation decisions designed to get the best health 
outcomes for their communities. 
 
Private health insurers are another important source of information about value in 
healthcare. They collect and have access to large data sets related to their members’ use of 
services, and are in a position to be able to follow members relatively easily over time, 
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which may provide insights into the quality of services members receive. Being partially 
funded through the Commonwealth rebate, private health insurers should be encouraged to 
use the data they collect to assess the value of services they fund, and to publish findings. 
 
With increased focus on patient choices and shared decision-making, it is important that 
information about the quality and cost of healthcare services be made publicly available. A 
Queensland Government discussion paper outlines many of the pros and cons of public 
reporting in healthcare.74 Possible effects of mandatory reporting include perversely 
incentivising providers to take only low-risk patients for fear of appearing to perform poorly 
if outcomes are not properly risk-adjusted, or to focus efforts on services being monitored 
to the detriment of other areas.74 However, the discussion paper also notes that there is 
evidence that public reporting of performance data can alone act as a motivator for quality 
improvement activities in individual hospitals, due to concerns about reputation.74 Other 
researchers have also found evidence that providing audit and feedback to healthcare 
providers is effective in changing practices in healthcare, and that public reporting can drive 
improvements in the quality of care.75,76 Performance indicators can also act as a tool for 
health service decision-making where room for performance improvement is highlighted.74 
Therefore it is likely that many of the potential problems related to public reporting of 
health service performance data are largely outweighed by the benefits of good public 
reporting and can be minimised if monitoring and reporting are well thought out. 
 
In addition to ensuring performance indicators are appropriate for driving improvements in 
performance and service output for providers, public reporting needs to be useful for 
consumers. Publicly-reported health service performance data should enable consumers to 
choose high-quality services and providers. While there is some publicly available 
information on the My Hospitals website about the performance of public hospitals and 
some private hospitals who voluntarily contribute, it only reports on bloodstream infections, 
hand hygiene, waiting times, lengths of stay and some costing measures.77 These are 
important measures of patient safety and quality of care, but they are of limited use for 
patients wanting to make informed choices about the quality of care they can expect to 
receive. Other patient feedback websites exist, such as Whitecoat and Patient Opinion, but 
again these do not provide consistent information about the quality of care and outcomes 
across all providers.78,79 Probably the most useful reporting website is the Healthcare 
Observer, run by the Bureau of Health Information in NSW.80 It provides interactive data 
about public hospital performance across a number of different measures, including health 
outcomes, but again it is difficult to navigate, partly due to the quantity of information it 
tries to display.80 The summary version of these data, the local hospital performance page, 
presents the data more clearly, but does not include health outcomes.81 Patients need 
better and more relevant information that is published in an accessible and meaningful way 
to enable them to make better healthcare decisions. 
 
As we improve use and sharing of health data in Australia, there are many opportunities not 
to be missed that will help to drive improvements in health services and enhance consumer 
choice and empowerment. Alongside allowing patients to better assess and choose the care 
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they receive, collection, sharing and reporting of patient-relevant quality and cost of care 
data will help drive disinvestment independently. Reporting on health outcomes should be 
included as part of our national health data collections (for example, by the Australian 
Institute for Health and Welfare). This is a critical aspect in the enhanced use and sharing of 
health data in Australia, which if done well, will contribute greatly to our ability to identify 
and disinvest from low-value care. 

Recommendations for disinvestment in Australia 
The following section outlines the key recommendations critical to successful and sustained 
disinvestment in low-value care in Australia. 

Recommendation 1. Improving the disinvestment potential of MSAC and 
PBAC 
The current health technology assessment systems in Australia have a good international 
reputation.44 As a result of the work of MSAC and PBAC, investment in new health products 
and services in Australia is subject to thorough economic evaluation. However, we are 
currently ‘stuck with the old and overwhelmed with the new’, because their scope does not 
extend to formal ongoing review of treatments and services once listed.3 Both committees 
only meet three times per year and the process for implementing funding for recommended 
new services can be slow. 
 
Two recommendations therefore follow: 

1) Expand the scope of MSAC and PBAC to include formal ongoing review of currently 
listed items, in addition to evaluating new items. 

2) Improve implementation processes for recommendations – both to invest and to 
disinvest. 

 
It is recommended that the functions of MSAC and the PBAC be expanded to allow more 
rapid changes to be made on the basis of their recommendations. This must include a 
system of ongoing evaluation of healthcare products and services, aimed at the iterative 
removal of items when they are superseded by higher-value options or technologies, or 
indeed if new evidence shows that a service is low-value. This will involve both concurrent 
assessment of associated services, when new service is evaluated, and ongoing review of 
items over time. The current MBS Review terms of reference foresees the relevance of such 
ongoing review and it is recommended that this is prioritised to ensure the efforts of the 
current review continue.8 
 

The Productivity Commission and other groups have previously highlighted the importance 
of more efficient disinvestment from low-value care, alongside assessment of new 
services.3,44 The current MSAC and PBAC processes take more than six months, not including 
the time for a recommendation to be implemented by the Minister for Health. While it is 
important that evaluations be carried out thoroughly, in a time of rapidly-changing 
technology it is important that changes can be implemented quickly. The NHS currently 
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operates on a three month implementation timeline, meaning NICE recommendations must 
be funded within that time.45 If Australia is to keep up with advances in medical technology, 
rather than waiting for a budget cycle, a similar timeframe for implementation of 
recommendations is essential. 
 
The same should apply to disinvestment; where there is a positive recommendation to fund 
a new service, which supersedes an existing service in cost-effectiveness or safety, delisting 
should occur concurrently. It is acknowledged that disinvestment is more challenging and so 
a longer timeframe for disinvestment is appropriate to allow patients and providers to 
adjust. This would take Australia a step beyond NICE’s ‘do not do’ list and expedite 
processes of investment in high-value and disinvestment from low-value products and 
services. 
 
To improve transparency of decision-making processes, greater consumer involvement in 
MSAC and PBAC functions is also recommended. Currently, their processes are not easily 
accessible to the average consumer and greater involvement would help to reassure the 
public that disinvestment is not simply an exercise in cost-cutting. 

Recommendation 2. Collection of health outcomes data 
The World Economic Forum has identified the systematic measurement of health outcomes 
relevant to patients as a key factor in achieving value in healthcare.82 Patient reported 
outcome measures related to quality of life are essential if we want to be able to fully assess 
the value of health services in Australia. Such data are also needed to provide audit and 
feedback to health providers about their performance and to report outcomes to the public. 
Similarly, data can feed into resources designed to enable patients to make better-informed 
decisions about their healthcare. 
 
It is therefore recommended that development, collection and sharing of patient relevant 
outcomes, including health-related quality of life data, be prioritised. Quality of life 
outcomes data will strengthen our ability to fully assess the value of different healthcare 
services, will allow improved reporting and feedback to healthcare providers, and reporting 
will assist patients in making good healthcare choices. 

Recommendation 3. Data sharing and reporting to support disinvestment 
Carefully thought-out public reporting of health outcomes will help to drive disinvestment 
from low-value care in Australia. Additionally, there is evidence that audit, feedback and 
reporting independently help to drive improvements from providers.75,76 Reporting will help 
providers to assess the value of the different services they provide and compare their 
performance against their peers. 
 
The Australian Institute of Health and Welfare should be charged with reporting on the data 
collected alongside their other reporting on the health and wellbeing of Australians. Data 
and reports should also be fed back to bodies such as MSAC and the PBAC for their updated 
and ongoing analyses of the value of publicly-funded healthcare products and services. 
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Recommendation 4. Better information for consumer decision-making 
Consumer buy-in is a critical part of disinvestment and therefore needs to be addressed 
carefully. Current platforms for patient choice do not provide information in a way that 
enables patients to make informed decisions about the care they receive. Performance 
metrics are often related to safety, which is important, but not the only factor affecting 
patient outcomes. 
 
Patient reported health-related outcomes data are key to helping patients make informed 
decisions. It is important that patient reported metrics focus on health outcomes, rather 
than satisfaction in more general terms, which may inadvertently create a focus on “hotel-
like” qualities of services. Such metrics do not assist patients in choosing a service that will 
improve their health. Similarly, safety and quality measures such as infection rates and 
waiting times, while important and easier to measure, tend to provide information about 
the likelihood of things not going to plan. They do not provide insight into expected health 
improvement when things do go to plan and yet this is vital for consumers wanting to make 
informed decisions about their care. 
 
Therefore, it is recommended that health-related quality of life data feed into reporting 
systems designed to aid consumer choice. This should build on the efforts of Choosing 
Wisely Australia and other consumer empowerment initiatives to improve health literacy, 
helping patients better understand the choices available to them. 

Recommendation 5. Private health insurers should promote use of high-
value care only 
The Commonwealth currently contributes $6 billion annually to private health insurance in 
the form of rebates.60 That contribution should come with a responsibility to spend it wisely 
and health insurers can play a role in ensuring their customers receive high-value care, 
wherever possible. Private health insurers should be involved in driving disinvestment, 
through promotion of and in investment in high-value care. 
 
Restrictions should exist to stop the promotion of cover that reimburses low-value care, 
such as homeopathy and other non-evidence-based treatments. Such promotions do 
nothing to improve public health literacy and are likely to result in wasted health resources 
that could otherwise be invested in high-value, evidence-based care. It is well-known that 
patients respond to price signals and therefore reducing the price of services (in this case by 
inclusion in a health insurance policy) will affect demand for them.2,83,84 
 
On the other hand, private health insurance funds collect large amounts of data, providing 
them with the potential to assess the value and effectiveness of care they fund. Insurers 
should play an active role in ensuring that disinvestment in low-value care occurs in the 
private health sector, particularly with such a large contribution from the Commonwealth. 
However, it is important to ensure the public understands that such involvement is not 
purely an exercise in cost-cutting. 
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It is therefore recommended that private health insurers use the data they collect to 
evaluate the services they fund and publicly report on the value of services assessed. This 
will add to the information available to consumers contributing, alongside other efforts to 
publish content on the value of healthcare services, to their ability to make good healthcare 
choices. 

Recommendation 6. Outcomes based funding 
In order to promote the provision of high-value care, over low-value alternatives, providers 
need to be reimbursed for the quality of outcomes, not only the quantity of outputs. 
Financial incentives are important drivers of any activity, including healthcare. Linking 
reimbursement rates to health outcomes will aid in incentivising uptake of high-value care 
and improve disinvestment in low-value care.4 
 
Therefore it is recommended that funding for care provided under the MBS be aligned to 
the health outcomes achieved through payment mechanisms and incentives that focus on 
health outcomes, not just activity. The MBS Review Taskforce sees aligning of funding with 
value (in health outcomes) as an important factor, however, it does not fall directly within 
the scope of its terms of reference.8 This could be done with reference to the conclusions 
drawn from the work the ASCQHC on funding mechanisms and PROMs.32-34 
 
This has the potential to drive both provider and patient behaviour through price signals. 
However, this will only be achievable alongside the collection of health outcomes data from 
patients receiving healthcare services. 

Conclusions 
The recommendations made in this Issues Brief are not easy fixes, but will require ongoing 
commitment and work as healthcare continues to evolve. Ever-increasing strain on health 
budgets means this work is essential if Australia wants to continue to have a world-class 
healthcare system. We need to adapt to advances in practice, so that we are no longer 
‘stuck with the old and overwhelmed by the new.’3 
 
Because it is a sensitive topic, wide stakeholder buy-in and involvement will be essential to 
ensure the community understands that disinvestment is not an exercise in cost-cutting, but 
is aimed at providing Australians with the highest-value care possible. There is a role for all 
health system stakeholders in ensuring high-value care is promoted and use of low-value 
care is discouraged. Patients and consumers should be encouraged to share in healthcare 
decision-making and play an active role in their care choices. 
 
The roles of MSAC and PBAC need to be expanded to allow ongoing review of publicly-
funded healthcare products and services. This should continue and build on the work being 
undertaken by the MBS Review Taskforce, at the conclusion of its current review. This is 
necessary to ensure that as new technology or services are assessed and funded, 
superseded services can be actively de-funded. 
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It is also imperative that the process for implementation of recommendations be made 
more efficient. The current process takes far too long for a rapidly-changing environment. 
Processes need to be in place to delist and disinvest at the same time as investments in new 
services or products are being made. To contain growth in health budgets, new investments 
need to be countered with disinvestment from low-value care. Including wide consultation 
in processes and transparency in analyses will help to instil public confidence in decisions 
and when changes are being made. 
 
In addition to reviewing and actively removing superseded services, funding needs to be 
aligned to health outcomes. This will require routine capture of outcomes data to feed into 
funding assessment and review processes. Greater audit, feedback and reporting of 
outcomes will help providers track their improvements in care provision over time and 
benchmark themselves against others. It will also provide useful information to assist 
patients in choosing high-value care and quality providers. 
 
Ultimately, continued strong leadership from the Commonwealth and state and territory 
governments and close partnership with clinicians and consumers will be essential to drive 
disinvestment in low-value care. The ongoing cooperation of all stakeholders is needed to 
hold the healthcare system accountable for providing high-value care and achieving the best 
possible health outcomes for Australians.  



 

 
20 

 

Key readings Brownlee S, Chalkidou K, Doust J, et al. Evidence for overuse of medical 
services around the world. The Lancet. 2017. 
 
Elshaug AG, Rosenthal MB, Lavis JN, et al. Levers for addressing medical 
underuse and overuse: achieving high-value health care. The Lancet. 2017. 
 
Saini V, Garcia-Armesto S, Klemperer D, et al. Drivers of poor medical care. 
The Lancet. 2017. 
  

 
  



 

 
21 

References 1. Brownlee S, Chalkidou K, Doust J, et al. Evidence for overuse of medical services around the 
world. The Lancet. 2017. 

2. Saini V, Garcia-Armesto S, Klemperer D, et al. Drivers of poor medical care. The Lancet. 2017. 
3. Elshaug A, Hiller J, Tunis S, Moss J. Challenges in Australian policy processes for disinvestment 

from existing, ineffective health care practices. Australia and New Zealand health policy. 
2007;4:23. 

4. Elshaug AG, Rosenthal MB, Lavis JN, et al. Levers for addressing medical underuse and 
overuse: achieving high-value health care. The Lancet. 2017. 

5. Scott I, Duckett S. In search of professional consensus in defining and reducing low-value 
care. The Medical journal of Australia. 2015;203:179-181. 

6. Australian Government, Department of Health. About Health Technology Assessment. 2017; 
http://www.health.gov.au/internet/hta/publishing.nsf/Content/about-1. Accessed 
05/05/2017. 

7. Australian Government, Department of Health. About MSAC. 2016; 
http://www.msac.gov.au/internet/msac/publishing.nsf/Content/about-msac. Accessed 
03/35/2017. 

8. Medicare Benefits Schedule Review Taskforce. Medicare Benefits Schedule Review Taskforce: 
Interim report to the Minister for Health 2016. Department of Health, Australian 
Government;2016. 

9. Australian Government, Department of Health. Pharmaceutical Benefits Advisory Committee 
(PBAC) Membership. 2016; http://www.pbs.gov.au/info/industry/listing/participants/pbac. 
Accessed 03/05/2017. 

10. NPS MedicineWise. Choosing Wisely Australia. 2016; 
http://www.choosingwisely.org.au/recommendations. 

11. OECD Health Ministers. The next generation of health reforms. Paris: OCED;2017. 
12. The Lancet. Right Care. 2017; http://www.thelancet.com/series/right-care. Accessed 

18/01/2017. 
13. Mark DB. Medical Economics and the Assessment of Value in Cardiovascular Medicine: Part I. 

Circulation. 2002;106(4):516-520. 
14. Elshaug A, Watt A, Mundy L, Willis C. Over 150 potentially low-value health care practices: an 

Australian study. Medical journal of Australia. 2012;197(10):556-560. 
15. Royal Australasian College of Physicians. Evolve. http://evolve.edu.au/home. Accessed 

26/01/2017. 
16. Australian Government, Department of Health. Medicare Benefits Schedule Review. 2016; 

http://www.health.gov.au/internet/main/publishing.nsf/Content/MBSReviewTaskforce. 
Accessed 15/11/2016. 

17. Australian Commission on Safety and Quality in Health Care. Australian Commission on Safety 
and Quality in Health Care; Governance. 2017; https://www.safetyandquality.gov.au/about-
us/governance/. Accessed 04/05/2017. 

18. Kieslich K, Bump JB, Norheim OF, Tantivess S, Littlejohns P. Accounting for Technical, Ethical, 
and Political Factors in Priority Setting. Health Systems & Reform. 2016;2(1):51-60. 

19. Australian Government, Department of Health. MSAC Terms of Reference. 2016; 
http://www.msac.gov.au/internet/msac/publishing.nsf/Content/msac-terms-of-reference. 
Accessed 11/09/2017. 

20. Australian Government, Department of Health. MSAC Application Process. 2016; 
http://www.msac.gov.au/internet/msac/publishing.nsf/Content/factsheet-06. Accessed 
11/09/2017, 2017. 

21. Australian Government, Department of Health. Post MSAC Process. 2016; 
http://www.msac.gov.au/internet/msac/publishing.nsf/Content/factsheet-10. 

22. Australian Government, Department of Health. Medical Services Advisory Committee: 
Frequently asked questions. 2016; 
http://www.msac.gov.au/internet/msac/publishing.nsf/Content/FAQ-01#FAQ1.10. 

23. Australian Government, Department of Health. Guidelines for preparing submissions to the 
Pharmaceutical Benefits Advisory Committee (PBAC). 2016; https://pbac.pbs.gov.au/. 
Accessed 29/08/2017. 

24. Centre for Health Economics Research and Evaluation. Pharmaceutical Policy in Australia. 
Working Paper 2013/01. Sydney: University of Technology Sydney;2013. 

25. National Health (Pharmaceuticals and Vaccines—Cost Recovery) Regulations, §Schedule 3 - 
Evaluation fees (2009). 

http://www.health.gov.au/internet/hta/publishing.nsf/Content/about-1
http://www.msac.gov.au/internet/msac/publishing.nsf/Content/about-msac
http://www.pbs.gov.au/info/industry/listing/participants/pbac
http://www.choosingwisely.org.au/recommendations
http://www.thelancet.com/series/right-care
http://evolve.edu.au/home
http://www.health.gov.au/internet/main/publishing.nsf/Content/MBSReviewTaskforce
https://www.safetyandquality.gov.au/about-us/governance/
https://www.safetyandquality.gov.au/about-us/governance/
http://www.msac.gov.au/internet/msac/publishing.nsf/Content/msac-terms-of-reference
http://www.msac.gov.au/internet/msac/publishing.nsf/Content/factsheet-06
http://www.msac.gov.au/internet/msac/publishing.nsf/Content/factsheet-10
http://www.msac.gov.au/internet/msac/publishing.nsf/Content/FAQ-01#FAQ1.10
https://pbac.pbs.gov.au/


 

 
22 

26. National Health (Pharmaceuticals and Vaccines — Cost Recovery) Regulations, §Part 5—
Exemptions and waivers (2009). 

27. Australian Government, Department of Health. Pharmaceutical Benefits Advisory Committee: 
Listing process. 2016; http://www.pbs.gov.au/info/industry/listing/procedure-guidance/2-
listing-process/listing-process. 

28. Australian Government, Department of Health. Removing (delisting) over the counter 
medicinces from the PBS. Canberra2015. 

29. Australian Commission on Safety and Quality in Health Care. Australian atlas of healthcare 
variation. 2017; https://www.safetyandquality.gov.au/atlas/. 

30. Australian Commission on Safety and Quality in Health Care. Clinical care standards. 2017; 
https://www.safetyandquality.gov.au/our-work/clinical-care-standards/. Accessed 
5/05/2017. 

31. Australian Commission on Safety and Quality in Health Care. Overview of the clinical care 
standards. 2017; https://www.safetyandquality.gov.au/our-work/clinical-care-
standards/overview-of-the-clinical-care-standards/. Accessed 05/05/2017. 

32. Williams K, Sansoni J, Morris D, Grootemaat P, Thompson C. Patient-reported outcome 
measures: Literature review. Sydney: ACSQHC;2016. 

33. Australian Commission on Safety and Quality in Health Care. Supplementary Briefing. Joint 
Working Party: Safety and Quality Sydney: ACSQHC;2015. 

34. Eagar K, Sansoni J, Loggie C, et al. A literature review on integrating quality and safety into 
hospital pricing systems. Centre for Health Service Development, University of 
Wollongong;2013. 

35. Australian Government, Department of Health. Terms of reference - Medicare Benefits 
Schedule Review Taskforce. 2016; 
http://www.health.gov.au/internet/main/publishing.nsf/Content/MBSR-tor. Accessed 
16/01/2017, 2017. 

36. Australian Government, Department of Health. Removal of obsolete Medicare Benefits 
Schedule items. 2016; 
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/news-20160701-
removalobsoleteitems. Accessed 15/11/2016, 2016. 

37. Australian Government, Department of Health. Recommendations and Outcomes of 
meetings of the Medicare Benefits Schedule Review Taskforce. 2017; 
http://www.health.gov.au/internet/main/publishing.nsf/Content/MBSR-outcomes. 

38. Australian Government. Budget 2017-18, Paper 2 - Budget Measures. Canberra: Australian 
Government; 2017. 

39. Rosenberg A, Agiro A, Gottlieb M, et al. Early trends among seven recommendations from the 
Choosing Wisely campaign. JAMA Intern Med. 2015;175(12):1913-1920. 

40. NPS MedicineWise. Choosing Wisely in Australia 2016 Report. Surrey Hills, NSW 2016. 
41. Parkinson B, Sermet C, Clement F, et al. Disinvestment and Value-Based Purchasing Strategies 

for Pharmaceuticals: An International Review. Pharmacoeconomics. 2015;33(9):905-924. 
42. National Institute for Health and Care Excellence. National Institute for Health and Care 

Excellence. 2017; https://www.nice.org.uk/. 
43. Pilling S. Developing evidence-based guidance – implications for systemic interventions. 

Journal of Family Therapy. 2009;31(2):194-205. 
44. Productivity Commission. Efficiency in Health. Canberra: Australian Government;2015. 
45. Department of Health. The NHS Constitution (for England). London, England: Department of 

Health; 2015. 
46. National Institute for Health and Care Excellence. NICE Uptake Data. 2017; 

https://www.nice.org.uk/About/What-we-do/Into-practice/Measuring-the-uptake-of-NICE-
guidance/Uptake-data. Accessed 07/04/2017. 

47. National Institute for Health and Care Excellence. How we develop NICE guidelines. 2017; 
https://www.nice.org.uk/about/what-we-do/our-programmes/nice-guidance/nice-
guidelines/how-we-develop-nice-guidelines. Accessed 28/04/2017. 

48. National Institute for Health and Care Excellence. NICE Guidance: Savings and productivity. 
2017; https://www.nice.org.uk/savingsAndProductivity/collection. Accessed 28/04/2017. 

49. Gloucestershire Clinical Commissioning Group. National Institute for Health and Care 
Excellence (NICE) ‘DO Not Do List’ Policy Gloucester, United Kingdom2016. 

50. Nottinghamshire Healthcare NHS Trust. NICE 'do not do' recommedations. Nottingham, 
United Kingdom2013. 

http://www.pbs.gov.au/info/industry/listing/procedure-guidance/2-listing-process/listing-process
http://www.pbs.gov.au/info/industry/listing/procedure-guidance/2-listing-process/listing-process
https://www.safetyandquality.gov.au/atlas/
https://www.safetyandquality.gov.au/our-work/clinical-care-standards/
https://www.safetyandquality.gov.au/our-work/clinical-care-standards/overview-of-the-clinical-care-standards/
https://www.safetyandquality.gov.au/our-work/clinical-care-standards/overview-of-the-clinical-care-standards/
http://www.health.gov.au/internet/main/publishing.nsf/Content/MBSR-tor
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/news-20160701-removalobsoleteitems
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/news-20160701-removalobsoleteitems
http://www.health.gov.au/internet/main/publishing.nsf/Content/MBSR-outcomes
https://www.nice.org.uk/
https://www.nice.org.uk/About/What-we-do/Into-practice/Measuring-the-uptake-of-NICE-guidance/Uptake-data
https://www.nice.org.uk/About/What-we-do/Into-practice/Measuring-the-uptake-of-NICE-guidance/Uptake-data
https://www.nice.org.uk/about/what-we-do/our-programmes/nice-guidance/nice-guidelines/how-we-develop-nice-guidelines
https://www.nice.org.uk/about/what-we-do/our-programmes/nice-guidance/nice-guidelines/how-we-develop-nice-guidelines
https://www.nice.org.uk/savingsAndProductivity/collection


 

 
23 

51. Spooner A, Chapple A, Roland M. What makes British general practitioners take part in a 
quality improvement scheme? Journal of health services research & policy. 2001;6(3):145-
150. 

52. Peckham S, Gousia K. GP payment schemes review. Policy Research Unit in Commissioning 
and the Healthcare System 2014. 

53. Hall J, Van Gool K, Woods M, Viney R, Goodal S. Medicare review must deal with ‘elephant in 
the room’ incentives. The Conversation: The Conversation Media Group; 2016. 

54. Council of Australian Governments. COAG Meeting Communiqué, 1 April 2016. Canberra: 
COAG;2016. 

55. Ministerial Direction [press release]. IHPA, 07/11/2016 2016. 
56. Queensland Health. Commonwealth and Queensland Health Responsibilities. 2016; 

https://www.health.qld.gov.au/system-governance/health-
system/managing/responsibilities/default.asp. Accessed 16/11/2016. 

57. Baghbanian A, Hughes I, Khavarpour F. Resource allocation and economic evaluation in 
Australia’s healthcare system. Australian Health Review. 2011;35(3):278-283. 

58. Eddama O, Coast J. A systematic review of the use of economic evaluation in local decision-
making. Health Policy. 2008;86(2–3):129-141. 

59. Haas M, Hall J, Viney R, Gallego G. Breaking up is hard to do: why disinvestment in medical 
technology is harder than investment. Australian Health Review. 2012;36(2):148-152. 

60. Australian Government. Budget 2016-17 - Budget Strategy and Outlook - Budget Paper No. 1. 
Canberra: Australian Government;2017. 

61. COAG Health Council. COAG Health Council Meeting Communique - 8 April 2016. 
Adelaide2016. 

62. Connor M, Day GE, Meston D. Successful linking of patient records between hospital services 
and general practice to facilitate integrated care in a hospital and health service in south-east 
Queensland. Australian Health Review. 2016;40(1):78-81. 

63. Nicholson C, Jackson C, Hepworth J, J M. Policy Options: Integrated primary–secondary health 
care governance for Australia. Brisbane, Queensland: Australian Primary Health Care 
Research Institute;2016. 

64. Capital Markets Cooperative Research Centre. Flying Blind: Australian consumers and digital 
health. Sydney: CMCRC;2016. 

65. Australian Digital Health Agency. Australian Digital Health Agency. 2017; 
https://conversation.digitalhealth.gov.au/. 

66. Australian Digital Health Agency. Message from the CEO. 2016; 
https://conversation.digitalhealth.gov.au/message-ceo. Accessed 03/02/2017. 

67. Australian Digital Health Agency. Australia's National Digital Health Strategy. Canberra: 
Australian Government;2017. 

68. Australian Digital Health Agency. National Digital Health Strategy consultation: Emerging 
themes on the future of digital health. 13/02/2017, 2017. 

69. Australian Digital Health Agency. National Digital Health Strategy consultation: What have we 
learned so far? 12/01/2017, 2017. 

70. COAG Health Council. COAG Health Council Meeting Communique - 4 August 2017. 
Brisbane2017. 

71. Australian Healthcare and Hospital Association. Primary health data: Where's the evidence? 
2016; http://ahha.asn.au/news/primary-health-data-wheres-evidence. Accessed 17/05/2017. 

72. Family Medicine Research Centre. Bettering the evaluation of care and health (BEACH). 2016; 
http://sydney.edu.au/medicine/fmrc/beach/. Accessed 12/05/2017. 

73. Centre for Health Service Development, Australian Commission on Safety and Quality in 
Health Care. Patient-reported Outcome Measures An environmental scan of the Australian 
healthcare sector. Sydney: Australian Health Services Research Institute, University of 
Wollongong;2016. 

74. Queensland Government. Discussion Paper: Expanding healthcare quality and patient safety 
reporting across Queensland’s health system. In: Health Q, ed. Brisbane2017. 

75. Hibbard JH, Stockard J, Tusler M. Hospital Performance Reports: Impact On Quality, Market 
Share, And Reputation. Health Affairs. 2005;24(4):1150-1160. 

76. Ivers NM, Sales A, Colquhoun H, et al. No more ‘business as usual’ with audit and feedback 
interventions: towards an agenda for a reinvigorated intervention. Implementation Science. 
2014;9(1):14. 

77. Australian Institute of Health and Welfare. My Hospitals. 2017; 

https://www.health.qld.gov.au/system-governance/health-system/managing/responsibilities/default.asp
https://www.health.qld.gov.au/system-governance/health-system/managing/responsibilities/default.asp
https://conversation.digitalhealth.gov.au/
https://conversation.digitalhealth.gov.au/message-ceo
http://ahha.asn.au/news/primary-health-data-wheres-evidence
http://sydney.edu.au/medicine/fmrc/beach/


 

 
24 

https://www.myhospitals.gov.au/about-the-data. Accessed 05/03/2017. 
78. Whitecoat. Whitecoat. 2017; https://www.whitecoat.com.au. Accessed 28/4/2017. 
79. Consumers Health Forum of Australia. Patient Opinion. https://www.patientopinion.org.au/. 

Accessed 28/04/2017. 
80. Bureau of Health Information. Healthcare Observer. 2017; 

http://www.bhi.nsw.gov.au/Healthcare_Observer/_nocache. Accessed 28/04/2017. 
81. Bureau of Health Information. Local hospital performance. 2017; 

http://www.bhi.nsw.gov.au/search_local_hospital_performance/_nocache. Accessed 
28/04/2017. 

82. World Economic Forum. Value in Healthcare Laying the Foundation for Health System 
Transformation. Geneva: WEF;2017. 

83. Chernew ME, Newhouse JP. What does the RAND Health Insurance Experiment tell us about 
the impact of patient cost sharing on health outcomes? The American journal of managed 
care. 2008;14(7):412-414. 

84. Selby JV, Fireman BH, Swain BE. Effect of a copayment on use of the emergency department 
in a health maintenance organization. The New England journal of medicine. 
1996;334(10):635-641. 

  
© Australian Healthcare and Hospital Association, 2017. All rights reserved. 

 
  

https://www.myhospitals.gov.au/about-the-data
https://www.whitecoat.com.au/
https://www.patientopinion.org.au/
http://www.bhi.nsw.gov.au/Healthcare_Observer/_nocache
http://www.bhi.nsw.gov.au/search_local_hospital_performance/_nocache


 

 
25 

  

Contact 

 
The Deeble Institute  
Australian Healthcare and Hospitals Association 
T: 02 6162 0780  
E: deeble@ahha.asn.au 
 

  
 
 
 

mailto:deeble@ahha.asn.au

