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About Us 

The Health Services Union (HSU) is a growing member based union fighting for dignity and respect for health 
and community services workers. HSU members are at the forefront of some great nation building changes 
in the National Disability Insurance Scheme, Public Health and Aged Care reform. 

We are a driving force to make Australia a better place. 

HSU members work in aged care, disability services, community health, mental health, private practices and 
hospitals. Members are health professionals, paramedics, scientists, aged care workers, nurses, technicians, 
personal care and support workers, clerical and administrative staff, disability support workers, mangers, 
doctors, medical librarians and support staff. 

We are committed to advancing and protecting the wages, conditions, rights and entitlements of members 
through campaigning and workplace activism. HSU also provides a range of services and support to assist 
members with many aspects of working and family life. 

HSU National is the trading name for the Health Services Union, a trade union registered under the Fair Work 
(Registered Organisations) Act 2OO9.  

 

Contact:  
Chris Brown 
Acting National Secretary, HSU National 
M. 0418 564 199 
E. chrisb@hsu.net.au 
 
Mark Farthing 
National Project Officer, HSU National 
M. 0447 744 509 
E. markf@hsu.net.au 
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Introduction 
HSU National welcomes the opportunity to provide a submission to the Senate Select Committee on Health. 
Due to the breadth of the Committee’s enquiry, this submission does not address each and every sub-item 
listed in the Committee’s Terms of Reference. However, we are cognisant that this is a longer-term enquiry 
and would welcome the opportunity to provide further evidence throughout the Committee’s enquiry period. 

At the outset, HSU National wishes to reaffirm its support for a health system that is universal, equitable, 
affordable and fair for all Australians. While we acknowledge that Australia’s health system is far from 
perfect, the policy reforms proposed by the Abbott Government are evidence-free and ideologically driven.  
If implemented, they will create a far more inequitable and inefficient health system.  

We would also like to stress that the Abbott Government’s alarmist claims that Commonwealth health 
expenditure is unsustainable is a myth. The Australian Institute of Health and Welfare (AIHW) in its latest 
Health and Welfare Expenditure Series found that in 2012-13 government funding of health expenditure fell 
in real terms for the first time in the past decade (0.9 per cent), driven predominantly by a 2.4 per cent 
decline in Commonwealth funding.1 Additionally, the AIHW found that 1.6 per cent of total health expenditure 

was shifted from government to non-government sources, with individuals contributing slightly over half of 
this in the form of out-of-pocket costs.2 Individuals are now contributing 17.8 per cent of total health 

expenditure (not including private health insurance premiums), which represents the highest share that the 
Australian people have contributed in a decade.3  Given that consumers are paying nearly $1 out-of-pocket 

for every $5 spent on the health system, the Government’s claim that Australian’s are somehow unaware 
that their use of the health system incurs costs is simply ludicrous.  

Overall, HSU National is extremely concerned by how the Abbott Government’s discussion of health policy 
and expenditure is becoming increasingly divorced from the economic benefits of effective and equitable 
health systems. Indeed, in high-income countries like Australia good health outcomes contribute to higher 
productivity; greater labour supply; improved skills through greater education and training; and, most 
importantly, good overall population health leads to increased funding available for investment in physical 
and intellectual capital. While it may sound clichéd, our health is too important to risk; and we welcome the 
fact that the Senate is giving this complex policy area the attention and consideration it deserves. 

 

 

  

 

	  

                                                                    
1 Australian Institute of Health and Welfare (2014) Health Expenditure Australia 2012-13, Cat. No. HWE 61 (AIHW: Canberra), p. ix. 
2 Ibid. 
3 Ibid., p. 50. 
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The impact of reduced Commonwealth funding for hospital and other health services 
provided by state and territory governments, in particular, the impact on elective 
surgery and emergency department waiting times, hospital bed numbers, other 
hospital related care and cost shifting 
The Abbott Government’s decision to unilaterally withdraw from the National Health Reform Agreement 
(NHRA) will have huge repercussions for state and territory hospital budgets. In addition to abandoning the 
Commonwealth’s guarantee to provide at least $16.4 billion in growth funding between 2014-15 and 2019-
20,4 the decision to dispense with the NHRA activity-based funding model and instead move to indexation 

based on CPI and population growth (that is not weighted to reflect the fact that older people use more 
health services) will have an increasing negative impact on jurisdictions with older populations, particularly 
Tasmania and South Australia both with 17 per cent of their population aged over 65.5 In the 2014-15 

Tasmanian Budget, the state government estimated that the total impact on Tasmania would be $2.1 billion 
over the period to 2024-25.6 Additionally, in his Budget speech, Treasurer Peter Gutwein noted that 
Tasmania’s health budget was the hardest hit of any state or territory as a result of the Commonwealth’s 
2014-15 Budget “with initial analysis putting losses at over $20 million in this financial year alone.”7 It is widely 
acknowledged that Tasmanians are more socioeconomically disadvantaged, have more chronic disease, have 
poorer health status and are older than other states and territories. In this context the reduced expenditure 
will have a disastrous affect on Tasmanians who require health services into the future. 

Beyond Tasmania, reductions in Commonwealth funding for hospitals and other public health services have 
put significant strain on hospital and health service budgets. This has resulted in cuts to a range of essential 
services in public hospitals and health services, including the contracting out of pathology services to private 
providers, such as Dorevitch Pathology. The HSU Victoria Branch No. 4 (Medical Scientists Association of 
Victoria) reports growing evidence that private pathology providers are failing to meet national laboratory 
accreditation standards; systematically removing senior scientists from workforces; operating rosters that 
are not properly filled; and allowing for dangerous practices such as scientists without assessed 
competencies performing complex blood transfusion duties (for example, blood crossmatching). Despite the 
fact that pathology is a vital tool used by public hospitals for around 85 per cent of all patient clinical 
diagnoses and used to assess the progress and efficacy of treatments, the evidence suggests the standards 
of pathology are deteriorating as a direct result of the privatisation of public sector pathology services. 

Highlighting the above concerns is the fact that public hospitals in regional Victoria are having funding 
reduced to the point where pathology services are considered for amalgamation, contracting 
out/privatisation or closure (in the case of 6 hospital pathology laboratories in northern and western Victoria: 
Cobram, Kyabram, Cohuna, Kerang, Ararat and Stawell). The removal of safe and reliable onsite pathology 
services is compromising timely and quality testing, both of which have detrimental flow-on effects for 
patient outcomes, where even a small delay in getting test results and determining a diagnosis can have 
profound adverse impacts. 

                                                                    
4 COAG (2011) National Health Reform Agreement, p. 8. 
5 ABS (2014) Population by Age and Sex, Regions of Australia, 2013, Cat. No. 3235.0 
6 Parliament of Tasmania (2014) Budget 2014-15, Budget Paper No 1, p. 6.11 
7 Treasurer, the Hon Peter Gutwein MP (2014) 2014-15 Budget Speech – Tasmania. 
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HSU members have also reported that reductions in health and hospital funding have resulted in 
deteriorating working conditions in the form of significant increases in workloads, vacancies taking longer to 
fill (and in some cases not being filled at all), maternity leave positions not being filled and rostering that no 
longer takes into account workplace realities, such as staff calling in sick or planned time-off. As a direct 
result of continual funding cuts and consequential reductions in hospital department workforces the 
workloads of public sector health workers has increased significantly. These have major flow on effects to 
the capacity of hospitals and health services to maintain core clinical services and deliver the best possible 
care required by patients.  
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The impact of additional costs on access to affordable healthcare and the 
sustainability of Medicare 
The Government’s invocation of moral hazard to justify the introduction of co-payments does not stand up 
to scrutiny given that cost barriers are already deterring large numbers of Australians from seeking 
appropriate primary care. In 2012-13, because of the cost, 1 in 18 Australians delayed or didn’t see a GP; 1 in 11 
delayed or didn’t fill a prescription; and 1 in 13 delayed or didn’t see a specialist.8 Additionally, Australians living 

in the most disadvantaged areas were twice as likely (12.4 per cent) to delay or not fill a prescription than 
those living in the least disadvantaged areas (6 per cent).9 Indigenous Australians are especially vulnerable, 

with data showing that one-third (34.6 per cent) aged 15 and over delayed or did not fill a prescription 
because of the cost.10 While the COAG Reform Council noted that from 2O1O-11 to 2O12-13 the proportion of 

people who delayed or did not fill a prescription fell significantly (from 9.8 per cent to 8.5 per cent) HSU 
National is concerned that the large increases to both PBS co-payments and safety net thresholds proposed 
by the Government will reverse this trend.11  

These concerns are borne out by recent research from the University of Sydney Family Medicine Research 
Centre. The researchers modelled the impact of the the actual cost increases that would be imposed by the 
Government’s GP and out-of-hospital pathology and diagnostic imaging co-payments and PBS co-payment 
increases, finding that: 

• A young family of four with two children (aged under 16) and two parents aged 25-44 years would 
expect to pay an average of $184 more per year ($170 in co-payments for GP visits and tests and $14 
more for medications) 

• A self-funded retired couple (aged 65 or over without concession cards) would expect to pay an 
average of $244 more per year ($189 in co-payments for GP visits and tests and $55 more for 
medications) 

• An older couple who are pensioners (aged 65 or over, with concession cards) would expect to pay an 
average of $199 more per year ($140 in co-payments for GP visits and tests and $59 more for 
medications)12 

These are substantial increases and are likely to have detrimental impacts on population health and, by 
extension, Government budgets. Indeed, the argument that co-payments will put Government healthcare 
expenditure on a “sustainable path” is disingenuous given the overwhelming evidence that co-payments 
particularly deter the most vulnerable (those with low-incomes, the elderly and the chronically ill) from 
accessing health services.13 When these individuals delay or defer effective primary care interventions they 

are likely to require vastly more expensive acute care, which is damaging to not only their health, but also the 
budget’s bottom-line. Similarly, patients who do not follow their medication regimens are likely to require 

                                                                    
8 ABS (2013) Patient Experiences in Australia: Summary of Findings, 2012-13, Cat. No. 4839.0 
9 COAG (2O14) Healthcare in Australia 2O12-13: Five years of performance, p. 51. 
10 Ibid., p. 50. 
11 Ibid., p. 51. 
12 Bayram C, Britt H, Harrison C and Miller G (July 2O14) Byte from BEACH: Estimated impact of proposed GP, pathology and imaging co-payments for 
Medicare services, and the increased PBS threshold (Family Medicine Research Centre: University of Sydney School of Public Health) available at: 
http://sydney.edu.au/medicine/fmrc/beach/bytes/BEACH-Byte-2O14-OO3.pdf 
13 Kiil, A. and Houlberg, K. (2013) ‘How does copayment for health care services affect demand, health and redistribution? A systematic review of the 
empirical evidence from 1990 to 2011’, The European Journal of Health Economics, pp. 1-16. 
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higher-cost interventions when they present with complications in other areas of the health system. The 
current evidence is clear: primary care oriented health systems are consistent in showing greater 
effectiveness, greater efficiency, and greater equity.14 Indeed, the World Health Organisation (WHO) 
Commission on the Social Determinants of Health has identified removing user fees for public services and 
reducing out-of-pocket payments as key government actions required to address health inequity through 
health systems.15  

HSU National would also like to point out that the Government’s decision to implement a co-payment for GP 
services and out-of-hospital pathology and diagnostic imagining will destroy one of the few mechanisms 
that the Commonwealth has for controlling health costs: bulk-billing. As Anne-Marie Boxall and James 
Gillespie explain in their history of Medicare:  

“Bulk-billing would create competitive pressures against fee increases. Patients were likely 
to prefer a bulk-billing GP, especially in less affluent areas, and bulk-billing required 
acceptance of the Commonwealth-scheduled rebate. Second, Medicare set an indirect limit 
on the fees charged by GPs who did not bulk-bill. They could set their fees at any level, but 
private health insurers were banned from offering ‘gap’ insurance, which covered the 
difference between the GP’s fee and the rebate the patient could claim from Medicare. 
These two measures…effectively set limits of medical fees at the entry point of the 

system.”16 

Considering that the Commonwealth lacks the power to set or cap medical fees, bulk-billing is a critical 
mechanism to manage Government health expenditure. For a Government ostensibly obsessed with 
ensuring long-term fiscal sustainability of the health system, this should raise serious concerns. 

As highlighted in the introduction to this Submission, HSU National advocates for pursuing policy options that 
strengthen our health system without compromising equity, access and affordability. We are strongly of the 
view that Australia’s complex health system requires considered policy reform, rather than the short-
sighted, simplistic approach taken by the Abbott Government. Far from resisting any reform of Medicare, 
HSU National acknowledges that elements of the Medicare system are visibly ageing. Particularly, we note 
that Medicare—as a funding system emerging from the 1960s and 1970s—was never designed to support the 
integrated care and management of the chronic conditions that predominantly afflict Australians living 
today; rather, the fee-for-service funding arrangements embodied through the Medicare Benefits Schedule 
(MBS) were designed to deal with acute illness. As a consequence, the MBS, when applied to chronic care, 
risks encouraging over servicing, over referrals and over prescribing. HSU National believes that a more 
sensible approach to controlling healthcare expenditure would be to move towards financing arrangements 
that offer incentives to keep people healthy, rather than solely focus on financially rewarding the treatment 
of sick patients. Other reforms that the Government has failed to consider include reviewing the MBS to 
reassess the safety and efficacy of existing therapies. Recent preliminary research has already identified over 

                                                                    
14 Starfield B (January 2O12) ‘Primary care: an increasingly important contributor to effectiveness, equity, and efficiency of health services’, SEPAS Report 
2O12, available at: http://www.gacetasanitaria.org/en/pdf/SO213911111OO3876/S3OO/ 
15 Gilson, L. et al. (2007) Challenging Inequity Through Health Systems: Final Report of the Knowledge Network on Health Systems (WHO Commission on 
the Social Determinants of Health), p. vi. 
16 Boxall, A. and Gillespie, J. (2013) Making Medicare: The Politics of Universal Health Care in Australia (UNSW Press: Sydney), p. 144. 
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150 potential low-value procedures listed on the MBS.17 Identifying and removing these “low-value 

procedures” would have the dual effect of reducing costs and improving patient outcomes.18  

In terms of PBS costs, HSU National refers the Committee to a March 2O13 research report from the Grattan 
Institute which estimates that Australians are paying $1.3 billion extra a year for prescription drugs due to bad 
deals with pharmaceutical companies supplying generic medications, politicised price-setting decisions and 
poor patient incentives to take cheaper, equivalent pharmaceuticals.19 Although HSU National does not 
endorse all the recommendations outlined in the report, it highlights a wider toolkit of policies that can 
produce savings without solely shifting costs onto patients. 

	   	  

                                                                    
17 Elshaug, A., et al. (2012) ‘Over 150 potentially low-value health care practices: an Australian study’ in Medical Journal of Australia, Vol. 197, No. 10, pp. 
556-60. 
18 Elshaug, A., et al. (2009) ‘Identifying existing health care services that do not provide value for money’ in Medical Journal of Australia, Vol. 190, No. 5, pp. 
269-73. 
19 Duckett S (March 2O13) Australia’s bad drug deal: High pharmaceutical prices (Grattan Institute) available at: 
http://grattan.edu.au/static/files/assets/5a6efeca/Australias_Bad_Drug_Deal_FINAL.pdf  
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The impact of reduced Commonwealth funding for health promotion, prevention and 
early intervention; 
The WHO has described the growing fiscal and social burden of non-communicable chronic diseases as ‘a 
major public health challenge that undermines social and economic development through the world, and 
inter alia has the effect of increasing inequalities between countries and within populations.’	  20 Critically, the 

non-communicable chronic diseases referred to by the WHO are largely driven by preventable risk factors. 
The Global Burden of Disease Study—the largest ever systematic scientific effort to quantify levels and 
trends of health loss due to diseases, injuries and risk factors—has found that poor diet, high body-mass 
index and tobacco smoking are the three biggest risk factors accounting for the greatest disease burden in 
Australia.21 Yet, despite all the evidence that Australia should be a global leader in preventive health, 

compared to other OECD countries we spend comparatively little, ranking 21st out of 24 countries on 
preventive spending as a proportion of GDP.22 The 2014-15 Federal Budget, which cut $367.9 million over 

four years from preventive programs by ceasing the National Partnership Agreement of Preventive Health, is 
set to entrench Australia’s low emphasis on prevention.  

HSU National notes that public health campaigns and preventive health policy leadership have already 
delivered demonstrable returns on investment. A 2001 analysis by Applied Economics prepared for the 
Commonwealth Department of Health and Ageing found that between 1970 and 1998 every $1 of 
expenditure on preventive programs for tobacco smoking reaped $2 of expenditure savings.23 However, 

while smoking rates have declined over time, rates of obesity are expanding at an alarming rate. A recent 
landmark study, published in The Lancet, shows the rate of obesity in Australia has grown from 16 per cent in 
1980 to 29 per cent in 2013; this increase means that Australia has the dubious distinction of having the 
second highest rate of obesity growth in the world over this period.24 The total share of overweight and 

obese Australians aged 18 and over is now 63 per cent.	   25 The ABS in its National Health Measures Survey 

(NHMS) estimates that 62.8 per cent of all Australians are now overweight or obese and noted that the 
biomedical results from the NHMS showed that being overweight or obese increased the risk of abnormal 
test results for cardiovascular disease, diabetes and kidney disease.26 This is imposing real costs on Australia’s 
health system. For example, in 2008-09, cardiovascular disease attracted the highest degree of health 
expenditure out of any disease group, representing 10.4 per cent ($7.7 billion) of total disease expenditure.27 

All Australians will pay the price for Government inaction on preventive measures in the form of poor health 
and increasing expenditure on managing preventable chronic disease. 

                                                                    
20 World Health Organisation (2013) Global Action Plan for the Prevention and Control of Noncommunicable Diseases: 2013-2020, p. 7. 
21 Global Burden of Disease Study 2010 (GBD 2010), GBD Profile: Australia, p. 3. 
22 Australian National Preventive Health Agency (2013), State of Preventive Health Report 2013, p. 166. 
23 Applied Economics (2001) Returns on Investment in Public Health: An Epidemiological and Economic Analysis (report prepared for the Commonwealth 
Department of Health and Ageing). 
24 Marie Ng, et. al. (2014) ‘Global, regional, and national prevalence of overweight and obesity in children and adults during 1980-2013: a systematic 
analysis for the Global Burden of Disease Study 2013’ in The Lancet, available at: http://www.thelancet.com/journals/lancet/article/PIIS0140-
6736(14)60460-8/fulltext 
25 Australian Institute of Health and Welfare (2014) Australia’s Health 2014, p. 22. 
26 ABS (2013) Australian Health Survey: Biomedical Results for Chronic Diseases, 2011-12, Cat. No. 4364.0.55.005. 
27 Australian Institute of Health and Welfare (2014) Australia’s Health 2014, p. 51. 
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Health workforce planning 
Without coordinated leadership at the Commonwealth level, the health system will struggle to cope with 
expanding workforce requirements being driven by an ageing and growing population, increasing community 
expectations of health service delivery and the shift toward client-directed care and support. On the issue of 
workforce capacity, the Department of Employment forecasts that Health Care and Social Assistance will 
experience the fastest employment growth of any industry, adding an additional 177,800 workers between 
2012 and 2017.28 Additionally, specific programs, such as the National Disability Insurance Scheme (NDIS), will 

require an estimated doubling in size of the formal disability workforce once fully implemented.29 Industry 

feedback collated as part of the Community Services and Health Industry Skills Council’s Environmental Scan 
2014: Agenda for Change, also highlighted the need for improved workforce planning to ensure the 
sustainability of future workforce supply.30 

Given this, HSU National was appalled by the Government’s decision in the 2014-15 Federal Budget to abolish 
the lead agency charged with addressing the serious capacity and distributional challenges affecting 
Australia’s health workforce. In our submission to the Senate Community Affairs Legislation Committee on 
the Health Workforce Australia (Abolition) Bill 2014 HSU National noted the enormous amount of research 
and policy expertise that led to the introduction of Health Workforce Australia and pointed out that its 
existence was not the result of government largesse, but due to expert recognition (notably including the 
Productivity Commission)31 of the need for an independent national agency ‘to drive change, collaboration 

and innovation to build a sustainable health workforce that meets the healthcare needs of all Australians.’	  32 

HSU National is also concerned about the trend towards the contracting out of public services and is 
particularly concerned about the impact this will have on recruitment and retention of quality health 
workers. In the United Kingdom, a 2011 independent report commissioned for the Department of Health into 
the adult social care sector found a strong link between quality working conditions and the profit status of 
the provider.33  The report found that while both public and private providers reported severe recruitment 

and retention difficulties, almost 40 per cent of private providers listed pay as the “main reason” for these 
difficulties, compared to no public-sector providers.34 With workforce shortages already presenting 

throughout the country, this is a scenario that the country can ill-afford. 

In Victoria, over the past decade staff reductions forced through budget cuts has caused workloads to 
steadily increase. In the same period public health services have grown significantly in both the range of 
services available and the number of patients seen.  Health managers have long stopped managing 
workforces by providing additional resources and support for workers to cope with extra work. There is now 
growing evidence of a systemic reliance on unpaid work to keep many services afloat. This is likely to further 
increase with further cuts to health spending announced in the 2014-15 Federal Budget. HSU Victoria Branch 
No. 4 is also hearing reports from members that attempts to bridge labour shortages through greater 

                                                                    
28 Department of Employment (2013), Industry Projections to November 2017 
29 The Treasury (2013), DisabilityCare Australia: Stronger, Smarter, Fairer, p. 17. 
30 Community Services and Health Industry Skills Council (2014), Environmental Scan 2014: Agenda for Change, p. 5. 
31 Productivity Commission (2005), Australia’s Health Workforce, Research Report, p. xxxiii. 
32 Health Workforce Australia (2013), Strategic Plan 2013-2016, p. 6.  
33 Rubery, J. et al. (2011) The Recruitment and Retention of a Care Workforce for Older People (University of Manchester). 
34 Ibid., p. 123. 
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reliance on low-skilled and low-paid allied health assistants is not having the desired effect and in some 
cases is contributing to greater workloads as work needs to be constantly reviewed. 


