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About this Report
This report is prepared in accordance with the
Requirements for Annual Reports, as issued by the
Department of the Prime Minister and Cabinet.
The report is a formal accountability document
that details the Department’s activities during the
2001–02 financial year against the performance
indicators presented in the 2001–02 Portfolio
Budget Statements (PBS) and Portfolio Additional
Estimates Statements (PAES).

Although the primary purpose of this report
is to provide members of Parliament and
Senators with an accurate description of the
activities of the Department during 2001–02, we
recognise that the report is also a valuable source
of information for the community. In preparing
this report, we have endeavoured to take into
consideration the requirements of such a diverse
audience and provide readers with a useful and
informative picture of the Department’s
performance over the past twelve months.

Structure of this Report
The Department’s 2001–02 Annual Report is in
four parts.

Part one—Overview
The Overview provides an explanation of the
Department’s activities, broad strategic directions
and priorities, noting key issues and achievements
during the year.This section includes the
Secretary’s review and the Departmental overview.

The Secretary’s review provides a useful
insight into the Secretary’s perception of the
Department’s performance for the year.

The Departmental overview provides details of
the Department’s role and functions, organisational
structure, governance arrangements, corporate
planning, staffing and resource management and
external and internal scrutiny.

Part two—Outcome Performance Reports
This section discusses the main activities,
including major achievements and challenges, of
the nine outcomes within the Department.
Outcome reports are written in an ‘essay-style’ to
make them easier to read and to provide more
background information, particularly contextual
material that will assist the reader develop a
stronger appreciation of the Department’s
leadership role in health, ageing and aged 
care in Australia.

Each outcome’s effectiveness (performance)
indicators from the 2001–02 PBS are contained in
the relevant outcome report.As a helpful reference
tool, footnotes are included throughout each
outcome report to assist the reader in identifying
where each indicator is addressed in the essay.

Financial resources summary tables are also
located within each outcome report and
provide a useful summary of budget estimates
for 2001–02, actual expenses for 2001–02, and
forecast budget for 2002–03 prior to additional
estimates.

Performance measures for the administered
items and the departmental output groups are
reported by outcome, and report on the
Department’s performance against specific
performance measures as detailed in the 2001–02
PBS and PAES.
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Part three—Financial statements
Part three contains the complete set of financial
statements for the Department of Health and
Ageing and the Therapeutic Goods
Administration Trust Account.

Part four—Appendices
The appendices provide a range of statistical and
other information relating to the Department.A
complete list of appendices is provided in the
Table of Contents.

Further Information

Health and Ageing web site
The electronic version of the 2001–02 Annual
Report contains links to most documents
referred to in the report and other useful
departmental resources, including the PBS and
PAES, as well as links to previous annual reports.
This report is available on the Internet at
<www.health.gov.au/pubs/annrep/ar2002/
index.htm>

For more information about the Portfolio,
visit the Department’s web site
<www.health.gov.au>

To buy copies of this report
This report is on sale at the Government Info
Shop in your capital city, or by calling 132 447
(toll free). Copies are available by mail order.
Send orders to:
Government Info Access Network
GPO Box 84
CANBERRA ACT 2601
AUSTRALIA

Other formats
This document is available in other formats on
request. If you require a copy of this report in
other formats, please contact the Editor.

Readers Comments
If you would like to comment on this year’s
Annual Report or have any questions, please
contact us either by:
Fax: +61 2 6289 7177.
Phone: +61 2 6289 7181.
E-mail: <annrep@health.gov.au>; or writing to 

The Editor
2001–02 Annual Report (MDP 51)
Department of Health and Ageing
GPO Box 9848
CANBERRA ACT 2601
AUSTRALIA
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Secretary’s review
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Our change of name to the Department of Health
and Ageing signals the important role the
Government expects us to play as Australia develops
its ongoing response to the ageing of its population.

This Department had always played a strong
role in care services for older Australians and, in
2001–02, we increased our emphasis on
planning to ensure that care and support services
will continue to be available as the number of
older Australians increases. Our planning is based
on the knowledge that older Australians prefer
to continue living in their own homes — but,
when this is no longer possible, they expect to
be able to access quality support and care.

Responding to the ageing of the population
requires more than care services for older people.
We must broaden our focus as part of a whole-of-
government effort to help not just individuals
through healthy ageing strategies but also
Australian society, which can benefit enormously
from the ongoing contribution of older people.
Australia is no different from other countries in
facing this challenge and we have the advantage of
beginning to plan at an early stage.

Australians enjoy first rank health outcomes,
with life expectancies among the highest in
the world. In relative terms, these outcomes
are achieved at modest cost with average total
health spending over the past decade being 8.5
per cent of gross domestic product (GDP) —
about average when compared with most
OECD countries.

In May 2002, the Treasurer released the
Intergenerational Report which showed that

total Commonwealth health spending is
projected to be 4.2 percentage points of GDP
higher in 2042 than in 2002.Total aged care
spending is projected to be 1.1 percentage
points of GDP higher in 2042.

Around 75 per cent of the increase in health
costs is projected to be the result of growth in the
average cost of programs. In particular increases in
expenditure on pharmaceuticals through the
Pharmaceutical Benefits Scheme (PBS) and
greater use of diagnostic procedures. Demographic
changes, including ageing of the population, are
the major drivers of the remainder of the growth.

This highlights the challenge involved in
maintaining the sustainability of the health and
aged care system into the future, while
ensuring that all Australians continue to have
choice in providing for their own health care
needs, and access to quality care regardless of
their circumstances.

Consequently, the Government announced
major reviews of health expenditure which are
continuing into 2002–03.

In January 2002 I had the privilege of
returning to the Department as Secretary to
support our new ministerial team in tackling
the health and ageing issues we face as a
community. In November 2001 Senator the
Hon Kay Patterson was appointed as the
Minister for Health and Ageing, the Hon
Kevin Andrews MP as the Minister for Ageing,
and the Hon Trish Worth MP as the
Parliamentary Secretary to the Minister for
Health and Ageing.

Jane Halton
Secretary
Department of Health and Ageing
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Mr Andrew Podger, Secretary from 1995 to
January 2002, has moved to the position of
Public Service Commissioner. His keen interest
in health financing contributed greatly to further
progress in developing the Government’s
financing role to improve health services and
health outcomes and to strengthening private
health insurance. His life-long belief in the
contribution that the Public Service can make to
Government and the community will be much
appreciated in his new position.

Reflecting on the past twelve months, it is
important that we remember some of the
Department’s major achievements.

The Department administered a budget of 
$28 billion, on behalf on the Government, in
order to progress the achievements of the
Department’s nine outcomes.This was a 6.5 per
cent increase over 2000–01.

The Ministerial team expressed overall
satisfaction that the Department continued to
provide reliable, timely and relevant policy
advice. Specific comments against outcomes
and individual programs are included in the
section on performance information for
Departmental outputs.

The Department has made marked and
continued improvements in the community’s
access to health and aged care services. 2001–02
saw, for example, the approval of a further fifty-
four Regional Health Services, bringing the total
number of services approved to 113 by 30 June
2002.These Regional Health Services are aimed
at delivering comprehensive primary health care
services at the local level.

On behalf of the Government, the
Department administers a comprehensive
planning framework to ensure that access to
residential aged care places and community aged
care packages relate to demographics and the
distribution of the population. Since 1985, the
number of aged care places funded by the
Government has grown from 107,535 places to
172,405 places. Following on from the 7,997
new places allocated in 2001 Aged Care

Approvals Round, in May 2002, a further 8,231
new places were approved for release in 2002.
These comprise 6,665 places for direct allocation
to States and Territories through the 2002 Aged
Care Approvals Round plus a further 1,566
places to be used for rural and innovative
services, emergency residential care, aged care
programs in retirement villages and Extended
Aged Care at Home services.

The Government has clearly demonstrated over
a number of Budgets, its commitment to
improving the number of nurses in rural and
regional areas. In 2001-02, under the
Commonwealth Remote and Rural Nursing
Scholarship Program: Undergraduate Scheme, the
Department awarded 140 scholarships for the 2002
academic year aimed at increasing the number of
nurses in rural and regional communities.

The Department has worked in partnership
with key stakeholders to facilitate and develop a
skilled Indigenous health workforce.The
endorsement of the Aboriginal and Torres Strait
Islander Health Workforce National Strategic
Framework (Workforce Strategic Framework) by
the Australian Health Ministers’Advisory Council
(AHMAC) in May 2002 delivers a plan aimed at
improving training, recruitment, support and
retention of appropriately skilled health
professionals, health service managers and health
policy officers in both mainstream and Aboriginal
and Torres Strait Islander specific services.

There is the old adage that prevention is
better than cure.This is no more true than in the
health and ageing sector. One of the pleasing
aspects of the Department’s performance over the
last year has been the implementation of
programs to increase the proportion of young
children who were fully immunised.At 30 June
2002, 90.2 per cent of children aged 12–15
months (an increase of 15.3 per cent from March
1997) and 88.1 per cent of children aged 24–27
months (an increase of 24.3 percentage points
from June 1998) were fully immunised. Seventy-
eight per cent of people aged 65 and over were
immunised this year through the Influenza
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Vaccine Program for Older Australians, an
improvement from 74 per cent in 2001.

The Department worked in partnership with
State and Territory Governments, QUIT
campaigns and non-government organisations
to reduce the incidence of tobacco use in the
community. Effective advertising is a key
strategy adopted by the Department to assist in
this exercise. In 2001–02 the National Tobacco
Campaign was awarded a prestigious ‘5 Star
Advertising Effectiveness Award’ at the 6th
Annual Advertising Federation of Australia
Awards ceremony in August 2001.The
campaign was one of 25 finalists from 70 entries
and one of only three campaigns that received a
five-star rating based on the campaign
outcomes, credibility of its subject matter and
originality of thinking.

Another campaign success for the Department
was through our endeavour to increase the
number of people who are covered by no or
known gap health insurance. Figures to 30 June
2002 show that 61 per cent of insured in-hospital
services were covered by a no or known gap
arrangement at that time.This is an overall
increase from 40.3 per cent at 30 June 2001 and
1 per cent at 30 June 1998.The ‘Closing the
Gap’ campaign was deemed a success and there
has been an overall improvement in community
attitude towards private health insurance.

The Department recognises that general
practitioners, who provide a large proportion of
primary health care, play a pivotal role in our
national health system. In 2001-02 the
Department implemented a number of incentives
to general practitioners participating in the
Practice Incentives Program aimed at improving
care for people with chronic and complex health
conditions, specifically in the areas of mental
health, diabetes, asthma and cervical screening.

The Department successfully implemented the
changes arising from the National Health
Amendment (Improved Monitoring of Entitlements to
Pharmaceutical Benefits) Act 2002. From 1 May
2002, it became compulsory to include a
Medicare number on prescriptions submitted to

the Health Insurance Commission.As at 30 June
2002, 99.7 per cent of pharmacists’ claims
included a Medicare number.This ensures that
pharmaceutical benefits are provided only to
those eligible for the benefit.

One of the most difficult decisions the
community has to face is the decision to be
included on the Australian Organ Donor
Register. I am pleased to be able to report that
the Register recorded its one millionth
registration in February 2002, during Australian
Organ Donor Awareness Week. By the end of
June 2002 the number of registrations had
reached 1.8 million, an 80 per cent increase in
the short period from February to June.

The Medical Training Review Panel was
established as a permanent body with an expanded
role under The Health Legislation Amendment
(Medical Practitioners’ Qualifications and Other
Measures) Act 2001, which came into effect on 
18 October 2001.This ensures that the important
monitoring and reporting on postgraduate medical
training places continues in the future.

The National Health and Medical Research
Council also strengthened Australia’s
international research ties and established new
partnerships with research bodies from the
United Kingdom, United States, Canada and
New Zealand. For example,Australia joined with
the UK-based Wellcome Trust and the Ministry
of Research, Science and Technology of New
Zealand to invest more than $30 million over
five years in collaborative research programs
addressing health issues in developing countries
in South and South-East Asia and the Pacific.

There are some areas where the Department
was unable to meet intended outcomes and these
continue to be a challenge for the Department.

The number of Residential Care Services
reviews completed in 2001–02 was 11,200
compared to a projected number of 20,000.This
was due to the need to divert review officers to
other compliance activity. Following the injection
of additional funds in the 2002–03 Budget, an
increase in the number of reviews is planned.

Delays have occurred in articulating future
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directions in Aboriginal and Torres Strait
Islander hearing health.While the consultant’s
working document (an independent review of
Commonwealth-funded ear health and hearing
services for Aboriginal and Torres Strait Islander
people) was received, a number of issues were
identified that required attention in considering
future directions for Aboriginal and Torres
Strait Islander hearing and ear health. It also
became apparent that the scope of the review
would not sufficiently capture these emerging
issues. A report on Commonwealth-funded
hearing services to Aboriginal and Torres Strait
Islander people and future approaches will be
finalised in October 2002.

Detailed assessments of the Department’s
performance against indicators and targets set out
in the 2001-02 Portfolio Budget Statements are
provided in respective outcome ‘essays’ or
chapters of this Annual Report.These chapters
are followed by detailed reports on performance
measures. I believe that this balance between
providing a broad narrative account of what the
Department has achieved and a detailed report
against measures improves the reader ‘friendliness’
and accessibility of the document.

Department’s Capability 
People are our strength.As at 30 June 2002, the
Department employed 3,771 staff in Central,
State and Territory Offices.We attract staff with
passion, commitment to our work and a real
interest in building a better community. I have
included in the Annual Report a number of
‘break-out’ boxes that give examples of staff
achievements. In this context I was pleased to see
so many staff actively involved in the 2001
International Year of  Volunteers. I would like to
thank the many staff who participated in making
this year such a success through making their
time and energy available to support such a
diverse range of community activities.

The Department supports a diversity of
policies, programs and corporate activities that
provide staff with a wide range of developmental
opportunities that enhance the overall strengths

of the Department. One example of this is that
150 officers enrolled in the Corporate Public
Health Postgraduate Program (CPHPP), which is
delivered by a consortium of five universities, and
aims to increase the technical and professional
public health knowledge and skills of staff. Non-
award short courses in public health were also
delivered to 70 staff over several courses as an
adjunct to the CPHPP.

To further build upon our skilled workforce,
the Department also increased its graduate intake
significantly. Our intake of 79 graduates in 2001-
02 was almost double the average intake of
previous years. Most graduate placements were in
the Central Office in Canberra, with
opportunities also available for work in various
State and Territory Offices, and the Ministers’ or
Parliamentary Secretary’s Offices.

Improving our Business
Management 
During 2001–02, I announced a new corporate
executive structure, which is designed to improve
the alignment between the various corporate
areas of the Department.The new structure
included the appointment of a Chief Operating
Officer with overall responsibility for corporate
activities and a Chief Financial Officer with
responsibility for financial management within
the Department.

The Year Ahead
Over the next 12 months the Department will
continue to lead the development of Australia’s
health and ageing system.

To cement our leadership role we will not
only have to continue to strengthen our
alliances with existing and new stakeholders
but go further.This will require us to
increasingly ‘look forwards’ to identify and
respond strategically to emerging challenges
and ‘look outwards’ to embrace opportunities
beyond the traditional health and ageing system
and actively seek out and address challenges
and opportunities that lie ahead.
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If our leadership role is to be more effective,
then there are two main sets of issues or
challenges we will need to face.The first relates
to how well we address policy issues as they
emerge while the second relates to building even
more effective internal governance arrangements
in the Department to achieve our priorities.

On the first issue the Department will
continue to address pressing health and ageing
priorities before and as they emerge, as well as
continuing to administer a wide range of
programs. It will participate in discussions with
the States and Territories on the next health care
agreement, maintain a focus on rural and
Indigenous health, ensure the safety and quality
of the health system and invest in the
Government’s capacity to support health
information and medical research initiatives.
It will also continue to enhance the role of
Medicare in improving access and service
responsiveness.The high rates of growth in the
cost of the Pharmaceutical Benefits Scheme,
which challenges its long-term sustainability, will
also remain a key challenge for the Department.

In addition, the Department will continue to
implement programs that support Government
policies to encourage and support independent
healthy living while providing improved access to
high quality aged care services for frail older
Australians who need them. Continued priority
will also remain on securing Australia’s health
through sensible investment in preventive health
measures that contribute to our population health
and to the long-term sustainability of the health
system.Another major objective will be to ensure
that there are sufficient numbers of appropriately
trained professionals within the workforce, in the
right geographic locations, to sustain health and
aged care services in the future.

Our second major issue or challenge relates
to developing and implementing improved
departmental governance arrangements to ensure
that the Department’s priorities and goals are
better aligned with the Government’s policy
directions.The objective of these developments is
to strengthen our internal capability, improve our

management of cross-cutting issues requiring the
attention of a number of divisions and establish
better linkages with other agencies.Together
these changes will underpin better integration of
‘quality’ and evidence bases into our work and
improve our credibility and relationships with
our stakeholders.

To implement these management challenges
will, of course, require continued improvements
in the Department’s skills development.Another
significant development during the year will be
the negotiation of a new certified agreement.

The Department’s ability to meet all its
program responsibilities is only possible through
the commitment and professionalism of its staff.
In 2002–03, I am confident that the Department
can continue to strengthen our partnerships and
leadership with existing and new stakeholders
and seize the opportunities for tangible and
sustained improvements in the health and well-
being of all Australians.

Jane Halton
Secretary
Department of Health and Ageing
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General overview
The Department progressed a number of reforms
to its governance and management frameworks
and processes while dealing with the significant
Budget and program challenges over the year.

Of particular note was the announcement by
the Secretary of a review of the program
management arrangements of the Department.
This review is to identify options to improve
our effectiveness in contributing to the overall
health agenda through improving the clarity of
organisational roles and responsibilities and
coordination and communication processes
within the Department.The report will be
finalised in September 2002.

A range of management initiatives were
undertaken including:

• a detailed review of our financial
management framework and processes that
has resulted in a commitment to an
improved and more comprehensive
planning framework to assist resource
planning and allocation;

• assessment and review of our departmental
management committee structures and
processes as part of refining roles and
responsibilities for outcomes;

• endorsement of the detailed business case
for reform of corporate activities;

• appointment of a Chief Operating Officer
to drive the implementation of these
reforms and create a capacity for
continuous improvement in the services
and management of the Department;

• appointment of a Chief Financial Officer
and the subsequent integration of corporate
financial management and financial
operations activities;

• appointment of a Chief Information Officer
to focus on the Department’s data and
information management requirements;

• a review of our Information Technology
governance, architecture and service
delivery arrangements to identify options
for greater efficiency and effectiveness in
these services;

• market testing of office and property
services to drive value for money in the
purchasing of services; and

• a review of our workforce demographics to
re-focus our workforce planning,
recruitment and staff development
activities.

The Department has been a key player on the
More Accessible Government working group
revising Commonwealth contracting
arrangements and frameworks. In the next year
we will be determining how best to apply the
outcomes of this initiative to our contracting
processes and documentation and our
engagement and relationship building with
stakeholders.

The Department will build on these
initiatives in the coming year.These initiatives
will drive efficiencies and improvements in the
way in which we manage our responsibilities
and thus facilitate the achievement of higher
levels of performance, accountability and
transparency in departmental outcomes.

– 7 –

Departmental overview

DE
PA

RT
ME

NT
AL



The Department’s role and
function
The Department is responsible to two Ministers:
the Minister for Health and Ageing, Senator the
Hon Kay Patterson, and the Minister for Ageing,
the Hon Kevin Andrews MP.The Hon Trish
Worth MP is the Parliamentary Secretary.

Prior to the November 2001 election, the
Department was responsible to the Minister for
Health and Aged Care, Dr Michael Wooldridge,
and the Minister for Aged Care, Mrs Bronwyn
Bishop. Senator Grant Tambling was
Parliamentary Secretary.

• Senator Patterson, as Portfolio Minister, has
overall responsibility for all Portfolio issues
with significant budgetary or strategic
implications with direct carriage of matters
relating to population health, Medicare,
Indigenous health, rural health services,
private health insurance and corporate
leadership and resource management.

• Mr Andrews has direct carriage of matters
relating to strategies for an ageing
population, as well as residential aged care,
community care, hearing services and
human cloning.

• Ms Worth has responsibility for matters
relating to therapeutic goods, gene
technology, food safety and policy, industrial
chemicals, radiation protection and nuclear
safety, alcohol, tobacco and illicit drugs.

A list of ministerial responsibilities is set out in
Appendix 2. Details of the Department’s
responsibilities are set out in the Administrative
Arrangements Orders, with the main legislation
administered by the Department at Appendix 8.

The Department’s vision and mission are:
• ‘a world class health and ageing system for all

Australians’ based in particular on achieving
the objectives for the nine Portfolio
outcomes identified in the 2001–02
Portfolio Budget Statements; and

• ‘to lead the development of Australia’s health and
ageing programs to achieve a world class health
and ageing system for all Australians’, through:
– providing expert policy advice, analysis

and other services to the Government;
– consulting and collaborating with State

and Territory Governments, professional
organisations, industry groups and
consumers;

– promoting healthy living and
communicating information about
health and ageing services;

– managing the Commonwealth’s health and
ageing programs to ensure the provision
of quality, cost effective care; and

– safeguarding health, safety and equity in a
way that imposes minimum regulatory
burden.

Organisation structure
Outcomes and Outputs Structure
The Government set nine outcomes for the
Portfolio:

• Outcome 1: Promotion and protection of
the health of all Australians and minimising
the incidence of preventable mortality,
illness, injury and disability.

• Outcome 2:Access through Medicare to
cost-effective medical services, medicines
and acute health care for all Australians.

• Outcome 3: Support for healthy ageing for
older Australians and quality and cost-
effective care for frail older people and
support for their carers.

• Outcome 4: Improved quality, integration
and effectiveness of health care.

• Outcome 5: Improved health outcomes for
Australians living in regional, rural and
remote locations.

• Outcome 6: Reduced consequences of
hearing loss for eligible clients and a
reduced incidence of hearing loss in the
broader community.

• Outcome 7: Improved health status for
Aboriginal and Torres Strait Islander
peoples.

• Outcome 8:A viable private health industry
to improve the choice of health services for
Australians.

• Outcome 9: Knowledge, information and
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training for developing better strategies to
improve the health of Australians.

The first four outcomes represent the core
business of the Portfolio.The remaining five
outcomes represent key priorities.

Departmental output groups were revised for
2001–02.The revised output groups are based
upon the Department of Finance and
Administration preferred model and describe
common government and corporate support
processes that are likely to be found across a
range of government agencies.

The three distinct departmental output groups
adopted by all outcomes are:

1. Policy Advice;
2. Program Management; and
3. Agency Specific Service Delivery.

Map of 2001–02 Output Groups Structure
to 2000–01 Output Group Structure

2001–02 Output 2000–01 Output
Groups Groups

1.  Policy Advice 1. Services to the Minister    
and Parliament.

3. Information.

2.  Program 4. Program Management.

Management 5. Regulatory Activity.

3. Information.

3.  Agency Specific 6. Direct Delivery of

Service Delivery Services.

Note: Output group 2—National Leadership—from the 2000–01
output group structure impacts upon all 2001–02 output groups.

Divisional Structure
The Department’s management structure broadly
follows the outcomes structure, with some
differences reflecting the need for manageable
spans of control and the need for Department-
wide corporate support.The Department’s
divisional responsibilities are:

• Population Health—Outcome 1 (part).
• Therapeutic Goods Administration—

Outcome 1 (part).
• Health Access and Financing Division—

Outcome 2.

• Aged and Community Care Division—
Outcomes 3 and 6.

• Health Services Division—Outcomes 4 and 5.
• Office of Aboriginal and Torres Strait

Islander Health—Outcome 7.
• Health Industry and Investment Division—

Outcomes 8 and 9 (part).
The National Health and Medical Research
Council, while not a division of the Department,
has responsibility for part of Outcome 9.

Support is provided to all divisions by the
Portfolio Strategies Division, Business Group and
Audit and Fraud Control Branch.

State and Territory Offices
The Department has offices in each State and
Territory.Their role is to work in partnership
with local stakeholders to ensure the services
provided through departmental programs are
responsive to diverse local needs and conditions,
while maintaining consistent standards of equity,
quality and efficiency in the pursuit of
Government policy objectives.

In particular, State and Territory Offices
contribute uniquely to the integration agenda of
the Department as they are in a good position to
identify policy links between programs and to
identify overlaps and gaps.They are also able to
ensure appropriate integration of services on the
ground with those of State and Territory
Government agencies.

Management accountability
The Executive
The departmental Executive comprises the
Secretary, two Deputy Secretaries and the Chief
Medical Officer.The Executive works as a team
to carry forward the strategic directions of the
Department. It takes particular responsibility for
senior appointments, major issues requiring
prompt decisions or action not suitable for
reference to the Departmental Management
Committee, promoting Portfolio and cross-
program perspectives, maintaining top level
relationships with key stakeholders and ensuring
consistent advice to the parliamentary team.

– 9 –
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The Secretary, Jane Halton (PSM), has overall
responsibility for the Department and is the
senior adviser to the Ministers and the
Parliamentary Secretary.The Secretary has
statutory responsibilities under program and
administrative legislation. Ms Halton became
Secretary of the Department on 18 January
2002. Prior to this date, the Secretary was
Andrew Podger. Mr Podger was Secretary of the
Department from March 1996 and left the
Department to take up an appointment as the
Public Service Commissioner.

Deputy Secretary Mary Murnane is the senior
adviser to the Minister for Ageing. Ms Murnane
has executive responsibility for aged care and
ageing, audit and fraud control, and rural health.
She also has specific responsibility for overseeing
the State and Territory Offices of the Department.
Ms Murnane has extensive experience in
community services and social policy in both State
and Commonwealth Government.

Acting Deputy Secretary Dr Louise Morauta
is the main senior adviser to the Parliamentary
Secretary and has executive responsibility for
health financing and regulation.A recruitment
process has been completed to fill this position,
with Mr Philip Davies commencing in the
position from 12 August 2002.

Chief Medical Officer Professor Richard
Smallwood AO has final responsibility for
professional medical advice, particularly in public
health matters, evidence-based medicine, national
health priorities and the safety and quality of
health care. He is an internationally recognised
expert in clinical medicine and medical research
and is a member of numerous professional bodies.

Corporate Management
The Departmental Management Committee
(DMC) is the Department’s key governance
committee and primary decision making forum,
advising the Secretary on strategic policy and
management matters. Membership of the DMC
comprises the departmental Executive, Central
Office Senior Executive, representation from the
State and Territory Offices, and an external
independent member.

As at 30 June 2002, all corporate governance
arrangements were being assessed to ensure that
decision-making processes across the Department
are appropriate.

The DMC is supported by a network of
major committees and forums including:

• Performance Assessment Committee—with
responsibilities in the areas of corporate and
business planning, performance monitoring,
evaluation and reporting, and risk
management;

• Human Resource Management Committee—
responsible for setting the directions and
priorities for developing and managing
our staff;

• Finance Committee—responsible for budget
management, and improvements in financial
management and accountability;

• Information Planning and Privacy Committee—
with responsibilities including the
identification of the Department’s key
information and communication needs and
strategies, the development and monitoring
of the Department’s Information
Management Plan, the Corporate
Communications Strategy, the Information
Technology Strategic Plan, and the
Department’s approach to its privacy
obligations;

• Information Technology Committee—supporting
the Information Planning and Privacy
Committee and responsible for developing
the long-term capital strategy for the
Department’s IT requirements, identifying
IT needs and priorities, and assessing and
monitoring IT investments in the
Department;

• Research and Development Committee—
providing leadership in the development of
the Department’s collective research and
development needs and establishment of
priorities; and

• Policy Forum, State and Territory Managers’
Forum and the National Staff Participation
Forum, the latter providing an important
avenue for involvement by staff in
management processes through staff elected
and union representatives.
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The Secretary is also advised by an Audit
Committee that includes membership external to
the Department.

Portfolio Governance
The Department maintains close relations with
portfolio agencies through regular meetings of
Portfolio Chief Executive Officers (CEOs) and
supporting consultative forums.

The Department was actively involved in
significant corporate governance and structural
reform changes across the Portfolio during the
year, including:

• advising on appointments to, and
remuneration matters in respect of, the
governing bodies of portfolio entities,
promoting a suitable balance of expertise
and taking account of the Government’s
commitment to increasing the
representation of women at senior levels;

• establishing sound governance processes,
including consideration of arrangements for
establishing new portfolio entities; and

• advising Ministers and the Parliamentary
Secretary, as representatives of the
Government’s ownership of a number of
business enterprises within the portfolio, on
governance aspects of the operations and
performance of those business enterprises.

Corporate planning
The Corporate Plan outlines how the
Department intends to implement Government
priorities and achieve performance targets.The
plan contains key result areas and management
strategies that are intended to improve the
Department’s performance and to provide a
framework for more detailed business planning
and senior officers’ performance agreements
across the Department.

The current plan was launched in July 2000
and reflects the priorities of the last
parliamentary team. During 2001–02 the
Department commenced preparing a new
Corporate Plan to meet the health and ageing
priorities for the new parliamentary team.The

new plan is intended to remain current for the
term of government.

Mission,Vision and Values
The current plan sets out the vision and mission
for the Department to become the leader in
promoting, developing and funding world class
health and ageing services for all Australians.The
vision provides the context for the Department’s
mission, which is to lead the development and
implementation of health and ageing services.

During the year the Department continued to
work towards fulfilling its mission and vision by
improving its capabilities in policy analysis and
strategic planning, and building partnerships and
developing contacts with other governments and
stakeholders.

The plan identified four opportunities relevant
to all program areas for the Department to lead
the improvement of the health and ageing
system:

• developing the Department’s leadership role
to support a coherent national health and
ageing system;

• using knowledge and information to deliver
better services;

• using integrated funding to deliver more
effective services; and

• driving the system with the experience of
the customer.

Considerable progress continued to be made in
2001–02, particularly on the first, second and
third opportunities. Examples of the
Department’s leadership role included agreement
by Commonwealth and State Health Ministers to
establish a new National Blood Authority to
improve Australia’s capacity to provide a safe and
secure blood supply, closer collaboration with the
States and Territories to increase the capacity of
the nation’s health workforce planning and
training infrastructure, and further development
of the National Tobacco Campaign.

Improvements in the management of
information, knowledge and technology were
also advanced in several areas by continued
development of the health information agenda in
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close cooperation with the States and Territories
and major peak bodies. Examples of more
integrated funding included further refinement
to Medicare financing arrangements through
agreements with the medical profession,
pharmacy and States and Territories to provide
continued fiscal certainty, and developments in
Indigenous health, rural services, primary health
and community care, and private health
insurance gaps.

Progress continued to be made on the fourth
opportunity with the Department’s
communications and consumer support services
continuing to improve and the Department
organising a successful Search Conference in
Consumer Participation (February 2002) to
explore the future of consumer participation.

Management Opportunities
The plan also identified four opportunities to
improve the way the Department works:

• committing to an agreed and understood
direction;

• being more accountable and disciplined in
priority setting;

• more systematic and consistent ways of
assisting staff to reach their full potential;
and 

• building openness and cooperation in the
Department.

Progress continued to be made in all these areas
over the past year.

The establishment of the Business Group
enhanced the capacity of the Department to
develop a more robust financial and corporate
management framework to ensure greater
accountability and provide a platform for
consolidating governance arrangements and
business planning initiatives across the Department.

The Department also improved mechanisms
in which staff can work with their managers to
identify development needs, which builds upon
the Performance Development Scheme (PDS).
The PDS offers increased training and
development opportunities and closer
involvement of supervisors in performance
feedback and career planning.The National Staff

Participation Forum, supported at local levels by
staff consultative forums, continued to operate
well as a means of promoting dialogue between
staff and management.

Other Plans
Other plans and instructions complement the
Corporate Plan, including:

• the Portfolio Budget Statements (PBS) set
out the Outcome and Output targets—in
effect they focus on ‘what’ is to be achieved
while the Corporate Plan focuses on ‘why’
and ‘how’;

• the Risk Management Guidelines identify
the high level risks faced by the Department
and the main strategies for improvement or
prevention;

• the Financial Management Framework
includes the Chief Executive Instructions,
Procedural Rules, adherence to the
provisions of the Financial Management Act
1997, delegations and financial management
governance arrangements;

• the People Management Framework sets
out corporate strategies to ensure the right
skills in the right place at the right time, a
flexible and quality work environment and
an achievement orientated culture;

• the Information Management Plan outlines
the key strategic goals for information
management in the Department, and the
plans for meeting them. It focuses on the
emerging issues, and the strategies which
will be developed to address these, in the
areas of information policy, statistical data
and research, and corporate information;
and

• the Communication Framework sets down
principles for effective internal and external
communications.

Business Units in the Department prepare
business plans annually which are linked to the
Corporate Plan and the PBS, with regular reports
on achievement against the plans. Performance
agreements for individuals are also linked to
these business plans.
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Service charters
The Department’s Corporate Plan includes
service principles to inform the development of
service charters, contractual arrangements that
deliver services on the Department’s behalf and
agreements with the States and Territories on the
delivery of services.This approach recognises that
the Department’s role is primarily in developing
policy and funding health and ageing services,
rather than in the direct delivery of services.

Staffing and related
resource management
Staffing
As at 30 June 2002, the Department employed
3,771 staff in Central, State and Territory Offices.
Of these, 2,941 worked in Central Office in
Canberra (including all Therapeutic Goods
Administration staff), and 830 worked in State
and Territory Offices. Details of the classification
and gender balance of the Department’s staff are
set out in Appendix 3.

Staff turnover during 2001–02 continued to
place increasing pressures on the Department.
This was recognised as a major risk for capability
across the organisation and resulted in a focus on
workforce planning at a departmental level to
address this challenge.

Staff employed by the Department have a
wide range of skills, qualifications and
experience, including expertise in the areas of
science, medicine, nursing, economics/health
economics, public health, community services
and people management. In addition to good
generic skills and qualifications, the Department
also has a requirement for particular professional
and technical expertise.Work units have
identified requirements essential for meeting
performance outcomes of the departmental
programs, and these are supplemented by the
core skills of the Performance Development
Scheme (PDS).

The Department has a successful graduate
recruitment program, ensuring the recruitment
of high quality graduates as trainees with the aim

of positioning the Department well for its future
requirements.

During 2001–02 the Department recruited a
total of 79 staff through the graduate program.
The Department has also continued its
participation in the Indigenous Cadetship
program, with seven cadets recruited during
2001–02, an increase from four recruited the
previous year.The Indigenous Staff Network,
established in 1999–2000 to support these staff,
continued to operate successfully.

Work continued on key human resource tasks
that were identified for implementation in the
Certified Agreement 2000.The review of the
PDS has been completed and aims to ensure
more consistency, build in career planning, and
provide simplification of associated guidelines
and forms. Other activities included the Job
Level Description and Evaluation Project, aiming
to provide consistency of work level standards;
workforce planning; and assessment of leadership
and manager learning and development activities.

The Department increased awareness of the
commitment to balancing the work and life
commitments of staff through the Health and
Life Strategy.The Health and Life intranet site
provides a range of information on issues such
as guidance on flexible work, employee
assistance, diversity, a Health and Life
checklist, current initiatives and details of
‘things to do’ both at work and outside the
workplace.The Home Based Work Guidelines
have also been reviewed and updated, making
options more easily understood, more flexible
and better aligned to staff and departmental
needs.

Training, Development and Awards
The Department provides a program of training
courses aligned to the nine core departmental
skills outlined in the PDS. Courses are advertised
to staff through the Learning and Development
Planner and monthly Fact Sheets.The Planner
enables individuals to select training courses that
meet the development needs they have identified
with their manager through the PDS. Courses are
advertised on the Intranet together with additional
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suggestions for on-the-job learning and
development activities. Evaluations are completed
on all courses to ensure continual improvement
and the feedback from staff is positive.

The Learning and Development Planner also
identifies a number of courses that specifically
meet the needs of staff who are new to the
Department.These courses are promoted
through the Orientation Program that provides
information about the Department’s role,
structure, working arrangements and conditions
of service.

The Department continues to support staff to
gain formal qualifications through access to
Development Awards, the Corporate
Postgraduate Public Health Program and the
Studybank Scheme.The Studybank Scheme has
been under review, as recommended in the
Certified Agreement 2000, to ensure it meets the
strategic needs of the Department and the
learning and development needs of staff. Further
details about the Department’s awards and
recognition scheme are set out at Appendix 3.

Australian Workplace Agreements
Australian Workplace Agreements (AWAs) have
been offered to all SES Officers, Medical
Officers, Executive Level 2 and selected
Executive Level 1 staff in the State and Territory
Offices.The Department’s ability to attract and
retain high calibre senior staff has improved
through the use of these agreements, especially
where the Department requires specialist skills
and knowledge not easily obtainable from the
general labour market.

AWAs included a range of initiatives aimed at
retaining and attracting quality staff.The main
features of AWA’s in the Department included:

• SES and equivalent staff: general conditions
of service including performance payments,
salary advancement, provision of vehicle,
travel and special annual leave bank; and

• Executive Level 2 and equivalent staff:
performance payments, attraction/retention
allowance, and an annual skills allowance or
professional development allowance for
professional staff.

While the benefits of AWA’s lie in their
flexibility, the Department is also conscious of
possible inconsistency.The discretion available
therefore is managed very closely, with variations
from standard pay and conditions for individuals
subject to the specific approval of the Executive.
Further details about AWA’s and performance-
based payments are set out at Appendix 3 and 5.

The Department’s Certified Agreement
The Department’s Certified Agreement 2000
contained a number of recommendations for
reviews.These included a commitment to review
the PDS, Studybank and Home Based Work.The
change to the standard working day, to allow for
an official Christmas/New Year closedown of the
Department without staff having to use their
own leave entitlements, took effect in 2001.

The other main features of the Certified
Agreement include:

• salary increase of 3.6 per cent annualised
over 28 months;

• further refinement of the PDS with salary
advancement linked to PDS outcomes;

• flexible leave package;
• salary packaging;
• commitment to implement a Work and Life

Strategy within the life of the Agreement;
• Fair Treatment System; and
• commitment to develop departmental work

level standards and evaluate positions against
these standards.

Further details of the Department’s Certified
Agreement are set out in Appendix 5.

Negotiations for the third Certified
Agreement for the Department commenced in
April 2002, and it is expected to be ready for a
staff vote in October 2002.

Competitive Tendering and Contracting
The Corporate Activities Review (CAR) is a
three-phase program of functional review and
market testing, resulting from the Government
decision of November 1999 to market-test
departmental activities.The CAR program is also
a component of the Department’s overall
response to the outcomes of the Output Pricing
Review process.
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During 2001–02, action commenced to re-
engineer specific functions in the financial
management and people management areas prior
to consideration of an approach to market
testing. Market testing commenced for office
services and property management services, with
a decision expected on future delivery of these
services in early 2002–03.

Purchasing
The Department complies with all relevant
government purchasing policies and principles,
including the Commonwealth Procurement
Guidelines, and maintains accountability through
financial delegations.The Department maintains
Chief Executive Instructions (CEIs), which carry
the force of law and outline the mandatory
requirements within which all staff must work,
and Procedural Rules (PRs), which expand upon
the CEIs by setting out the more detailed day-
to-day operational requirements.The CEIs and
PRs ensure full accountability and adequate
controls are in place and promotes the effective,
efficient and ethical use of resources within the
Department.

The majority of purchases by the Department
are made through the calling of quotations
and/or tenders. Period contracts have also been
put in place, for example, for stores and
stationery, travel and paper copy supplies.The
Department complies with Commonwealth
Procurement Guidelines by notifying the details
of purchasing arrangements, where set criteria are
met, in the Purchasing and Disposals Gazette, and
meets other reporting obligations on an as
required basis.

The Department has purchaser provider
arrangements with several Commonwealth
agencies external to the Portfolio.This includes
relationships with The Australian Bureau of
Statistics, Centrelink, the Department of Veterans’
Affairs and the Office of the Privacy
Commissioner. Resourcing and performance
against outcomes and outputs for these
arrangements are included within the Outcome
Performance Reports in Part 2.

Assets Management 
The Department places a strong emphasis on the
management of assets, particularly with regard to
whole of life asset management and clearly
outlining staff responsibilities in this process.
Policies exist within the CEIs for inventory, fixed
assets, software, fitout, revaluation, and
depreciation.The CEIs also incorporates the
Department’s financial statement accounting
policy for assets. Stocktakes of recorded assets
occur each year to validate the existence of the
asset, provide feedback on the condition of the
asset and ensure location details are accurate.

The software asset register is monitored and
managed by IBM GSA under the terms of the
Service Agreement.The Department works with
IBM GSA in relation to issues such as licence
renewals, number of licences and ensuring
efficient use of each licence.The Department’s
IT security adviser also undertakes regular
software compliance audits.

External scrutiny 
Australian National Audit Office
(ANAO)
During 2001–02, the ANAO undertook a
number of audits involving the Department.
Included were audits specific to the Department,
cross-agency audits where the Department was
included and other audits where the Department
was not directly involved but where
recommendations were targeted at all agencies.

Audits specific to the Department were:
• Control Structures as part of the Audit of

Financial Statement of Major
Commonwealth Entities for the Year Ending
30 June 2002 (Audit Report No. 67).
The ANAO found that the control
frameworks and internal controls were
considered to be operating satisfactorily.

However, the ANAO noted that there are
a number of areas requiring further
improvement relating to business
resumption planning, monitoring of funding
agreements and payment processing.
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On the issue of Business Resumption
Planning the Department has commenced
work on a risk analysis and the subsequent
framework for business continuity planning
that will incorporate the issues raised by the
ANAO.

The Department has taken steps to
make progressive improvements in
accountabilities and controls in relation to
the two issues identified by the ANAO
dealing with the monitoring of funding
agreements and payment processing.

• A Preliminary Examination into the
Allocation of Grant Funding for the Co-
Location of National General Practice
Organisations (Audit Report No. 50).

The report found that the transfer of
funds between outcomes was effected
through the Additional Estimates Bill and
supported by disclosure in the related
Portfolio Additional Estimates Statements
2001–02.

The report noted that there was some
uncertainty in the guidelines issued by
Cabinet in relation to the transfer of funds
between outcomes.The report found no
indication that the contract between Royal
Australian College of General Practitioners
and the Hon Dr Wooldridge constituted a
conflict of interest.

The report also noted that the
Department could enhance the standard of
its documentation relating to the
development of policy measures.

The Department is committed to
improving its recordkeeping processes and is
progressing a number of strategies and staff
education programs to further strengthen its
governance and accountability framework
for recordkeeping policy and practice.

• Administration of the 30 Per Cent Private
Health Insurance Rebate (Audit Report
No. 47).

The ANAO undertook an audit of the
effectiveness of Commonwealth

Government administration of the private
health insurance rebate.Agencies included
were the Health Insurance Commission
(HIC), the Australian Taxation Office, the
Department of Finance and Administration,
Treasury and the Department of Health and
Ageing (Health).

The audit report made six
recommendations, of which two related
directly to the Department.The first
recommended that Health review its budget
estimates approach with a view to
effectively utilising available data relating to
private health insurance premiums growth
and participation.The second recommended
that Health and HIC develop clear
performance indicators and standards in
relation to the private health insurance
rebate payment accuracy by HIC.The
Department agreed with both
recommendations, noting in relation to the
second recommendation that it would
incorporate some high level performance
indicators on administrative accuracy into its
strategic agreement and regular reporting
arrangements with the HIC.

• Home and Community Care Follow-up
Audit (Audit Report No. 32).
The ANAO undertook a follow-up audit of
the Home and Community Care Program,
following on from an audit in 2000.The
audit was conducted to form an opinion on
the extent to which Health has
implemented the nine recommendations
from Audit Report No. 36, 1999–2000.

The ANAO found that Health has
made satisfactory progress against the nine
recommendations of Audit Report No. 36,
1999–2000, with five recommendations
having being implemented, and four in the
process of implementation.

• Audits of the Financial Statements of
Commonwealth Entities for the Period
Ended 30 June 2001 (Audit Report No. 29).
The ANAO noted in relation to Therapeutic
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Goods Administration that there were
incompatible functions with respect to the
segregation of duties relating to assets.

The Department noted that the ANAO
found no irregularities in its 100 per cent
testing.The Department also noted that
TGA already had quality assurance reviews
in place for accounts payable.These reviews
were to be extended to include purchasing
and access controls in the TGA financial
information management system to address
separation of duties.

Across Agency Audits where the Department
was included:

• Management of Learning and Development
in the Australian Public Service (Audit
Report No. 64);

• Senate Order of 20 June 2001 (February
2002) (Audit Report No. 33);

• Accounts Receivable (Audit Report No. 25);
• Performance Information in Portfolio

Budget Statements (Audit Report No. 18);
• Agencies’ Oversight of Works Australia

Client Advances (Audit Report No. 15);
• Internet Security within Commonwealth

Government Agencies (Audit Report No. 13);
• Selection, Implementation and Management

of Financial Management Information
Systems in Commonwealth Agencies (Audit
Report No. 12);

• Management of Bank Accounts by Agencies
(Audit Report No. 10); and

• Parliamentarians’ Entitlements: 1999–2000
(Audit Report No. 5).

Across Agency Audits where the
recommendations, conclusions or opportunities
were targeted at all agencies:

• Benchmarking the Finance Functions
Follow-up Report (Audit Report No. 62);

• Managing People for Business Outcomes
(Audit Report No. 61);

• Good and Services Tax Administration by

Commonwealth Organisations (Audit
Report No. 53);

• Internal Budgeting (Audit Report No. 52);
• Recordkeeping (Audit Report No. 45);
• Benchmarking Implementation and

Production Cost of Financial Management
Information Systems (Audit Report No. 36);

• Management of Travel—Use of Taxis (Audit
Report No. 34);

• An Analysis of the Chief Financial Officer
Function in Commonwealth Organisations
(Audit Report No. 28);

• Agency Management of Software Licensing
(Audit Report No. 27);

• Personnel Security—Management of
Security Clearances (Audit Report No. 22);

• Payroll Management (Audit Report No.
19); and

• Disposal of Infrastructure, Plant and
Equipment (Audit Report No. 8).

(Details of the above reports, including responses to the
recommendations where the Department was involved in the audit,
can be found at the ANAO website at <www.anao.gov.au>).

Other enquiries regarding the reports should be directed to the
Assistant Secretary,Audit and Fraud Control Branch, in the
Department.

Joint Committee of Public Accounts and
Audit (JCPAA) 
During 2001–02 the Department was not required
to attend any hearings of the JCPAA.The
Department was requested by the JCPAA to
provide a response to Recommendation 6 of
JCPAA Report 378, Commonwealth Management
and Regulation of Plasma Fractionation.This
recommendation required the Department’s Audit
Committee to conduct regular audits of the
Therapeutic Goods Administration (TGA), and
provide to the JCPAA a status report on the
effectiveness of the TGA’s implementation of its
auditing program of the CSL’s compliance with the
Code of Good Manufacturing Practice.This
response was provided to the JCPAA in line with
their requirements.
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Other Parliamentary Scrutiny
The Department appeared before the Senate
Community Affairs Legislation Committee
(Senate Estimates) on two occasions during the
year for a total of three days. It also gave
evidence and/or made submission to a number
of Parliamentary Committees including:

• Senate Select Committee on
Superannuation;
– inquiry into superannuation and

standards of living in retirement.
• Senate Community Affairs References

Committee;
– inquiry into nursing.

• Senate Community Affairs Legislation
Committee;
– Alcohol Education and Rehabilitation

Account Bill 2001.
• Senate Finance and Public Administration

References Committee;
– inquiry into recruitment and training in

the Australian Public Service (APS).
• Joint Standing Committee on Treaties;

– proposed treaty to amend an existing
agreement with New Zealand on joint
standards.

• House of Representatives Standing
Committee on Ageing;
– inquiry into long term strategies to

address the ageing of the Australian
population over the next 40 years.

• House of Representatives Standing
Committee on Family and Community
Affairs;
– inquiry into substance abuse in

Australian communities.
In addition the Department had a significant
workload of Parliamentary Questions with a
combined total of 123 questions received on
notice from the House of Representatives and
the Senate and a total of 468 questions from the
two Senate Estimates Hearings.

Freedom of Information
The Department received 104 requests for access
to documents during 2001–02, with no
significant increase from the previous reporting
year. One hundred requests were finalised, which
included the finalisation of the 21 requests that
were current as at 30 June 2001.Twenty-five
requests remained current as at 30 June 2002.

Forty per cent of all requests received were
seeking access to documents held by the
Therapeutic Goods Administration, 24 per cent of
requests sought access to documents (primarily
relating to aged care) held by State and Territory
Offices, and 13 per cent of requests were for
documents relating to issues dealt with by the
Health Access and Financing Division.The
remaining 23 per cent of requests were dealt with
by a number of areas across the Department.

In addition, the Minister for Health and
Ageing received two requests, which were
finalised as at 30 June 2002.

The Department submitted quarterly and
annual returns of operations under the FOI Act
for the purposes of the Attorney-General’s report
to Parliament under section 93 of the FOI Act.
For further details regarding Freedom of
Information please refer to Appendix 8.

Ombudsman 
In 2001–02 the Commonwealth Ombudsman’s
office received 73 new complaints about the
Department of Health and Ageing.1 The number
of complaints that were closed was 78, covering
87 separate issues.Three issues were withdrawn
by the complainant, or lapsed.

Of the 26 issues which proceeded to
investigation, an agency defect was identified in 3
cases, no apparent agency defect was identified in
11 cases, in 5 cases a conclusion was not reached
and in 7 cases the Ombudsman exercised
discretion not to investigate.
(Information on the role of the Commonwealth Ombudsman 
can be obtained from the Ombudsman’s website at
<www.ombudsman.gov.au>).
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Judicial decisions and decisions of
Administrative Tribunals that have had, or
may have, a significant impact on the
operations of the Department

Three applications for internal review were
current as at 30 June 2001. Eight requests for
internal review were received during 2001–02.
Of the ten internal review requests completed,
three reviews affirmed original decisions and
seven reviews gave greater access. One
application for internal review was current as at
30 June 2002.

Three appeals lodged with the Administrative
Appeals Tribunal were current at the beginning
of 2001–02 and had not been finalised as of 30
June 2001.There were two appeals submitted
during 2001–02, one of which is still current.

Internal scrutiny 
The primary responsibility for internal scrutiny
within the Department rests with the Audit and
Fraud Control Branch under the broad direction
of the Department’s Audit Committee.The goal
of the Branch is to promote and improve the
Department’s corporate governance
arrangements, through the conduct of audits and
investigations, and the provision of independent
high quality assurance and advice.

Key activities in 2001–02 included:
• undertaking a range of audits and reviews

relating to:
– grants and contract management;
– departmental control frameworks;
– departmental expenditure and

procurement activities;
– the Department’s regulatory role; and
– IT systems.

• the continued delivery of ethics awareness
sessions to staff across the Department;

• the ongoing provision of risk management
awareness sessions, and advice and assistance
to areas in relation to specific business risk
assessments; and

• the provision of fraud prevention and
investigation services and the maintenance
of the Department’s Fraud Control Plan.

Appendix 9 on internal scrutiny provides 
further details.
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The Department of Health and Ageing pursues
the achievement of the Portfolio outcomes in
association with a number of other agencies in
the Portfolio.These agencies, which are discussed
below, produce their own annual reports.

Outcome One:
Population Health And Safety

Australia New Zealand Food Authority 

The Australia New Zealand Food Authority
(ANZFA)1 was a statutory authority created under
the Australia New Zealand Food Authority Act 1991.2

It was based on a partnership between the
Commonwealth, State and Territory, and the New
Zealand governments. It was subject to the
Commonwealth Authorities and Companies Act 1997.

Function

ANZFA’s core function was to develop, vary or
review food standards, whether from application
from an outside body or on its own initiative.
Other functions included:

• coordinating the surveillance of food
available in Australia in consultation with
State and Territory Governments;

• conducting research and surveys in
consultation with State and Territory
Governments;

• coordinating the recall of food;
• setting policy on the assessment of

imported food;
• developing codes of practice;
• food safety education; and
• providing advice to the Minister on matters

related to food.

Internet

www.foodstandards.gov.au
www.foodstandards.govt.nz

Telephone

(02) 6271 2222

Australian Radiation Protection and
Nuclear Safety Agency 

The CEO of Australian Radiation Protection
and Nuclear Safety Agency (ARPANSA) is a
statutory office created under the Australian
Radiation Protection and Nuclear Safety Act 1998.
ARPANSA is a statutory agency under the
Public Service Act 1999. It is also designated as a
prescribed agency under the Financial
Management and Accountability Act 1997.

Function

• ARPANSA was established to protect the
health and safety of people, and to protect
the environment, from the harmful effects
of radiation.

• ARPANSA is responsible for licensing and
regulating all radiation and nuclear activities
undertaken by Commonwealth entities,
including some time critical projects such
as the operation and (eventual)
decommissioning of specific reactors and
the possible establishment and operation of
an intermediate level radioactive waste
store, low level waste repository and a
replacement research reactor.

• ARPANSA is also responsible for providing
community education, policy advice to
Government, developing standards,
guidelines and codes of practice, research
and monitoring and surveillance activities.
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Internet

www.arpansa.gov.au

Telephone

(02) 9545 8333

Outcome Two:
Access to Medicare

Health Insurance Commission  

The Health Insurance Commission (HIC) is a
statutory authority created under the Health
Insurance Commission Act 1973. HIC reports to a
Board and is subject to the Commonwealth
Authorities and Companies Act 1997.

As a decentralised organisation, HIC operates
from 226 Medicare offices, and from state offices,
processing centres, and a national office in
Canberra. HIC employs around 4,000 staff and
processes payments of over $14 billion annually.

Function

HIC administers:
• Medicare;
• the Pharmaceutical Benefits Scheme;
• the Australian Childhood Immunisation

Register;
• the Australian Organ Donor Register;
• the Private Health Insurance

Rebate/Incentive Scheme;
• the Practice Incentive Scheme;
• the General Practice Immunisation

Incentives;
• the Hearing Services voucher system;
• the Compensation Recovery Scheme; and
• the Veterans’Treatment Accounts.

In each of these programs, HIC processes and
pays claims and benefits and records data. HIC
also participates in the operation of the Family
Assistance Office in conjunction with Centrelink
and the Australian Taxation Office.

HIC is increasingly making information
available to help indicate Australian health
patterns and trends, and enable health
professionals and consumers to base their
decisions on better information and evidence.

HIC is also responsible for preventing and
detecting the occurrence of fraud and
inappropriate servicing within Medicare and the
Pharmaceutical Benefits Scheme.Through a
Strategic Partnership Agreement, HIC and the
Department of Health and Ageing work together
to achieve the Government’s health policy
objectives.

Internet

www.hic.gov.au

Telephone

(02) 6124 6333

Professional Services Review Scheme 

The Professional Services Review Scheme (PSR)
was established under the Health Insurance Act
1973.The Director of Professional Services
Review is an independent statutory officer
appointed by the Minister for Health and Ageing
with the agreement of the Australian Medical
Association.The PSR was established as a
prescribed authority to assist the Director to carry
out those functions. It is subject to the Financial
Management and Accountability Act 1997.

Function

The Professional Services Review Scheme permits
the examination of a health practitioner’s conduct
to ascertain whether or not the practitioner has
practised inappropriately in relation to services
that attract Medicare (or Pharmaceutical) benefits.
It covers services provided and/or initiated by
medical and dental practitioners and optometrists,
and medical services initiated by chiropractors,
physiotherapists, and podiatrists.The Health
Insurance Commission (HIC) refers health care
practitioners suspected of inappropriate practice to
the Director.

The Director investigates the referrals and may
inquire into services and conduct not specifically
included in the HIC’s reasons for referral.After
investigation, the Director may dismiss a referral,
negotiate an agreement, or establish a committee
of peers to review the practitioner’s conduct.
If a committee finds inappropriate practice, the
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Determining Authority (DA) comprising three
independent persons, decides the sanctions to be
imposed.The DA must ratify any negotiated
agreement between the Director and practitioner
under review, for it to become effective.

Internet

www.psr.gov.au

Telephone

(02) 6281 9100

Outcome Three:
Enhanced Quality of Life for Older
Australians

Aged Care Standards and Accreditation
Agency Ltd 

The Aged Care Standards and Accreditation
Agency Ltd was established as a wholly owned
Commonwealth company limited by guarantee,
and incorporated under the Corporations Law in
October 1997. It is subject to the Commonwealth
Authorities and Companies Act 1977.

Function

Under the Aged Care Act 1997 it is a requirement
for all aged care homes to meet an accreditation
requirement to be eligible to receive residential
care subsidy.While residential care subsidy is paid
by the Department of Health and Ageing, it is
the Aged Care Standards and Accreditation
Agency that decides whether or not to accredit a
home.

The main functions of the Agency are to:
• manage the residential aged care

accreditation process using the Accreditation
Standards;

• promote high quality care and help industry
to improve service quality by identifying
best practice and providing information,
education and training to industry;

• monitor ongoing compliance within the
Accreditation Standards; and

• liaise with the Department about homes
that do not meet the Standards.

Internet

www.accreditation.aust.com

Telephone

(02) 9633 1711

Outcome Eight:
Choice Through Private Health

Private Health Insurance Administration
Council 

The Private Health Insurance Administration
Council (PHIAC) is a statutory authority,
established under the National Health Act 1953.
It is subject to the Commonwealth Authorities
and Companies Act 1997.

Function

The main functions and powers of the Council
are to:

• develop, implement, and monitor
compliance with the solvency and capital
adequacy standards, to ensure that
Registered Health Benefits Organisations
(RHBOs) remain prudentially sound;

• administer the Health Benefits Reinsurance
Trust Fund;

• undertake the supervisory functions in
relation to RHBOs, including the
appointment of inspectors and
administrators;

• approve registration, de-registration and
merger of RHBOs;

• approve voluntary winding up of an
RHBO;

• collect and disseminate financial and
statistical data, including tabling of an annual
report to Parliament on the operations of
RHBOs; and

• levy RHBOs for the general administrative
costs of PHIAC and the Acute Care
Advisory Committee and Simplified Billing
Agents.
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The Council collects and disseminates
information about private health insurance to
allow consumers to make informed choices
about the product.The Council also administers
registration of Simplified Billing Agents.

Internet

www.phiac.gov.au

Telephone

(02) 6215 7900

Private Health Insurance Ombudsman

The Private Health Insurance Ombudsman is a
statutory body established under Part VIC of 
the National Health Act 1953. It is subject to 
the Commonwealth Authorities and Companies 
Act 1997.

Function

The functions of the Ombudsman are to deal
with complaints made about private health
insurance arrangements, to make
recommendations to the Minister and the
Department of Health and Ageing about private
health insurance regulatory and industry practices
and to distribute the Private Patients’ Hospital
Charter.

Internet

www.phio.org.au

Telephone

(02) 9261 5855

Outcome Nine:
Health Investment

Australian Institute of Health and Welfare 

The Australian Institute of Health and Welfare
(AIHW) was established and operates under the
provisions of the Australian Institute of Health 
and Welfare Act 1987. It is subject to the
Commonwealth Authorities and Companies 
Act 1997.

Functions

The primary functions of the AIHW relate to
the collection and production of health-related
and welfare-related information and statistics.The
AIHW:

• identifies and meets the information needs
of governments and the community to
enable them to make informed decisions to
improve the health and welfare of
Australians;

• provides authoritative and timely
information and analysis to the
Commonwealth, State and Territory
governments and non-government clients
through the collection, analysis and
dissemination of national health, community
services and housing assistance data; and

• develops, maintains and promotes, in
conjunction with stakeholders, information
standards for health, community services and
housing assistance.

The Institute publishes the results of all of its
work.

Internet

www.aihw.gov.au

Telephone

(02) 6244 1000
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The following chart  reflects the management
structure in the Department’s Central Office as at
30 June 2002.

It notes the members of the Executive, First
Assistant Secretaries and other Senior Executive
Service officers.

The names of State and Territory Office
Managers are also included.
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Management structure chart

(Clockwise from top left): Mary Murnane,
Deputy Secretary; Jane Halton, Department
Secretary; Professor Richard Smallwood, Chief
Medical Officer; and Louise Morauta,Acting
Deputy Secretary.
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Budget
Ms Virginia Hart
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Mr James Jordan
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International

Mr Tony Kingdon

Health
Information
Policy and
Projects

Mr Paul Fitzgerald

Medical Director
and Deputy

Chief Medical
Officer

Prof John
Mathews
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and Health
Promotion
Ms Sue Kerr
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Planning

Ms Marion Dunlop

Senior Medical
Advisor

Dr Judith Straton
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Protection

Mr Greg Sam

Preventive
Services and
Food Policy

Ms Judy Blazow

Medicare
Benefits

Mr Raino Perring
A/g

MO5
Dr Jane Cook

Pharmaceutical
Benefits 

Mr Brett Lennon

Medical
Indemnity
Taskforce

Ms Sarah Byrne

Financing and
Analysis

Mr Terry Barnes
A/g

Diagnostics and
Technology
Mr Alan Keith

Better
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Management
Systems

Implementation
Taskforce

Ms Jenny Badham
A/g

Pharmaceutical
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Quality
Mr Allan Rennie

MO5
Dr John Primrose

AHCA Taskforce
Mr Ian Bigg A/g

Acute & 
Co-ordinated

Care
Mr Peter

Broadhead

Mental Health
and Special
Programs

Mr Dermot Casey 

General Practice
Ms Leonie Smith

MO5
Dr Peter MacIsaac

Blood and
Organ Donation

Taskforce
Mr Peter DeGraaff

GP Strategic
Development

Unit
Dr Rob Pegram

Office of Rural
Health

Mr Richard Eccles

Centre for
Health Advice,

Policy and
Ethics

Ms Cathy Clutton
A/g

Centre for
Research

Management
Ms Suzanne
Northcott

Executive
Support

Mr Michel Lok

Senior Medical
Advisor

Dr Alex Proudfoot

COAG
Implementation

Taskforce
Dr Clive Morris

Health Capacity
Development
Ms Christianna

Cobbold

Private Health
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Ms Perry Sperling

Priorities and
Quality

Dr Vin McLoughlin

Executive

Secretary—Ms Jane Halton

Chief Medical Officer—Prof Richard Smallwood

Deputy Secretary—Ms Mary Murnane

Deputy Secretary—Dr Louise Morauta A/g

Central Office management structure chart, 30 June 2002

Health Health
Portfolio Population Access and Health Industry and

Strategies Health Financing Services Investment 
Division Division Division Division NHMRC Division

Mr David Mr Ross Mr Charles Mr Andrew Prof Alan Mr Robert 

Webster O’Donoughue Maskell-Knight A/g Stuart Pettigrew Wells

Chief Executive Officer
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All Outcomes : Financial Resources Summary

Actual Budget Estimate
2001/2002 2001/2002 

$'000 $'000

Administered

Outcome 1—Population Health and Safety 378,573 386,653 
Outcome 2—Access to Medicare 19,460,209 19,765,558 
Outcome 3—Enhanced Quality of Life for Older Australians 4,657,342 4,906,674 
Outcome 4—Quality Health Care 745,976 815,394 
Outcome 5—Rural Health 103,473 104,226 
Outcome 6—Hearing Services 161,908 158,105 
Outcome 7—Aboriginal Health and Torres Strait Islander Health 201,721 199,936 
Outcome 8—Choice Through Private Health 1,986,120 1,964,822 
Outcome 9—Health Investment 312,406 345,398 
Total Administered Expenses 28,007,728 28,646,766 

Departmental

Revenue from Government 707,521 709,957 
Revenue from Other Sources 61,082 52,927 
Total Price of Outputs 768,603 762,884 

Total Price of Outputs and Administered Expenses 28,776,331 30,172,534 
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Reconciliation of Outcomes and Appropriation Elements 2001-02

Total 
Appropriation Appropriation Special Administered Departmental Annotated Total 
Bill No 1 & 3 Bill No 2 & 4 Appropriation Expenses Outputs   Appropriation Outcomes 

Outcome $'000 $'001 $'000 $'000 $'000 $'000 $'000

1 113,493 169,989 95,091 378,573 59,532 51,281 489,386 
2 390,524 80,296 18,989,389 19,460,209 419,346 2,285 19,881,840
3 187,879 659,217 3,810,246 4,657,342 95,583 2,728 4,755,653 
4 361,414 82,919 301,643 745,976 45,430 1,028 792,434
5 103,473 -  -  103,473 10,783 226 114,482 
6 161,908 -  -  161,908 9,966 183 172,057
7 201,721 -  -  201,721 21,988 449 224,158
8 8,920 -  1,977,200 1,986,120 14,239 856 2,001,215
9 302,406 10,000 -  312,406 30,654 2,046 345,106 

TOTAL 1,831,738 1,002,421 25,173,569 28,007,728 707,521 61,082 28,776,331 
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The overall health and wellbeing of Australians can
be determined and influenced by various factors
such as political and cultural climates, standards of
living, the economy and the environment.

In 2001–02, the Department continued its
efforts to improve the health status of Australians
by: collaborating with providers, health
professionals, industry, governments and consumers
to promote healthy living; communicating
information about health and ageing services;
managing the Commonwealth’s health and ageing
programs to ensure the provision of quality, cost-
effective care; and safeguarding health and equity
through regulation.

The Department’s success in improving the
health status of Australians is, in part, reflected by
the achievement of the following four targets
which are measured every two years by the
Australian Institute of Health and Welfare.

Continued improvements in life
expectancy for both males and
females over time
Australia’s life expectancy rates have steadily
increased over the last one hundred years.
During the period 1901 to 1910, the life
expectancy rate for females was 58.8 years and
55.2 for males. In 2000, a baby girl born in
Australia could expect to live to 821 years, whilst
a baby boy could expect to live to 76.6 years.
These are increases of 23.2 expected years for
females and 21.4 years for males.

Australians are amongst the most long lived
people. Our life expectancy rates are comparable
to France, Sweden and Switzerland, where the
average age is 82.3 for females and 76.4 for
males, and higher than those of New Zealand,

the United Kingdom and the United States of
America, which average 80 years for females and
74.8 years for males.

Further reductions in infant mortality
rates over time
Australia’s infant mortality rate has steadily
declined over time. In 1901 the rate of death per
1,000 live births in Australia was 103.6.This
number fell to 19.5 in 1961. By 2000 there were
only 5.2 deaths per 1,000 live births.

Reductions in infant mortality can be
attributed to the success of preventive health
measures and public health programs which aim
to improve life expectancy such as the improved
care of pre-term and very low birthweight
babies and the national prevention campaign for
Sudden Infant Death Syndrome.

Our infant mortality rates are comparable to
countries such as Canada (5.3), Denmark (5.3)
and New Zealand (5.4).Although Australian
babies now have a better chance of survival than
before, the experiences of countries such as
Iceland (3.0), Japan (3.2) and Sweden (3.4),
suggest that further improvements are possible.

Additional improvements in disability
adjusted life expectancy (DALE) 
over time
As Australians live into their seventies and
beyond, it is expected that some of these later
years will be spent with some form of disability
restricting the performance of a normal range of
activities.

In 1999 the disability adjusted life expectancy
(DALE) rate, or expected years of life free of
disability, was 73.2 years for Australians.This figure
remained stable in 2000, ranking Australia second
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Figure 1: Life expectancy at birth, selected countries, 2000

Table 1: Life expectancy (years) at selected ages, 1901 to 1998-2000
At birth At age 15 At age 65

Year Males Females Males Females Males Females

ANNUAL AVERAGES

1901-10 55.2 58.8 49.0 51.9 11.3 12.9

1920-22 59.2 63.3 51.4 54.6 12.0 13.6

1946-48 66.1 70.6 54.3 58.3 12.3 14.4

1960-62 67.9 74.2 55.1 61.0 12.5 15.7

1980-82 71.2 78.3 57.4 64.3 13.8 18.0

ANNUAL RATES

1990 73.9 80.1 59.8 65.8 15.2 19.0

1991 74.4 80.4 60.2 66.0 15.4 19.1

1992 74.5 80.4 60.3 66.1 15.4 19.2

1993 75.0 80.9 60.8 66.5 15.7 19.5

1994 75.0 80.9 60.8 67.0 15.7 19.7

1994–1996(a) 75.2 81.1 60.9 66.7 15.8 19.6

1995–1997(a) 75.6 81.3 61.3 66.9 16.1 19.8

1996–1998(a) 75.9 81.5 61.5 67.1 16.3 20.0

1998–2000(a) 76.6 82.0 62.2 67.6 16.8 20.4

(a) The methodology used to calculate this table has changed since 1995. Data on population and deaths averaged over 3 years are now used to
minimise year-to-year statistical variations.
Source: ABS Cat. No. 3302.0;ABS unpublished data cited in Australian Institute of Health and Welfare,Australia's health 2002, Canberra:
AIHW page 361



– 35 –

W
HO

LE
 O

F
PO

RT
FO

LIO

0 1 2 3 4 5 6 7 8 9

Iceland

Japan

Sweden

Czech Republic

Switzerland

Australia

Canada

Denmark

New Zealand

United Kingdom

Poland

Figure 2: Infant mortality per 1,000 live births, selected countries, 2000

Table 2: Infant mortality rates, States and Territories, selected years,
1901 to 2000 (per 1,000 live births)
Year NSW Vic Qld WA SA Tas ACT NT Australia

1901 103.7 102.9 101.9 128.9 100.1 89.0 (a) 62.5 103.6

1921 62.6 72.5 54.2 78.3 65.5 78.0 74.1 63.3 65.7

1941 43.8 36.2 39.1 35.3 32.5 49.0 16.4 83.3 39.7

1961 20.8 17.8 20.0 19.7 20.0 16.8 15.6 23.9 19.5

1981 10.2 9.3 10.4 8.9 8.0 12.3 8.9 23.5 10.0

1993 6.2 5.4 7.0 5.9 5.2 5.9 4.3 15.3 6.1

1994 6.3 5.1 6.2 5.6 4.7 7.5 4.7 11.3 5.9

1995 5.7 4.9 6.3 5.1 5.8 5.8 4.8 13.3 5.7

1996 5.8 5.0 6.4 6.5 4.9 4.5 5.7 11.5 5.8

1997 5.2 4.9 5.8 5.3 4.7 6.5 3.8 12.5 5.3

1998 4.3 4.7 6.4 5.0 4.0 5.7 6.0 12.4 5.0

1999 5.8 5.6 5.7 4.7 4.3 7.6 5.6 11.7 5.7

2000 5.2 4.5 6.2 4.3 4.6 5.8 4.2 11.7 5.2

(a) Part of New South Wales prior to 1911
Source:ABS Cat. No. 3302.0 cited in Australian Institute of Health and Welfare,Australia's health 2002, Canberra:AIHW page 358
AIHW page 361



after Japan (74.5) and ahead of countries such as
France (73.1), Sweden (73.0) and Spain (72.8).
Australia’s high ranking can be partly attributed to
the decline in smoking rates, leading to lower lung
cancer and heart problem rates.

Improved life expectancy, health
expectancy and infant mortality rates
for Aboriginal and Torres Strait
Islanders so they are comparable with
the general population

Although the overall health and wellbeing of
Australians is improving, the life expectancy and
infant mortality rates for Aboriginal and Torres
Strait Islanders are still behind those of the
general population. For example, life expectancy

rates at birth for Indigenous males and females in
2000 were 56 and 63 years respectively—
approximately twenty years less than life
expectancy rates for other Australians. In 1999
the infant mortality rate for Indigenous babies
was 14.1 per 1,000 live births, which is more
than double the rate for the total population.

The Department is committed to improving
the health status of Aboriginal and Torres Strait
Islander people.As the infrastructure and
resources for comprehensive and effective health
care are developed and key health issues and risk
factors are addressed, it is expected that, over
time, life expectancy and mortality rates for
Indigenous Australians will be comparable with
the general population.
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Table 3: Infant mortality rates, Indigenous and total Australian population:
1972–73 to 19991

Indigenous Population Total Population

Year South Western Northern Total Total 
Australia Australia Territory Indigenous2 Australia

(deaths per 1,000 live births)

1972–1973 – – 83.4 – 16.6

1974–1976 – – 52.8 – 14.7

1977–1979 – 25.8 55.9 – 12.0

1980–1982 – 25.1 34.9 – 10.3

1983–1985 – 25.1 33.5 – 9.6

1986–1988 19.5 24.1 32.2 – 8.7

1989–1991 19.5 – 25.1 – 7.8

1990–1992 20.7 – 25.9 – 7.4

1991–1993 20.2 16.3 27.4 – 6.7

1992–1994 16.0 18.0 25.4 – 6.3

1993–1995 13.7 18.0 22.2 – 5.9

1994–1996 12.1 20.6 18.9 – 5.8

1995–1997 12.4 18.6 22.4 – 5.6

1996–1998 8.5 18.2 23.8 – 5.4

1999 7.8 16.7 19.0 14.1 5.7

Notes:
1. Figures based on the latest available data
2. Reliable national data on Indigenous mortality rates was not available until 1999
Source:ABS, Deaths Australia: 1999, 1998 cited in Department of Health and Aged Care Chief Medical Officer's Report 2000–01,
page 67



Improved life expectancy, health
expectancy and infant mortality rates
for low income Australians so they
are comparable with the general
population

Research has shown that Australians from low
income backgrounds are susceptible to a health
status lower than that of the overall population,
which in turn impacts on their life expectancy,
health expectancy and infant mortality rates.

It has been found that socio-economically
disadvantaged people tend to smoke more,
participate less in physical activity and are more
overweight or obese than the general population,
all of which are risk factors for major health
conditions such as cardiovascular disease and
respiratory disease.2

The Department is committed to improving
the health of all Australians and has in place
programs that are designed to address the health
issues of all Australians.
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Outcome performance
report 
Outcome 1 is managed in the Department by the
Population Health Division and the Therapeutic
Goods Administration (TGA). Contribution to this
outcome is also made by the Department’s State
and Territory Offices.The outcome focuses on the
health of the whole population rather than the
health of an individual. Priorities for action in
Outcome 1 address the broad determinants of
health and ill health.This involves an emphasis on
prevention, multi-disciplinary investigations and
community partnerships.

The outcome also includes the Australia New
Zealand Food Authority (ANZFA)1 and the
Australian Radiation Protection and Nuclear
Safety Agency (ARPANSA).ANZFA and
ARPANSA produce their own annual reports.

For ease of reporting, the following separates
the performance of the activities managed by
the Population Health Division and that of the
activities managed by the TGA.

Population Health Division
Major Achievements

Increase in Immunisation Rates
The proportion of young children fully immunised
continued to increase under the National
Immunisation Program.At 30 June 2002, 90.2 per
cent of children aged 12–15 months (an increase
of 15.3 percentage points from March 1997) and
88.1 per cent of children aged 24–27 months (an
increase of 24.3 percentage points from June 1998)
were fully immunised.

Promotion and protection
of the health of all
Australians and

minimising the incidence
of preventable mortality,

illness, injury and
disability.

Outcome 1
Population health and safety

OU
TC

OM
E 1

1 On 1 July 2002 ANZFA became Food Standards Australia
New Zealand.



Immunisation of people aged 65 and over
through the Influenza Vaccine Program for
Older Australians, increased to 78 per cent in
2001 compared with 74 per cent in 2000 (an
increase of 4 percentage points).

Decrease in Mortality Rates from HIV/AIDS
Mortality rates from AIDS in Australia declined
by 30 per cent in 2000 and 2001, due mainly to
the availability and effectiveness of anti-retroviral
therapies.Australia’s success in maintaining
overall stability in response to HIV/AIDS has
been credited to our nationally coordinated
strategic approach.

Decrease in the Use of Illicit Drugs
Between 1998 and 2001, there was a significant
decrease in the proportion of the population
who used an illicit drug at least once in the past
12 months (recent use).The total proportion of
recent illicit drug users decreased from 22.0 per
cent in 1998 to 16.9 per cent in 2001.

Decrease in Tobacco Smoking
There was a significant decrease in the
proportion of the population who smoked
tobacco daily between 1998 and 2001, from
21.8 per cent in 1998 to 19.5 per cent in 2001.
This is one of the lowest rates of smoking in the
developed world, where smoking rates tend to
run between 20 per cent and 30 per cent.

Challenges
In the aftermath of September 11, 2001,
Australia had to respond to over 2,000 ‘white
powder’/anthrax hoaxes.This placed enormous
strain on the communicable disease surveillance
system and public health laboratory network and
has led to improvements in preparedness and
response capacity for bioterrorism or other
health emergency events.This experience has
also improved the coordination and coherence
of response procedures across health agencies.

Performance Indicators (Effectiveness Indicators)

Indicator 1:
Incidence, prevalence and
mortality rates of diseases or
conditions addressed in national
programs.

Target:
Reduction in the incidence, prevalence and mortality rates of
diseases or conditions addressed in national programs, especially in
relation to the agreed national health priority areas.2

Information source/reporting frequency:
Incidence
Data obtained from:

• National Notifiable Diseases Surveillance System;
• National Injury Surveillance Unit;
• Australian Institute of Health and Welfare;
• State and Territory collections; and
• Hospital Separations records.

Annual reporting.
Prevalence
Data obtained through a range of surveys.
Annual/intermittent reporting, dependent on survey timing.
Mortality
Data obtained from:

• Australian Bureau of Statistics;
• National Coronial Information Service;
• Australian Institute of Health and Welfare; and
• State and Territory registers.

Annual reporting.

2 The nationally agreed health priority areas are: cardiovascular health, cancer control, diabetes, mental health, asthma and injury
prevention and control.
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Indicator 3:
The adoption and effective
use of best practice
approaches, nationally
recommended screening and
immunisation policies, agreed
guidelines and participation
targets, across strategies.

Target:
Progress towards the effective use of best practice, recommended
policies and guidelines and the achievement of program targets.
Program guidelines and targets include, for example:

• 70% participation in breast screening amongst women aged
50–69 years;

• 95% coverage for childhood immunisation; and
• Increase in the percentage of older Australians immunised with

flu vaccine.

Information source/reporting frequency:
Data obtained from:

• State and Territory data registries;
• Jurisdiction reports against the Public Health Outcome

Funding Agreements; and
• Australian Childhood Immunisation Register.

Annual reporting.

Indicator 4:
Proportion of national
population health strategies
that take account of the needs
of specified high need groups
including regional and rural
Australians,Aboriginal and
Torres Strait Islander peoples,
people of lower
socioeconomic level and
people at risk for Hepatitis C
and HIV/AIDS.

Target:
100% of strategies take account of the needs of specified high needs
groups and report information where available.

Information source/reporting frequency:
Data obtained from:

• Analysis of national health strategy documentation;
• HIV/AIDS strategy reports; and
• Jurisdiction reports against the Public Health Outcome

Funding Agreements.
Annual reporting.

The Department’s performance against these indicators is discussed in the following outcome
summary. Specific references to these indicators are marked by footnote.

Indicator 2:
Knowledge, attitudes and
behaviour, in specific target
populations, in relation to
diseases and health risks
addressed through health
promotion and disease
prevention campaigns.

Target:
Improvements in knowledge, attitudes and behaviours, in specific
target populations, in relation to diseases and health risks addressed
through health promotion and disease prevention campaigns,
including smoking and illicit drug use, that will promote health and
prevent illness over time (2–5 years).

Information source/reporting frequency:
Commissioned surveys of knowledge, attitudes and behaviour.
Annual reporting.



Outcome summary—the
year in review
Australia is generally one of the healthiest
countries in the world3 but there are some major
threats to the health of the population. Diseases
that have been controlled can readily re-emerge
if we become complacent. National policy
leadership and action in population health
through innovative and responsive national
programs together with improved infrastructure
and capacity to respond, continue to be at the
forefront of Australia’s health system.

The past 150 years has seen major shifts in the
patterns of disease in Australia and other
developed countries. In the 19th and early 20th
centuries, the principal health problems were
communicable or infectious diseases such as
respiratory infections, diarrhoeal diseases, and
tuberculosis, together with high infant mortality.
These were largely controlled by traditional
public health measures and improvements in
living conditions, together with improvements in
medical care and development of specific
vaccines and as a result communicable (or
infectious) diseases are no longer the leading
contributors to the main burden of disease in
Australia.

In the mid to late 20th century a new set of
health problems began to emerge with new
infectious diseases such as HIV/AIDS and the
rise in non-communicable diseases such as heart
disease and cancer.Australia responded quickly
with a comprehensive public health approach
and has continued to maintain efforts. Due to the
success of the control measures,Australia is well
placed to respond to the emerging challenges
being posed by changing domestic and
international HIV/AIDS epidemics.

At the start of the 21st century Australia faces
the threat of emerging new diseases such as TSEs
(transmissible spongiform encephalopathies).
Misuse of antibiotics has also led to the
emergence of resistant strains of bacteria and

made serious infections more difficult to treat.
Australia also faces rising trends in the so-called
‘new morbidities’ which include substance
misuse and a variety of mental disorders
(including depression) and chronic diseases.These
chronic diseases include cardiovascular disease
(including heart disease, stroke and vascular
disease), various cancers and diabetes and
together they account for half of the current
disease burden in Australia.

Whilst chronic diseases are the most prevalent
and costly, they are also the most preventable of
all health problems.Approximately 40 per cent of
the total burden of disease can be attributed to
modifiable risk factors.These modifiable risk
factors include tobacco smoking, physical
inactivity, hypertension, overweight/obesity, poor
nutrition (for example inadequate fruit and
vegetables) and excessive alcohol intake and illicit
drug use.

A recent Organisation for Economic Co-
operation and Development (OECD) report noted
that Australia, along with the United States, was
one of the countries with the highest burdens of
heart disease and the highest levels of risk factors
for heart disease, particularly referring to body mass
index, an indicator of body weight4. Obesity is also
a major risk factor for diabetes.

The Department’s prevention activities have
been organised into three broad approaches over
the last twelve months to give greater clarity to
the functions and role of population health
measures but also to focus more clearly on:

• improving efforts in communicable disease
surveillance and management, including
responding to new and emerging diseases
such as TSEs; developing preparedness for
biosecurity threats; and enhancing food safety
and food borne illness surveillance; and

• improving efforts to respond to the huge
burden of chronic disease by addressing
common risk factors, particularly in areas
such as illicit drug use, tobacco smoking,
poor nutrition and physical inactivity.
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The three broad approaches to prevention are:
• health protection—this covers activities in

relation to prevention of communicable
diseases (primarily vaccine preventable
diseases, control and management of
HIV/AIDS, and other blood borne diseases
such as Hepatitis C), development of
standards and regulation in relation to food
safety and coordination of national effort to
reduce environmental health hazards;

• health promotion—is the action taken to
solve public health problems and is defined
as ‘a process of enabling people to increase
control over the determinants of health and
thereby to improve their health’. Health
promotion is based on an understanding of
the determinants of health and acts to
address these.A major focus of policies and
programs has been on illicit drug use and
tobacco smoking whilst developing
national agendas to address issues of poor
nutrition and physical inactivity and
development and promotion of national
guidelines on alcohol consumption. Other
areas of priority have been injury
prevention programs; and

• preventive services—these cover prevention
measures delivered by general practitioners
(GPs) or other primary health services to
individuals and include breast and cervical
cancer screening programs and family
planning services.

To support these activities the Department is
continuing to build evidence and knowledge
about the burden of disease, effectiveness of
interventions and their cost effectiveness
together with investment in workforce capacity
and skills.A major emphasis in the last twelve
months has been building better links between
research and policy development through
education and research training collaborations
and innovation, particularly in the Public Health
Education and Research Program.

Social marketing and communication
activities play an important role across all aspects

of prevention and have continued to inform and
support the development, implementation and
effectiveness of national programs particularly in
the areas of illicit drugs, tobacco cessation and
cancer screening activities.

Funding arrangements for population health
reflect the diverse roles of the Commonwealth,
State and Territory and local governments and,
in some cases, industry in the development and
delivery of prevention measures. Part of the
Department’s financial commitment to
population health is provided to the States and
Territories through the Public Health Outcome
Funding Agreements that run from 1999–2000
through to 2003–04.

Because of the need for concerted and
coordinated effort at the national level, and the
fact that States and Territories are responsible for
most public health/population health legislation
and service delivery, cooperative mechanisms
and collaborative structures are integral to
population health activities.The National Public
Health Partnership is a key vehicle for achieving
national coherence and cooperation in program
and policy development. Non government
agencies are part of these arrangements but
increasingly play new and different roles in
response to the need for greater innovation and
collaborative efforts. Important partnerships have
been built with the support of the Department
in the last twelve months such as the Australian
Chronic Disease Prevention Alliance, a network
of non-government organisations including the
Heart Foundation, the Stroke Foundation,
Diabetes Australia, the Cancer Council, and the
Kidney Foundation. Initial action of the Alliance
will focus on nutrition and physical activity.

Health Protection and Communicable
Disease Prevention

Immunisation5

Immunisation continues to be one of the world’s
most valuable medical interventions in reducing
mortality rates with a high degree of cost-
effectiveness.As part of the National
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Immunisation Program, the Department in
2001–02 provided $84.6 million to States and
Territories for the purchase of approximately
nine million doses of vaccine, which provided
protection against nine vaccine preventable
diseases. It also provided $16.5 million for the
Australian Childhood Immunisation Register.

The Immunise Australia Program aims to
reduce the incidence of vaccine-preventable
disease and associated mortality and morbidity.
Achievements included:

• continued increases in the number of fully
immunised children.At 30 June 2001, 90.2
per cent of children aged 12–15 months (an
increase of 15.3 percentage points from
March 1997), and 88.1 per cent of children
aged 24–27 months (an increase of 24.3
percentage points since June 1998) were
fully immunised (refer to Figure 1.1);

• an increase of about four percentage points
(up from 74 per cent) in the number of
Australians aged 65 and over who were

vaccinated against influenza, in the fourth
year of the Influenza Vaccine Program for
Older Australians;

• progression of the National Q Fever
Management Program expansion to include
other population groups considered to be at
risk of Q fever. Q Fever is a vaccine-
preventable disease, which is an occupational
hazard for people working with cattle,
sheep, goats and kangaroos. It is a significant
cause of illness in meat process (abattoir)
workers.The program seeks to further
reduce the burden of disease associated with
Q Fever by targeting cattle and sheep
livestock farmers, dairy farmers and unpaid
family members of these groups;

• a National Pneumococcal Vaccination
Program that aims to reduce rates and
severity of pneumococcal disease in high
risk populations in Australia was introduced
in 2001.The Program provides access to
free pneumococcal conjugate vaccine for
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Figure 1.1: Proportion of children fully immunised—Australia
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groups considered at highest risk from
invasive pneumococcal disease.These groups
include:
– all Aboriginal and Torres Strait Islander

children aged up to 2 years;
– Aboriginal children in Central Australia

aged up to 5 years;
– non-Aboriginal children in Central

Australia aged up to 2 years; and
– all children under 5 years of age with

medical risk factors that predispose them
to high rates or high severity of
pneumococcal infection; and

• the Commonwealth Government is
working with States,Territories and
Indigenous communities to raise awareness
of the pneumococcal vaccine program and
ensure those targeted by the program have
access to the free vaccine.

HIV/AIDS and Hepatitis C Virus 6

Australia’s response to HIV/AIDS is highly
regarded internationally. In Australia the
incidence of HIV remains relatively stable, with
approximately 770 new diagnoses occurring in
2001.The cumulative total of HIV infections
nationally is estimated to be 18,854, and 12,730
people are currently living with HIV/AIDS in
Australia. Diagnoses of AIDS decreased to 178 in
2001, compared to 253 in 2000, and the number
of deaths resulting from AIDS has been
dramatically reduced by the introduction of anti-
retroviral therapies to Australia in 19967 (refer
Figure 1.2).

Hepatitis C Virus (HCV) is one of the most
common notifiable communicable diseases in
Australia. However, the number of cases of
people newly diagnosed with HCV between

– 45 –

OU
TC

OM
E1

0

500

1000

1500

2000

HIV diagnoses

AIDS diagnoses

Newly acquired HIV

1981 1983 1985 1987 1989 1991 1993 1995 1997 1999 2001

Figure 1.2: Number of diagnoses of HIV infection and AIDS in Australia  

6 Relates to Indicators 1, 2, and 3.
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1996–2000 remained relatively stable at between
approximately 18,000 and 22,000 per year. In
2000, there were 20,926 cases of people newly
diagnosed with HCV reported to the National
Notifiable Diseases Surveillance System8.

It is estimated that in 2001 there were around
210,000 people in Australia living with HCV. It
is projected that in 2020, between 320,000 and
840,000 people in Australia will be living with
HCV depending on the future patterns of
injecting drug use9.

The Return on Investment Study—Needle and
Syringe Programs in Australia was completed.The
study was funded as part of the Council of
Australian Governments (COAG) Illicit Drug
Diversion Package—Supporting Measures
Relating to Needle and Syringe Programs. Study
findings indicated that:

• Needle and Syringe Programs (NSPs) have
contributed significantly to the number of
cases of HIV and hepatitis C avoided.
Furthermore NSPs have caused a reduction
in the number of deaths from HIV, and to a
lesser extent hepatitis C;

• the average life expectancy among injecting
drug users has increased, particularly from
the avoidance of HIV;

• there has been an improvement in the
quality of life among injecting drug users
who would otherwise have contracted HIV
or hepatitis C; and

• estimates from the study indicated that:
– by the year 2000, approximately 25,000

HIV infections were prevented, with
approximately 4,500 HIV related deaths
prevented by 2010;

– by the year 2000, approximately 21,000
hepatitis C infections were prevented,
with approximately 90 hepatitis C
related deaths prevented by 2010 and
approximately 650 fewer people living
with cirrhosis; and

– net savings to Government from its
investment in NSPs over the lifetime of
cases of HIV and hepatitis C avoided is
approximately $2.402 billion.This savings
calculation discounts future cashflows
associated with the investment in the NSP
program and treatment costs avoided by an
agreed discount rate (5 per cent).

Transmissible Spongiform Encephalopathies
and Bovine Spongiform Encephalopathy10

To ensure Australia remains free from variant
Creutzfeldt-Jakob Disease—the human form of
bovine spongiform encephalopathy (BSE; also
known as ‘mad cow disease’)—preparedness
planning measures to address the population
health risk continued during the year. Other
achievements included risk analysis of the
accidental acquisition of transmissible spongiform
encephalopathy following ophthalmic surgery,
with further analysis being finalised in relation to
neural and general surgery.

To protect the health of the Australian
population from the spread of BSE from
overseas, a system of beef certification has been
introduced to ensure all beef and beef products
sold in Australia for human consumption are
sourced from BSE-free countries.

Biosecurity11

A major focus in 2001–02 has been the
enhancement of the Department’s ability to
respond to a biological or chemical emergency.
Departmental activities included building
national capacity by commencing negotiations
on the procurement of a pharmaceutical
stockpile for use in emergencies, coordination of
emergency management activities, and working
with the Australian Quarantine and Inspection
Service (AQIS) on human quarantine issues.
Other achievements included the management of
the health response to the ‘white powder’
incidents that occurred in late 2001.
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Communicable Disease Surveillance12

The Department has a national leadership and
coordination role for disease surveillance and
management, and national and international disease
control.Achievements in 2001–02 included:

• further development and implementation of
enhanced national surveillance on a number
of key diseases: hepatitis C virus infection,
tuberculosis, invasive pneumococcal
infection and arbovirus infection;

• further improvement of analysis,
interpretation and dissemination of
communicable disease surveillance data at the
national level through the Communicable
Diseases—Australia website and the
Communicable Diseases Intelligence;

• revision and development of national
notifiable disease definitions; and

• coordination and management of national
communicable disease outbreaks with State
and Territory health authorities, government
and non-government agencies, and
international organisations.

Food Policy13

The Department continued to work in
partnership with the Australia New Zealand
Food Authority (ANZFA)14.ANZFA’s
responsibility as an independent statutory
authority was to develop food standards in
accordance with the objectives, principles and
procedures in the Australia New Zealand Food
Authority Act 1991.

The Department’s role included implementation
of the Council of Australian Governments (COAG)
food regulatory reforms, providing the secretariat to
the Australia New Zealand Food Standards
Council, the Food Regulation Standing
Committee and the Development and
Implementation Sub-Committee, and providing
policy advice to the Minister regarding ANZFA’s
recommendations on standards.

The Australia New Zealand Food Authority
Amendment Act 2001 received Royal Assent on 10
July 2001. Its commencement was linked to the
entry into force of amendments to the Australia
New Zealand Joint Food Standards Treaty.The
amendments, together with a National Interest
Analysis and Regulation Impact Statement, were
tabled in Parliament on 12 March 2002.

Food Safety and Surveillance15

In 2001–02 the Department continued to raise
awareness and understanding of good food safety
practices to reduce foodborne illness in Australia.
Significant achievements included:

• extension of OzFoodNet (enhanced
foodborne illness surveillance collaboration)
from 12.9 million people or 68 per cent of
the Australian population to cover 100 per
cent of the Australian population. Evidence
from OzFoodNet has highlighted the
burden of foodborne illness in Australia and
has led to a number of enforcement,
intervention and policy changes;

• finalisation of the Food Safety Management
Systems, Costs, Benefits and Alternatives report.
This report provided an analysis of the costs
and benefits of a range of food safety
management systems and implementation
strategies;

• development and distribution of a nationally
recognised training resource for
environmental health officers to cover all
aspects of interpretation and enforcement of
the new national food safety standards and
promote national consistency; and

• development of video pack in 18 languages
addressing food safety at community events
and development and distribution of
educational training materials to assist
school canteen managers and volunteers
meet the national food safety standards.
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Environmental Health16

The Department continues to lead projects
under the National Environmental Health
Strategy which targets environmental factors of
importance in health promotion and disease
prevention.These activities are intended to
inform and assist future management of
environmental health issues across and within the
Australian community, government and business.
Environmental factors that relate to chronic
disease prevention, particularly in terms of risk
factors for asthma and cancers, are a focus in
intergovernment and cross-portfolio liaison.

A particular emphasis in the last 12 months
has been on working with the enHealth Council
and the Aboriginal and Torres Strait Islander
Commission to respond to Indigenous issues
such as access to clean water, training and
support for Indigenous environmental health
workers and legislative impacts on Indigenous
communities.A report was developed to assist in
environmental health planning in Indigenous
communities.The report, Accountability in
Indigenous Environmental Health Services, provided
a snapshot of the roles and responsibilities of
agencies managing for improvement of health
affected by environmental factors in Indigenous
communities.

Guidelines on Health Impact Assessment have
also been disseminated to improve consideration
of the health issues associated with developments.
In particular, the guidelines help those who want
to assess the effects on population health of a
development, to determine a course for most
favourable impact.

Health Promotion and Chronic
Disease Prevention

National Drug Strategy17

The Department provided national leadership in
the implementation of the National Drug
Strategic Framework (NDSF).The mission of the

NDSF is to improve health, social and economic
outcomes in Australian society by preventing the
uptake of harmful drug use and reducing the
harmful effects of licit and illicit drugs.The
Department has been a key partner in the
development of the national action plans relating
to illicit drugs, tobacco and alcohol which provide
a basis for coordinated action between the
Commonwealth and States and Territories to
tackle drugs and drug related harm.The
Department also continues to work in partnership
with the Australian National Council on Drugs.
The council plays a vital role under the NDSF as
the voice of the non-government sector.

A decrease in the overall use of both licit and
illicit drug use was reported in the findings of
the Australian Institute of Health and Welfare’s
2001 National Drug Strategy Household Survey.The
survey showed decreases in the use of tobacco,
marijuana, heroin, inhalants and hallucinogens.
The survey also provides data on drug use,
knowledge and attitudes among persons aged 14
years and over.

Illicit Drugs18

The 2001 National Drug Strategy Household Survey
found recent use of any illicit drug had decreased
from 22.0 per cent in 1998 to 16.9 per cent in
2001. In particular, recent use of heroin
decreased from 0.8 per cent in 1998 to 0.2 per
cent in 2001 and recent marijuana use decreased
from 17.9 per cent in 1998 to 12.9 per cent in
2001.These decreases were consistent for both
males and females19.

In 2001–02, the Department, through the
National Illicit Drug Strategy, funded a range of
supply reduction, demand reduction and harm
reduction measures. In 2001–02, funding has
been used for:

• the Australian National Council on Drugs
and supporting structures;

• the Non-Government Organisation
Treatment Grants Program;
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• the Community Partnerships Initiative;
• the Training Front-Line Workers Initiative;
• the Illicit Drug Diversion Initiative;
• the National Illicit Drugs Campaign;
• the Croc Festival;
• Illicit Drug Reporting and Information;
• NHMRC Research;
• Best Practice and Evaluation in the

treatment of Illicit Drug Dependence; and
• the Australian Drug Information Network.

A comprehensive evaluation of the first part of
the National Illicit Drug Campaign, which was
launched in March 2001, and targeted parents of
8–17 year olds, found:

• 97 per cent of parents recognised at least
one element of the campaign (television
commercials, parent booklet and press
advertisement);

• recognition of at least one element of the
campaign was extremely high amongst
youth (97 per cent), community members
(96 per cent) and parents from a non-
English speaking background (86 per cent);

• half of all parents surveyed said that the
campaign had prompted them into action; and

• parents said that the campaign increased
their knowledge about drugs and helped
them talk about drugs with their children.

Tobacco 20

The 2001 National Drug Strategy Household Survey
indicated that daily smoking prevalence for
smokers aged over 14 years had fallen to 19.5 per
cent in 2001, from 21.8 per cent in 1998. For
males, the proportion fell from 24.2 per cent to
21.1 per cent, and for females from 19.6 per cent
to 18.0 per cent. Smoking rates declined
significantly for males and females aged 20 to 29,
with no significant change in proportions for any
other age group.These results build on the most
recent evaluation studies of the National Tobacco
Campaign which indicated that weekly smoking
prevalence decreased by 3.4 per cent amongst
smokers aged 18 years and older from the
commencement of the campaign in May 1997
until November 2000.21

The new daily smoking prevalence rate of
19.5 per cent is an indicator of the comparative
success of Australia’s investment in a range of best
practice measures designed to curb tobacco
consumption over recent decades such as social
marketing campaigns, restrictions on tobacco
advertising and smoking in public places and
health warnings on cigarette packages.While a
direct comparison with other countries is
difficult because of variation in statistical
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Departmental officer
presenting to participants from
Mapoon at the Weipa
CROC Festival in 2002.
In 2001 the Department
sponsored Croc Festivals in
Thursday Island, Tom Price,
Port Augusta, Kununurra
and Moree.



definitions and methodologies, international data
published by the US Centers for Disease Control
and Prevention confirm that Australia’s smoking
prevalence is equivalent to or lower than
prevalence in other OECD countries.

The National Tobacco Campaign was initiated
by the Commonwealth Government in
association with State and Territory Governments,
QUIT campaigns and non-government
organisations.The Campaign has been the most
collaborative, intense and sustained anti-tobacco
campaign ever seen in Australia as acknowledged
by national and international peers. During the
period July 2001 to June 2002 there were two
major phases of campaign activity around New
Year 2002 and World No Tobacco Day 2002
(May 31).The campaign has been recognised
internationally, with more than 40 countries
having applied to use Australia’s campaign
advertisements and associated resources.

The National Tobacco Strategy 1999 to
2003–04 provides a comprehensive, cross-
jurisdictional and multi-dimensional approach to
the problem of tobacco use in Australia. One of
many departmental contributions to the strategy
was funding of a comprehensive report on
smoking amongst Indigenous people, prepared by
the National Aboriginal Community Controlled
Health Organisation. In response to the report,
the Government announced a $1 million
package of tobacco control measures targeting
Indigenous communities to be rolled out during
2002–03.The package will support information
dissemination and promotion of best practice
strategies aimed at Aboriginal and Torres Strait
Islander health workers and development of
culturally appropriate tobacco control resources.

Alcohol 22

The misuse of alcohol has considerable social and
economic costs for the general community as
well as individual health.The Commonwealth
Government has worked with State and Territory
Governments to develop the National Alcohol

Strategy to build a healthier and safer community
by minimising alcohol related harm to the
individual, family and society.The strategy and
action plan provide a nationally agreed direction
for minimising the consequences of alcohol
related harm and identify high level strategies
and actions that target the broader community as
well as high-risk groups.

As a complementary measure to the National
Alcohol Strategy, the National Health and Medical
Research Council has endorsed the Australian
Alcohol Guidelines to provide Australians with
knowledge and understanding of low risk
drinking behaviours and patterns.The Guidelines
aim to assist the whole population and within it,
sub-groups (who may be at greater risk because of
their susceptibility), to make informed choices
about their drinking and health, assist health
professionals in giving advice to patients that is
based on evidence, and promote individual and
population health and minimise the consequences
of alcohol related harm.

Event Sponsorship 23

The Department undertook naming rights
sponsorship for the 2001 Rock Eisteddfod
Challenge national and regional television
specials using the National Alcohol Campaign’s
Drinking.Where are your choices taking you?
branding.The aim of the sponsorship is to
communicate drug and alcohol misuse
prevention messages to a significant proportion
of Australian teenagers aged 12–18, in a popular
and positive environment which is resonant with
contemporary youth culture. Evaluation
indicated that approximately one in three
teenagers watched the television specials.The
health message recall from the program was
extremely high, as was the self-reported impact
of the program on individuals’ attitudes towards
drug use.

The Croc Festival is a health promotion
intervention strategy implemented at the
community level.The festivals are primarily for
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Indigenous students living in rural and remote
Australia.The Department sponsored five Croc
Festivals in 2001; in Thursday Island,Tom Price,
Port Augusta, Kununurra and Moree.The
expected health outcomes from the festivals
include increased:

• awareness of alcohol, tobacco and other
drug issues in the community and 
schools; and

• individual self-esteem, bonding to 
school, confidence, cooperation and
communication skills.

Nutrition and Physical Activity 24

Twenty-five Aboriginal and Torres Strait Islander
community projects, totalling $2.114 million,
commenced under the final round of the $15
million National Child Nutrition Program.This
community grants program, which began in
2000–01, aims to improve the nutrition and long
term eating patterns of children aged 0–12 years
and pregnant women.

Twelve reports were produced through the
Australian food and nutrition monitoring project
to bridge key gaps in nutrition monitoring and
surveillance in Australia and to also propose
future directions.This project provides a basis for
a co-ordinated national food and nutrition
information framework from which future
nutrition policies and monitoring strategies could
be developed.

A standard definition of overweight and
obesity for children and adolescents was
developed for inclusion in the National Health
Data Dictionary.This will assist in consistent
monitoring and surveillance across the country
so that the extent of the problem can be
accurately recorded, as well as for analysis of
trends and effectiveness of intervention/
prevention strategies.

Research was undertaken to assess the validity,
reliability and comparability of physical activity
surveys to inform selection of a standard survey

for use in Australian chronic disease surveillance.
Data requirements were developed for physical
activity measurement to gain consensus on the
use of physical activity measures to promote
consistency of monitoring and surveillance across
Australia. Research was also conducted into links
between children’s physical activity and health.

Preventive Services

Cervical Screening 25

The National Cervical Screening Program aims
to reduce morbidity and deaths from cervical
cancer, in a cost-effective manner, through an
organised approach to screening.The age-
standardised participation rate for cervical
screening in Australia (excluding Queensland) for
the period January 1998 to December 1999 was
64.8 per cent for the target population of
women aged 20–69 years.

Significant achievements for the program in
2001–02 included:

• ongoing review of the national screening
policy, including a cost-effectiveness study
and literature review of alternative screening
intervals and target groups;

• commencement of a project to analyse
current practice in reporting cervical
histopathology in Australia;

• commencement of a review of the National
Health and Medical Research Council
guidelines Screening to Prevent Cervical
Cancer: guidelines for the management of women
with screen detected abnormalities; and

• development by the Aboriginal and Torres
Strait Islander Women’s Forum of a
workplan that identifies projects with the
aim to increase participation by Indigenous
women in the program.
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A new communication strategy has been
developed for the National Cervical Screening
Program Campaign.This strategy supports the
Commonwealth Government’s 2001–02 Practice
Incentives Program (PIP) Budget Initiative.The
PIP is part of a blended payment approach for
general practice. Payments made through the
program are in addition to other income earned
by the GPs and the practice, such as patient
payments and Medicare rebates.The cervical
screening PIP initiative offers financial incentives
to GPs to support their role in recruiting under-
screened women to the program. Communication
activities are focused on the development of new
information resources for GPs and women in the
target audience.

Breast Cancer Screening 26

Breast cancer is the most common cause of
cancer-related death in women in Australia.The
BreastScreen Australia Program’s aim is to reduce
morbidity and mortality attributable to breast
cancer through early detection.

Significant achievements for the program in
2001–02 included:

• finalisation of a strategy to address barriers
to breast cancer screening for Aboriginal
and Torres Strait Islander women;

• endorsement of the new National
Accreditation Standards for BreastScreen
Australia;

• finalisation of a monitoring plan and data
dictionary for BreastScreen Australia; and

• commencement of a project to develop
nationally consistent Information
Statements.

Bowel Cancer Screening 27

Bowel Cancer is the most common internal
cancer affecting both men and women and is the
second most common cause of cancer-related
death, after lung cancer. In the 2000–01 Budget,
the Government announced it would invest 

$7.2 million over four years to conduct a Bowel
Cancer Screening Pilot.The primary aim of the
Pilot is to provide information about the
feasibility, acceptability and cost effectiveness of
bowel cancer screening amongst the Australian
population in both rural and urban areas.

Significant achievements for the pilot in
2001–02 included the:

• announcement of three sites for the pilot
that offer a rural and urban mix of
participants.The sites are in Melbourne,
Mackay and Adelaide;

• announcement of the key policy parameters
for the pilot including target population age
range, screening interval and the screening
pathway; and

• development of local implementation
committees at the pilot sites.

Sexual and Reproductive Health 28

In 2001–02, $13.365 million was provided to 10
non-government organisations to improve the
choice and access of Australians to a range of
sexual and reproductive health services.A total of
129,887 clients visits were made to family
planning organisations during the year. Family
planning organisations offered 146 accredited
educational and training programs to health and
other professionals, and 1,939 health and other
professionals participated in these courses.
Services were also provided in natural family
planning and to support women who are
pregnant.

A number of the family planning
organisations were forced to temporarily suspend
delivery of clinical and other services due to
difficulty in renewing professional indemnity
insurance policies.The affected organisations
reported difficulties in obtaining cover as some
insurers withdrew from the Australian market
and premiums increased significantly. However,
the situation was satisfactorily resolved and
services recommenced, with some compromise
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in the range of clinical services covered by the
renewed indemnity policies.

The Jean Hailes Foundation continued to
provide education for GPs and other health
professionals on the management of women’s
health at mid life and beyond, and community
information and education programs on health
issues for women in the middle years.The
Foundation also published guidelines on 
the treatment of menopausal symptoms after
breast cancer.

Injury Prevention 29

The National Injury Prevention Plan: Priorities for
2001–03 represents a major collaborative
achievement in the field of injury prevention and
is actively supported by all jurisdictions.The
Australian Health Ministers Council endorsed
the National Injury Prevention Plan in August
2001.The priorities for the plan cover four
priority content areas: falls in children; poisoning
in children; drowning and near drowning; and
falls in older people.The plan also identifies
activities to address the health needs of the
priority populations of rural and remote
communities and Aboriginal and Torres Strait
Islander people.

In 2000 there were 8,098 deaths due to
injury and poisoning. Deaths from falls in
people aged 65 years and over accounted for
14.4 per cent of all injury deaths (1,164
people).The National Falls Prevention for
Older People Initiative aims to reduce the
incidence of, and morbidity and mortality
associated with, falls in people aged 65 and over
living in community and residential aged care
facilities, as well as those treated in acute care
facilities.The Initiative will provide national
leadership in falls prevention, promoting
consistent evidence-based approaches and
supporting research where gaps in knowledge
are identified.

Other Chronic Disease Prevention Services 30

The Rural Chronic Disease initiative aims to
improve the awareness, prevention and
management of chronic diseases in small rural
communities by supporting skills development
and leadership, developing and disseminating
high quality information, and investing in
innovative chronic disease and injury prevention
and management projects. In 2001–02 the
Department funded 10 pilot sites to support the
development of ‘local’ solutions to chronic
disease and injury prevention within these small
rural communities.

Through the Sharing Health Care initiative,
the Department is promoting a greater
understanding and uptake of activities and
infrastructure that support chronic disease self-
management in a range of service delivery
settings. Evidence-based education and training
resources and chronic condition self-
management guidelines have been developed
and are being tested across a series of 12
demonstration projects.

Building Capacity and Infrastructure

Legislation 31

The Human Quarantine provisions of the
Quarantine Act 1908 have been the subject of
extensive review.As a result of these reviews
amendments to update these provisions to ensure
they are aligned with current policy and practice
are ongoing.An initial completion date of Spring
2002 had been envisaged, however due to
complexities with the drafting style of the
original legislation, the drafting process has been
delayed.These issues are currently being
addressed and the timing for the amendment
process has been revised to Spring 2003.

Partnerships 32

The Department continued to work with State
and Territory public health officials through the
National Public Health Partnership (NPHP) to
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29 Relates to Indicators 1 and 4.
30 Relates to Indicator 2.
31 Relates to Indicator 3.
32 Relates to Indicator 3.



promote a national population health effort.
Health Ministers agreed to extend the operations
of the NPHP for a further 5-year term.

Evidence Base 33

The Department established three national
research networks in the areas of primary health
care; children, youth and families; and sustainable
communities, to enhance cross discipline and
cross sector research into prevention of health
inequalities.

There was continuing progress through the
Australian Longitudinal Study on Women’s
Health to produce quality research exploring
factors that promote or reduce health in
Australian women of all ages.The study found,
for example, that sleeping medication use among
older women was significantly associated with
falls, accidents and health service use.The
findings will inform the Department’s Quality
Use of Medicines initiative.

Major progress has been made in the last
twelve months in the development of a
coordinated nation-wide Chronic Disease and
Associated Risk Factor Monitoring and
Surveillance System.This will strengthen capacity
to track changes in the risk profile of the
population and assist in developing an effective
information base to guide action on prevention
and management of chronic diseases.

Enhancements to HealthWIZ,Australia’s
National Social Health Statistical Data Library,
were undertaken to improve this tool for local
level (or small area) analyses. HealthWIZ is
produced by the Department as a Community
Service Obligation product for use within the
Australian health sector to support evidence
based planning and resource allocation.

The Department has continued to fund work
on studies that determine the relative returns that
can be expected for investments across a range of
population health interventions.This work,
together with work in the area of developing
priority-setting frameworks for future

investment, will assist in creating a stronger
evidence base for population health in Australia.

Capacity Building 34

The Public Health Education and Research
Program Phase 3, 2001–05, has introduced new
opportunities for innovation and cooperation as
part of an overall strategy to strengthen the
ability of the nation’s health workforce to prevent
disease and foster healthy ageing. Special
emphasis has been given to meeting the
education and training needs of health care
workers in rural and remote areas through
distance learning and web-based technologies.

The Department has addressed the shortage of
qualified biostatisticians by funding the
Biostatistics Collaboration of Australia to develop
and implement postgraduate training.

The Australian Network of Academic Public
Health Institutions (ANAPHI) has been
established to provide a national focus for
academic public health institutions to share and
apply their common expertise in teaching and
research to strengthen public health action and
policy.ANAPHI has supported the building of
new collaborations with Government and non-
government agencies as well as across educational
institutions.

International Health
Bio-terrorism events following the 11 September
2001 attack highlighted the importance of
concerted global action to improve people’s
health and the effectiveness of health systems.
Australia enhanced its international standing
through projects to share our technical and
health industry expertise, including:

• with the World Health Organization
(WHO) through our participation in major
international health projects;

• in an important Organisation for Economic
Cooperation and Development (OECD)
health program; and

• by developing bilateral agreements with
China,Thailand and Indonesia.
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Jan honoured to be Australia’s International 
health representative 

In April this year Jan Bennett returned from nearly three years
representing the Department and Australia at the
Organisation for Economic Cooperation and Development
(OECD) in Paris and the World Health Organisation (WHO) in
Geneva. Jan had been selected in 1999 to represent the
Department as an outposted officer at the OECD where she
worked in the Health Policy Unit. 

One of her many achievements during this time was
compiling a report which is to be published later this year as
an OECD Occasional Paper. The report is a comparative study
of five countries’ approaches to alcohol-related harm and to
falls in the elderly. The population health policies on these two topics of Australia, Sweden,
Korea, Switzerland and Canada are documented in the report.

Jan’s other major project during her three-year secondment was her involvement in the
development of the first health treaty ever to be negotiated—the Framework Convention
for Tobacco Control (FCTC).

The FCTC aims to bring 191 countries of the world together in a treaty of agreed actions to
help control tobacco both in the domestic and international arena. International
considerations include addressing smuggling, illicit trade and the duty-free sale of tobacco.
In the domestic arena the FCTC covers policy issues such as advertising and the sale of
tobacco to minors.

Jan represented the whole of the Western Pacific Region of 31 countries at FCTC sessions in
her capacity as Australia’s representative on the bureau, the body of six countries elected to
carry responsibility for overall management of the convention. This was a high profile role
for Australia, with the Department demonstrating strong leadership as the lead negotiation
agency for Australia’s role in the treaty.

Jan will be attending a final meeting scheduled for later this year at which the final text of
the FCTC treaty is expected to be agreed by participating countries. 

Jan’s work as a Health Attache at the Australian Mission in Geneva involved building links
for Australia and the Department with member countries with similar interests in the broad
work program of the WHO on issues such as: 

• health system performance and comparisons across countries;

• tobacco control;

• HIV/AIDS; and

• life course issues including health promotion and prevention programs.

Jan considered it a great privilege to represent the Department and Australia in these
important international health fora and in the FCTC treaty negotiations. “It was a great
opportunity and I was proud to hold up the ‘Australia ‘ sign at international meetings,” 
she said. 



The Secretary, Ms Jane Halton (PSM), is co-chair
of a bureau established to manage the OECD’s
three-year health program. Project components
with direct relevance to the national policy
agenda include the complementarity of private
and public health insurance arrangements; the
continuum of care for older people; the
economic and social impact of emerging
technologies; waiting times for non emergency
surgery, and workforce issues.

Departmental officers contributed at meetings
of technical experts convened to guide
components of studies. Departmental officers also
joined a ten-member Australian delegation to the
OECD’s Measuring Up conference in Ottawa, in
November, which assessed performance
measurement in OECD countries.

The Department worked closely with the
WHO, at both the global and regional levels, to
support its disease prevention and control,
standard setting and health promotion activities.
Support included advice by departmental
technical experts, data and information on
Australian best practice and encouraging
collaborations by academic institutions.

The Department joined forces with the
Australian Bureau of Statistics and Australian
Institute of Health and Welfare to assist the
WHO implement the Director-General’s
commitment to revise its framework and
methodology for measuring the performance of
health systems. Departmental and Australian
Institute of Health and Welfare officers
participated in regional and Geneva-based
technical consultations on indicators relating to
responsiveness and fairness of financial
contributions.The Secretary was invited to join a
Scientific Peer Review Group of international
experts established by the Director-General to
review the merits of proposed new methods.

The report of the Review Group, released in
May, included a number of Australian
recommendations, for example encouraging the
WHO to work more closely with other expert
international bodies, such as the OECD. In
addition, the Department is assisting the WHO

to develop its World Health Survey 2002 which
will be an important tool for performance
assessment.

The Department, as a lead agency on behalf
of the Australian Government, is participating
with other selected WHO member countries in
the revision of the International Health
Regulations.The purpose of the International
Health Regulations, adopted by the 22nd World
Health Assembly in 1969, is to ensure the
maximum security against the international
spread of diseases with a minimum interference
with world traffic.Australia maintained its
ongoing involvement in the negotiations for the
proposed WHO Framework Convention on
Tobacco Control, including support for the
Western Pacific Region in building regional
capacity for tobacco control.

Australia was elected Chair of the 45th
Session of the Commission on Narcotic Drugs,
held in Vienna in March 2002.The Commission
is the central policy making body within the
United Nations system for dealing with all drug
related matters. It analyses the world drug
situation and develops proposals to strengthen
international drug control.The Australian
delegation advanced a number of key issues,
including agreement to resolutions on
HIV/AIDS and international law enforcement
cooperation.

Policy development functions benefited from
increased collaboration with other countries to
share lessons on approaches to address common
challenges. In addition to biosecurity issues, we
collaborated with the United Kingdom on
evidence-based decision-making and workforce
issues; with Canada on information management
and Indigenous health; and with the United
States on quality and safety issues.

The Department developed important policy
networks in the Asia region particularly in health
financing, governance, quality and standards.

Australia’s expertise and technical advice,
provided under bilateral agreements with Japan,
China,Thailand and Indonesia generated positive
responses and requests to further strengthen
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relations and renew agreements, as well as export
opportunities for Australia’s health industry.The
bilateral agreements included a Record of
Understanding with AusAID detailing four health
projects to be undertaken with the Thai Ministry
of Public Health.A joint research project on
mental health will be undertaken with Japan.

The Department commenced a project
funded by AusAID under the Government
Sector Linkages Program with Indonesia, on
capacity building in health promotion and public
health education.The project outcomes will
include stronger capacity of Indonesia’s Ministry
of Health to manage and support the
development of effective public health
infrastructure in a decentralising environment
and stronger public health links between
northern Australia and Indonesian provinces.

The Australian Health Systems in Transition
profile was published in April 2002. Prepared
jointly with the European Observatory on
Health Care Systems, it used a format developed
by the Observatory to provide an analytical
description of the Australian health system,
reforms and innovations, which can be readily
compared with other countries.

The Department produces a quarterly journal,
Health International, which summarises key policy
developments in other countries and the
Department’s involvement in international
activities, and is circulated within the
Department and other agencies.
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National Tobacco Campaign television
commercials, developed by the
Department, screened nationally during
May and June 2002 as part of the
Department’s involvement in community
health promotion.

The commercials remind people of the
health effects of smoking, particularly on
smokers’ arteries, lungs, eyesight and
brain (as a result of stroke).  The
commercials also remind people that
support is available.
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Outcome 1: Financial Resources Summary
1 (A) (B) 

Budget Actual Variation
Estimate Expenses (Column B 2 Budget 

2001/2002 2001/2002 minus 2002/2003 
$'000 $'000 Column A) $'000

Administered Expenses

Administered Item 1: Population Health
National Health Act 1953—Essential Vaccines 89,430 85,091 (4,339) 90,507
Alcohol Education and Rehabilitation Account Act 2001 10,000 10,000 0 24,000

Total Special Appropriations 99,430 95,091 (4,339) 114,507
Appropriation Bill 1/3 116,620 113,493 (3,127) 127,100
Appropriation Bill 2/4 170,603 169,989 (614) 194,651

Total Administered Expenses 386,653 378,573 (8,080) 436,258
Departmental Appropriations

Output Group 1—Policy Advice 20,792 22,062 1,270 19,895
Output Group 2—Program Management 28,240 29,965 1,725 27,016

Total price of departmental outputs 49,032 52,027 2,995 46,911
(total revenue from Government & other sources)

Total revenue from Government (appropriations) 48,789 49,038 249 46,660
contributing to price of departmental outputs

Total revenue from other services 243 2,989 2,746 251

Total price of departmental outputs 49,032 52,027 2,995 46,911
(total revenue from Government & other sources)

Therapeutic Goods Administration

Output Group 1—Policy Advice 1,786 1,700 (86) 1,720
Output Group 3—Agency Specific Service Delivery 50,853 48,400 (2,453) 51,056
Office of Gene Technology Regulator
Output Group 3—Agency Specific Service Delivery 7,947 8,688 741 8,139

Total price of TGA outputs 60,586 58,788 (1,798) 60,915
(total revenue from Government & other sources)

Total revenue from Government (appropriations) 11,409 10,494 (915) 11,738
contributing to price of departmental outputs

Total revenue from other services 49,177 48,292 (885) 49,177
Total price of TGA outputs 60,586 58,786 (1,800) 60,915
(total revenue from Government & other sources)

Total revenue from Government (appropriations) 60,198 59,532 (666) 58,398
contributing to price of departmental outputs

Total revenue from other services 49,420 51,281 1,861 49,428

Total price of departmental including TGA outputs 109,619 110,814 1,195 107,826

Total price of outputs for Outcome 1 109,619 110,814 1,195 107,826
(total revenue from Government & other sources)

Total estimated resourcing for Outcome 1 496,272 489,387 (6,885) 544,084
(total price of outputs & admin expenses)

Average Staffing Level (Number) 2001–02
Department 854 

1 Full-year budget, including additional estimates.
2 Budget prior to additional estimates.
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Quality:

Performance Information for Administered Items 

1. Population Health 
• A strong infrastructure to support evidence-based national population health action

progressed through collaborations, such as the National Public Health Partnership
(NPHP), the National Health and Medical Research Council(NHMRC), national non-
government health organisations, the Australian Institute of Health and Welfare(AIHW)
and the Australian Network of Academic Public Health Institutions, in the following
areas:
– research and development (for example drugs, immunisation, alcohol, health inequalities,

men’s and women’s health, nutrition, physical activity and environmental health);
– information planning, development and coordination;
– coordination of nationally consistent approaches to public health legislation;
– education, research training and workforce development; and
– strategic financing mechanisms for population health activity.

Measure Result

Targeted research and development is
conducted through recognised peer
review selection processes.

Measure met. For example:
• all 15 food safety research initiatives have undergone a

review from the National Food Safety Projects
Committees;

• the Australian Longitudinal Study on Women’s Health
continued to survey over 38,000 Australian women
and had 33 papers published or accepted for
publication in peer reviewed journals; and

• independent peer reviews were undertaken of several
research projects, for example, the Returns on Investment
in Public Health an Epidemiological and Economic Analysis
of five public health programs.

Development of a nationally agreed
agenda for alcohol research.

Measure met.The National Alcohol Research Agenda was
developed by a wide range of groups and individuals
interested in furthering the knowledge base to reduce
alcohol related harm. It has been widely distributed.

Implementation of the Human
Quarantine Legislation Final Report
November 2000 recommendations,
including amendments to the Act, by
December 2001.

Measure partially met. Consultative Review has been
completed. Drafting instructions are being prepared for
amendments of Human Quarantine Act 1908 to be
introduced in 2003.

Review of the effectiveness of the
NPHP arrangements and negotiation of
a new Memorandum of Understanding
by June 2002.

Measure partially met.An independent evaluation of the
NPHP was completed in January 2002. Health Ministers
have agreed to extend the NPHP for a second five-year
period 2002–06.As at 30 June 2002, a revised
Memorandum of Understanding was in final draft stage.
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Implementation of the NPHP
Aboriginal and Torres Strait Islander
Working Group Workplan in 1–3 key
priority areas, by June 2002.

Measure partially met. For example:
• progress has been made through the tender process for

the scoping project (including the literature review and
consultations). However, delays have been experienced in
signing the contract due to the involvement of four
organisations who are forming a consortium.The project
is expected to be completed by January 2003;

• the Aboriginal and Torres Strait Islander Working
Group developed a public health response to the Draft
National Aboriginal and Torres Strait Islander Health
Strategy, and contributed to a report, subsequently
endorsed by the Australian Health Ministers’Advisory
Council in early 2002, on public health laws affecting
Aboriginal communities; and

• collaborative work on Indigenous environmental
health commenced with enHealth Council.

Midterm review of Public Health
Outcome Funding Agreements
(PHOFA) completed by June 2002.

There was an error in the 2001–02 Portfolio Budget
Statements.This measure should have read ‘Midterm review
of Public Health Outcome Funding Agreements (PHOFA)
commenced by June 2002’. Scoping for the review has
commenced.The PHOFA agreements provide for a
midterm review to be undertaken in 2003.

Implementation of projects in line with
the AHMAC endorsed NPHP National
Public Health Information
Development Plan.

Measure met. For example:
• best practice for small area health data analysis and

reporting; and
• best practice for presentation of graphical information

on population health to communicate epidemiological
and statistical concepts.

Performance Information for Administered Items—1. Population Health (cont)

Measure Result

Quantity:

Research funding provided to 9
national research centres and 1 research
foundation in the areas of HIV/AIDS,
men’s and women’s health, alcohol and
other drugs.

Measure met. For example:
• funding of $530,000 provided to the Jean Hailes

Foundation to support best practice and education
programs to improve the health status of Australian
women;
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Performance Information for Administered Items—1. Population Health (cont)

Measure Result

Research funding provided to 9 national
research centres and 1 research foundation in
the areas of HIV/AIDS, men’s and
women’s health, alcohol and other drugs.
(continued)

• core funding of over $3.5 million was provided in
2001–02 to the three national centres of excellence for
drug research: the National Drug and Alcohol Research
Centre; the National Drug Research Institute; and the
National Centre for Education and Training on
Addiction. Funding was provided for treatment,
prevention and training in the drug and alcohol field.

• core funding of $7.3 million was provided in 2001–02
to the three national centres in HIV research and the
one collaborating centre: the National Centre in HIV
Epidemiology and Clinical Research; the National
Centre in HIV Virology Research; the National
Centre in HIV Social Research; and the Australian
Research Centre in Sex, Health and Society (a
collaborating centre to the National Centre in HIV
Social Research).The centres extend knowledge about
ways of preventing the spread of HIV and hepatitis C
infection, reducing the harm to individuals and the
community resulting from HIV infection, and
improving the quality of life of people living with
HIV/AIDS and hepatitis C; and

• Andrology Australia has been provided with funding
of $4 million over four years to collect evidence that
will build knowledge and inform health professionals
and the community about improving male
reproductive health. Key priorities include the
detection and management of prostate disease and
cancer, uncomplicated lower urinary tract symptoms,
testicular cancer, the effects of androgens, impotence
and male sub-fertility.

Three Health Inequality Research
Collaboration Networks supported.

Three research networks in the areas of children, youth and
families; primary health care; and sustainable communities
were provided with infrastructure support and commenced
operation in November 2001.

Between 400 and 600 completions of
public health awards across all
universities funded under the Public
Health Education and Research
Program.

Data are not available for the full 2001–02 financial year.An
estimated 450 students completed public health awards
funded under the Public Health Education and Research
Program.
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Quality:

Performance Information for Administered Items—1. Population Health (cont)

Measure Result

• Strategic national population health action (including development, implementation,
monitoring and evaluation of programs) particularly in the following clusters:
– Communicable diseases (eg immunisation programs HIV/AIDS, Hepatitis C, and

environmental health);

Findings from evaluations and reviews
used effectively to improve strategies or
action plans, for example:

• projects under the BreastScreen
Australia evaluation plan; and

• review of health warnings on
tobacco products.

Measure met. For example:
• finalisation of monitoring plan and Data Dictionary for

BreastScreen Australia.This will provide a
comprehensive framework to assist in monitoring the
performance of the BreastScreen Australia Program at
the national level;

• the review of health warnings on tobacco products is
currently in its third stage and involves the market
testing of 19 new health warnings.The testing of this
phase commenced in early June 2002;

• data from OzFoodNet will be used to assist in setting
national food safety priorities and underpin the
formulation of food safety policy;

• improved resourcing and development strategies
implemented following Commonwealth Government
review of the World Health Organization (WHO)
Collaborating Centre for Reference and Research on
Influenza;

• the ongoing implementation of components of the
Commonwealth Government Response to the Report
of the Joint Expert Technical Advisory Committee on
Antibiotic Resistance has been used to forward
strategies to improve management of antibiotic
resistance;

• the laboratory infection containment project for the
National Public Health Partnership has been used
effectively to inform and forward the development of a
national laboratory infection containment strategy;

• completion of the Australian Action Plan for Pandemic
Influenza is providing a workable framework to improve
preparedness strategies for Pandemic Influenza in
Australia;

• the establishment of a national poliovirus inventory has
contributed effectively to the WHO Global Polio
Eradication Program; and

• work continued on the implementation of the external
independent review of the Public Health Education and
Research Program Review recommendations.
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Performance Information for Administered Items—1. Population Health (cont)

Measure Result

• Chronic non-communicable diseases/conditions (eg chronic diseases strategy, nutrition,
physical activity, tobacco and alcohol, screening and early detection) and the prevention
and reduction of injury and substance misuse (particularly illicit drugs).

Quality:

Strategies developed or implemented in
a timely manner using a sound
evidence base.
Examples are:

• National Action Plan on Illicit
Drugs and National Heroin
Overdose Strategy;

• National Drug Strategy—
Complementary Strategy for
Aboriginal and Torres Strait
Islander Peoples;

• National Tobacco Strategy;
• National Alcohol Strategy;
• National Environmental Health

Strategy;
• Rural Chronic Disease Initiative;
• National Falls Prevention for

Older People Initiative;
• Bowel Cancer Screening pilot; and
• involvement by general practice in

providing health protection
services.

Measure met. For example:
• progress has been made through the National Drug

Strategy to develop a Complementary Strategy to
address Aboriginal and Torres Strait Islander Peoples
substance misuse.The Strategy is expected to be
completed in late 2002;

• the National Tobacco Strategy was recently extended by
one year to June 2004 in line with the overall National
Drug Strategic Framework. Good progress has been made
towards evidence-based implementation with completion
of major reviews of Indigenous smoking, smoking and
women’s health, smoking cessation interventions by health
professionals and barriers to access in smoking cessation
programs.The reviews will be used to support policy
development over the remaining life of the Strategy;

• the National Alcohol Strategy was endorsed by the
Ministerial Council on Drug Strategy in July 2001;

• under the National Environmental Health Strategy
63% of the actions have been implemented or are
underway as at June 2002;

• through the Sharing Health Care Initiative the
Department implemented mainstream and Indigenous
demonstration projects to test chronic condition self-
management models based on the best available
evidence to provide information for the future
development of policy and programs;

• funding agreements in place for the Rural Chronic
Disease Initiative, with ten pilot sites located within
small rural communities;

• funding agreements in place for the National Falls
Prevention for Older People Initiative with five
community-based demonstration projects;

• announcement of three pilot sites and development of
key policy parameters for the Bowel Cancer Screening
Pilot;

• development of a workplan by the Aboriginal and
Torres Strait Islander Women’s Forum that identifies
projects with the aim to increase Indigenous women’s
participation in the National Cervical Screening
Program; and
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Performance Information for Administered Items—1. Population Health (cont)

Measure Result

Strategies developed or implemented in a
timely manner using a sound evidence base.
(continued)

• through the National Injury Prevention Plan, priorities
for 2001–03 and accompanying Implementation Plan
were endorsed by Australian Health Ministers in
August 2001.

Other Strategies introduced in a timely manner were:
• the National Action Plan on Illicit Drugs and National

Heroin Overdose Strategy; and
• involvement by general practice in providing health

protection services.

Completion by June 2002 of
development plan for the Smoking,
Nutrition,Alcohol and Physical Activity
(SNAP) framework for action by GPs.

Measure met. Development of Smoking, Nutrition,Alcohol
and Physical Activity (SNAP) Action Plan completed in
June 2002.

Establishment of an Alcohol Education
and Rehabilitation Foundation by June
2002.

Measure met.The Alcohol Education and Rehabilitation
Foundation was formally established as a public company
limited by guarantee under the Corporations Act 2001 in
October 2001.

Engagement of all relevant
organisations and groups in the
development and implementation of
strategies.

Measure met. For example:
• key groups and organisations consulted during the

development of a standard definition of overweight
and obesity for children and adolescents and the
review of the Dietary Guidelines for Australians and
the Dietary Guidelines for Children and Adolescents;

• through the National Drug Strategic Framework
1998–99 to 2003–04, the Commonwealth worked
with States and Territories and non-government
organisations to progress and implement the National
Drug Strategy;

• engaged and worked in partnership with industry,
community groups and bilaterally with States and
Territories on the program of work on food safety;
and

• major groups engaged through dissemination of
environmental health documents and consultation
workshops.
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Performance Information for Administered Items—1. Population Health (cont)

Measure Result

Quantity:
13 major program strategies and/or
action plans being implemented

Measure partially met.The following 12 program strategies
and/or action plans are currently being implemented:

• National Action Plan on Illicit Drugs;
• National Heroin Overdose Strategy;
• National Drug Strategy;
• National Tobacco Strategy;
• National Alcohol Strategy;
• National Environmental Health Strategy;
• Rural Chronic Disease Initiative;
• National Falls Prevention for Older People Initiative;
• Bowel Cancer Screening Pilot;
• Initiative to involve General Practice in providing

health protection services;
• Smoking, Nutrition,Alcohol and Physical Activity

(SNAP) framework; and
• Alcohol Education and Rehabilitation Foundation.

The complementary strategy to address substance misuse
among Aboriginal and Torres Strait Islander peoples is being
developed.

• The development, implementation and evaluation of communication and social marketing
programs in key population health areas, based on optimum practice models; and

Quality:
Evaluations show that initiatives have
impacted positively against objectives.

Measure met. For example:
• the most recent evaluation studies of the National

Tobacco Campaign indicated that weekly smoking
prevalence had decreased by 3.4% amongst smokers
aged 18 years and older (from the commencement of
the campaign in May 1997 and November 2000);

• a comprehensive evaluation of the National Illicit
Drugs Campaign was undertaken indicating:
– high recognition of at least one campaign element

by 97% of parents, 97% of youth, 96% of
community members and 86% of non-English
speaking background (NESB) parents; and

– of those who recognised at least one element of
the campaign, 48% of parents, 35% of youth, 15%
of community members and 46% of NESB parents
reported that the campaign had prompted them to
take action;
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Performance Information for Administered Items—1. Population Health (cont)

Measure Result

Evaluations show that initiatives have
impacted positively against objectives.
(continued)

• research conducted among students and stakeholders at
Croc Festivals indicated that through the Croc Festival
(held in conjunction with Queensland Health’s ‘100%
in Control’ campaign) students were becoming more
aware of the harms associated with alcohol, tobacco
and other drugs and their impact on affecting future
life choices as well as encouraging school attendance;

• the results of past evaluation surveys of the Rock
Eisteddfod consistently indicate the popular appeal of
the event with around one in three teenagers watching
the television specials. Health message recall from the
program continues to be extremely high, as does the
self-reported impact of the program on individuals’
attitudes towards drug use; and

• the immunisation publications assisted in maintaining
the high level of immunisation achieved under the
Immunise Australia Campaign with more than 90%
per cent of children aged 12 to 15 months and 88% of
children aged 24–27 months being fully immunised.

The development, implementation
and/or evaluation of social marketing
programs in key population health
areas, including tobacco, alcohol, illicit
drugs, breast cancer screening, cervical
screening and immunisation

Measure met. For example:
• a phase for the National Tobacco Campaign was

undertaken in the lead-up to World No Tobacco Day,
31 May 2002, and in the New Year 2002 period,
featuring television commercials and supportive public
relations;

• the National Alcohol Campaign activity featuring
television commercials and public relations was
undertaken in June 2002, to coincide with the weeks
prior to and during school holidays when young people
have more opportunity to engage in high risk behaviour;

• the Croc Festival is a health promotion intervention
strategy implemented at the community level
primarily for Indigenous students living in rural and
remote Australia.The Department will be sponsoring
seven Festivals throughout 2002 with the ‘Respect
Yourself. Respect Your Culture’ health message;

• the Rock Eisteddfod Challenge is an alcohol,
tobacco and other drug prevention activity in the
form of a performing arts competition for secondary
schools.The Department took naming rights
sponsorship for the 2001 Rock Eisteddfod Challenge
national and regional television specials using the
National Alcohol Campaign’s ‘Drinking.Where are
your choices taking you?’ branding;
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Performance Information for Administered Items—1. Population Health (cont)

Measure Result

The development, implementation and/or
evaluation of social marketing programs in
key population health areas, including
tobacco, alcohol, illicit drugs, breast cancer
screening, cervical screening and
immunisation (continued)

• part one of the National Illicit Drug Campaign
launched in March and ran until September 2001,
targeting parents of 8–17 year olds.The campaign
provided information and support to parents and
carers on the positive role they can play in preventing
drug use amongst children;

• during 2001–02 the BreastScreen Australia Campaign’s
ongoing activities included the funding of a national
1300 telephone information line, and the provision of
campaign resources for use by State and Territory
programs for promotional activities;

• a new communication strategy has been developed
for the National Cervical Screening Campaign.This
strategy supports the Commonwealth Government’s
2001–02 Budget initiative, a new cervical screening
Practice Incentive Program which offers financial
incentives to GPs to support their role in recruiting
under-screening women. Communication activities
focused on the development of new information
resources for GPs and women in the target
audience; and

• the Immunise Australia Campaign for 2001–02
focussed on nationally distributing a range of
immunisation resources including the Understanding
Childhood Immunisation booklet in English and 15 non-
English languages, Myths and Realities: Responding to
arguments against immunisation, Keep It Cool: the vaccine
cold chain, and National Guidelines for Immunisation
Education for Registered Nurses and Midwives.

Implementation of a broader
communication strategy using
collaborative bodies and partnership
arrangements as well as web based tools
to convey population health research,
data and information.

Measure met. For example:
• development and electronic distribution of two

editions of PaperWeight newsletter covering
government and non-government work addressing
overweight and obesity and related issues such as
nutrition and physical activity;
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Performance Information for Administered Items—1. Population Health (cont)

Measure Result

Implementation of a broader communication
strategy using collaborative bodies and
partnership arrangements as well as web
based tools to convey population health
research, data and information. (continued)

• population health social marketing campaigns involve
partnerships, collaboration and liaison with a range of
organisations including: anti-cancer organisations,
community based drug treatment and support
organisations, GPs and health professional
organisations, industry organisations, State and
Territory Governments, schools, youth organisations,
Indigenous organisations, and culturally and
linguistically diverse organisations. For all campaigns,
internet sites have been developed to provide access to
campaign resources and research reports: National
Tobacco Campaign <www.quitnow.info.au>; National
Illicit Drugs Campaign <www.drugs.health.gov.au>;
National Alcohol Campaign
<www.nationalalcoholcampaign.health.gov.au>;
Immunise Australia Campaign
<www.immunise.health.gov.au>; BreastScreen
Australia <www.breastscreen.info.au>, and National
Cervical Screening Campaign
<www.cervicalscreen.health.gov.au>;

• The development of enHealth Council guidelines on
Environmental Health Risk Assessment and Health
Impact Assessment involved extensive consultation
using the website, distributing CD ROMs and
distributing hard copies of reports;

• The Australian Network Academic Public Health
Institutions have been supported to develop a website
to provide information on education, training and
research and to publicise innovations in public health
research information; and

• The National Notifiable Diseases Surveillance System
is managed in the Department on behalf of the States
and Territories through the Communicable Diseases
Network Australia.The Communicable Diseases—
Australia web site contains up to date communicable
diseases surveillance data, current guidelines on
management of communicable diseases, other relevant
reports and the journal Communicable Diseases
Intelligence.
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Performance Information for Administered Items—1. Population Health (cont)

Measure Result

Quantity:
At least 2 social marketing programs in
key population health areas.

Measure met.The following social marketing programs
were conducted:

• National Tobacco Campaign;
• National Illicit Drug Campaign;
• National Alcohol Campaign;
• Croc Festivals;
• Rock Eisteddfod;
• Immunise Australia Campaign;
• BreastScreen Australia Campaign; and
• National Cervical Screening.

• International health policies and standard setting which support and inform best practice
in Australia and accord with Australia’s health objectives:
– primary carriage and coordination of Australia’s whole-of-government response to the

Framework Convention on Tobacco Control (FCTC), including a leadership role in
the Western Pacific Region; and 

– participation in the review of International Health Regulations.

Quality:
Timely payment of contributions to the
WHO and to other international
organisations.

100% of payments were made on time to the WHO and its
subsidiary organisations the International Agency for
Research on Cancer (IARC) and the International
Program for Chemical Safety (IPCS).

Provision of high quality policy support
to the Australian member of the FCTC
Bureau.

The Department continued to represent Australia at
negotiating meetings on the FCTC (most recently at the
fourth Intergovernmental Negotiating Body meeting 18–23
March 2002).The Australian delegation is recognised as a
positive contributor to these meetings.

In conjunction with AusAID effective
facilitation of Western Pacific Regions
participation in the development of the
FCTC, and promotion of tobacco
control capacity in the region.

An extended package of support for the Western Pacific
Region was developed in 2000 and has contributed to laying
the foundations for capacity building in tobacco control in
the Region. During 2001–02, the Department developed a
partnership with AusAID and the World Health
Organization Western Pacific Regional Office (WHO
WPRO) to promote and facilitate tobacco control initiatives
and help member states to have meaningful input into
FCTC negotiations. It also conducted a capacity building
workshop for regional participants in October 2001 and
funded the printing and publishing of a special edition of the
quarterly Development Bulletin focussing on the relationship
between tobacco and social and economic development.
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Performance Information for Administered Items—1. Population Health (cont)

Measure Result

In conjunction with AusAID effective
facilitation of Western Pacific Regions
participation in the development of the
FCTC, and promotion of tobacco control
capacity in the region. (continued)

A successful tobacco control capacity-building workshop
was held by the Department in Australia for participants
from the Western Pacific Region in October 2001 with
attendance from 40 participants representing 23 of the 28
WHO WPRO Member States and the three USA
protectorates.

Contribution to the review of
International Health Regulations.

The Department, in consultation with the Australian 
Quarantine and Inspection Service has completed a
submission to phase one of the review.

Quantity:

Payment of contributions to three
international organisations.

Timely annual contributions totalling $13.4 million were
made to the WHO and its subsidiary organisations, the
IARC and the IPCS.

Performance Information for Departmental Outputs

1. Policy advice in relation to:
• population health issues and strategic directions;
• National Public Health Partnership activities;
• population health legislation;
• progress and impact of the national population health strategies;
• population health status and inequalities in health;
• national and international trends which pose a challenge to population health and safety

and coordinated responses to disease outbreaks;
• relations with the World Health Organization (WHO) and other international agencies

concerning health matters; and
• meeting international public health obligations covered by international treaties.

Quality:

A high level of satisfaction of the
Ministers, Parliamentary Secretary and
Ministers’ Offices with the relevance,
quality and timeliness of policy advice,
Question Time Briefs, Parliamentary
Questions on Notice and briefings.

The Ministers and Parliamentary Secretary are all satisfied
with the quality (and timeliness) of the Department’s policy
advice.
Strong performance overall; notable was the performance in
cancer screening and immunisation. Other sections were
anticipatory and timely in their handling of urgent requests.
Other key areas performing well were food reform and
HIV/Hep C review process.



– 71 –

OU
TC

OM
E1Agreed timeframes are met for

responses to ministerial
correspondence, Question Time Briefs,
Parliamentary Questions on Notice and
ministerial requests for briefing.

Agreed time frames were met for:
• 92% of ministerial correspondence;
• 97% of Question Time Briefs;
• 100% of Parliamentary Questions on Notice35; and
• 85% of ministerial requests for briefings.

A high level of stakeholder satisfaction
with the quality and timeliness of
Departmental/Portfolio inputs to national
and international policy, planning and
strategy development and implementation.

Measure met. Positive feedback received from stakeholders.

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

Measure met.Timely distribution of all information and
positive feedback received from stakeholders.

Timely production of evidence-based
policy research to inform and engage
stakeholders in meaningful policy and
program discussions.

Measure met through the establishment of protocols and
procedures, for example the work of OzFoodNet and the
assessment of food safety management systems will underpin
the formulation of evidence-based food safety policy.

Positive feedback from international
organisations and other countries to
Australian contributions.

Measure met. For example:
• official acknowledgment of Commonwealth Government

contribution to the WHO Global Polio Eradication
Program via compilation of the National Inventory of
Wild PolioVirus Stocks (nearing completion);

• positive feedback has been received from international
organisations and other countries on the food safety
work program, e.g., international codex meetings;

• positive feedback from members of the United Nations
Commission on Narcotic Drugs on the Department’s
effective chairing of the 45th Session of the Commission;

• letter from Health Manager Adviser, Secretariat of the
Pacific Community, Noumea, congratulating and
supporting the National Environmental Health Strategy;

• European Observatory on Health Care Systems
expressed gratitude to officers of the Department for
preparing Health Care Systems in Transition profile on
Australia; and

• positive responses from China,Thailand and Indonesia to
bilateral agreements, with requests for further
strengthening of relations and renewal of the agreements.

Performance Information for Departmental Outputs—1. Population Health (cont)

Measure Result

35 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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Performance Information for Departmental Outputs—1. Population Health (cont)

Measure Result

Quantity:
1,000–1,100 responses to ministerial
correspondence, 120–140 Question
Time Briefs, 20–30 Parliamentary
Questions on Notice and 60–70
ministerial requests for briefings.

Responses were prepared for approximately:
• 1,339 items of ministerial correspondence;
• 194 Question Time Briefs;
• 7 parliamentary Questions on Notice36; and
• 123 ministerial requests for briefings.

Revision and maintenance of the
Population Health Division Website.

Website reviewed and maintained on an ongoing basis.

A high proportion of responses to
requests from WHO are met, and these
responses contribute to the work of
WHO.

100% of requests from WHO were met with accurate and
timely responses which contributed to the work of WHO.
For example, contributions to WHO Global Polio
Eradication Program nearing completion and contribution
to WHO Global Strategy for Containment of Antimicrobial
Resistance via development and implementation of
Government Response to the Report of the Joint Expert
Technical Advisory Committee on Antibiotic Resistance.

2. Program management, including:
• financial management and reporting on Population Health Programs;
• collection, use and dissemination of quality health information to support the development

and implementation of evidence based population health strategies and programs; and
• placement of WHO fellows.

Quality:
A high level of stakeholder satisfaction
with the timely development and
implementation of national strategies.

Measure met. For example, stakeholders satisfied with the
Department’s planning for improved capacity for a health
response to vaccine preventable diseases.

Budget predictions are met and actual
cash flows vary by less than 5% from
predicted cash flows.

Measure met.

100% of payments are made accurately
and on time.

Measure met.

36 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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Placements arranged to achieve
optimum development of WHO
fellows.

High quality training opportunities provided to all WHO
fellowship awardees who were offered Australian study
awards in priority health areas.

Quantity:

In the order of 700 grants and contracts
administered.

Measure met.A total of 887 grants and contracts were
administered in 2001–02.

Ongoing administration of the eight
Public Health Outcome Funding
Agreements agreed with each State and
Territory.

Measure met.Timeliness in performance and financial
reporting requirements has been improved in the last 12
months.

A high proportion of WHO fellows
successfully placed.

A total of 149 fellows were placed in Australian institutes,
constituting 86% of WHO fellows who sought training in
Australia.

Performance Information for Departmental Outputs—1. Population Health (cont)

Measure Result

• Administration of the Tobacco Advertising Prohibition Act 1992 particularly in relation to
breaches of the Act and compliance of exceptions.

Quality:

Applications for exemption from the
prohibition of tobacco advertising
processed within statutory time frames.

There were four applications for events seeking exemptions
under section 18 during 2001–02.All were processed
within the statutory timeframes:

• Australian Indy 300;
• Rally Australia;
• Australian Motorcycle Grand Prix; and 
• Australian Formula One Grand Prix.

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

Measure met. For example, establishing positive
relationships with the Department of Immigration and
Multicultural and Indigenous Affairs and the Australian
Quarantine and Inspection Service through planning
measures for biosecurity.
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Performance Information for Departmental Outputs—1. Population Health (cont)

Measure Result

Possible breaches of the Act investigated
and appropriate action taken.

There were approximately 25 possible breaches referred for
investigation during 2001–02.Where appropriate, it was
recommended that independent legal advice be sought.
Departmental legal advice was also sought as required.At
30 June 2002 there were 6 possible breaches that remain
under investigation.

Quantity:

Responses provided to 300–350
anticipated inquiries on the Act.

There were approximately 200 public inquiries relating to
the administration of the Act.

Public inquiries on the administration
of the Act to be dealt with promptly.

Inquiries were responded to by providing information over
the telephone, sending out the Tobacco Advertising Prohibition
Act 1992 Handbook and recommending independent legal
advice be sought. Legal advice was sought from within the
Department for a small number of these inquiries.
Where the Tobacco Advertising Prohibition Act 1992 was not
applicable, inquiries were referred to the relevant State or
government department.



Major Achievements

Progress with Trans-Tasman Therapeutic
Goods Agency
In principle agreement was achieved to establish
a single Trans-Tasman therapeutic goods agency.
The final proposal is expected to be considered
in late 2002.

Medical Devices Legislative Amendments
New legislation was passed during the year
which will harmonise Australia’s regulatory
framework for medical devices with those of
other major overseas agencies.

Chair of Global Harmonization Task Force
The Therapeutic Goods Administration (TGA)
chaired the Global Harmonization Task Force
throughout 2001–02, during which time
significant progress was made on the
international harmonization of regulatory
requirements for medical devices.

Chair of the Pharmaceutical Inspection
Cooperation Scheme
The TGA completed a two-year term as Chair
of the Scheme on 31 December 2001. During
this period, the Scheme made progress towards
the international harmonization of requirements
for Good Manufacturing Practice inspections
and audits.

Challenges

Implementation of Strategic Information
Management Environment
Implementation of the Strategic Information
Management Environment system fell behind
schedule owing to technical difficulties
encountered by the IT contractor in meeting
the business requirements of the TGA. However,
strategies have been implemented to manage the
effects of the delays.

Therapeutic Goods Administration
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Performance Indicators (Effectiveness Indicators)

Indicator 1:
Proportion of products on the
Australian Register of
Therapeutic Goods failing to
meet a safety, quality or efficacy
standard as a result of post
market surveillance

Target:
Level of safety related recalls of products on the Australian Register
of Therapeutic Goods withdrawn by the TGA.

Information source/reporting frequency:
Therapeutic Goods Administration Reporting System.
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Outcome summary—the
year in review
A key objective of the Therapeutic Goods
Administration (TGA) is the regulation of
therapeutic products in Australia to ensure they
meet high standards of safety, quality and efficacy
and are made available to the community in a
timely manner.

Over the past year, the TGA has achieved this
objective while working successfully with
stakeholders and other regulatory agencies
internationally and in Australia to address the
increasing demands of rapidly developing
technology and consumer expectations of faster
availability of a wider range of therapeutic goods.

There were approximately 59,800 products on
the Australian Register of  Therapeutic Goods
(ARTG) as at 30 June 2002.The number of
products has risen by 1.0 per cent in the past year.

From 1 July 1998, the TGA has been required
by the Government to fully recover its operating
costs for all activities that fall within the scope of
the Therapeutic Goods Act 1989, including
regulation of industry and the TGA’s public health
responsibilities.The TGA achieves cost recovery in
several ways: by charging fees for the evaluation of
applications to include products in the ARTG, or
to amend details of products currently in the
Register; by charging fees for issuing
manufacturing licences and for undertaking
inspections and audits of manufacturing premises;
and by levying annual charges for products which
are included in the Register.

The TGA has one main effectiveness measure:
the number of products on the ARTG requiring
recall or cancellation for safety-related reasons as
a result of post market surveillance. During the
year, there were 189 products recalled and 23
cancellations of products for safety-related
reasons.1 This represents about 0.35 per cent of
the total number of products on the ARTG. It
compares with 202 recalls and 39 cancellations
for safety-related reasons in the previous year,
representing about 0.41 per cent of the total
number of products on the ARTG at that time.

In addition to its primary responsibility for
regulating therapeutic goods, the TGA has
advised other regulatory authorities on potential
public health risks posed by agricultural,
veterinary and industrial chemicals used in the
community.

The TGA also has administrative responsibility
for the Office of the Gene Technology Regulator
established in June 2001, in response to the
Commonwealth Government’s decision that a
national regulatory framework for the control of
genetically modified organisms would be
developed and implemented by 2001.

During the period 2001–02, four licence
applications involving limited and controlled
releases (field trials) of genetically modified
organisms were approved, and four licence
applications were returned to the applicants as
incomplete.Twenty six licences for contained work,
not involving release to the environment, were
issued.

Progress with Trans-Tasman Therapeutic
Goods Agency
The Australian and New Zealand Governments
have agreed in-principle to establish a single Trans-
Tasman therapeutic goods agency.While both
Governments have committed to the establishment
of the joint agency, it is subject to final agreement
on issues associated with its legal constitution and
governance arrangements. Both Governments are
expected to consider the final proposal in late
2002.This will follow consultations and broad
agreement with a wide range of interest groups
and the States and Territories.The initiative is
intended to harmonise therapeutic goods
regulation between both countries. It responds to
the Government’s obligations under the Trans-
Tasman Mutual Recognition Agreement which
seeks to lessen regulatory and trade barriers
between Australia and New Zealand.

Medical Devices Legislative Amendments
The Therapeutic Goods Amendment (Medical Devices)
Act 2002 was passed through Parliament in March
2002.The legislation will provide Australia with a
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world leading globally harmonised regulatory
framework for medical devices.The new legislation
improves medical device safety and brings Australia
into line with international best practice by putting
in place the principles developed by the Global
Harmonization Task Force.The new regulatory
system, which will commence on 4 October 2002,
will also facilitate the export and import of
medical devices.

The new Devices Electronic Application
Lodgement system for medical devices has been
piloted successfully and represents the first
electronic lodgement system to be implemented
in the world for medical devices.

Chair of Global Harmonization Task Force
Ms Rita Maclachlan, Director of the Conformity
Assessment Branch of the TGA, chaired the Global
Harmonization Task Force (GHTF) on medical
devices throughout 2001–02.The GHTF,
comprising the world’s key regulators from the
United States of America, Canada, Europe,Australia
and Japan, aims to harmonise international
regulatory requirements for medical devices,
allowing faster consumer access to new medical
technologies, better protection of public health
through easier resolution of device problems, and
the reduction in costs for both consumers and
industry through the removal of unnecessary
regulatory duplication.The TGA’s period as chair
(18 months) ended on 30 June 2002, after which it
assumed a caretaker role pending formal handover
to Japan in August 2002.The period has seen the
implementation of a steering committee to
oversight the work of the forum, the development
of the forum’s strategic plan, the implementation of
a global vigilance exchange program, organising a
training seminar for regulators with developing
regulatory systems under the auspices of
Asia–Pacific Economic Cooperation and organising
the global conference in Singapore in May 2002.

Chair of the Pharmaceutical Inspection
Cooperation Scheme
The TGA completed two years as Chair of the
Pharmaceutical Inspection Cooperation Scheme
(PIC/S) on 31 December 2001.The PIC/S,

consisting of regulatory authorities from 26
countries (including European Union countries,
Switzerland, Norway, Iceland, Hungary, the Czech
Republic, the Slovak Republic, Canada, Singapore,
Malaysia and Australia), aims to facilitate the
harmonization of GMP inspections of
manufacturers of medicinal products by developing
harmonised GMP guidance documents,
coordinating the training of GMP inspectors and
sharing information on GMP inspections.

Strategic Information Management
Environment
Implementation of the information technology
system Strategic Information Management
Environment (SIME) has been delayed although
associated costs have been contained.The project
is designed to replace all existing IT systems with
an integrated database, and to provide external
client access through the internet and electronic
data submission.This is a complex project and
translation of business risks to computer coding
has presented a significant IT challenge. Despite
the delays, phase one of the project is expected to
be fully complete in 2002–03. In its recent audit
of the Department’s information technology
systems, the Australian National Audit Office was
satisfied the TGA had put in place measures to
address and manage the effects of the delays.

Chemicals Regulation

National Industrial Chemicals Notification
and Assessment Scheme
The National Industrial Chemicals Notification
and Assessment Scheme (NICNAS) provides for
a national system of notification and scientific
assessment of industrial chemicals.The purpose
of the scheme is to aid in the protection of the
public and the environment by identifying risks
to public health and to occupational health and
safety which could be associated with the
importation, manufacture and use of industrial
chemicals. NICNAS also has responsibilities for
giving effect to Australia’s obligations under
international agreements relating to the
regulation of chemicals, and for collecting
statistics about chemicals.
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As a result of changes to Administrative
Arrangements Orders post the November 2001
Federal election, NICNAS was transferred from
the Employment and Workplace Relations
portfolio to the Health and Ageing portfolio.
Legislation to give effect to this change was
given Royal Assent on 3 July 2002.The
placement of NICNAS within the TGA group
provides for an ongoing, consistent approach to
the protection of human health from the effects
of industrial chemicals. NICNAS will report on
its activities and performance for 2001–02 in its
own annual report, as well as part of the annual
report of the National Occupational Health and
Safety Commission.

Chemicals Assessment Guidance Notes
The TGA was the chief author of a set of
detailed guidance notes published by the
Organisation for Economic Cooperation and
Development (OECD) titled Guidance Notes for
the Evaluation and Assessment of Chronic Toxicity and
Carcinogenicity Studies.These notes, the second of
a set drafted by TGA staff, are designed to assist
the harmonization of chemical hazard and risk
assessment processes between member countries,
thus encouraging worksharing opportunities
between agencies involved in chemicals
regulation.

Standard for Dioxins Intake
The TGA drafted a proposal for a national
tolerable intake standard for the environmental
contaminants, dioxin and related compounds.
Through the National Health and Medical
Research Council (NHMRC), public comment
was requested on the proposal and the final
health intake standard is to be published as a
joint NHMRC and TGA document.As part of
the National Dioxins Program, the TGA has
contributed to the drafting of the risk assessment
plan for dioxins and has been contracted by
Environment Australia to conduct the human
health risk assessment.

International Chemicals Conventions
The TGA is involved at an interagency level in
progressing national consultations with

stakeholders on whether Australia should ratify
two chemicals conventions: the Rotterdam
Convention on the Prior Informed Consent
Procedure for Certain Hazardous Chemicals and
Pesticides in International Trade, and the
Stockholm Convention on Persistent Organic
Pollutants.

Acute Reference Dose for Pesticide Residues
The Acceptable Daily Intake (ADI) is a long-
established regulatory health end-point for an
acceptable dietary intake of low levels of
pesticide residues in food on a chronic (long-
term) basis. In recent years, concern about a
single-sitting consumption of certain food items
which may have received an excessive pesticide
dose (for example, a banana on the outside of a
bunch), resulting in high one-off intake of
residues, has led to procedures to estimate short-
term dietary intakes of some pesticides from the
diet.TGA toxicologists have been working both
in-house and at an international level to develop
methodology for establishing an acute intake
standard equivalent to the ADI, ie an Acute
Reference Dose or ARfD.

Gene Technology Regulation
Dr Sue Meek was appointed as the Gene
Technology Regulator, a statutory office
responsible for administering the Gene Technology
Act 2000, in December 2001.The Act regulates
all dealings with live viable organisms that have
been modified by techniques of gene technology.
It also establishes three specialist committees to
advise the Regulator and the Gene Technology
Ministerial Council: the Gene Technology
Technical Advisory Committee, the Gene
Technology Ethics Committee and the Gene
Technology Community Consultative
Committee. Further details about the 
committees can be found in the Quarterly
Reports of the Gene Technology Regulator at
<www.ogtr.gov.au>.

Labelling Requirements 
The TGA is undertaking a review of the
labelling requirements for medicines with a view
to improving the effectiveness of labels for the
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benefit of consumers. Proposals being discussed
with stakeholders include a ‘consumer focused’
approach to labelling, consolidation and
rationalisation of label warning statements within
therapeutic goods legislation, and the
introduction of ‘consumer medicine information’
for all registered medicines.The review is
available on the TGA’s web site at
<www.health.gov.au/tga/docs/html/labelrev.htm>

Ongoing Regulatory Obligations

Australian Regulation of Clinical Trials
In June 2002, in response to legislative changes,
the TGA released a draft of a comprehensive
document titled Regulation of Clinical Trials in
Australia for public comment.The document sets
out TGA’s roles and responsibilities with regard
to clinical trial monitoring and regulation in
Australia, with the intention of fully informing
stakeholders of the TGA’s involvement in clinical
trials in Australia. Comments were requested by
27 July 2002, and these will be taken into
account by the TGA in considering the need for
improvements in the regulation of clinical trials
in Australia.

Orphan Drug Review
Orphan drug products are medicines, vaccines or
in vivo diagnostic agents which physicians use to
treat, prevent or diagnose rare diseases.A ‘rare
disease’ is defined in the Therapeutic Goods
Regulations 1990 as one which is unlikely to
affect more than 2,000 people in Australia at any
time. It is often not commercially viable for
sponsors to supply orphan drugs in Australia
because of the small size of the market.The TGA
initiated the Australian Orphan Drug Program in
January 1998 to facilitate the Australian
community’s access to orphan drugs by providing
positive incentives for sponsors to register such
products and to remove cost barriers which may
be acting as disincentives to registration.
Following a high-level review of the Orphan
Drug Program as operated by the TGA and the
listing arrangements for the Pharmaceutical
Benefits Scheme (PBS), the TGA released a
report for public comment in April 2002 titled

The Orphan Drug Program and Improving
Community Access to Effective Drugs for Rare
Diseases.The deadline for comment was 
28 June 2002. Comments will be considered 
by TGA and PBS programs and a proposal will
be developed for regulatory improvements in 
the registration of orphan drugs in Australia.

Review of Guidelines for Over the Counter
Medicine Applications
The TGA is reviewing guidelines for sponsors of
over-the-counter (OTC) medicines.These
guidelines are intended to assist sponsors in
compiling applications for registration of OTC
medicines.The review is being conducted in
close collaboration with the Australian Self-
Medication Industry.Three new sections 
of the guidelines have been published and 
are available on the TGA web site at
<www.health.gov.au/tga/npmeds/npmeds.htm#
guideline>.

International Activities

World Health Organization Assessment of
Australia’s Vaccine Regulatory System
The World Health Organization (WHO) has an
ongoing program to improve the quality of
vaccines used around the world.The program
includes strengthening the capacity of national
regulatory authorities to assure vaccine quality.
The WHO relies on the national regulatory
authority of the country of origin for ongoing
assurance of the quality of vaccines supplied
through United Nations agencies, and also
assesses vaccine regulation in member states, with
priority for vaccine producing countries.The
TGA has a long-term involvement in assisting
the WHO in these activities.

In November 2001 the WHO conducted an
assessment of the Australian vaccine regulatory
system.The WHO assessment confirmed that the
TGA fulfils all the critical vaccine regulatory
functions, reassuring the world of the high
standard of vaccine regulation in Australia and
establishing the TGA as an approved WHO
Collaborating Centre for the Quality Assurance
of Vaccines and Other Biologicals.
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DIA-TGA Fellowship Program
From 17 to 28 September 2001, the Drug
Information Association (DIA) and the TGA
conducted the 2001 DIA-TGA Fellowship
Program: Post-Market Vigilance of Therapeutic
Goods. Funding was provided by the DIA and
enabled participants from China, Indonesia,
Malaysia, Singapore,Thailand and Vietnam to
attend the two-week program.The program was
designed for senior staff of overseas regulatory
agencies to assist them in gaining an increased
understanding of all aspects of post-market
vigilance for therapeutic goods. Post-market
vigilance is aimed at detecting and minimising
adverse reactions associated with the commercial
supply of therapeutic goods following their
approval for marketing.

Cooperation with Overseas Agencies
The TGA continued to participate in a number
of programs which provide training to staff of
overseas regulatory agencies.These programs are
funded principally by bodies outside the
Department, namely AusAID, the WHO and the
DIA.The programs provided training programs,
workshops, consultancies and on-the-job training
for officials of a number of regulatory agencies of
overseas countries in the region.

As a centre of excellence in the regulation of
medicines and medical devices in the region, the
TGA had many visitors from representatives of
overseas governments, regulatory agencies and
the pharmaceutical industry in China, Hong
Kong, Japan, Malaysia, Indonesia, United Arab
Emirates,Thailand,Vietnam, Singapore,Taiwan,
Nepal and the WHO.

Long-term cooperation agreements have been
signed with the Health Sciences Authority of
Singapore and the National Department of
Health of Papua New Guinea.

Senior officials of the TGA attended
conferences of the Council for International
Organisations of Medical Sciences and visited a
number of major overseas regulatory agencies
during the year.

The Right Hon
Sir Ninian
Stephen KG, AK,
GCMG, GCVO
Chair of the Gene
Technology Community
Consultative Committee.

The Gene Technology
Community Consultative Committee (GTCCC)
was established to look beyond science and
to advise on issues of concern to the
community. Its role is to ensure that these
issues are addressed in the policy
underpinning the regulatory scheme which
governs the release of genetically modified
organisms. The GTCCC provides advice to the
Gene Technology Regulator and the
Ministerial Council on matters of general
concern identified by the Regulator in
relation to applications made under this Act,
matters of general concern in relation to
genetically modified organisms, and on the
need for policy principles, codes of practice
and guidelines. 

Sir Ninian practised as a barrister before
being appointed Queen’s Counsel in 1966. 
In 1970 he was appointed to the Victorian
Supreme Court and two years later became a
Justice of the High Court of Australia. He
became a member of the Privy Council in
1979 and sat as a member of its Judicial
Committee. 

Sir Ninian retired from the High Court of
Australia in 1982 to take up his appointment
as Governor-General of Australia, an office he
held until 1989. He was then appointed
Australia’s first Special Ambassador for the
Environment. Sir Ninian has extensive
committee experience, and has held a
number of important high-profile positions in
recent years. He was appointed as Chair of
the GTCCC on 16 May 2002.



Professor 
Donald Chalmers
LLB, LLM
Chair of the Gene
Technology Ethics
Committee.

The Gene Technology
Ethics Committee (GTEC)

was established under the Gene Technology
Act 2000. Its function is to provide advice to
the Gene Technology Regulator and the
Ministerial Council on ethical issues relating
to gene technology, codes of practice in
relation to ethics in respect of conducting
dealings with genetically modified
organisms, and policy principles in relation
to dealings with genetically modified
organisms that should not be conducted for
ethical reasons. It will operate in close
conjunction with the Gene Technology
Community Consultative Committee in order
to ensure comprehensive community
consultation in the development of its
advice on policies and codes of conduct.

Professor Chalmers is Professor of Law and is
the Dean and Head of the Law School at the
University of Tasmania, and has just
completed a three year appointment as
Chairperson of the Australian Health Ethics
Committee. He chaired the Tasmanian
Inquiry into Artificial Conception in 1985,
was a member of the National Bioethics
Consultative Committee and chaired the
Commonwealth Ministerial Review of the
National Institutional Ethics Committee
system in 1995.

Professor Chalmers was Law Reform
Commissioner in Tasmania from 1991 until
1997 and is currently a Board member of the
Australian Institute of Family Studies. He has
been the author of, or has contributed to, a
number of government reports, books on
various aspects of the law and major legal
treatises. Professor Chalmers was appointed
as Chair of the GTEC on 21 February 2002.
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Professor
Stephen Powles
BAPPSC, MSC,
PHD
Chair of the Gene
Technology Technical
Advisory Committee.

The Gene Technology Technical Advisory
Committee (GTTAC) was established under
the Gene Technology Act 2000 to provide
scientific and technical advice to the Gene
Technology Regulator and to the Ministerial
Council. The matters on which the GTTAC
provides advice include gene technology,
genetically modified organisms and
genetically modified products, applications
made under the Act, the biosafety aspects of
gene technology, and policy principles,
guidelines and codes of practice.

Professor Powles is the Director of the
Western Australian Herbicide Resistance
Initiative at the School of Plant Biology,
University of Western Australia. Prior to that
he was the Chief Executive Officer of CRC
Weed Management Systems Adelaide, and
an associate professor at the University of
Adelaide. He was a Post-doctoral Fellow at
Carnegie Plant Biology, Stanford University,
California, USA, and at the University of Paris,
Orsay, France.

Professor Powles has been a plant science
researcher since 1975, is an expert on
Australian agricultural systems and is an
international expert on herbicide resistance
in plants and on issues surrounding the
introduction to world agriculture of
genetically modified crops. He has received
many awards and has published numerous
books, papers and journals and made
presentations to many national and
international scientific and professional
conferences and meetings. Professor Powles
was appointed as Chair of the GTTAC on 
21 February 2002.
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Quality:
A high level of satisfaction of the
Ministers, Parliamentary Secretary and
Ministers’ Offices with the relevance,
quality and timeliness of policy advice,
Question Time Briefs, Parliamentary
Questions on Notice and briefings.

The Department has provided quality advice.

A high level of stakeholder satisfaction
with consultation, quality and timeliness
of Departmental/Portfolio inputs to
national policy, planning and strategy
development and implementation.

As the national regulator of therapeutic goods in Australia, the
TGA works with other government agencies, professional
consumer organisations and industry to develop policies and
standards to meet the needs of consumers. It has provided
input to national regulation, evaluation and monitoring of the
standard of medicines, medical devices, chemicals and
genetically modified organisms. It has ensured that the
regulatory role has been performed objectively, co-operatively,
effectively and in a timely manner.While there is always scope
for improvement, the TGA believes its stakeholders are
generally satisfied with the opportunities afforded to them for
input to TGA policies and with the TGA’s contribution to the
development of departmental policies and planning.

Performance Information for Departmental Outputs

1. Policy advice, in relation to:
• the availability and marketing of therapeutic goods in Australia;
• public health issues relating to national and international standards and best practice for

management of chemicals;
• international standards for therapeutic goods; and
• appropriate national policies and controls for medicines, medical devices, chemicals, gene

technology and blood and blood products.

Measure Result

Quantity:
550–600 responses to ministerial
correspondence; 30–40 Question Time
Briefs; 10–15 Parliamentary Questions
on Notice; and 30–40 ministerial
requests for substantial briefings.

Responses were prepared for approximately:
• 743 items of ministerial correspondence;
• 111 Question Time Briefs;
• 5 Parliamentary Questions on Notice3; and
• 39 ministerial requests for briefings.

Agreed timeframes met for responses to
ministerial correspondence, Question
Time Briefs, Parliamentary Questions
on Notice and ministerial requests for
briefing.

Agreed time frames were met for:
• 92% of ministerial correspondence;
• 100% of Question Time Briefs;
• 80% of Parliamentary Questions on Notice2; and
• 90% of ministerial requests for briefings.

2 This figure includes only the questions from the Senate and House of Representatives and not questions from the Community
Affairs and Legislation Committee during Senate Estimates hearings.
3 This figure includes only the questions from the Senate and House of Representatives and not questions from the Community
Affairs and Legislation Committee during Senate Estimates hearings.
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Performance Information for Departmental Outputs—1.TGA (cont)

3. Agency specific service delivery
Information, including:

• publication of bulletins and newsletters on regulation of medicines, medical devices and
chemicals;

• the internet information site;
• operation of TGA customer service feedback processes; and
• operation of a TGA information telephone service.

Measure Result

Quality:

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

The TGA has numerous forums available for consulting
with industry and consumers, including the TGA-Industry
Consultative Committee, the Complementary Healthcare
Consultative Forum, the Therapeutic Goods Advertising
Code Council and the Gene Technology Community
Consultative Committee. In addition, Regulators meet
regularly with the peak bodies of the industries for which
they are responsible.These forums provide the TGA with
the opportunity to develop strategic alliances with industry
and consumer representatives through open and effective
communication and an understanding of the needs of all
stakeholders.

Quantity:

Number of publications circulated,
including the number of issues
published per year of the following:

• TGA News—3 issues; and
• ADRAC Bulletin—4 issues.

Two issues of the TGA News were published in 
2001–02. It should be noted, however, that issues were also
published in June 2001 and July 2002, and that there were
no gaps in the regular four-monthly series.
Four issues of the ADRAC Bulletin were published.
The TGA has numerous publications aimed at a variety of
audiences, most of which are made available in electronic
format on the Internet.

10% growth in internet site user
sessions.

The number of user sessions on the TGA internet site was
509,518.This is an increase of at least 70% compared with
the previous year.
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Regulatory activity, through:
• pre-market assessment of therapeutic goods at a level appropriate to assessed risk;
• licensing of manufacturers of therapeutic goods;
• post-market surveillance and activities relating to problem reports;
• post-approval monitoring and enforcement of compliance with the therapeutic goods

legislation and compliance of manufacturers with the principles of Good Manufacturing
Practice;

• assessment and testing programs based on risk management and targeted testing;
• pre-market assessment of chemicals and provision of advice to other agencies on the

public health impact of agricultural, veterinary and industrial chemicals which takes into
account national and internationally recognised standards; and

• identifying risks posed by or as a result of gene technology and managing those risks
through regulating certain dealings.

Quality:

All applications for entry of products
onto the Australian Register of
Therapeutic Goods are:

• processed within statutory or other
agreed timeframes; and

• evaluated at a level appropriate to
assessed risk.

Statutory timeframes exist for the evaluation of applications
for the inclusion of prescription medicines in the Australian
Register of Therapeutic Goods.The statutory timeframes
were met for evaluation of all prescription medicines
applications.The numbers of applications relating to
prescription medicines are shown in Figure 1.3 (see page 87).
The timeframes for all other therapeutic goods are agreed
targets.The average times taken to process all types of
applications were less than the target times, as shown in
Figure 1.4 (see page 87).
The regulatory framework for therapeutic goods is based
on a risk management approach designed to ensure public
health and safety, while at the same time freeing industry
from unnecessary regulatory burden.

Evaluation and appeals decisions of
applications for the entry of products
onto the Australian Register of
Therapeutic Goods made within
legislated timeframes, where applicable.

Section 60 of the Therapeutic Goods Act 1989 allows a
person whose interests are affected by a TGA decision to
seek review by the Minister, who may then refer the matter
to a delegate in the Department. Of the twenty decisions
made by the Minister’s delegate in 2001–02 under this
provision, six were made outside the statutory timeframe of
60 days. In most cases, this was because the appellant sought
to submit new information and the delegate agreed to
extend the time to allow the new information to be
considered.

Performance Information for Departmental Outputs—1.TGA (cont)

Measure Result
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Performance Information for Departmental Outputs—1.TGA (cont)

Measure Result

Breaches of the Therapeutic Goods Act
1989 investigated and appropriate
action taken.

The TGA Surveillance Unit received 471 new referrals
during the period 1 July 2001 to 30 June 2002. In addition
to those referrals being actioned an additional 181
outstanding matters were attended to.The action
undertaken addresses the objective of achieving compliance
with the provisions of the Therapeutic Goods Act 1989.
Outcomes of those investigations can range from, but are
not limited to, advice and counselling, formal warnings and
regulatory visits for minor breaches of the Act up to and
including criminal prosecutions for more serious offences.

Timely production of reports:
• TGA Quarterly Performance and

Financial Reports; and
• Annual Report.

The targets were met.

All applications to deal with genetically
modified organisms (GMOs) are:

• processed within statutory or other
agreed timeframes; and.

• evaluated at a level appropriate to
assessed risk.

The Office of the Gene Technology Regulator received
108 applications for various types of GMO licences.
30 licences were issued, all within the statutory timeframes.
No outstanding applications exceeded statutory timeframes
as at 30 June 2002.All applications for GMO licences were
evaluated in accordance with statutory requirements and at
a level commensurate with the risks posed.

Evaluation and appeals decisions of
applications to deal with GMOs made
within legislated timeframes, where
applicable.

No internal appeals on GMO licence decisions were
received in the period.There is no statutory timeframe for
internal appeals on GMO licence decisions.

All breaches of the Gene Technology Act
2000 investigated and appropriate
action taken.

All reported breaches of the Gene Technology Act 2000 were
investigated and appropriate actions were taken.

Timely production of reports:
• Quarterly performance reports;

and
• Annual reports relating to the

operations of the Office of the
Gene Technology Regulator.

Two quarterly reports on the operations of the Gene
Technology Regulator were tabled in Parliament.The
annual report on the first year of operation of the Gene
Technology Regulator is incorporated within the
Department of Health and Ageing’s annual report.
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100% of licences to undertake dealings
with GMOs issued within agreed
timeframes.

100% of GMO licences were issued within statutory
timeframes.

A minimum of 20% of field trials
inspected for compliance with
conditions in licences to undertake
dealings with GMOs.

More than 20% of field trials were inspected for
compliance with conditions in licences to undertake
dealings with GMOs.

Quantity:

7,000–9,000 applications processed for
inclusion of products on the Australian
Register of Therapeutic Goods.

7,157 applications and notifications for registration or
listing of therapeutic goods, or for changes to existing
registration or listing, were processed to completion by the
TGA in 2001–02. Figure 1.5 below further details these
and provides a comparison with previous years.

Number of successful appeals against
assessments.

There were 3 successful Administrative Appeals Tribunal
appeals during 2001–02.

Performance Information for Departmental Outputs—1.TGA (cont)

Measure Result

A minimum of 800 therapeutic
products tested as part of post-
marketing surveillance.

In the year 2001–02, the TGA tested a total of 1,330
samples, compared with 1,637 samples in the previous year.
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Outcome performance
report
Outcome 2 is managed in the Department by
Health Access and Financing Division, in
collaboration with the Department’s State and
Territory Offices.

The Health Insurance Commission and the
Professional Services Review Scheme contribute
to achieving Outcome 2 (both of which
produce their own annual reports).

The major components of Outcome 2 are:
• the Medicare Benefits Schedule;
• the Pharmaceutical Benefits Scheme; and
• the Australian Health Care Agreements

with the States and Territories.

Major Achievements

Implementation of New GP Incentives
Five new initiatives—cervical screening, asthma,
diabetes, mental health and practice nurses—
were introduced during 2001–02. From 
1 November 2001, incentives have been paid to
general practitioners (GPs) participating in the
Practice Incentives Program for cervical
screening, asthma and diabetes. Payments for
practice nurses commenced in February 2002.
Preparations for mental health were completed
with payments expected after 1 July 2002.

Medicare Number on all PBS Prescriptions
The changes arising from the National Health
Amendment (Improved Monitoring of Entitlements to
Pharmaceutical Benefits) Act 2000 were successfully
implemented. From 1 May 2002 it became
compulsory for pharmacies to include a
Medicare number on prescriptions submitted to
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Outcome 2
Access to Medicare

Access through Medicare
to cost-effective medical
services, medicines and
acute health care for all

Australians.
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the Health Insurance Commission (HIC).As at
30 June 2002, 99.7 per cent of pharmacists’
claims included a Medicare number.This ensures
pharmaceutical benefits are provided only to
those eligible for the subsidy.

Challenges

Health Insurance Commission Output
Pricing Agreement 
Delays have occurred in negotiating a new Output
Pricing Agreement with the HIC.While a pricing
proposal was developed with the HIC in 2000–01,
consideration of the proposal by the Department
of Finance and Administration has been overtaken
by a Government review of the overall finances for
the HIC. In the meantime, the current Output
Pricing Agreement remains in place.

Wholesalers Remuneration
In the May 2001 Budget, the Government
announced that new arrangements would be
introduced for the stocking and supplying of
Pharmaceutical Benefits Scheme (PBS)
medicines to community pharmacies. Under this
arrangement there would be a reduction in
wholesaler’s remuneration.Wholesaler
representatives raised concerns in regard to the
impact of the proposed Budget measure.As a
result, the Government agreed to review the
arrangements for the wholesaling of
pharmaceuticals under the PBS.The review was
ongoing as at 30 June 2002.
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Performance Indicators (Effectiveness Indicators)

Indicator 1:

Client support for Medicare.

Target:

High levels of client support.

Information source/Reporting frequency:

Structured feedback through the HIC customer surveys.

Indicator 2:

Aboriginal and Torres Strait
Islander access to Medicare.

Target:

Increasing Aboriginal and Torres Strait Islander access to Medicare
in accordance with need.

Information source/Reporting frequency:

Medicare benefits claimed by Aboriginal and Torres Strait Islander
Medical Services.

Indicator 3:

Percentage of Medicare services
that are bulk-billed.

Target:

Significant changes from current 71.5% to be analysed.

Information source/Reporting frequency:

Quarterly Medicare Statistics.

Indicator 4:

MBS outlays per capita in rural
and remote compared with
other areas.

Target:

More equal distribution between localities.

Information source/Reporting frequency:

Annual HIC data.
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Performance Indicators (Effectiveness Indicators)

Indicator 5:

Number of persons per approved
pharmacy in Australia and the
number of persons per pharmacy
in urban areas compared with
those pharmacies in rural and
remote areas.

Target:

The ratio is similar for urban and rural and remote areas.

Information source/Reporting frequency:

Annual HIC data.

Indicator 6:

Aboriginal and Torres Strait
Islander access to Pharmaceutical
Benefits Scheme medicines.

Increasing Aboriginal and Torres Strait Islander access to
Pharmaceutical Benefits Scheme in remote area Aboriginal Medical
Services in accordance with need.

Information source/Reporting frequency:

Annual HIC data.

Indicator 7:

Percentage of cost of
Pharmaceutical Benefits Scheme
prescriptions covered by the
Government.

Target:

Changes from 83% to be analysed for underlying drivers.

Information source/Reporting frequency:

Annual HIC data.

Indicator 8:

Pharmaceutical Benefits Scheme
outlays per capita in rural and
remote compared with other
areas.

Target:

More equal distribution between localities.

Information source/Reporting frequency:

Annual HIC data.

Indicator 9:

Overall growth rates in Medicare
outlays, including Medicare
Benefits Schedule,
Pharmaceutical Benefits Scheme
and AHCA growth rates.

Target:

Growth rates slowing over time.

Information source/Reporting frequency:

Budget papers.

Indicator 10:

Commonwealth expenses per
capita on Medicare, both total
and by Medicare Benefits
Schedule, Pharmaceutical
Benefits Scheme and AHCA
components.

Target:

Significant changes from the current levels of $375 for Medicare
Benefits Schedule, $186.82 for Pharmaceutical Benefits Scheme and
$341.30 for AHCA to be analysed.

Information source/Reporting frequency:

Budget Papers.

The Department’s performance against these indicators is discussed in the following outcome
summary. Specific references to these indicators are marked by footnote.



Outcome summary—the
year in review
Australia’s universal health insurance system,
Medicare, comprises three main strands of
subsidised access to health care for the
community:

• medical and diagnostic services listed under
the Medicare Benefits Schedule (MBS);

• drugs and medicinal preparations listed
under the Schedule of Pharmaceutical
Benefits (PBS); and

• public hospital services provided under
Australian Health Care Agreements with the
States and Territories.

Universal access to a range of health services is
provided to Australians under Medicare.
Medicare is a health insurance system funded
through the taxation system, including but not
limited to the contribution of the Medicare
Levy. Health services provided under Medicare
are complemented by additional services
privately purchased at the patient’s own cost,
including services refundable under private
health insurance (covered in more detail under
Outcome 8).Together, this public–private mix of
services provides Australians with a high-class
health-care system well regarded both by the
Australian and international communities.

Public attitudes to Medicare continued to be
very positive during 2001–021.The Health
Insurance Commission’s (HIC) customer
satisfaction survey showed again this year that
support for Medicare remains very strong, with
overall public support at 90 per cent.The survey
also showed high levels of satisfaction among
doctors (72 per cent) and pharmacists (92 per
cent) with services provided by the HIC.

The HIC provides payments to providers and
the public, and information and compliance
services under the MBS and PBS on behalf of the
Department of Health and Ageing.The HIC, as a
statutory authority, produces its own annual report.

The Australian community in general enjoys
good health, especially by international standards.
Australia’s Health 2002, published in June 2002 by
the Australian Institute of Health and Welfare,
shows Australia to be one of the world’s
healthiest countries.Australia’s ‘healthy life
expectancy’ is among the highest in the world.
Australian males can expect to live 69.6 years of
life without reduced functioning, ranking them
sixth in the world, and females 73.3 years,
making them third. However, there are specific
inequities in health status in the Australian
community, with Aboriginal and Torres Strait
Islander peoples being particularly disadvantaged.
Action across a number of areas, including
improved access to health services, is expected to
lead to reductions in these inequities over time.

During 2001–02, Medicare continued to
provide access to services under the three main
areas—MBS, PBS and public hospitals—and
continued to grow in terms of government
expenditure. Policy development under Medicare
focused on maintaining and improving access,
improving quality and building financial
sustainability.

Commonwealth expenditure on Medicare 
in 2001–02 was $18.725 billion, a real increase 
of 4.76 per cent on the previous year2

(see Figure 2.1).
For Outcome 2 as a whole, real growth in per

capita expenditure was 3.5 per cent, rising from
$917.36 per capita in the previous year (2001–02
prices) to $949.823 (see Figure 2.2)

In terms of cost to patients, Outcome 2 has
continued to improve or stay stable on a number
of performance measures.The overall level of
bulk billing on the MBS in 2001–02 was 70.4
per cent, a decline of 1.0 percentage point on
2000–014 (see Figure 2.3).While bulk-billing
remains high in historical terms, it has decreased
slightly from its historical peak. In terms of
number of services however, 155.4 million
services were bulk-billed, an increase of 
1.7 per cent from 2000–01.

– 92 –

1 Relates to Indicator 1.
2 Relates to Indicator 9.
3 Relates to Indicator 10.
4 Relates to Indicator 3.
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Source: HIC Data.

Figure 2.1: Annual Growth in Government outlays on Medicare,
1997–98 to 2001–02 

On the available evidence, it appears that
bulk-billing is strongest when the local market
for GP services is also strong, and there is greater
competition between doctors for patients. Capital
city bulk-billing rates are significantly higher
than for outer metropolitan or country areas, and

this trend seems to cross socio-economic
boundaries.Where there are fewer doctors for
patients to choose from, the price incentive for
GPs and other practitioners to bulk-bill also
tends to decrease.



The percentage of the cost of PBS prescriptions
covered by Government increased from 83.7 to
83.9 per cent between 2000–01 and 2001–02.5

Since 1996–97 the percentage of the cost of PBS
prescriptions covered by Government has
increased from 81.5 to 83.9 per cent (see Figure
2.4).Access to public hospital services continued
to be free of charge for public patients.

Other measures of access to services indicate
continuing inequities of access between rural and
urban and between Indigenous and non-
Indigenous communities. MBS outlays per capita
continue to be lower than the national average in
rural and remote areas although the relationship

to the national average has improved slightly in
recent years6 (see Table 2.1).

PBS per capita expenditure does not show the
same variance in rural and remote areas as MBS
per capita expenditure. Over the past seven years,
the ratio of expenditure by the Government on
PBS per person between rural and remote and
other areas has remained generally constant7

(see Table 2.2).
The distribution of pharmacies across rural

and urban areas underlies access to the PBS. In
2001–02, there were 3,934 people per pharmacy
in urban areas, and 4,193 people per pharmacy in
rural areas8 (see Figure 2.5).
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Figure 2.2: Annual Government Outlays per capita on Medicare,
1997–98 to 2001–02

5 Relates to Indicator 7.
6 Relates to Indicator 4.
7 Relates to Indicator 8.
8 Relates to Indicator 5.
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Figure 2.3: Percentage of Medicare services bulk-billed to Medicare,
1984–85 to 2001–02
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Figure 2.4: Per cent of cost of PBS prescriptions covered by Government,
1994–95 to 2001–02
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Table 2.1 Medicare Benefits Schedule Outlays by regional category per capita,
1997–98 to 2001–02
RRMA Category Total Benefits per capita (2001–02 prices)

1997–98 1998–99 1999–2000 2000–01 2001–02

Capital City 400.81 414.52 414.95 412.72 423.27 

Other Metro Centre 385.77 400.61 402.43 395.24 407.40 

Rural and Remote 300.82 313.67 317.65 320.61 334.57 

Total 371.22 384.95 386.66 385.45 397.14 

Notes:
1. Non Farm GDP implicit price deflator used for earlier years for meaningful comparison.
2. Population figures as provided by ABS to 30 June 2002.
3.The figures underlying this table are based on cash not accrual numbers in order to preserve the time series.The MBS numbers are based on
claims processed during the year.
4.The allocation to regional category is based on postcode of patient enrolment.

Table 2.2 Pharmaceutical Benefits Scheme Outlays by regional category per
capita, 1997–98 to 2001–02
RRMA Category PBS subsidies per capita

1997–98 1998–99 1999–2000 2000–01 2001–02

Capital City 121.65 133.16 153.78 189.84 210.70

Other Metro Centre 139.94 150.95 172.82 210.87 235.76

Rural and Remote 119.66 130.39 150.58 187.21 209.72

Total 122.49 133.75 154.36 190.76 212.40

Notes:
1. Non Farm GDP implicit price deflator used for earlier years.
2. Population figures as provided by ABS to 30 June 2002.
3.The figures underlying this table are based on cash not accrual numbers in order to preserve the time series.The PBS numbers are based on
claims processed during the year.
4.The allocation to regional category is based on postcode of pharmacy.
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Key strategies
Key strategies focused on four themes: access,
quality, managing outlays and integration
strategies.The broad outcomes identified in the
introductory section have been achieved and will
be sustained by the activities highlighted below.

Access to Services
During 2001–02 further improvements were
made with existing access to health services, and

increasing emphasis was given to the effectiveness
of the services financed by the Commonwealth
through this outcome, in terms of improved
health for individual Australians and for
population groups.

The Enhanced Primary Care (EPC) items on
the MBS were introduced in November 1999 to
provide annual health assessments for older
Australians and care planning and case
conferencing services for people of any age with

Figure 2.5: Distribution of Australian Pharmacies by urban and rural areas 

Queensland
Number of pharmacies:
Urban 589
Rural 361
People per pharmacy:
Urban 3780
Rural 4089

New South Wales
Number of pharmacies:
Urban 1318
Rural 410
People per pharmacy:
Urban 3842
Rural 3930

Victoria
Number of pharmacies:
Urban 901
Rural 256
People per pharmacy:
Urban 4107
Rural 4624

ACT (all urban)
Number of pharmacies
57
People per pharmacy
5687

Tasmania
Number of pharmacies:
Urban 63
Rural 77
People per pharmacy:
Urban 3218
Rural 3519

South Australia
Number of pharmacies:
Urban 280
Rural 105
People per pharmacy:
Urban 4009
Rural 3807

Northern Territory
Number of pharmacies:
Urban 19
Rural 11
People per pharmacy:
Urban 4687
Rural 10145Western Australia

Number of pharmacies:
Urban 369
Rural 108
People per pharmacy:
Urban 3840
Rural 4765

AUSTRALIA
Number of pharmacies
Urban: 3596
Rural: 1328
People per pharmacy
Urban: 3934
Rural: 4193

Urban = RRMAs 1–2
Rural = RRMAs 3–7



chronic conditions and multidisciplinary care
needs. During 2001–02 449,800 EPC services
were provided, including 164,563 annual health
assessments, of which 77,200 were provided in
people’s homes. In addition there were 6,451
Home Medicines Review GP services provide
(described in more detail under ‘Integration
Strategies’).Almost 97 per cent of EPC health
assessments were direct billed to Medicare, with
no cost to the patient.

There was continued strong growth in the
total number of EPC services provided, with an
additional 287,678 EPC services in 2001–02, not
including Home Medicines Review items,
representing a 177 per cent increase over the
number of EPC services provided in 2000–01.
This includes an additional 226,945 care
planning services, or 477 per cent more than
were provided in 2000–01.The significant
increase in use of the EPC care planning items
reflected increasing familiarity with the new
services amongst GPs and the introduction of a
specific care planning incentive payment under
the Practice Incentives Program from February
2001. Of these care planning services, 8,033 were
for a GP’s contribution to a care plan for a
person living in a residential aged care facility.
In total, 11,619 EPC care planning and case
conferencing services were made available to
people living in residential aged care homes
during 2001–02, compared with 2,229 services
in the period from November 2000 (when they
were introduced) to June 2001.

An evaluation of the EPC Medicare items is
being carried out jointly with the evaluation of the
GP Education, Support and Community Linkages
program and will report during 2002–03.

To address problems of access to the MBS by
Aboriginal and Torres Strait Islander peoples,
special arrangements were put in place in 1996
under sub-section 19(2) of the Health Insurance
Act 1973 to allow Medicare benefits to be paid
for services provided by medical practitioners
working at Aboriginal Community Controlled
Health Services (ACCHSs).9 Regular surveys of

ACCHSs conducted by the HIC are undertaken
to gather information on the number of medical
practitioners employed by ACCHSs. Based on
information supplied by the ACCHSs and claims
processed for the 2000–01 financial year, the
latest full year available, over 587,000 services
were provided at a cost to Medicare of 
$16.2 million. In addition, during 2000–01,
State funded remote clinics in Queensland and
Western Australia received Medicare payments of
$1.8 million, covering some 63,000 services.

To address barriers in accessing the PBS by
Aboriginal and Torres Strait Islander peoples in
remote areas, special arrangements have been
introduced under Section 100 of the National
Health Act 1953.10 These arrangements provide
clients of remote area Aboriginal Health Services
with PBS medicines directly at the time of
medical consultation, without the need for a
formal prescription form and without charge.
Since the progressive introduction of the
initiative in 1999, 152 services throughout
remote Australia have been approved to
participate, including those operated by State and
Territory Governments.There were 775,172
prescriptions ordered through this program
during 2001–02, and expenditure for the
financial year 2001–02 was $13.2 million.

The Third Community Pharmacy Agreement
between the Government and the Pharmacy
Guild of Australia began on 1 July 2000 and
expires on 30 June 2005. It contains specific
measures designed to provide a greater level of
ongoing support for pharmacies in rural and
remote areas, and provides incentives to attract
and retain pharmacists in those areas. In
accordance with the agreement, new rules for
pharmacy location came into effect on 1 July
2002.The new rules represent an incremental
and targeted easing of existing restrictions to
achieve a more efficient and effective community
pharmacy network.The communities of rural
and regional areas of Australia, in particular, may
benefit from increased pharmacy services.The
Third Community Pharmacy Agreement also
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expanded the successful Rural and Remote
Pharmacy Workforce Development Program.
Further details of these initiatives are provided
under Outcome 5.

The Inquiry into Radiation Oncology was
announced on 27 August 2001 to examine the
complete picture of radiation therapy for cancer
in Australia and develop a national plan to
promote patient access to these services.The
Inquiry Committee, chaired by Professor Peter
Baume AO, focused on the roles of radiation
oncologists, radiation therapists and radiation
physicists in the delivery of radiation therapy as
well as funding arrangements and patient access.
The Inquiry presented its report to Minister
Patterson on 18 June 2002.The Government is
considering the recommendations of the report.

Workforce shortages have been identified as a
key barrier to patient access to radiation
oncology services, particularly shortages of new
entrants to radiation therapy. On 23 January
2002, the Minister committed $3.25 million over
four years for five universities to increase the
annual intake of radiation therapy students.

In line with the recommendations of a
national review of positron emission tomography
(PET) the Department conducted a tender
process and in September 2001 identified seven
PET facilities nationally to receive interim MBS
funding and participate in a comprehensive
evaluation of PET’s clinical and cost effectiveness.
This significantly improves patient access,
increases the number of funded facilities by five
and provides a more equitable geographic
distribution. In almost all cases, MBS-eligible
PET scans at the seven facilities are provided at
no cost to the patient.

Quality of Services
In Outcome 2 the focus is on health financing
that maintains and improves the quality of
services provided to the community. Quality
improvements have been a key theme in the
financing agreements with the medical and
pharmacy professions.

Practice Incentives Program
The majority of general practices in Australia
participate in the Practice Incentives Program
(PIP). The PIP is part of a blended payment
approach for general practice and aims to
compensate for the limitations of fee-for-service
arrangements. PIP provides financial incentives for
aspects of general practice that contribute to
quality care and better patient outcomes. In May
2001, there were 5,260 practices participating in
the program, covering 80 per cent of patients.
Following the introduction of accreditation
requirements at 1 January 2002, in May 2002 there
were 4,482 PIP practices covering 76 per cent of
patients (as measured by Standardised Whole
Patient Equivalents).While this represents a 
17 per cent decline in the number of practices in
the PIP, it represents only a 4 per cent decline in
the number of patients covered by PIP practices.
PIP continues to cover the majority of patients
attending general practice in Australia with 4,482
practices participating in the program, of which
4,189 have achieved full accreditation.

Increases in Funding for GP Services
This measure provided additional funding to
increase rebates for longer GP consultation times.
On 1 November 2001, general practice rebates
were increased by 9.6 per cent for level C and D
consultation items and $1.00 (4.3 per cent) for level
B consultation items.The GP Memorandum of
Understanding Group together with the Australian
Medical Association were consulted on
implementation of the measure.

GP Immunisation Incentives
In the year under review, 5,534 general practices
were participating in the GP Immunisation
Incentives scheme.The GP Immunisation
Incentives Scheme provides financial incentives to
general practitioners who monitor, promote and
provide age appropriate immunisation services to
children under the age of seven years in their
practices. Ninety per cent of them maintain
immunisation coverage of over 80 per cent.
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The proportion of practices with coverage over 90
per cent rose to 56.9 per cent in the May 2002
outcomes payment quarter. In July 2001, the then
Minister, in consultation with the medical
profession, raised eligibility for outcomes payments
from 80 per cent to 85 per cent immunisation
coverage from 1 January 2002 and to 90 per cent
immunisation coverage from 1 January 2003.

GP Links Program
Evaluation of the physical amalgamation
component of the GP Links Program has been
completed.The GP Links Program supports
microeconomic reform of general practice
through incentive payments to assist GPs to
investigate the feasibility of, and to actually
undertake, practice amalgamations. Overall, the
report indicates that most stakeholders regard GP
Links highly, that it improved efficiency and that
patients were able to access a wider range of
services as well as obtain better after hours access
and better care planning.

Cervical Screening Incentives
The cervical screening incentive initiative
introduced in the 2001–02 Federal Budget,
recognises GPs as the primary providers of
cervical screening and as the key drivers to
increasing participation in the National Cervical
Screening Program. From November 2001, GPs
participating in the PIP have been able to claim
service incentive payments for screening women
at higher risk of cervical cancer.

The initiative will also see PIP general
practices rewarded for reaching a practice
screening rate target through outcome payments
commencing in 2003. By May 2002,
approximately 84 per cent of PIP practices had
registered for the cervical screening incentives.

Asthma 3+ Visit Plan
A national GP asthma initiative which focuses 
on the Asthma 3+ Visit Plan, was allocated 
$48.4 million over four years in the 2001–02
Federal Budget to support general practice to
better manage the clinical care of people with
moderate to severe asthma. It is designed to

improve the outcomes and quality of life for
people with moderate to severe asthma by
enabling them to better manage their asthma
with the support and advice of their GP.

The funding established an asthma incentive
in the PIP that was introduced in November
2001.The initiative consists of three components:
a payment for registering for the incentive; a
payment for completing the Asthma 3+ Visit
Plan; and infrastructure support through a
communication and awareness campaign and
educational resource material.As at May 2002,
82 per cent of PIP practices were participating in
the asthma incentive.

Diabetes
In the 2001–02 Federal Budget the Government
provided $43.4 million over four years to
improve prevention, provide earlier diagnosis and
improve management of people with diabetes
through general practice.

One component of the diabetes program is
payments to general practice through the PIP.
A diabetes incentive was introduced on 
1 November 2001 consisting of a payment for
PIP practices who use a patient register and
recall/reminder system to assist in managing
patients with diabetes and a service incentive
payment for providers in participating PIP
practices who complete an annual cycle of care
for patients with established diabetes mellitus.An
outcomes component for participating PIP
practices that reach target levels of care for their
patients with diabetes will be introduced in
2003. Uptake of the new diabetes incentive has
been high with 82 per cent of PIP practices
participating, as at May 2002.

Practice Nurses
Funding of $86.6 million over four years was
provided in the 2001–02 Federal Budget to
provide financial incentives through the PIP to
assist general practices in areas of high workforce
need to employ or retain the services of practice
nurses or Aboriginal health workers.The
incentive primarily targets general practices
located in Rural, Remote and Metropolitan
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Areas (RRMAs) 3–7.A limited number of PIP
practices in RRMAs 1 and 2 are also eligible.
Payments to participating practices began in
February 2002.At May 2002, 59 per cent of
eligible practices were participating in the
Practice Nurses initiative.

Mental Health
Extensive policy development, consultation and
liaison occurred throughout the year with the
Committee for Incentives for Mental Health, the
Health Insurance Commission (HIC) and within
the Department.This ensured the successful 1
July 2002 implementation of the new MBS
Items for the ‘Better Outcomes in Mental Health
Care Budget’ initiative of 2001–02.

Introducing New PBS and MBS Items
A cornerstone of quality financing is the
assessment process used for including new items
on the MBS and PBS.Australia is held in high
regard internationally in particular for its
longstanding PBS processes and, insofar as
medical benefits and the PBS are concerned, is
one of the few countries in the world that
requires evidence-based assessment of the safety,
effectiveness and cost-effectiveness of new
pharmaceuticals or medical services before
decisions are taken to provide a subsidy.While
these processes can sometimes be a point of

tension with the pharmaceutical and devices
industries and the medical professions, they
provide a sound evidence base for decisions by
Government to bear the cost of including new
medicines and medical services under Medicare.

PBS Reviews
Two reviews of the PBS were conducted during
2001–02.The first, a review into the weighted
average monthly treatment cost assessed the
methodology used for pricing drugs with similar
therapeutic outcomes.The Minister is expected to
consider the Pharmaceutical Benefits Pricing
Authority’s recommendations concerning the
review before the end of 2002.

The second review was undertaken by the
Productivity Commission which looked into
international pharmaceutical price differences and
compared manufacturer prices in Australia and
seven other countries for 150 pharmaceuticals
listed in the PBS, as at 30 June 2000.The study
found that prices in the United States of America
were between 80 to 160 per cent higher than in
Australia, and prices in Canada, the United
Kingdom and Sweden are around 50 per cent
higher. Prices in Australia are closer to those in
France, and about the same as those in Spain and
New Zealand.The study looked at price
differences for three particular types of
pharmaceuticals, namely ‘new innovative’, ‘me-too’
and ‘generics’.

The Better Medication Management System
Significant work was undertaken during 2001–02
to develop the Better Medication Management
System (BMMS).The BMMS is designed to
improve quality and safety in medication
management. By improving access to medicines
information, the system will help prevent health
problems caused by medicines reacting badly
with other medicines or allergic reactions to
medicines.

The BMMS is a national, centralised
electronic system holding personal medication
records securely linked to people using their
Medicare number. It draws together medication
information currently held by different health
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care professionals, ensuring that important
information is available to doctors, pharmacists,
hospitals and consumers when it is needed.
Envisaged as the medication component of
HealthConnect (more information on
HealthConnect can be found in Outcome 9), the
BMMS is currently under development by the
Department, in partnership with the HIC, and in
close consultation with consumer, doctor,
pharmacy and software industry representatives.
Stakeholder support for the BMMS is
fundamental because the system will be voluntary
and benefits of improved quality and safety in
medication management will be maximised by
high participation by health care professionals and
consumers.

The technical, business and policy components
of the BMMS will be field tested during 2003.
The field test will be conducted in two phases,
with phase 1 focusing on the technical aspects of
the BMMS and phase 2 looking closely at the
business processes and the more complex policy
elements of the system.The field test will be run
in urban and rural locations. Outcomes of the
field test will be the subject of a comprehensive
evaluation report to be produced at the end of
phase two.Australians will be among the first in
the world to benefit from this type of system,
leading the way towards stronger partnerships
between health care professionals and consumers.

Managing Outlays
The portfolio has continued to refine Medicare
financing arrangements through agreements with
the medical profession, pharmacy and the States
and Territories providing continued fiscal
certainty, so that the health care system is
sustainable and affordable to the community.

Funding Agreements
The main strategies have focussed on the funding
agreements with the medical and pharmacy
professions. In 2001–02, 67 per cent of MBS
outlays were subject to funding agreements.
Expenditure on unreferred attendances through
the MBS met the target set under the General
Practice Memorandum of Understanding (GP

MoU).The end of the GP MoU on 30 June
2002 is unlikely to affect the predictability of
outlays over the medium term, with outlays for
GP services expected to be reasonably consistent
with the GP MoU period.

Work continued with the medical profession
on the MBS to revise and include items to
improve the quality of services. In November
2001, the Relative Value Guide for Anaesthetics
was introduced cost-neutrally into the MBS as
the basis for calculating Medicare Benefits for
anaesthetic services. Under this funding model,
Medicare rebates recognise both the actual time
each service takes and the relative complexities of
different anaesthesia, such as the age or physical
status of the patient and whether the service was
provided in an emergency.

The Third Community Pharmacy Agreement
contains a risk sharing arrangement to protect
both parties, to some extent, from volatility in
the PBS estimates. Higher than forecast growth
in prescription volume and average mark-up
occurred in the PBS during 2001–02.The
dispensing fee for 2002–03 was adjusted to take
account of the risk sharing arrangements which
were triggered.

Pathology
Work continued with the medical profession to
enhance the management of the Diagnostic
Imaging and Pathology agreements which have
been set at exit growth rates for the current
agreements (both 5 per cent per year).

There have been four fee adjustments under
the Pathology Quality and Outlays Agreement to
bring expenditure within the pathology
agreement target:

• 1 November 1999—increase of 1.27 per
cent ($12.0 million);

• 1 June 2000—decrease of 1.00 per cent
($11.0 million);

• 8 February 2001—overall decrease of 1.00
per cent ($11.0 million); and

• 1 July 2001—overall decrease of 1.05 per
cent ($11.0 million).

Strategies for managing diagnostic imaging
services have focussed on working with
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diagnostic imaging professionals to review
expenditure and new technologies to ensure
equitable and affordable access to diagnostic
imaging services under Medicare.As a result,
growth in outlays covered by the Diagnostic
Imaging Agreement was 3.8 per cent for the
year, compared with expected growth of 5 per
cent.As a consequence, the cumulative overspend
for the 5-year period covered by the Diagnostic
Imaging Agreement declined to $39.1 million
and is expected to be recouped by the end of the
Agreement in June 2003.

A review of Commonwealth legislation relating
to pathology began during 2000–01, following
invitations for public submissions.The draft report
will be finalised shortly and findings will inform
policy direction in relation to pathology.

Advisory Committees 
The work of the Pharmaceutical Benefits and

Medical Services Advisory Committees is also
important to the long-term sustainability of PBS
and MBS outlays.The scientific and evidence-
based assessment processes ensure that only those
pharmaceuticals or new medical services or
technologies that are reasonably safe, likely to
provide good health outcomes, and represent
value for money for patients and taxpayers, are
funded, ensuring the best possible use of the
additional dollar.

Quality Use of Medicines
Strategies have focussed not only on listing and
pricing, but also on the quality use of medicines.
Improving the effectiveness and quality of
prescribing is important to sustainable PBS
outlays.The National Strategy for the Quality Use
of Medicines encourages judicious, appropriate,
safe and effective use of medicines. Programs
promoting the quality use of medicines have been
further developed throughout 2001–02, including
work to develop a Quality Use of Medicines
consumer education strategy that is closely linked
with the quality use of medicines partners to
ensure coordination of planning, activities and
messages.The development of the Enhanced
Divisional Quality Use of Medicines Program

continued, with implementation to occur in
selected Divisions of General Practice in the next
financial year.The National Prescribing Service
(NPS) was expanded to extend its support to all
Divisions of General Practice and work more
systematically with specialists, pharmacists and
hospital doctors.The NPS provides prescribers and
consumers with independent information based
on the best available evidence about medicines. It
also acquired responsibility for publication of
Australian Prescriber, when responsibility for this
publication was transferred from the Department
to the NPS in January 2002.

In addition, other quality use of medicines
programs continued, including research programs
and GP incentives under the Practice Incentives
Program.The work of the National Medicines
Disposal Program also continued, which involves
using the national community pharmacy network
to collect expired and unwanted medicines from
consumers, thus reducing the risks of accidental
childhood poisoning and medication misuse.

Improved Monitoring of Entitlements
Changes arising from the National Health
Amendment (Improved Monitoring of Entitlements to
Pharmaceutical Benefits) Act 2000 started on 
1 January 2001 and became compulsory on 
1 May 2002. Pharmacists must include each
patient’s Medicare number in order to claim 
PBS subsidies from the Commonwealth. It is
estimated that this measure will achieve savings
of $20 million per annum by strengthening the
capacity to monitor eligibility for PBS subsidies.
As at 30 June 2002, 99.7 per cent of claims
included a Medicare number.

Cholesterol Lowering Drugs
A multi-strategic approach has been developed
for the cholesterol lowering drugs measure
announced in the 2001–02 Federal Budget.
The Department, together with the National
Prescribing Service (NPS), National Heart
Foundation of Australia (NHFA) and the HIC,
has implemented a range of strategies to educate
prescribers, pharmacists and consumers about the
place of cholesterol lowering medicines in the
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overall management of high cholesterol.
Components include NPS Quality Use of
Medicines education activities for prescribers; a
consumer education program being undertaken
by the NHFA that aims to promote lifestyle
interventions such as diet and exercise; and
compliance activities conducted by the HIC.

Wholesaler’s Remuneration
In the 2001–02 Budget, the Government
announced that new funding arrangements
would be introduced for the stocking and
supplying of PBS medicines to community
pharmacies to reduce the costs to the
Government of supplying subsidised medicines
under the PBS. Pharmaceutical wholesaler
representatives, and later pharmacy
representatives, raised concern over the Budget
announcement and the subsequent Government
proposal for achieving savings.As a result, in
September 2001 a review of the arrangements
for the wholesaling of pharmaceuticals supplied
under the PBS was announced by the
Government.A review reference group was
convened in December 2001 and over a six
month period has examined the arrangements
for funding wholesalers of PBS pharmaceuticals
and the activities undertaken, services delivered
and support provided by wholesalers and other
distributors.The group is expected to report to
the Minister early in 2002–03.

Medical Indemnity
The Department established an internal Medical
Indemnity Taskforce in response to uncertainties
in the medical indemnity insurance market.

The role of the taskforce is to:
• develop health portfolio policy;
• progress initiatives identified by the

Australian Health Ministers’Advisory
Council;

• coordinate the Department’s responses to
issues; and

• communicate and coordinate information to
and from key stakeholders.

The taskforce has responsibility for progressing
government action, in concert with central

agencies, to ensure that the medical profession is
informed about the Government’s measures to
address medical indemnity insurance.This
includes the immediate Government response to
address the needs of United Medical Protection
members, following it entering into provisional
liquidation, and more broadly, responses to ensure
availability and affordability of medical indemnity
insurance in the longer term.

The taskforce has a particular role informing
doctors of developments, given the health
portfolio’s relationship with the medical profession.
This has occurred through a range of media.

The long-term strategy announced by the
Prime Minister on 31 May 2002 is aimed at
ensuring the viability of medical indemnity
insurance and providing medical practitioners
with the certainty they need to continue to
practise.The taskforce works with central
agencies in developing the detail of the strategy.

Key aspects of the AHMAC work program
being coordinated by the taskforce include:

• establishing a scheme to fund medical
defence organisations’ currently unfunded
incurred but not reported claims, supported
by an affordable levy on doctors;

• ensuring medical indemnity insurance can
be made a commercially viable insurance
product;

• developing models to help seriously injured
people with their long-term care costs;

• ensuring appropriate legal and
administrative arrangements are in place to
support the medical indemnity insurance
industry; and 

• establishing a national database of medical
negligence claims.

Amendments to compensation
The Health and Other Services (Compensation) Act
1995 was introduced to address the problem of
double dipping associated with compensation
claims. Double-dipping occurs when a person
receives a compensation payment to cover
medical, nursing home or residential care costs
already incurred and does not reimburse the
Commonwealth for related health and other care
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benefits provided through Commonwealth
programs such as Medicare and residential 
aged care.

The Health and Other Services (Compensation)
Amendment Bill 2001 was passed by the last
Parliament at the end of its final sittings and
received Royal Assent on 1 October 2001.The
amendments commenced on 1 January 2002.This
new Act streamlines the administrative
arrangements under the Health and Other Services
(Compensation) Act 1995.The amendments simplify
the recovery process for notifying claims, and
streamline the processes to allow a clearer and more
manageable path from claim to resolution of
incurred Commonwealth debt.The changes
considerably reduced administrative and financial
costs for businesses, and alleviate the burden on
compensation claimants.

Integration Strategies
The Department has worked on ways to use
Outcome 2 funding to seek a better integration
of health care strategies across programs.

Over the life of the Australian Health Care
Agreements (AHCAs), from 1 July 1998 to 30
June 2003, the Commonwealth and the States
and Territories have agreed to work towards the
integration of service delivery by removing
artificial Commonwealth–State financial barriers.
The agreements, which provide the basis for the
Commonwealth Government’s financial
contribution to public hospitals, continued to be
managed effectively. Core to these agreements are
that public hospital services must be provided
free of charge to public patients, that access to
these services must be on the basis of clinical
need and within a clinically appropriate period,
and that people should have equitable access to
public hospital services regardless of their
geographical location.

A new Medicare service and remuneration for
pharmacists was made available from October
2001 to help ensure the safe and effective
prescribing and use of medications. Domiciliary
Medication Management Review (DMMR), also
known to consumers as Home Medicines Review,
is intended for people who may be at risk of

medication misadventure or for whom the quality
use of medicines may be an issue. DMMR is a
collaborative service that involves the patient, their
GP, pharmacist and other members of the health
care team.This new service was made possible by
joint development work involving representatives
of general practice, pharmacy, consumers and
government. Six thousand, four hundred and fifty-
one DMMR GP services were provided in the
period from October 2001 to June 2002. DMMR
is supported by medication management review
facilitators, who have been engaged in Divisions of
General Practice to provide support and assistance
to GPs and pharmacists in providing the new
service.

The Department continued to support and
monitor the uptake and operation of the
Enhanced Primary Care (EPC) Medicare items,
while shifting the focus from simple uptake to an
increased emphasis on quality and appropriate
use of the items. Consistent with this shift, the
Department reinforced the requirements for the
EPC care planning items in the May 2002
supplement to the Medicare Benefits Schedule
and initiated other review work to identify
current practice in care planning by GPs.The
Department also promoted appropriate linkages
between the EPC items and other Medicare
items including those designed to encourage
improved care in National Health Priority Areas
such as diabetes, asthma and mental health.

A pharmaceutical reform proposal was
developed by the Commonwealth in conjunction
with the States to improve access and to strengthen
the quality use of medicines provided to certain
public hospital patients.The Commonwealth
proposal allows States to use the Pharmaceutical
Benefits Scheme (PBS) in public hospitals for
patients upon discharge and non-admitted patients.
The reforms will also provide Commonwealth
subsidised access to expensive cancer
chemotherapy drugs for day admitted patients.
These changes are designed to make it safer and
easier for public hospital patients to have a greater
level of choice and convenience of accessing
medications that they need, when they need it.

– 105 –

OU
TC

OM
E2



The Commonwealth has achieved in-
principle agreements with three States. One of
those States,Victoria, has already implemented
the pharmaceutical reforms in a number of
hospitals.The Department is working towards
implementation with other States.

Professional Services Review 
The Professional Services Review (PSR) scheme
provides a process for reviewing and investigating
the provision of services by a person to
determine whether he or she has engaged in
inappropriate practice in the rendering or
initiating of Medicare services or in prescribing
under the PBS. Practitioners whose conduct may
be examined under the arrangements are
doctors, dentists, optometrists, chiropractors,
physiotherapists and podiatrists.The PSR, as a
statutory authority, produces its own annual
report. Details of cases and appeals can be found
in the PSR Annual Report.

The Department has policy responsibility for
providing advice to the Minister on the
development and maintenance of the PSR scheme.
The operation of the Scheme is governed by
legislation contained in the Health Insurance Act
1973.Various amendments to this legislation were

introduced into Parliament as part of the Health
Insurance Amendment (Professional Services
Review and Other Matters) Bill 2002, on 27 June
2002.The amendments seek to clarify the intended
operation of the Scheme following a Federal
Court decision in November 2001 (Pradhan v
Holmes and Others).The Bill also proposes several
minor and technical amendments to the Act.The
Bill has been developed in consultation with the
Director of Professional Services Review, the HIC
and the Australian Medical Association.

In terms of the administration of the PSR
Scheme, the Determining Officer within the
Department continues to have responsibility for
making determinations in respect of cases
referred prior to August 1999. Since August
1999, a Determining Authority has assumed the
role previously undertaken by the Determining
Officer for all cases referred under the Scheme
after that time.

In 2001–02, the Determining Officer issued
three final determinations, and one case referred
to the Determining Officer is awaiting a final
determination pending the outcome of an appeal
to the Full Federal Court.
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Outcome 2: Financial Resources Summary
1 (A) (B) 

Budget Actual Variation
Estimate Expenses (Column B 2 Budget 

2001/2002 2001/2002 minus 2002/2003 
$'000 $'000 Column A) $'000

Administered Expenses

Administered Item 1
3
: Access through Medicare to Cost

effective medical services, Medicines and Acute Health Care for All Australians
Health Insurance Act 1973—Medical Benefits 7,693,964 7,754,429 60,465 8,256,092
National Health Act 1953—Pharmaceutical Benefits 4,837,191 4,578,141 (259,050) 4,760,436
National Health Act 1953—Aids & Appliances (p) 63,649 65,872 2,223 69,939
Health Care (Appropriation) Act 1988— 80,987 48,503 (32,484) 64,213

National health development—special assistance
Health Care (Appropriation) Act 1988— 6,561,765 6,542,444 (19,321) 6,968,153
Australian Health
Care agreements—provision of designated 
health services (p)

Total Special Appropriations 19,237,556 18,989,389 (248,167) 20,118,833
Appropriation Bill 1/3 431,484 390,524 (40,960) 529,734
Appropriation Bill 2/4 96,518 80,296 (16,222) 68,371

19,765,558 19,460,209 (305,349) 20,716,938

Total Administered Expenses 19,765,558 19,460,209 (305,349) 20,716,938

Departmental Appropriations

Output Group 1—Policy Advice 28,307 29,352 1,045 32,840
Output Group 2—Program Management 25,433 26,372 939 28,423
Output Group 3—Agency Specific Service Delivery 367,920 365,907 (2,013) 379,702

Total price of departmental outputs 421,660 421,631 (29) 440,965
(total revenue from Government & other sources)

Total revenue from Government (appropriations) 421,331 419,346 (1,985) 440,624
contributing to price of departmental outputs

Total revenue from other services 329 2,285 1,956 341

Total price of departmental outputs 421,660 421,631 (29) 440,965
(total revenue from Government & other sources)

Total price of outputs for Outcome 2 421,660 421,631 (29) 440,965
(total revenue from Government & other sources)

Total estimated resourcing for Outcome 2 20,187,218 19,881,840 (305,378) 21,157,903
(total price of outputs & admin expenses)

Average Staffing Level (Number) 2001–02
Department 337 

1 Full-year budget, including additional estimates.
2 Budget prior to additional estimates.
3 From 2001–02, the number of Administered Items have been reduced from three to one.
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Performance Information for Administered Items 

1. Access through Medicare to cost-effective medical services, medicines and
acute health care for all Australians, including:

• national insurance for medical services through the Medicare Benefits Schedule;

Measure Result

Quantity:

Rebates will be provided for an
estimated 11.1 Medicare services per
capita.

Rebates were provided for 11.2 Medicare services per
capita.

Efficiency:

• alternative funding for General Practice;
Quantity:

Rebates will be provided for an
estimated 216 million Medicare
services.

Rebates were provided for 220.7 million Medicare services.

An estimated 67% of MBS expenses will
be subject to financing arrangements
with the medical profession.

66.6% of Medicare expenses were subject to agreements
with the medical profession.

The number of practices taking up the
outcomes based elements of the
Practice Incentives Program (such as
care planning, teaching and
participation in activities approved by
the National Prescribing Service).

The majority of practices in Australia participate in the
Practice Incentives Program (PIP). In May 2002, 4,482 PIP
practices covered 76% of patients.
As at May 2002:

• 27% of practices participated in the quality prescribing
incentive;

• 10% of practices were paid for providing teaching
sessions; and

• 22% of practices received payments for reaching the
target care planning coverage level.

In November 2001 new incentives for asthma, cervical
screening and diabetes were introduced.As at May 2002,
82%, 84%, and 82% of practices respectively were
participating in each of these incentives.
59% of eligible practices participated in the practice nurses
incentive.

The proportion of Commonwealth
funding for general practice provided
through the Practice Incentives
Program (PIP).

8% of Commonwealth funding for general practice was
provided through the PIP in 2001–02.
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Performance Information for Administered Items—2.Access to Medicare (cont)

Measure Result

• development and support of other medical services related to the Medicare Benefits
Schedule.

Quality:

100% of new medical services listed for
funding under the MBS have been
assessed for evidence of safety,
effectiveness and cost-effectiveness (see
also Departmental Output Group 2).

All new medical services listed under the Medicare Benefits
Schedule (MBS) were reviewed by the Medical Services
Advisory Committee (MSAC) for safety and effectiveness
prior to listing. MSAC also undertook economic analysis of
all new listed services except for those relating to positron
emission tomography which are being funded under special
arrangements to further evaluate their effectiveness and cost
effectiveness.

• national insurance for access to medicines through the Pharmaceutical Benefits Scheme;

Quantity:

An estimated 7.5 Pharmaceutical
Benefits Scheme prescriptions per
capita will be supplied.

The average number of PBS scripts supplied per capita was
7.8 for the year, compared with 7.6 for the previous year.

Efficiency:

An estimated 147.4 million
Pharmaceutical Benefits Scheme
prescriptions will be supplied for
general and concessional patients.

The number of prescriptions issued in 2001–02 subsidised
by the Government under the Pharmaceutical Benefits
Scheme (PBS) was 154.5 million.This compared with
147.6 million in 2000–01.

Total cost of price increases to
Pharmaceutical Benefits Scheme drugs
approved by the Pharmaceutical
Benefits Pricing Authority compared
with the $7.12m increase in
1999–2000.

Price increases as a result of Pharmaceutical Benefits
Pricing Authority recommendations amounted to $3.7
million in 2001–02 compared with $6.4 million in
2000–01.Although the level of price increases was relatively
low, Government costs overall have increased substantially
due to new listings and the transfer in prescribing to new,
more expensive drugs.
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Performance Information for Administered Items—2.Access to Medicare (cont)

Measure Result

• development and support of services related to the Pharmaceutical Benefits Scheme; and

Quantity:

Percentage of Pharmaceutical Benefits
Scheme benefits paid for
pharmaceuticals listed following
evidence based assessment of
comparative effectiveness and cost.

All new applications for PBS listing were accepted for
consideration on this basis. Figure 2.6 shows 42% of a total
of some 644 drugs listed on the PBS have been subjected
to evidence-based assessment of comparative effectiveness
and cost.This compares with 40% in the previous year.

0

5

10

15

20

25

30

35

40

45

Pe
rc

en
ta

g
e

19
94

–9
5

19
95

–9
6

19
96

–9
7

19
97

–9
8

19
98

–9
9

19
99

–2
00

0

20
00

–0
1

20
01

–0
2

2

4

7

14

20

27

31

35

38

40

42

Figure 2.6 Percentage of PBS drugs subject to cost-effectiveness requirements

Efficiency:

Pharmacist remuneration as a
proportion of Pharmaceutical Benefits
Scheme outlays.

Pharmacist remuneration was 21.8% of general and
concessional outlays in 2001–02 compared to 21.9% in
2000–01.

Source: Departmental Data.
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Performance Information for Administered Items—2.Access to Medicare (cont)

Measure Result

• access to public hospital services for public patients.

Quality:

All States and Territories maintain, or
improve, their performance levels for
emergency department and elective
surgery waiting times at no less than 1
July 1999 levels.

See Tables 2.3 and 2.4 (see pages 120–121), which provide
the most recent data for 2000–01.

Quantity:

An estimated national average of
287.24 public patient weighted
separations per 1,000 applicable
weighted population.

Under the 1998–2003 Australian Health Care Agreements,
States and Territories are required to provide annual
morbidity unit record data six months after the end of the
financial year.This data is used to measure the level of
admitted public patient activity according to the number of
public patient weighted separations per 1,000 applicable
weighted population.The most recent morbidity unit
record data available is for 2000–01.Against a performance
measure for 2000–01 of an estimated national average of
281.33 public patient weighted separations per 1,000
applicable weighted population, the achievement was a
national average of 273.34 public patient weighted
separations per 1,000 applicable weighted population. For
more detail, please refer to the State and Territory
breakdown in Table 2.5 (see page 122).
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Performance Information for Departmental Outputs

1. Policy Advice, including:
• implementation of 2001–02 Budget measures;
• development of 2002–03 Budget measures that contribute to Government’s health and fiscal

objectives;
• advice to the Minister on financing arrangements in health; and 
• consideration of future directions for MBS, Pharmaceutical Benefits Scheme and the Australian

Health Care Agreements.

Measure Result

A high level of satisfaction of the
Ministers, Parliamentary Secretary and
Ministers’ Offices with the relevance,
quality and timeliness of policy advice,
Question Time Briefs, Parliamentary
Questions on Notice and briefings.

The Ministers and Parliamentary Secretary are all satisfied
with the quality (and timeliness) of the Department’s policy
advice.
The Department has continued to provide reliable, timely
and relevant advice in relation to matters concerning the
Pharmaceutical Benefits Scheme (PBS). Significant and
effective support was provided to the relatively new
Pharmaceutical Benefits Advisory Committee members and
the level of support was enhanced.The management of
several committees relating to the operation of the PBS has
required significant coordination.
During the last eight months (following the Federal
Election), the division involved in delivering these
outcomes has experienced considerable change. Overall the
Department has coped extremely well with minor
exceptions.All officers have delivered concise briefs in a
timely manner and have demonstrated an understanding of
the time pressures.

Agreed time frames are met for
responses to ministerial
correspondence, Question Time Briefs,
Parliamentary Questions on Notice and
ministerial requests for briefing.

Agreed time frames were met for:
• 83% of ministerial correspondence;
• 96% of Question Time Briefs;
• 87% of Parliamentary Questions on Notice11; and
• 82% of ministerial requests for briefings.

A high level of stakeholder satisfaction
with the quality and timeliness of
Departmental/Portfolio inputs to
national policy, planning and strategy
development and implementation.

Key departmental stakeholders are satisfied with the quality
and timeliness of the Department’s policy advice.
Under Outcome 2, the Department provides high quality,
reliable and expert advice in relation to programs and
initiatives that constitute the largest components of the
health budget.Advice provided by the Department is
generally provided in a timely manner.

Quality:

11 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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A high level of stakeholder satisfaction with
the quality and timeliness of
Departmental/Portfolio inputs to national
policy, planning and strategy development
and implementation. (continued)

Key areas of advice and support during the year involved
the GP incentives package, continued development on the
effectiveness and financial impact of the PBS and MBS
through the Medical Services Advisory Committee and the
Pharmaceutical Benefits Advisory Committee.

Timely production of evidence-based
policy research to inform and engage
stakeholders in meaningful policy and
program discussion.

The Department continues to engage stakeholder groups in
discussion of new policy and program initiatives under
Outcome 2.The key mechanisms for this include inter-
departmental committees, the Pharmaceutical Benefits
Pricing Authority and Medical Services Advisory
Committee mechanisms, the Australian Pharmaceutical
Advisory Council and a variety of working groups and
project committees that contribute to and oversee
developing programs.

Quantity:

3,400–3,500 responses to ministerial
correspondence, 130–160 Question
Time Briefs, 25–35 Parliamentary
Questions on Notice and 55–65
ministerial requests for substantial
briefings.

Responses were prepared for approximately:
• 4,357 items of ministerial correspondence;
• 307 Question Time Briefs;
• 36 Parliamentary Questions on Notice12; and
• 87 ministerial requests for briefings.

2. Program management, including:
• managing the MBS and PBS estimates;
• making payments to the States and Territories under the Australian Health Care

Agreements;
• financial management and reporting on Outcome 2;
• managing funds provided to the Health Insurance Commission for Medicare services

under the Output Pricing Agreement (OPA) (see Output 3);
• management of contracts to support policy development;
• administration of grant programs;
• successful management with the Health Insurance Commission of the further

development of the Better Medication Management System for Australia;
• successful implementation of Budget initiatives;

Quality:

Performance Information for Departmental Outputs—2.Access to Medicare (cont)

Measure Result

Budget predictions are met and actual
cash flows vary less than 5% from
predicted cash flows.

Target met.Actual expenses were $19.46 billion compared
to a predicted $19.766 billion. Overall expenses were
98.46% of estimates.

12 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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100% of payments are made accurately
and on time or payments are made in
accordance with negotiated service
standards.

All payments required to be made in respect of the
Department’s contractual obligations were made on time
including payments to:

• States and Territories under the Australian Health Care
Agreements at the level specified in the Agreements;

• contractors, consultants, grant recipients and scholars
under the Quality Use of Medicines Evaluation
Program; and

• all organisations in receipt of Health Program Grants
in accordance with their grant conditions.

Further development of the Better
Medication Management System
(BMMS) for Australia, with full
stakeholder support.

The Department, in partnership with the Health Insurance
Commission, and in consultation with stakeholders, has
further developed the Better Medication Management
System (BMMS) during 2001–02. In this period, stakeholder
support was considerably strengthened, primarily through the
BMMS Development Group, comprising consumer, doctor,
pharmacy and software industry representatives.
In July 2001, the Development Group confirmed its
support for the concept of BMMS and expressed favour for
the design and conduct of a field test to test the concepts
and parameters of BMMS. Design and planning for the
field test are now well developed.

Quantity:

Efficiency:

Performance Information for Departmental Outputs—2.Access to Medicare (cont)

Measure Result

Approximately 91 grants, 43
consultancies/contracts and 34 funding
agreements administered (based on
2000–01 figures).

There were 79 grants, 43 consultancies/contracts and 42
funding agreements administered.

Departmental expenses allocated to
managing the agreement with the HIC
as a percentage of departmental
expenses for the HIC Output Pricing
Agreement to administer the MBS and
Pharmaceutical Benefits Scheme.

The percentage was 0.057 per cent ($211,054 compared to
$365,907,000).
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• ongoing development and maintenance of the Medicare Benefits Schedule (MBS);
• ongoing development and maintenance of the Pharmaceutical Benefits Scheme (PBS);

Quality:

All applications for listing on the
Pharmaceutical Benefits Scheme have
been assessed for evidence of safety,
effectiveness and cost effectiveness.

Measure met.All applications for listing on the PBS in
2001–02 were assessed for evidence of safety, medical
effectiveness and cost effectiveness.

Time taken to assess applications to the
Medical Services Advisory Committee
for public funding new medical
services, as compared with an average
of 11 months to assess applications
finalised in 1999–2000.

Average time taken to assess applications in 2001–02 was 15
months compared with 18 months in 2000–01 and 11
months in 1999–2000.

Time taken to process new applications
for listing in the Pharmaceutical
Benefits Schedule. In 1999–2000 all
applications received by the due date
were dealt with by the next
Pharmaceutical Benefits Advisory
Committee (PBAC).All positive PBAC
recommendations were dealt with by
the next Pharmaceutical Benefits
Pricing Authority meeting.

All applications received by the due date in 2001–02 have
been processed within the agreed timeframe (ie. 11 weeks
from lodgement of the application to its consideration by
the PBAC).All positive PBAC recommendations were dealt
with by the next Pharmaceutical Benefits Pricing Authority
meeting.

Performance Information for Departmental Outputs—2.Access to Medicare (cont)

Measure Result

All new medical services listed in the
MBS have been assessed for evidence of
safety, effectiveness and cost
effectiveness.

Measure met.All new medical services listed under the
MBS were reviewed by the Medical Services Advisory
Committee (MSAC) for safety and effectiveness prior to
listing. MSAC also undertook economic analysis of all new
listed services except for those relating to positron emission
tomography which are being funded under special
arrangements to further evaluate their effectiveness and
cost-effectiveness. In 2001–02 MSAC completed 15 reviews
relating to potential new listings on the MBS and four
reports relating to other matters.

Quantity:

Number of new listings on the MBS.
There were 103 new listings in
1999–2000.

There were 580 new MBS listings in 2001–02.
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Item descriptors amended on the MBS.
There were 195 descriptors amended in
1999–2000.

There were 195 MBS descriptors amended in 2001–02.

Number of new listings on the
Pharmaceutical Benefits Scheme.There
were 314 new listings in 1999–2000.

There were 268 new items listed on the PBS in 2001–02.

Number of listings amended on the
Pharmaceutical Benefits Scheme.There
were 148 listings amended in
1999–2000.

There were 96 listings amended in 2001–02.

• development of information activities. Proposed information activities for 2001–02
include:

Quality:

Performance Information for Departmental Outputs—2.Access to Medicare (cont)

Measure Result

Information campaigns conducted
during the year are evaluated as being
effective.

Prior to the requirements under the National Health
Amendment (Improved Monitoring of Entitlements to
Pharmaceutical Benefits) Act 2000 becoming compulsory in
May 2002, an information campaign was undertaken to
educate pharmacists and provide information to the
community about the new arrangements.The campaign
also targeted:

• GPs;
• Indigenous communities and health workers;
• culturally and linguistically diverse communities; and
• aged care facilities.

The low budget campaign of radio and print media
advertisements was shown to be highly effective in raising
community awareness about the Improved Monitoring of
Entitlements (IME) arrangements by the Research to Track
Consumer Awareness of the Advertising Campaign for the
IME to the Pharmaceutical Benefits Scheme, conducted in
May 2002.
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A high level of stakeholder satisfaction
with the relevance, quality and
timeliness of information and education
services.

Education and consultation campaigns are developed in
close consultation with stakeholders. Information campaigns
conducted under Outcome 2 throughout the year were
generally successful and stakeholders are satisfied with their
relevance, quality and timeliness.
Examples of successful education and information
campaigns conducted during the year include information
provided to the public and doctors on cholesterol lowering
drugs, and stakeholder support and commitment to the
Better Medication Management System.Another example
was the IME initiative, achieving 99.7% compliance with
the inclusion of a patient’s Medicare number on
Pharmacist’s claims.

Quantity:

• production of the MBS (and supplements) covering more than 4000 individual items;
• production of the Pharmaceutical Benefits Scheme schedule (and supplements) covering

approximately 2500 individual drug items;
• continued implementation of the Australian Health Care Agreements, the Diagnostic

Imaging Agreement, the Pathology Agreement, the General Practice Memorandum of
Understanding, and the Community Pharmacy Agreement; and

• development of reform options under part 5 of the Australian Health Care Agreements.

Efficiency:

Production of the Medicare Benefits
Schedule by 1 November 2001.

The Medicare Benefits Schedule was produced before 1
November 2001 and distributed on time.The MBS
contained amendments and additions to procedures to
reflect modern medical practice. Distribution was
undertaken to allow sufficient prior notice to practitioners
and other interested groups.

Performance Information for Departmental Outputs—2.Access to Medicare (cont)

Measure Result

An estimated 27,000 calls to the
Pharmaceutical Benefits Scheme
information line.

Target met.The PBS Information Line received 27,737
calls. Of these, 27,684 (99.8%) were satisfied with the
information given, 39 (0.14%) were dissatisfied and 14
(0.05%) were abusive.

Real change in publication costs of
MBS and PBS schedules over previous
year.

There was a 16% decrease or $183,211 in annual PBS
production costs from 2000–01.The MBS publication cost
for 2000–01 was $679,826 and for 2001–02 was $626,149,
a 7.9% decrease.



– 118 –

Revision of the Pharmaceutical
Benefits Schedule by 1 August 2001, 1
November 2001, 1 February 2002 and
1 May 2002.

Issues of the Schedule of Pharmaceutical Benefits were
produced in August 2001, November 2001, February 2002
and May 2002 and distributed on time.The Schedule
contains a comprehensive listing of drugs and medicinal
preparations subsidised by the Government under the PBS.
Distribution was undertaken to doctors in private practice
and approved pharmacies.

A high level of stakeholder satisfaction
with the timely development and
implementation of national strategies.

The General Practice Memorandum of Understanding
provided an effective mechanism allowing the Department
and the general practice profession to jointly manage MBS
outlays for general practice, to develop the Practice
Incentive Program and to provide a range of practical
supports for rural GPs.

The Agreement Management Committee, the Department,
the Pharmacy Guild of Australia and the Pharmaceutical
Society of Australia have worked together to oversee the
implementation of initiatives arising from the third
Community Pharmacy Agreement.

The Pathology Quality and Outlays Agreement provides an
effective mechanism to manage pathology expenditure
under the Medicare benefits arrangements. In addition, the
Agreement provides for a number of supporting activities
to enhance the practice of pathology including new
pathology collection centre arrangements, a comprehensive
review of the regulatory framework for pathology under
Medicare, and a package of initiatives focussing on quality
and aggregated pathology billing.

The Diagnostic Imaging Agreement is jointly managed by
the Commonwealth,Australian Diagnostic Imaging
Association and the Royal Australian and New Zealand
College of Radiologists, and a consultative group meets to
progress issues in relation to the Agreement.The
Commonwealth also includes a wide range of stakeholders
in the development of legislative changes and quality
measures for diagnostic imaging under Medicare, including
GPs, and a number of speciality groups such as
cardiologists, vascular surgeons, obstetricians and
gynaecologists.The views of non-medical personnel
involved in the provision of these services are also
considered through multi representational groups such as
the Ultrasound Reference Group.

Performance Information for Departmental Outputs—2.Access to Medicare (cont)

Measure Result
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Quantity:

3. Agency specific service delivery, namely services purchased by the
Department under the Output Pricing Agreement (and managed by the Health
Insurance Commission) in relation to the MBS and PBS, being eligibility
assessments, payment of benefits, education and compliance activities:

• continue to develop the Strategic Partnership Agreement with HIC and ensure the
Department’s relations with the HIC reflect the spirit of the Agreement.

Quality:

Health and HIC chief executives are
satisfied with this performance result,
advised to them annually by the
Health–HIC Strategic Partnership
Management Committee.

The Annual Report of the Health–HIC Strategic partnership
Management Committee reports that the consultation
arrangements have been strengthened and that coordination
and cooperation have improved as a result.The report also
notes that both agencies are working together to fulfil their
shared financial management and reporting responsibilities.

Quantity:

Performance Information for Departmental Outputs—2.Access to Medicare (cont)

Measure Result

Number of States and Territories signed
up for Pharmaceutical Benefits Scheme
Measure and Share arrangements.

Achieved in principle agreement from three States for the
Pharmaceutical Benefits Scheme Measure and Share
arrangements.

High level of client satisfaction with the
services provided by HIC.

The annual HIC customer satisfaction survey indicated a
high degree of client satisfaction among consumers, doctors
and pharmacists.

An estimated 49% of MBS and 99% of
PBS claims will be processed
electronically.

Target met. 54% of MBS and 99% of PBS claims were
processed electronically.

An estimated 364.3 million claims for
MBS and PBS benefits to be processed.

There were 390.7 million claims processed for MBS and
the PBS.
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Data for Performance Information—2.Access to Medicare

Data for Performance Information

Table 2.3: Australian Health Care Agreements: 2000–01 Performance—
Elective Surgery Waiting Times
Levels Achieved 

New South Wales South Australia

85% of Category 1—within 30 days; 86% of Category 1—within 30 days;

79% of Category 2—within 90 days; and 84% of Category 2—within 90 days; and

85% of Category 3—within 12 months. 94% of Category 3—within 12 months.

Victoria Tasmania (a)

100% of Category 1—within 30 days;

78% of Category 2—within 90 days; and

90% of Category 3—within 12 months. 

Queensland Australian Capital Territory 

93% of Category 1—within 30 days; 90% of Category 1—within 30 days;

89% of Category 2—within 90 days; and 67% of Category 2—within 90 days;

86% of Category 3—within 12 months. 84% of Category 3—within 12 months.

Western Australia (a) Northern Territory

90% of Category 1—within 30 days;

84% of Category 2—within 90 days;

95% of Category 3—within 12 months.

Source: Data provided by the States and Territories under the Australian Health Care Agreements.
Notes:
Category 1—admission within 30 days desirable for a condition that has the potential to deteriorate quickly to the point that it may become an
emergency;
Category 2—admission within 90 days desirable for a condition causing some pain, dysfunction or disability but which is not likely to
deteriorate quickly or become an emergency; and
Category 3—admission at some time in the future acceptable for a condition causing minimal or no pain, dysfunction or disability, which is
unlikely to deteriorate quickly and which does not have the potential to become an emergency.
(a) State has not provided data.
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Data for Performance Information—2.Access to Medicare (cont)

Table 2.4: Australian Health Care Agreements: 2000–01 Performance—
Emergency Department Waiting Times
Levels Achieved

New South Wales South Australia

100% of Category 1—immediately; 99% of Category 1—immediately;

73% of Category 2—within 10 minutes; 68% of Category 2—within 10 minutes; 

58% of Category 3—within 30 minutes; 56% of Category 3—within 30 minutes;

62% of Category 4—within 1 hour; and 56% of Category 4—within 1 hour; and

86% of Category 5—within 2 hours. 87% of Category 5—within 2 hours.

Victoria Tasmania (a)

100% of Category 1—immediately;

78% of Category 2—within 10 minutes;

69% of Category 3—within 30 minutes;

56% of Category 4—within 1 hour; and

82% of Category 5—within 2 hours.

Queensland Australian Capital Territory 

98% of Category 1—immediately; 99% of Category 1—immediately;

70% of Category 2—within 10 minutes; 93% of Category 2—within 10 minutes; 

59% of Category 3—within 30 minutes; 84% of Category 3—within 30 minutes;

65% of Category 4—within 1 hour; and 71% of Category 4—within 1 hour; and

86% of Category 5—within 2 hours. 84% of Category 5—within 2 hours.

Western Australia (a) Northern Territory

100% of Category 1—immediately;

69% of Category 2—within 10 minutes; 

71% of Category 3—within 30 minutes;

58% of Category 4—within 1 hour; and

75% of Category 5—within 2 hours.

Source: Data provided by the States and Territories under the Australian Health Care Agreements.
Notes:
Category 1—patients need resuscitation and require treatment immediately (eg cardiac arrest);
Category 2—patients are deemed to be ‘emergencies’ and require treatment within 10 minutes (eg chest pain);
Category 3—patients are deemed to be ‘urgent’ and require treatment within 30 minutes (eg moderate trauma);
Category 4—patients are defined as ‘semi urgent’ and require treatment within 1 hour; and
Category 5—patients are defined as ‘non urgent’ and require treatment within 2 hours.
(a) State has not provided data.
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Data for Performance Information—2.Access to Medicare (cont)

Table 2.5: Australian Health Care Agreements: 2000-01 
Performance—Patient Activity

Admitted Patient Activity (a) Non-admitted Patient Activity 

Public Patient Weighted Separations Non-admitted patient occasions of
per 1,000 applicable weighted population service per 1,000 weighted population

Clause 22 commitment Levels Achieved Levels Achieved 

NSW 272.34 251.30 (b)

VIC 288.51 284.34 1,390

QLD 270.08 272.15 2,374

WA 302.45 302.17 (b)

SA 297.95 298.38 1,179

TAS 264.12 272.19 (b)

ACT 249.77 223.11 1,400

NT 407.22 415.06 2,259

Source: Data provided by the States and Territories under the Australian Health Care Agreements.
Notes:
(a) Data is based on patient’s State or Territory of residence, ie. the data has been cross border adjusted.
(b) State has not provided data.
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Outcome 3
Enhanced quality of life for older Australians

Outcome performance
report
Outcome 3 is managed within the Department
by the Aged and Community Care Division.1

The Department’s State and Territory Offices
contribute to achieving this outcome.

The Aged Care Standards and Accreditation
Agency and the Office of the Commissioner for
Complaints also contribute to achieving this
outcome and produce their own annual reports.

Major Achievements

Allocation of New Places
7,997 new aged care places were allocated in the
2001 Aged Care Approvals Round. Of these,
6,286 were residential care places and 1,711
were Community Aged Care Packages (CACPs).

In June 2002 there were 144,139 operational
residential aged care places, 26,173 CACPs and
2,093 flexible care places.This translates to an
operational ratio of 98 places per 1,000 people
aged 70 years and over.

Innovative Service Delivery
In October 2001, the Flexible Care Subsidy
Principles under the Aged Care Act 1997 were
amended to enable a broader use of flexible care
places, including for innovative services.

The national Innovative Pool of flexible care
places, available for allocation to innovative services
outside of the Aged Care Approvals Round, was
established in 2001–02.The Innovative Pool allows
for the development of pilots for innovative service
provision, in partnership with other stakeholders
including State and Territory Governments and
approved providers.

Support for healthy
ageing for older

Australians and quality
and cost-effective care for

frail older people and
support for their carers.

OU
TC

OM
E3

1 From 1 July 2002 the Division was renamed to Ageing and Aged Care Division.



Of the 12 pilots initiated through the allocation
of places in 2001–02, nine are Innovative Care
(Rehabilitation) Services and three are Innovative
Care (Dementia) Services.

Responding to an Ageing Australia
In February 2002, the Minister for Ageing
launched the National Strategy for an Ageing
Australia.The strategy is the outcome of wide
consultation on issues and possible responses to
the ageing of the Australian society.

Challenges

Resident Classification Scale Reviews
The number of Resident Classification Scale
(RCS) Reviews completed in 2001–02 was 

11,200 compared to a projected number of
20,000.This was due to the need to divert review
officers to other compliance activity. Following the
injection of additional funds in the 2002–03
Budget, an increase in the number of reviews is
planned.

Data Collection System for Carer Respite
Centres
The implementation of a data collection system for
Carer Respite Centres has taken considerably
longer than expected. However, the first data
reports were received in 2001–02 allowing detailed
system validation and data verification to
commence.
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Performance Indicators (Effectiveness Indicators)

Indicator 1:

Improvement in the quality of
residential care and
accommodation.

Target:

a. Accredited services maintain and improve performance against
Accreditation Standards.

b. Continuing from July 1999, new buildings will have a service
average of no more than 1.5 residents per room, except where
specifically exempted.

c. Reduction in the average number of residents per room.

Information source/Reporting frequency:

Information from the Aged Care Standards and Accreditation
Agency and administrative by-product of certification. Quarterly.

Indicator 3:

Residential places and
Community Aged Care Packages
per 1,000 persons aged 70 years
and over nationally (including
places in flexible care).

Target:
a. 100 places per 1,000 persons aged 70 years and over nationally

between July 2001 and June 2002 (including places in flexible
care).

b. Equitable distribution between planning regions in line with
identified needs.

Information source/Reporting frequency:
Departmental payment system and Australian Bureau of Statistics.
Annual.

Indicator 2:

Dependency level of people
newly admitted to residential
care as measured by scores on
the Resident Classification Scale.

Target:
Average dependency level rises between July 2001–June 2002
compared with the previous year.

Information source/Reporting frequency:
Departmental payment system.Annual.
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Indicator 4:

Proportion of people
recommended for residential
care as compared to Community
Aged Care Packages and other
community care options.

Target:

Increased proportion of Community Aged Care Package and
community care recommendations against previous year.

Information source/Reporting frequency:

ACAP National Minimum Data Set.Annual.

Indicator 5:

Improvement in the quality of
community care services.

Target:

Increased number of HACC services appraising their performance
against agreed standards.

Information source/Reporting frequency:

Information provided by State HACC Departments.Annual.

Indicator 6:

Level of service provision for
frail older people from diverse
cultural and linguistic
backgrounds, older Indigenous
people, veterans and war
widows, and older people in
rural and remote areas as
compared with levels in the
general aged population.

Target:

Provision appropriate to proportion of target group in the
population aged 70 years and over.The target group for Indigenous
older people takes account of Indigenous peoples aged 50 years and
over.

Information source/Reporting frequency:

Departmental payment system.Annual.

Indicator 7:

Responsiveness to the issues
arising from Australia’s ageing
population.

Target:

Implementation of elements of the National Strategy for an ageing
Australia relevant to the Health and Aged Care portfolio.

Information source/Reporting frequency:

Research into, and analysis of, the issues arising from an ageing
population, and providing appropriate responses.Annual.

NB The Steering Committee for the Report on Government Services concluded entry period data is not a valid indicator because of the skewed
distribution of data.

The Department’s performance against these indicators is discussed in the following outcome
summary. Specific references to these indicators are marked by footnote.



Outcome summary—the
year in review

Preparing for an Ageing Australia
The year has seen a continuing focus on the
diverse policy implications of an ageing
population.

The Government released a National Strategy
for an Ageing Australia, which provides a
framework for a whole of government approach
to respond to ageing issues and to prepare for
future demographic changes as Australia’s
population ages over the next 50 years. It also
emphasises that the ageing of Australia’s
population involves all Australians—governments,
businesses, community organisations, and
individuals.

The strategy engaged the community on the
implications of an ageing society through a series
of community discussions held by the Minister
for Ageing around Australia during March to July
2002.The aim of these discussions was to hear
from community leaders and older Australians
about their ideas on the next steps the
Commonwealth could undertake or facilitate
with other key players.2

Through the Healthy Ageing Task Force, the
Department has been working towards a more
coordinated approach to healthy ageing with
State and Territory Governments.The Task Force
seeks to develop consistent national approaches
to ageing issues, to share information and to
identify opportunities for collaborative effort.
Achievements include the collaboration between
the National Public Health Partnership and
Healthy Ageing Task Force to address healthy
ageing from a public health perspective.

Care Needs of Older Australians 
Outcome 3 has a primary role in providing the
leadership and management for the care needs of
older Australians.This leadership and
management encompasses support of healthy

ageing for older Australians, quality and cost
effective care for frail, older people and support
for their carers.This work supports the
Government’s policy of, wherever possible,
assisting people to live independently in their
own homes and in their own communities with
access to community care when needed.When
this level of support is not sufficient, residential
care is available.

Community Care
Over the period 1995–96 to 2001–02 there has
been increasing emphasis on non-residential care
options for older Australians including
Community Aged Care Packages (CACPs) and
Home and Community Care (HACC), respite
services and support for carers.

The proportion of people recommended for
community care by Aged Care Assessment Teams
is increasing.The proportion increased from 47.5
per cent in 1998–99 to 48.5 per cent in
1999–2000.3

Community Aged Care Packages
CACPs are individually tailored low level care
services to support frail older people in their
own homes.

The number of available CACPs increased
following the 2001 Aged Care Approvals Round
with 1,711 CACPs being allocated, bringing the
national total to 26,173.A further 920 CACPs
were released in May 2002 for allocation through
the 2002 Aged Care Approvals Round.

Since 1995–96 funding for CACPs has
increased sevenfold, from $33.1 million to $248.4
million in 2001–02.

In 2001–02, the Minister for Ageing asked for
work to be done on an accountability framework
for the CACP program.The primary objectives
of the framework are to ensure that CACP
recipients continue to receive appropriate levels
and quality of care and to improve the
measurement and reporting of the program’s
operations.
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Extended Aged Care at Home
The Extended Aged Care at Home (EACH)
program was established to test the feasibility of
providing high-level aged care to people in their
own homes. In 2001–02 the Government
announced its intention to establish EACH as an
ongoing program and provided funding for the
continued development of its management and
quality assurance framework.

As the first element of a quality assurance
framework, the Australian Institute of Health and
Welfare has been contracted to identify the
information required for performance
monitoring, policy and planning, including an
EACH data dictionary to support program
accountability.

During 2001–02, the ten organisations
operating the pilot EACH services all confirmed
their intention to continue to provide EACH
packages and these pilots have now been
established as ongoing services.The Government
also announced that an additional 160 EACH
places will be allocated in 2002–03.

The Evaluation of the Extended Aged Care at
Home (EACH) Pilot program was published.The
Government recognised the exceptional costs in
relation to EACH service delivery, particularly
equipment and care-related travel costs, which
had been identified in the report, and as a result
significantly increased subsidy levels.

Home and Community Care
Under the Home and Community Care
(HACC) program care, including assistance with
daily living activities, is provided in people’s
homes, which may delay or prevent the need for
residential care.

The Commonwealth Government contributes
approximately 60 per cent of HACC program
funding nationally and maintains a broad
strategic role. State and Territory Governments
contribute approximately 40 per cent of program
funding and manage its delivery.

In the five years to 2001–02 the
Commonwealth has increased the funding
available for HACC by 36.4 per cent, or $164.4
million, to $615.5 million in 2001–02.A total of
$1.012 billion of combined Commonwealth,
State and Territory funding was provided
nationally for 2001–02, an increase of $81
million over the previous year.

It is estimated that the HACC program
provided services to 594,000 clients during
2001–02.This estimate is based on the HACC
Minimum Data Set (MDS) data collection for
the first three quarters of the financial year which
shows the program provided services to an
average of 32,200 clients per quarter, with
quarterly throughput of 91,000 clients.As
2001–02 is the first full year of the HACC MDS
data collection, it is not possible to provide time
series data at this stage.

Major reforms continued in the HACC
program through amending agreements with
States and Territories to provide for greater
accountability, efficiency and quality assurance in
the program.

The amended agreements introduced output-
based funding, which link the funds provided to
services actually delivered to people, and have
allowed for increased flexibility in service
delivery, including enabling commercial operators
to participate in the program.

The number of HACC services appraising
their performance against the National Service
Standards Instrument has increased from 312 in
2000–01 to over 620 in 2001–02.This represents
a 98 per cent increase.4

Support for Carers—Respite
The National Respite for Carers program
continued to provide support for carers of frail
older Australians and carers of people with
disabilities.

In 2001–02, the National Respite for Carers
program funded the operation of 62 regional
Commonwealth Carer Respite Centres,
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eight State/Territory-based Commonwealth
Carer Resource Centres, 423 regional respite
services for carers and three national projects to
assist carers of people with dementia.

Commencing in 2001–02, service levels are
being further expanded by directing funding of
$18 million over two years to:

• increase flexible respite services;
• purchase other short-term respite on behalf

of carers; and
• increase the number of respite services

available in the community, including in-
home respite, day centre respite, host family
and peer support respite.

Safe at Home Initiative 
In 2001–02 the Safe at Home Initiative, at a cost
of $242,000, assisted 296 frail aged people to
remain in their homes through the provision of
personal alert systems.

Day Therapy Centre Program
Twelve Day Therapy Centre projects were selected
to receive a total of $3.22 million over four years
(2001 to 2005) to enhance and develop Day
Therapy Centre service delivery models, and to
align them with advances in community care.

A further $258,000 was made available for
research and evaluation to identify best practice
models focussing on:

• cooperation and referral pathways with
other health and aged care service providers;

• assessment of clients and definition of client
groups;

• tailored therapeutic interventions; and
• evaluation of client outcomes.

National Continence Management Strategy
Over one million Australians have regular or
severe incontinence problems.This is a major
reason for people entering aged care homes,
especially where incontinence occurs in
conjunction with frailty and/or dementia.

The first four years of the National Continence
Management Strategy has seen over 47 projects

funded. Eleven were completed in 2001–02 and the
remaining projects are nearing completion. Many
of these projects have proven successful in helping
to meet the aims of the strategy.They include the
Carers Continence pack launched by the Minister
for Ageing in April 2002, the National Continence
Helpline, the public toilet map and a video entitled
Tom’s Toilet Triumph.Tom’s Toilet Triumph was
developed with funding from the National
Continence Management Strategy by the
Intellectual Disability Services Council and Minda
Inc SA and recently won the Best Educational,
Scientific or Industrial Film award at the Annency
International Animated film festival in France.

Residential Care Funding
Residential care funding paid by the
Commonwealth has risen from $2.5 billion in
1995–96 to $4.1 billion in 2001–02, an increase
of $1.6 billion.This includes funding
appropriated through the Health and Ageing
Portfolio ($3.6 billion in 2001–02) as well as
funding for veterans in residential care spent
through the Veterans’Affairs Portfolio (totalling
$470.5 million for 2001–02).These combined
appropriations are paid as subsidies to aged care
homes through the Department of Health and
Ageing payment system.

Care Standards Framework—Accreditation
An accreditation-based quality assurance system was
introduced for aged care homes in the Aged Care
Act 1997.Aged care homes must be accredited in
order to receive government subsidies.

Accreditation assesses the performance of
homes against the four legislated Accreditation
Standards:

• management systems, staffing and
organisational development;

• health and personal care;
• resident lifestyle; and
• physical environment and safe systems.

As at 30 June 2002, a total of 2,949 homes had
been accredited by the Aged Care Standards and
Accreditation Agency.5
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Building Standards—Certification
Certification requirements set minimum
standards of building quality for residential aged
care.A home must be certified to be able to
charge accommodation charges or bonds.

The Department is responsible for
administering the certification program. In order
to determine the physical quality of a home the
Secretary of the Department may request that an
independent authorised body carry out and
assessment of the service.This information and
other provisions under the Act are used to
determine the services’ suitability to be certified.

The national data for the number of residents
per room ratio shows a decline from 1.59 in
October 1997 to 1.48 in July 2002.6 Since the
introduction of the privacy and space
requirements in 1999 the rate of decline has
increased.7 This is indicative of improved resident
privacy and amenity in aged care homes.

Compliance by Providers with Legislative
Requirements
Both the Aged Care Standards and Accreditation
Agency (the Agency) and the Department have a
role in monitoring aged care homes.While the
Agency monitors compliance with the
Accreditation Standards, the Department is
responsible for ensuring that homes meet all
their other obligations under the Act and for
taking sanctions action where approved providers
have breached their responsibilities and/or failed
to implement improvements, including those
required by the Agency.

A high level of support has been provided to
homes that experience difficulties in complying
with legislated care standards. In these cases, the
Department, together with the Agency where
appropriate, works with each home to assist it to
achieve and maintain the required standards.The
Department also ensures that residents of these
homes, and their families or carers, are kept
informed of developments which may affect the
provision of services to them.

During the year, the Department took
regulatory action against 142 homes, including
sanctions against 12 homes and 158 notices of
non-compliance.At 30 June 2002, 11 of the 12
homes still had sanctions in place.

Resident Classification Scale Reviews
Aged care providers are accountable for the
subsidies they receive to give care to residents of
aged care homes.The Department checks a
sample of funding claims, referred to as Resident
Classification Scale (RCS) reviews.

During 2001–02, approximately 11,200
reviews of RCS appraisals were completed. Of
those reviews 36 per cent resulted in reductions
of funding, of which four per cent were
appealed. On appeal to the Department 60 per
cent of the decisions were confirmed.

The RCS Industry Liaison Group, which
includes representatives from the industry and
employee organisations, consults on potential
improvements in the operation of the RCS. In
2001–02 the role of the group was expanded to
include reviewing options for improving the
current RCS tool.

Capital Assistance for Aged Care Homes
In 2001–02, capital assistance of $26.3 million
was provided through the Aged Care Approvals
Round and restructuring programs to assist
providers of residential care to improve and
upgrade aged care homes. Eighty per cent of this
funding was for services in rural and remote
areas.The grants were allocated as targeted capital
assistance, restructuring capital, and rural
adjustment grants to over 80 homes.The grants
are to assist providers who, as a result of their
circumstances, are unable to meet the costs of
necessary capital works through accommodation
payments, particularly in rural and remote areas.

Of the capital funding, $2.5 million in rural
adjustment grants was specifically targeted to
smaller rural aged care homes to assist them to
upgrade the quality of their buildings or to expand,
thereby increasing access to aged care places for
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rural communities. Restructuring funding was
provided to existing homes to enhance the longer-
term viability of homes or to improve continuity of
care in a region, including homes in rural, regional,
remote and urban fringe areas.

These three sources of funding support fire
and other safety related improvements and other
smaller scale works required for accreditation and
certification, as well as more extensive
redevelopment works and the construction of
new accommodation.

Initiatives in Management Education for
Residential Aged Care Homes
The Reference Group on Management
Development in Residential Aged Care was
established to provide advice on the
improvement of management practice within the
aged care sector, with a particular focus on
providers of residential care.

In 2001–02, the reference group, which included
providers of aged care services, developed the
following two guides for the industry:

• Business Strategies for Quality Aged Care in the
21st Century:The Board; and

• Business Strategies for Quality Aged Care in the
21st Century:The Senior Manager.

The guides were published by the Australian
College of Health Service Executives (ACHSE)
in October 2001 and copies were distributed to
all residential aged care providers and homes.
ACHSE also developed local learning networks
across Australia, including in rural and regional
areas, for aged care homes’ senior managers and
Board members to encourage ongoing learning
about management practice and governance and
the development of peer networks.The guides
were endorsed by Aged and Community Services
Australia and the Australian Nursing Home and
Extended Care Association.They are now
available for sale through ACHSE.

Minister for Aged Care Awards for Excellence
in Aged Care
The Minister for Aged Care Awards for Excellence
again showcased innovative staff development and
training programs and personal professional
development.The 2001 Awards were extended to
include excellence in staff training and
development for Community Aged Care Package
providers.The Awards looked to reward investment
in staff and professional development which gives
staff the skills to deliver quality, client-centred care.

Access to Aged Care

A Needs-based Planning Framework
The Commonwealth has in place a
comprehensive planning framework to ensure
that access to residential aged care places and
Community Aged Care Packages (CACPs) is
related to the demographics and distribution of
the population.8 The national targets are 100
residential aged care places and CACPs per 1,000
people aged 70 or over.The benchmark provides
for 40 residential high care places, 50 residential
low care places and ten CACPs per 1,000 people
aged 70 or over.

Figure 3.1 shows the release of new places
since 1997.The figure shows significant increases
in allocations of places as the Government has
moved to meet and then exceed the target ratio
of 100 aged care places for every 1,000 persons
aged 70 or older.There are currently 108.4
allocated aged care places for every 1,000 older
Australians.9

At any one time, the number of operational
places will differ from the number of places
allocated primarily because of the time required
for residential allocations to become functional.
Providers are required to bring newly allocated
places into operation within a limited time.The
ratio of allocated but not yet operational places
to the total number of places has been steadily
falling.As places allocated in 2000 and 2001
become operational, the ratio of operational
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Figure 3.1: Residential places and CACPs released in Aged Care Approvals
Rounds, 1997 to 2002 

places per 1,000 people aged 70 years and over is
expected to meet the benchmark in 2003.

Table 3.1 shows the distribution of
Residential Care Places and CACPs across Aged
Care Planning Regions within each State and
Territory.
In June 1985, when the benchmark was
introduced, there were 107,535 operating places.
By June 2002, the number increased to 172,405,
of which 144,139 are residential places, 26,173
are CACPs, and 2,093 are flexible care places.
This represents an increase of 60.3 per cent over
that period.

In May 2002, the Commonwealth announced
its intention to release a further 8,231 new aged
care places during 2002–03.These comprise
6,665 places available for the 2002 Aged Care
Approvals Round—5,515 residential care places
(including 730 places for the restructuring of

services) and 1,150 CACPs (including 260 places
for the restructuring of services). In addition,
1,566 places are available for emergency care,
flexible care, innovative, and multipurpose
services.These places will attract subsidy funding
of $180 million in a full year once operational.

Aged Care Workforce 
The availability to the aged care industry of an
adequate and well-qualified workforce is
fundamental to the delivery of care. La Trobe
University was contracted to examine the reasons
for nursing attrition in the residential aged care
sector and identify factors that would encourage
qualified nurses to return to residential aged care
and community frail aged care settings.

In May 2002, this research was published in
the report Recruitment and Retention of Nurses in
Residential Aged Care.The report provides
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Table 3.1:Total allocated and operational residential aged care places,
Community Aged Care Packages and flexible care places per 1,000 persons
aged 70 and over by aged care planning regions – June 2002

Ratio of Allocated Places Ratio of Operational Places

Aged Care Planning Region Residential CACP Total Residential CACP Total

New South Wales

Central Coast 82.9 15.5 98.3 63.2 15.5 78.7

Central West 105.1 12.9 118.0 98.1 12.9 111.1

Far North Coast 87.8 15.5 103.3 72.9 15.4 88.3

Hunter 91.2 13.3 104.5 82.1 13.2 95.3

Illawarra 80.6 15.9 96.4 68.0 15.9 83.9

Inner West 124.8 16.8 141.6 116.5 16.8 133.3

Mid North Coast 80.8 15.3 96.1 68.1 15.2 83.3

Nepean 103.1 14.8 117.9 93.5 14.8 108.3

New England 93.7 18.0 111.8 86.0 17.0 102.9

Northern Sydney 105.1 11.2 116.3 98.8 11.2 110.1

Orana Far West 91.7 20.8 112.5 81.8 19.5 101.3

Riverina/Murray 87.8 15.9 103.7 79.9 15.8 95.7

South East Sydney 79.6 17.2 96.8 72.4 17.2 89.6

South West Sydney 89.6 15.2 104.8 79.6 15.2 94.8

Southern Highlands 90.8 14.1 104.9 68.6 13.9 82.5

Western Sydney 98.0 14.2 112.2 87.8 14.2 102.1

State Total 92.8 15.0 107.8 82.5 14.9 97.4

Victoria

Barwon-Southwestern 91.1 16.6 107.6 79.1 16.3 95.4

Eastern Metro 93.8 13.1 106.8 85.5 13.1 98.6

Gippsland 87.6 15.7 103.2 69.7 14.6 84.3

Grampians 99.7 15.6 115.3 93.2 15.6 108.8

Hume 93.3 15.0 108.4 80.3 14.5 94.8

Loddon-Mallee 97.2 14.4 111.6 86.5 14.1 100.6

Northern Metro 89.6 13.5 103.2 75.1 12.4 87.5

Southern Metro 89.1 14.0 103.1 73.5 13.5 87.0

Western Metro 98.1 13.6 111.6 77.4 13.6 91.0

State Total 92.4 14.8 107.2 79.0 14.4 93.4

Queensland

Brisbane North 105.8 12.3 118.1 103.6 12.3 116.0

Brisbane South 92.6 12.4 105.0 89.7 12.4 102.1

Cabool 86.1 11.6 97.7 77.9 11.6 89.5

Central West 97.4 69.9 167.3 66.2 56.7 122.9

Darling Downs 99.7 16.2 115.9 96.6 16.2 112.8

Far North 84.6 17.9 102.5 80.3 17.9 98.3

Fitzroy 112.0 20.5 132.4 96.1 20.5 116.5

Logan River Valley 74.6 16.9 91.6 68.9 16.9 85.8

Mackay 92.0 15.8 107.8 88.7 15.8 104.5

North West 96.9 46.7 143.6 96.9 46.7 143.6
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Table 3.1:Total allocated and operational residential aged care places, Community Aged Care Packages and
flexible care places per 1,000 persons aged 70 and over by aged care planning regions – June 2002 (cont)

Queensland (cont)

Northern 105.4 14.3 119.7 99.8 14.3 114.1

South Coast 84.7 12.3 97.0 77.3 12.3 89.6

South West 111.1 48.7 159.8 108.5 48.7 157.3

Sunshine Coast 89.2 13.1 102.4 77.6 13.1 90.7

West Moreton 104.2 12.2 116.4 102.4 12.2 114.6

Wide Bay 86.6 15.7 102.3 83.2 15.7 98.9

State Total 93.5 14.4 107.9 87.9 14.4 102.3

Western Australia

Goldfields 128.1 28.2 156.3 128.1 28.2 156.3

Great Southern 89.3 16.3 105.6 84.9 16.1 101.1

Kimberley 155.5 50.2 205.6 125.4 50.2 175.5

Metropolitan East 112.9 17.7 130.6 105.6 17.7 123.3

Metropolitan North 80.2 12.6 92.7 71.3 12.6 83.9

Metropolitan South East 115.5 14.6 130.1 111.1 14.6 125.8

Metropolitan South West 84.1 12.2 96.3 70.3 12.2 82.5

Mid West 77.1 21.6 98.7 68.7 19.6 88.3

Pilbara 111.8 76.6 188.4 75.0 76.6 151.6

South West 88.0 17.9 105.9 72.1 17.8 89.9

Wheatbelt 84.0 18.2 102.2 62.7 17.2 79.9

State Total 94.3 15.3 109.6 84.6 15.2 99.8

South Australia

Eyre Peninsula 87.7 20.8 108.5 86.5 20.8 107.4

Hills, Mallee & Southern 85.3 16.6 101.9 58.4 16.6 75.0

Metropolitan East 131.1 11.5 142.6 127.5 11.5 139.1

Metropolitan North 84.4 15.6 100.0 63.5 15.6 79.1

Metropolitan South 84.6 16.0 100.6 81.3 14.6 95.8

Metropolitan West 81.4 16.8 98.1 73.3 16.8 90.1

Mid North 89.2 16.5 105.6 79.0 15.1 94.1

Riverland 97.7 13.2 110.9 78.7 13.2 91.9

South East 80.1 15.1 95.3 63.2 15.1 78.4

Whyalla, Flinders & Far North 85.0 30.3 115.3 82.3 23.6 105.9

Yorke, Lower North & Barossa 90.7 15.9 106.6 79.1 15.5 94.6

State Total 94.3 15.5 109.8 84.6 15.0 99.6

Tasmania

North Western 87.4 15.9 103.3 82.6 15.9 98.4

Northern 89.6 16.2 105.8 81.9 15.7 97.6

Southern 98.7 15.8 114.5 84.8 15.8 100.6

State Total 93.5 16.0 109.4 83.4 15.8 99.2

Australian Capital Territory

Australian Capital Territory 87.8 18.6 106.4 80.8 18.6 99.4

Territory Total 87.8 18.6 106.4 80.8 18.6 99.4



strategies for stakeholders to address particular
areas impacting on recruitment and retention,
including:

• creating supportive work environments and
improving organisational support;

• improving education and training
opportunities for nurses and other carers;

• improving career progression and
development opportunities;

• improving the image of aged care; and
• attention to staffing levels, remuneration

rates and skills mix.
The Aged Care Workforce Committee is
investigating ways to respond to these issues and
to implement the Government’s initiatives
announced in the Budget to support the training
of aged care workers, including nurses.

Supporting Flexible Care
A pool of 500 aged care places was established in
2001–02 to investigate service models for older
people after a hospital stay and specialised high
care dementia services. Flexible care places from
the Innovative Pool are used to test alternate
service models. Evaluation of the pilots will assess
their future potential.

In 2001–02, 382 flexible care places were
allocated from the Innovative Pool to 12 projects.
Nine of these are Innovative Care
(Rehabilitation) Service (ICRS) pilots, testing a
range of delivery models designed to meet the

needs of older Australians who have completed a
hospital stay but are not yet ready to return
home.Three projects are Innovative Care
(Dementia) Service pilots, with a focus on
supporting people with dementia to stay at home
as long as possible.The pilots are co-funded by
State and Territory Governments, with the
State/Territory contribution covering
rehabilitation (in the case of rehabilitation pilots)
and additional support costs (in the case of the
dementia pilots).

Recognising People with Special
Needs

Aboriginal and Torres Strait Islander Peoples
Aboriginal and Torres Strait Islander peoples
comprise 2.35 per cent of the total aged care
population. In general, they are affected at an
earlier age by disability and declining function.
Therefore the allocation of aged care places for
Aboriginal and Torres Strait Islander peoples is
based on the number who are over 50 years of
age, rather than those over 70 years of age, which
is used for the rest of the population.10

Through the Aboriginal and Torres Strait
Islander Aged Care Strategy the Department is
funding 25 flexible aged care services to assist
Aboriginal and Torres Strait Islander communities.

Under the Aged Care Act 1997, a further 35
mainstream aged care homes are either operated
under the auspices of Aboriginal and Torres Strait
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Table 3.1:Total allocated and operational residential aged care places, Community Aged Care Packages and
flexible care places per 1,000 persons aged 70 and over by aged care planning regions – June 2002 (cont)

Northern Territory

Alice Springs 192.3 162.3 354.6 192.3 162.3 354.6

Barkly 135.7 271.4 407.1 135.7 271.4 407.1

Darwin 114.7 59.1 173.8 79.5 58.4 137.9

East Arnhem 69.2 327.0 396.2 69.2 327.0 396.2

Katherine 221.8 225.4 447.2 221.8 225.4 447.2

Territory Total 136.0 108.0 244.0 112.6 107.5 220.0

TOTAL AUSTRALIA 93.1 15.2 108.4 83.0 15.0 98.0

10 Relates to Indicator 6.



Islander organisations or targeted to this group
(Table 3.2).All 35 services achieved accreditation.
The Department contracts Aboriginal Hostels
Limited to provide ongoing support and assistance
to the services in rural and remote areas.

While residential care is an important part of
aged care services for all cultural groups, many
Aboriginal and Torres Strait Islander peoples prefer
to stay in their community and be cared for by
members of their community. 2001–02 has seen an
increased allocation of Community Aged Care
Packages (CACPs) in recognition of Aboriginal and
Torres Strait Islander communities’ accessing services
offering community care. In 2001–02, 407 aged care
places (53 high care, 10 low care and 344 CACPs)
were allocated nationally to service the needs of
Aboriginal and Torres Strait Islander peoples.11

Rural and Remote Services
Aged care continues its strong performance in the
delivery of services to rural and remote areas.
Almost 50 per cent of places released in 2001 were
allocated to rural and remote communities.12

Multipurpose Services
Multipurpose Services (MPSs) are a joint
Commonwealth and State and Territory initiative

to deliver a mix of aged care, health and
community services in rural and remote
communities, many of which cannot sustain
separate services.They provide for economies of
scope—bringing together a range of health and
aged care programs—where services may not be
viable individually.As at 30 June 2002, there were
a total of 65 Multipurpose Services using 1,391
flexible aged care places.13 Some of the services
operate at more than one location.

Aged Care for People from Culturally and
Linguistically Diverse Backgrounds
In the 2001 Approvals Round, 737 new places
were allocated nationally for services for people
from culturally and linguistically diverse
backgrounds.14

The Partners in Culturally Appropriate Care
projects and the Ethnic Aged Services Grants
enable older people from culturally and
linguistically diverse backgrounds and community
organisations to participate more actively in the
planning and delivery of services. In June 2002,
new Partners in Culturally Appropriate Care were
established in the Australian Capital Territory and
the Northern Territory.
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Table 3.2: Flexible Care places funded under the Aboriginal and Torres Strait
Islander Strategy and places allocated under the Aged Care Act 1997 to services
for Aboriginal and Torres Strait Islander peoples, as at 30 June 2002.

Flexible Care places Total places allocated under
funded under the Aboriginal the Aged Care Act 1997 to

and Torres Strait Islander services for Aboriginal
Strategy and Torres Strait Islander 

Places (25 services) peoples (35 services) Total

High care (nursing) 169 32 201

Low care (hostel) 159 30 189

Community Care 129 499 627

Total 456 561 1,017

11 These figures are estimates based on optional self-nomination by clients as they enter services.The number given is likely to
be an underestimate of true provision levels.
12 Relates to Indicator 6.
13 Relates to Indicator 6.
14 Relates to Indicator 6.



Currently, there are 160 new ethno-specific
aged care homes covering 34 major culturally
and linguistically diverse communities, and 125
clusters of clients from 31 communities within
mainstream aged care homes.

Veterans and War Widows
In the 2001 Aged Care Approvals Round 332
aged care places (54 high care, 186 low care and
82 community aged care packages) were
allocated nationally to service the needs of
veterans and war widows.

Assistance with Care and Housing 
for the Aged
The Government continued its support to frail
older Australians who are homeless or in insecure
accommodation to receive appropriate
community services in safe environments. In
2001–02, some 46 providers nationally, at a cost
of over $2 million, played a key role in assisting
people to access permanent housing and other
community supports.

Empowering Consumers in the Aged
Care System

Aged Care Complaints Resolution Scheme
The Aged Care Complaints Resolution Scheme
(the Scheme) was established in 1997 to deal
with complaints about any aspect of
Commonwealth funded aged services that should
be provided or made available to people
receiving care.The Scheme is free and available
to anyone who wishes to make a complaint,
including residents of aged care homes, people
receiving Community Aged Care Packages or
flexible care and relatives, guardians and
representatives of those receiving care.

The Scheme has handled more than 6,000
complaints since its inception. Over the past 12
months the Scheme has received approximately
1,200 new complaints. Of these, 66 per cent
were lodged as open complaints, 24 per cent as
confidential and 10 per cent as anonymous. Of
all complaints handled by the Scheme, 98 per
cent related to aged care homes.

During the year, there were 132 referrals to

the Aged Care Standards and Accreditation
Agency, ten to the police, and 39 to other
agencies, including State or Territory health
authorities and the coroner.

In consultation with the Office of the
Commissioner for Complaints, procedural tools
for Complaints Resolution Scheme Officers
were revised and induction training was
developed and provided on a national basis. In
addition, comprehensive bilateral agreements
were made with a range of external agencies to
facilitate the referral of issues arising from
complaints to the most appropriate body.

The Office of the Commissioner for
Complaints publishes its own annual report
which provides details about the operation of the
Scheme. For further information go to their
website at <www.cfc.health.gov.au>.

Advocacy Services
Commonwealth funded Residential Aged Care
Advocacy Services in each State and Territory
provide independent, individual advocacy case
management for residents.The services play a
significant educative role for residents and
providers on the rights and entitlements of 
care recipients and complement the role of 
the Scheme.

Community Visitors Scheme 
The Community Visitors Scheme improves the
quality of life of residents of aged care services
who have limited family and social contact and
may be at risk of isolation from the general
community for social or cultural reasons, or
through disability.The Community Visitors
Scheme has wide community acceptance and is
appreciated within the industry. It is considered a
responsive, client-oriented program, helping
support consumer protection.Work commenced
to implement a 2001–02 Budget initiative to
support an additional 1,000 visitors of whom
400 will be for rural and remote services.

Simplifying Entry Procedures
During 2001–02, the Department commenced
work to simplify and streamline admission
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processes for residential aged care.This work
follows the Government’s acceptance of a
recommendation of the Two Year Review of Aged
Care Reforms that exploration be undertaken of
ways to improve information available to
intending residents, and to reduce the complexity
of admission processes.The Entry Procedures
Reference Group, which is guiding this work,
comprises residential aged care providers,
consumer representatives and Aged Care
Assessment Team representatives.

A draft standard application form for entry to
aged care homes was developed and distributed
widely for comment. Following the completion
of the consultation process the form will be
formally trialed with consumers and aged care
homes.

Work also commenced on a draft package of
entry-related materials that will be included as
part of the trial of the standard form. General
release of the entry-related materials and the
standard form is expected in late 2002.

Client Access to Information
Good information and support services are the
key to timely access to appropriate care.

The Commonwealth Carelink Centre
network comprises a free call 1800 number, 65
regional shopfronts and over 90 access points
such as free phones in rural and remote localities.
The network reports an increase in the provision
of aged and community care information from
2,483 clients in May 2001 to 10,382 clients in
May 2002.

The level of support provided for carers of
people with dementia continued to increase in
2001–02 through such projects as Early Stage
Dementia Support and Respite, Carer Education
and Workforce Training, and the National
Dementia Behaviour Advisory Service.The
Dementia Education and Support program
continues to provide an entry point for carers
and people with dementia through the national
telephone help-line.
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MBA National Lifestyle
Housing for Seniors

Award
This award was developed as a joint
venture between Master Builders
Australia and the Department. It is
intended to raise awareness within the
building industry of the importance of
flexible, safe, affordable, accessible and
innovative housing options for older
people. The ideal is for adaptable housing
that can be modified, at minimum cost, to
suit the changing needs of residents,
irrespective of age, level of mobility or
health needs. Ten award nominations
were received, for projects in Victoria,
South Australia, the Northern Territory,
New South Wales and the Australian
Capital Territory. Two awards were
presented, both for Victorian housing
projects.

Senior Australian of the
Year Awards

The Senior Australian of the Year Award
presents a tremendous opportunity for us
all to acknowledge the contribution of
senior Australians to Australia, and
recognise the value of their wisdom, skills
and life experience. The Senior Australian
of the Year for 2001 was Professor Graeme
Clark AO. He received the honour for his
outstanding contribution to medicine, in
particular his work with the hearing
impaired, including the development of
the bionic ear. Three Senior Achievers for
2001 were also recognised in each State
and Territory, one of whom was selected
as the overall Senior Achiever for that
particular State or Territory.



Other Initiatives

International
The Minister for Ageing led a multi-disciplinary
delegation in Madrid, Spain, at the United
Nations Second World Assembly on Ageing in
April 2002.An overview publication—Ageing in
Australian Society—was provided for the Assembly
and was well received by the 155 countries
attending.

Awards for Older Australians
Awards administered by the Department
encourage and reward excellence in ageing
issues, and encourage positive contributions by
older people.The range of awards supported in
2001–02 include:

• Commonwealth Recognition Awards for
senior Australians, highlighting local
achievement;

• The Master Builders Australia Housing
Award to encourage appropriate design to
meet the needs of Older Australians;

• Senior Australian of the Year Award,
recognising significant national achievement
and an outstanding role model;

• Commonwealth Media and Advertising
Awards aiming to improve the portrayal of
older Australians; and

• A Student Design Award for mature age
students.
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The good ol’ days
After 25 years with the Department, spent
mostly in the Aged Care Branch of the
Tasmanian State Office, Steven Swann has seen
many changes in how the Department looks
after aged care.

During this time in the Department, Steven
has seen much improvement in the quality of
aged care. ‘Following the Nursing Homes and
Hostels Review in the mid-to-late 1980s, we
put an enormous amount of work into the
quality of accommodation,’ he said. ‘We were

able to markedly improve the building stock within eight years or so.’

‘It used to be a lot more hands on, with a greater role out amongst the homes,’ Steven said.
‘Because we’re such a small state, we had to be very multi-functional. When planning new
aged care facilities, we would be involved right from the start—from when we had a concept
in the proprietor’s head, through planning stages to building and final inspections.’

Steven remembers one home he worked with, who couldn’t afford to rebuild at market price
at that time. ‘I worked closely with the home and one particularly innovative architect, and
we eventually managed to get the entire home rebuilt at a considerably reduced price,’ he
said. ‘The home has won national design awards, and to drive past now and see that not only
has quality of life there improved enormously, but that it’s also financially viable, is very
satisfying.’



Evaluation and Accountability 

Report to Parliament on the Operation of the
Aged Care Act 1997
Under Section 63.2 of the Aged Care Act 1997,
the Minister is required to table in parliament a
report on the operation of the Act for each
financial year.The Report for 2000–01 was
presented to Parliament in October 2001.

Aged Care Data and Research
The Department has provided data and statistics
to external agencies such as the Productivity
Commission and the Australian Institute of
Health and Welfare (AIHW) and makes a
substantial annual contribution to the aged care
chapter of the Report on Government Services,
which is published each year by the Productivity
Commission.

In 2001–02 the AIHW was commissioned to
undertake work on the following:

• defining aged care data elements;
• performance indicators for aged care;
• statistical data linkage;
• entry periods in residential aged care;
• resident movements; and
• definitions of dependency.

The Department also participates in the work of
the National Community Services Data
Committee, which is responsible for the
development of a national community services
data dictionary and a national classification of
community services.

A new electronic reporting system was
implemented for the Commonwealth Carer
Respite Centres and the Commonwealth Carer
Resource Centres.When fully operational, the
reporting system will provide data for more
effective performance monitoring and grant
accountability.

The HACC Minimum Data Set continues to be
collected by all HACC-funded service providers.
This information allows the program to be more
responsive to the needs of the community. In
addition, measures of client dependency continue
to be developed and are under consideration in the
context of developing a Commonwealth care
classification system for HACC.

Implementation of the Business Intelligence
Tool in Outcome 3
During 2001–02, Outcome 3 implemented a
business intelligence (BI) tool to enable
departmental staff to access data and management
information from program and planning data
stored in the Outcome’s data warehouse, which
stores large amounts of data across different
collections relating to more than 42 funded
programs.The BI tool now allows up to 100
Outcome 3 staff across both Central and State
and Territory Offices to easily and routinely
access consistent, accurate and up-to-date data
and information on the operation of the many
programs within the Outcome.
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Outcome 3: Financial Resources Summary
1 (A) (B) 

Budget Actual Variation
Estimate Expenses (Column B 2 Budget 

2001/2002 2001/2002 minus 2002/2003 
$'000 $'000 Column A) $'000

Administered Expenses

Administered Item 1: Healthy Lifestyles for Older Australians
Appropriation Bill 1/3 37 (2) (39) -

37 (2) (39) -

Administered Item 2: Community Care & Support for Carers
Aged Care Act 1997—Community Care Subsidies 248,444 246,282 (2,162) 265,326
Aged Care Act 1997—Flexible Care subsidies (p) 9,083 8,947 (136) -

Total Special Appropriations 257,527 255,229 (2,298) 265,326
Appropriation Bill 1/3 135,976 129,275 (6,701) 140,303
Appropriation Bill 2/4 615,582 615,582 - 674,086

1,009,085 1,000,086 (8,999) 1,079,715

Administered Item 3: Residential Care
Aged Care Act 1997—Residential care subsidies 3,738,695 3,526,644 (212,051) 3,795,041
Aged Care Act 1997—Flexible care subsidies (p) 34,895 28,373 (6,522) 47,337

Total Special Appropriations 3,773,590 3,555,017 (218,573) 3,842,378
Appropriation Bill 1/3 80,290 58,606 (21,684) 89,644

3,853,880 3,613,623 (240,257) 3,932,022

Administered Item 4: Client assessment by Aged Care
Assessment Teams
Appropriation Bill 1/3 37 - (37) -
Appropriation Bill 2/4 43,635 43,635 - 42,971

43,672 43,635 (37) 42,971

Total Administered Expenses 4,906,674 4,657,342 (249,332) 5,054,708

Departmental Appropriations

Output Group 1—Policy Advice 23,887 24,322 435 28,853
Output Group 2—Program Management 72,664 73,989 1,325 87,773

Total price of departmental outputs 96,551 98,311 1,760 116,626
(total revenue from Government & other sources)

Total revenue from Government (appropriations) 95,425 95,583 158 115,478
contributing to price of departmental outputs

Total revenue from other services 1,126 2,728 1,602 1,148

Total price of departmental outputs 96,551 98,311 1,760 116,626
(total revenue from Government & other sources)

Total price of outputs for Outcome 3 96,551 98,311 1,760 116,626
(total revenue from Government & other sources)

Total estimated resourcing for Outcome 3 5,003,225 4,755,653 (247,572) 5,171,334
(total price of outputs & admin expenses)

Average Staffing Level (Number) 2001–02
Department 906 

1 Full-year budget, including additional estimates.
2 Budget prior to additional estimates.
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No performance measure is included
for this item as it only contains accrual
funds for compensation and legal
expenses.

Not applicable.

2. Community care and Support for Carers, including:
• Home and Community Care (HACC), Community Aged Care packages (CACPs), Day

Therapy Centres (DTC) services and other programs for people assessed as needing
them;

• other support services for frail older Australians and people with disabilities, and their
carers in the community, eg Safe at Home initiative,Assistance with Care and Housing
for the Aged;

• Carer Respite Centres and Carer Resource Centres; and information services;
• information services such as Carelink; and
• continued implementation of the Extended Aged Care at Home Packages pilot.

Quality:

Increased number of HACC services
appraising their performance against
agreed standards.

Measure met.The number of HACC services appraising
their performance against the national Services Standards
Instrument increased from 312 in 2000–01 to 620 in 
2001–02.

Quantity

Performance Information for Administered Items

1. Healthy Lifestyles for Older Australians, including:
• Implementation of elements of the National Strategy for an Ageing Australia relevant to the

Health and Aged Care Portfolio.

Measure Result

An increase in the number of services
provided, or people assisted, by
community care services delivered
through:

– HACC;
– DTC;
– Respite programs;
– Carer Respite Centres;
– Carer Resource Centres; and 
– Carelink.

It is estimated that the HACC program provided services to
594,000 clients during 2001–02.This estimate is based on
the HACC Minimum Data Set (MDS) data collection for
the first three quarters of the financial year which shows
the program provided services to an average of 32,200
clients per quarter, with quarterly throughput of 91,000
clients.As 2001–02 is the first full year of the HACC MDS
data collection, it is not possible to provide time series data
at this stage.
Day Therapy Centres—An additional 12 services were
approved for funding at a cost of $4.3 million over four years.
Approximately 38,250 carers were assisted by
Commonwealth Carer Respite Centres in 2001–02
compared with an estimated 28,900 in 2000–01. (Total
contacts with the Respite Centres increased from about
101,400 in 2000–01 to about 134,300 in 2001–02).
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Performance Information for Administered Items—3. Enhanced quality of life for older Australians (cont)

Measure Result

An increase in the number of services
provided, or people assisted, by community
care services delivered …(continued)

Approximately 29,500 carers were assisted by
Commonwealth Carer Resources Centres in 2001–02
compared with some 27,450 in 2000–01.
Commonwealth Carelink Centres received 89,275 requests
for information about community care, aged care and other
support services during 2001–02.

In excess of 24,000 CACPs. Target met.There were 26,770 CACPs at June 2002.

Increased number of people assisted
under the Dementia Education and
Support program (there were 21,400
contacts in 1999–2000).

Approximately 22,000 people contacted the Dementia
Education and Support program in 2001–02.This count is
taken from a new client services data system, which was
implemented in June 2001, and is not comparable to
previous years for which data was collated manually.

3. Residential care, including:
• permanent and respite, high and low residential places for people assessed as needing

them including special needs groups;
• flexible care options for rural and remote areas;
• support for services with identified needs;
• supporting rights of residents such as the Complaints Resolution Scheme;
• providing information to service providers and consumers, e.g. newsletters, brochures,

fact sheets, mailfaxes, manuals;
• monitoring of Accreditation Standards in residential aged care services by the Aged Care

Standards and Accreditation Agency;
• certification of residential aged care services and monitoring of standards of physical

quality; and
• capital assistance provided to facilities with identified needs.

Quality:

All service providers and major
stakeholders are provided with regular
information, including newsletters,
mailfaxes, updates to manuals and
information products (consumers can
receive these on request).

Measure met. For example:
• monthly editions of Payment E$$entials distributed to

all providers;
• Provider Transaction Report issued monthly to all

providers listed on each report;
• in June 2002, the first edition of the new quarterly

newsletter Ageing Australia was distributed to over
10,000 stakeholders;

• there were 45 mail fax circulars sent to all aged care
service providers throughout the year;

• during the year the Residential Care Manual was fully
revised and sent to all service providers;
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Performance Information for Administered Items—3. Enhanced quality of life for older Australians (cont)

Measure Result

All service providers and major stakeholders
are provided with regular information,
including newsletters, mailfaxes, updates to
manuals and information products
(consumers can receive these on request).
(continued)

• currently 12 brochures and a range of fact sheets and
booklets are published in English. One booklet and
two fact sheets are translated into 13 languages;

• in 2001–02, 2.5 million aged care information
documents were distributed to interested parties; and

• the Aged and Community Care Information Line
took 58,837 calls during 2001–02.

75% of services accredited for less than
3 years achieve longer accreditation
periods.

100% of the homes with less than three years accreditation
that were reassessed in 2001–02 achieved an increased
accreditation period.

Less than 5% of complaints referred to
the Commissioner for Complaints for
review of the process.

Target met.Approximately 3% of complaints were referred.

In excess of 155,000 residential places
allocated.

Target met. 163,950 residential aged care places had been
allocated at June 2002.

Quantity:

One approvals round for new places
and one funding round for capital
assistance to commence during the
2001–02 financial year.

Target met.

In excess of 400 flexibly funded places
and 63 Multipurpose Service Centres.

By 30 June 2002, the Department had allocated 2,063
flexibly funded places under the Aged Care Act 1997 of
which:

• 290 were allocated under the Extended Aged Care at
Home (EACH) program to ten operational services;

• 1,391 places were allocated to Multipurpose Services.
(65 Multipurpose Services are currently operational); and

• 382 were allocated as flexible care places under the
Innovative Pool of Places, 12 pilot projects were
established.

The performance of all services
monitored by the Agency against
Accreditation Standards and the service
improvement plan, including through
spot checks and support visits.

All Commonwealth funded residential aged care services
monitored by the Agency against Accreditation Standards
and improvement plans through scheduled support contacts
and spot checks.The Agency has conducted over 4,000
visits in this period.



– 144 –

Performance Information for Administered Items—3. Enhanced quality of life for older Australians (cont)

Measure Result

Efficiency

Increases in the average cost to the
Commonwealth per resident is no
greater than inflation plus growth in
client dependency.

Average national cost increased from $27,517 to $28,998.
This was an increase of 5.4%, which was less than inflation
and dependency growth.

4. Client assessment by Aged Care Assessment Teams (ACAT) and referral to
appropriate services.

Quality

Maintaining the low level of appeals
against ACAT assessment decisions as a
proportion of the total number of
assessments.

There were 38 appeals out of 193,930 assessments.This is a
slight proportional increase on the 2000–01 result of 
30 appeals out of 183,584 assessments.

Quantity

Maintain or increase the number of
ACAT assessments conducted.

The total number of assessments in 2000–01 was 193,930,
representing a 5.6 % increase over the previous year.

Performance Information for Departmental outputs

1. Policy advice in relation to:
• effective and efficient residential care services;
• implementation of service standards including certification, accreditation and monitoring

of services;
• effective and efficient community care services;
• equitable allocation and targeting of services;
• support for clients and carers;
• Commonwealth–State relations in the aged care field;
• long term trends and developments related to population ageing and policy settings

affecting older people; and 
• national issues of concern to, and affecting the well-being of, older people.

Quality:

A high level of satisfaction of the
Ministers and Ministers’ Offices with
the relevance, quality and timeliness of
policy advice, question time briefs,
parliamentary questions on notice and
briefings.

Policy advice relating to a Strategy for an Ageing Australia,
and other issues relating to the ageing policy area was
timely, relevant and succinct.As a result, the progress of the
Strategy has taken a major step forward.Advice related to
Home and Community Care and associated programs was
delivered well.
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Agreed time frames are met for
responses to ministerial
correspondence, question time briefs,
parliamentary questions on notice and
ministerial requests for briefing.

Agreed time frames were met for:
• 77% of ministerial correspondence;
• 93% of Question Time Briefs;
• 69% of Parliamentary Questions on Notice15; and
• 75% of ministerial requests for briefings.

A high level of stakeholder satisfaction
with the quality and timeliness of
Departmental/Portfolio inputs to
national policy, planning and strategy
development and implementation.

The community was successfully engaged on issues
associated with ageing through departmentally sponsored
Australia-wide consultations on the second phase of the
National Strategy for an Ageing Australia. Further
Commonwealth policy development will be informed
through feedback from the consultations.
Reference groups and advisory committees with a wide
range of representation are consulted on departmental work
to pilot innovative approaches to service delivery and
payments. (These groups include the National Aged Care
Forum and the Aged Care Working Group—see below.)
Stakeholder groups confirm support of these bodies as
appropriate mechanisms of consultation.

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

Information was provided routinely to all service providers
on initiatives such as the Awards for Excellence, the
Industry Code of Ethics and the Enrolled Nurses Review.
Feedback from stakeholders showed a high level of
satisfaction with new and existing reports to industry on
payments related issues.
95% of callers expressed satisfaction rate with responses
received through the Aged Care Information Line.

Timely production of evidence-based
policy research to inform and engage
stakeholders in meaningful policy and
program discussions.

An evaluation of the Extended Aged Care at Home pilot
was published in March 2001.
Research was commissioned from the Australian Institute of
Health and Welfare, including on entry periods for
residential care.
The Department participated in the research activities of
the Australian Health Ministers’Advisory Council Working
Group on Care of Older Australians.
Detailed policy papers engaged stakeholders in
consideration of workforce policy through the Aged Care
Workforce Committee.
The 2000–01 annual Report on the Operation of the Aged Care
Act 1997 incorporated results of detailed statistical and
survey research.

Performance Information for Administered Items—3. Enhanced quality of life for older Australians (cont)

Measure Result

15 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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Opportunity for national industry and
consumer peak organisations to
participate in the development and
implementation of national policy
through the National Aged Care
Accreditation and Compliance Forum
and the Aged Care Working Group.

The National Aged Care Forum (formerly National Aged
Care Accreditation and Compliance Forum) and the Aged
Care Working Group each met twice during the year.
The forum assists the development of strategies to further
improve the quality of aged care.
The working group provides an avenue for industry
consultation and advice on all issues relating to the
Commonwealth’s aged and community care programs.

Quantity:

2,350–2,450 responses to ministerial
correspondence, 900–1,000 question
time briefs, 55–65 parliamentary
questions on notice and 330–370
ministerial requests for substantial
briefings.

Responses were prepared for approximately:
• 3,256 items of ministerial correspondence;
• 734 Question Time Briefs;
• 30 Parliamentary Questions on Notice16; and
• 671 ministerial requests for briefings.

2. Program management, including:
• monitoring and payments to States and Territories, service providers and clients;
• financial management and reporting on Outcome 3;
• review and adjustment of legislation as required;
• processing applications for financial hardship assistance;
• implementation of Quality Care Principles;
• Resident Classification Scale (RCS) regulatory audits;
• monitoring the Aged Care Providers for compliance with standards;
• provision of information to service providers including on standards and business

operations matters;
• provision of information to consumers about aged care services;
• resolution of appeals from pre-Aged Care Structural Reform funding arrangements;
• ongoing consultation with providers and review of the level of regulation;
• promoting excellence and best practice; and
• developing elements of the National Strategy for an Ageing Australia relevant to the

Health and Ageing portfolio.

Performance Information for Administered Items—3. Enhanced quality of life for older Australians (cont)

Measure Result

Quality:

A high level of stakeholder satisfaction
with the timely development and
implementation of national strategies.

The National Strategy for an Ageing Australia was finalised
in 2001 and the next phase was launched in February 2002.
The Department provided support for a series of nation
wide community consultations by the Minister for Ageing.

16 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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Budget predictions are met and actual
cash flows vary less than 5% from
predicted cash flows.

Actual expenses were $35.2 million compared to the
predicted $34.4 million. Overall, departmental cash flows
exceeded predictions by 2.3%.

100% of payments are made accurately
and on time or payments are made in
accordance with negotiated service
standards.

Community care project payments at the Commonwealth
level were made accurately and on time.
Approved aged care homes submit monthly claims in
arrears to the Department for payment for their care
recipients.
In 2001–02 99.4% of claims were paid within 28 days of
receipt.

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

The Department used findings from research on consumer
information needs to inform the development of future
information products. Publications are currently being
revised in order to better meet identified consumer
information needs.

Promotion of positive images of older
people and aged care in the media and
the community in general.

Promotional activities undertaken by the Department
during 2001–02 continued to build on the significant work
undertaken during the International Year of Older Persons
in promoting positive images of older people.
As well as a range of awards, two major projects were
undertaken to promote older Australians’ continuing
contribution to the community:

• video clips of positive images of older Australians were
provided to commercial television stations; and

• media resources were added to the Office for Older
Australians website for download of positive
photographic images.

These initiatives aim to challenge stereotypical images of
older persons, by demonstrating the active health and well
being of older Australians.

Appeals against Resident Classification
Scale regulatory audits processed within
90 days.

All appeals were completed within the 90 day timeframe
provided by the Aged Care Act 1997.

Performance Information for Departmental Outputs—3. Enhanced quality of life for older Australians (cont)

Measure Result

Breaches of Acts investigated and
appropriate action taken.

All breaches investigated and appropriate action taken.
During the year, the Department took regulatory action
against 142 homes, including sanctions against 12 homes
and 158 notices of non-compliance.
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Opportunity for national industry and
consumer peak organisations to
participate in the development and
implementation of national policy
through the National Aged Care
Accreditation and Compliance Forum
and the Aged Care Working Group.

The National Aged Care Forum (formerly National Aged
Care Accreditation and Compliance Forum) and the Aged
Care Working Group each met twice during the year.
The forum assists the development of strategies to further
improve the quality of aged care.
The working group provides an avenue for industry
consultation and advice on all issues relating to the
Commonwealth’s aged and community care programs.

Periodic attitudinal surveys to monitor
the level of community awareness of
ageing issues and the value and
contribution of older people.

No attitudinal surveys were undertaken in 2001–02.The
surveys are not conducted every year. It is anticipated that
the next survey will be conducted in 2002–03.

Partnerships with other departments,
peak organisations, the private sector
and consumer organisations to promote
healthy ageing.

The Healthy Ageing Task Force, involving State,Territory
and Commonwealth departments responsible for ageing has
been working towards a more coordinated and effective
approach to healthy ageing across jurisdictions, including a
joint working group with the National Public Health
Partnership.

Initiatives to encourage employment of
mature age workers.

A Student Design Award announced in October 2001 gave
mature aged design students the opportunity to showcase
their work and undertake work placements with industry.

Performance Information for Departmental Outputs—3. Enhanced quality of life for older Australians (cont)

Measure Result

Carelink services (including Centrelink)
fulfil the conditions set out in their
contracts.

Measure met.

A high level of satisfaction with
Centrelink’s advice on resident income
status.

The Department is satisfied that Centrelink is meeting all
its obligations under the current agreement to provide
advice on resident income status.

Quantity:

23 funding agreements with States and
Territories.

Target met. Eight HACC Amending Agreements, eight
agreements for the operation of the Aged Care Assessment
program and seven agreements for the operation of
Psychogeriatric Units were in place.
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All residential care service providers are
provided with information on quality
standards and business operations.

A full review of the Residential Care Manual was completed
and a revised edition released in February 2002.
Agreed performance measures were achieved in provision
of a payments-related monthly bulletin to all stakeholders.
Information sessions were provided in all capital cities and
major regional centres, outlining the accreditation and
regulatory framework for residential aged care.
All residential aged care providers were provided with
information about the Challenge Depression project and a
series of national seminars were held on the project.
The Minister’s Awards for Excellence were widely
promoted.
Information on the Aged Care Approvals Round was
publicised widely and distributed to all approved providers.
Information sessions were conducted.

All service providers are provided with
brochures, fact sheets, mailfaxes, and
other information products they
request. Consumers can receive this
information on request.

Most information products were distributed to all providers
or services on publication and further copies available on
request. (See details under Administered Item 2—Program
Management).
Most information and publications were made readily
available on demand through the Department’s internet site.
Publications and information sheets were also provided in
response to requests through the Aged Care Information Line.

In 100% of cases of imposition of
sanctions, information is provided to
the consumers of those services.

All residents and/or their representatives are kept advised
when sanctions are imposed. Details of all sanctions are
posted on the Department’s internet site.

Performance Information for Departmental Outputs—3. Enhanced quality of life for older Australians (cont)

Measure Result

All approved providers monitored for
compliance with legislation.

The Agency monitors ongoing compliance with the
Accreditation Standards through support contacts and spot
checks.The Department also undertakes spot checks and
site visits to ensure approved providers comply with
relevant legislation.

20,000 Resident Classification Scale
(RCS) audits conducted in 2001–02.

Approximately 11,200 audits were conducted due to the
need to divert review officers to other compliance activity.

Internal reviews of all requests for RCS
reviews. External AAT appeals on RCS
audits responded to within AAT
timeframes.

Three of the four cases on hand at the commencement of
the year have been resolved.The remaining case has
completed hearing and is awaiting a decision. One
additional case was received and completed this year.
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Estimate of 600 hardship applications
processed.

496 applications were processed due to a lower than
expected number of applications received.

Release of the final National Strategy
for an Ageing Australia Framework
document.

The National Strategy for an Ageing Australia framework
document was completed in late 2001 and launched 
by the Hon Kevin Andrews MP, Minister for Ageing,
on 17 February 2002.

Up to ten people in each Electorate
receive Commonwealth Recognition
Awards for Older Australians.

All Federal MPs were encouraged to select up to ten recipients
in their electorates. 69 MPs advised that they did so.

Presentation of Media Awards. Almost 1,200 nominations were received across all 
14 categories to receive awards for the 2001 Awards.
The Awards were presented in a ceremony in Canberra 
on 12 October 2001.

Presentation of Minister’s Awards for
Excellence in Aged Care.

The 2001 Minister for Aged Care Awards for Excellence
were enlarged to include an additional award, that of
Excellence in Staff Development in Community Aged Care
Packages, as well as the ongoing Awards for Excellence in
Professional Development and Staff Development in
Residential Aged Care. In total 71 applications were
received.An expert panel considered these and
recommended winners across the three categories
highlighting best practice and innovation in delivering
quality aged care.

Performance Information for Departmental Outputs—3. Enhanced quality of life for older Australians (cont)

Measure Result



Outcome performance
report 
Outcome 4 is managed within the Department
by the Health Services Division.The
Department’s State and Territory Offices also
contribute to achieving this outcome.

Major Achievements
The Commonwealth has continued to support
general practitioners (GPs) in their delivery of
care as part of a health care team and invest in
models of integrated health care through the
major achievements below.

Better Outcomes in Mental Health Care
The implementation of the Government’s 2001
Budget initiative Mental Health: More Options,
Better Services was developed in conjunction with
key stakeholders during the year and came into
effect on 1 July 2002.The initiative, which
amounts to an additional $120.4 million over
four years, provides financial support to GPs in
providing planned mental health care to their
patients and also allows registered GPs to access
psychological support services for them.

Registration of qualified practitioners and
training through Divisions of General Practice
has commenced with 95 per cent of divisions
participating.

Coordinated Care Trials
Five second round coordinated care trials were
established in June 2002, a sixth trial
commenced in September 2002.The trials will
run for three years and will test innovative
approaches to providing care for people who are
chronically ill or have complex care needs.
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National Demonstration Hospitals Program
Phase four of the National Demonstration
Hospitals Program commenced in April 2002.
The program is funding 30 hospitals around
Australia to implement a range of innovative
approaches to the care of older people in
hospitals.

General Practice Education and Training
General Practice Education and Training Ltd
commenced the management of general practice
vocational training in a regionalised and
competitive environment, ensuring that registrars
continue to receive high quality training that is
responsive to their needs and the changing needs
of the community. Implementation of the new
regionalised training arrangements resulted in 
15 consortia being approved to provide training
in 2002.

Challenges

National Managed Fund
The National Managed Fund (NMF) is an
administrative arrangement to provide
discretionary government indemnity for the
Australian Red Cross Blood Service (ARCBS) in
respect of some of its blood-related activities.The

NMF replaces previous State and Territory based
insurance arrangements and overcomes
difficulties the ARCBS had in accessing
appropriate commercial insurance in some
jurisdictions. Despite an open tender process
(begun in late 2000), the Commonwealth was
unable to secure a fund manager to manage the
NMF on behalf of all jurisdictions. Discussions
on future options are continuing.

Chronic Disease Management
In October 2001, the Government announced
that funding of $28.5 million over three years
would be provided to Divisions of General
Practice to support the implementation of the
2001 Budget initiatives in chronic disease
management through general practice.There
were delays with the implementation of this
initiative, with funding agreements provided to
divisions in May 2002.The pooling of funds
from a range of budget initiatives was a complex
process involving extensive negotiations (that
took longer than anticipated) to ensure that the
purpose for which the funds were appropriated
were addressed, whilst providing flexibility for
divisions to undertake the required activities.
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Performance Indicators (Effectiveness Indicators)

Indicator 1:

Primary Care providers
participate in research and other
initiatives to enhance primary
care services for individuals and
the Australian community.

Targets:

a. Demonstration projects that test models of integrated primary
care, including financial viability of the model, are tested and
evaluated by December 2002.

b. Enhanced Primary Care Medicare Benefits Schedule items are
utilised by all eligible general practices by 2003.

c. All Departments of General Practice and University
Departments of Rural Health engage in multidisciplinary
primary care research.

Information source/reporting frequency:

Health Insurance Commission (HIC), reports from demonstration
projects, universities,Australian Divisions of General Practice and
departmental data.
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Performance Indicators (Effectiveness Indicators)

Indicator 2:

Access to primary health care
services in rural and remote
areas.

Target:
Maintain proportion of localities with an active General Practitioner
(GP) provider number.

Information source/reporting frequency:
Departmental data, HIC data.

Indicator 3:

Level of participation of general
practice in education training
and infrastructure initiatives.

Targets:
a. Increase in participation of eligible providers in alternative

rural pathways to vocational recognition.
b. Full uptake with the rural vocational training pathways.

Information source/reporting frequency:
HIC data.

Indicator 4:

Provide national leadership in
the reduction in the incidence 
of suicide and self-harm in
Australia.

Targets:
a. Support the National Advisory Council for Suicide Prevention

in formulating advice on strategies to reduce suicide and self-
harm.

b. Guide National Suicide Prevention Strategy funding processes
to establish community based suicide prevention projects.

c. Complete a review of suicide prevention and related programs
to identify approaches to improve outcomes and increase
complementarity between initiatives.

Information source/reporting frequency:
Departmental data, review outcomes.

Indicator 5:

Provide national leadership in
the implementation of the
National Mental Health 
Strategy.

Targets:
a. Implement three national projects consistent with the National

Action Plan for Promotion, Prevention and Early Intervention
for Mental Health.

b. Develop approaches to better integrate mental health care
across the primary health and community care sectors.

c. Monitor the implementation of the National Mental Health
Strategy.

Information source/reporting frequency:
Departmental data.

Indicator 6:

Effectiveness of trials of
integrated health service
delivery.

Targets:
a. Two models of integrated mental health care are being

evaluated by June 2003.
b. Six to eight second round Coordinated Care Trials are established.
c. Alternate models of enhanced primary health care integration

in place by June 2002.

Information source/reporting frequency:
Reporting as per project and trials contracts. Departmental data.
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Performance Indicators (Effectiveness Indicators)

Indicator 7:

Number of people registered on
the Australian Organ Donor
Register.

Target:
An increase in the number of people registered on the Australian
Organ Donor Register by June 2002 (baseline data to be established
in 2001–02).

Information source/reporting frequency:
HIC data and State and Territory consultations.
Reports from organisations contracted to provide services.

Indicator 8:

Contribution to effective
funding and management of
hospitals.

Targets:
a. Dissemination of information on innovative practice in hospital

service delivery identified through the National Demonstration
Hospitals Program (NDHP).

b. Engagement of hospitals in Coordinated Care Trials.
c. Casemix produce Australian Refined Diagnosis Related

Groups (AR-DRG) classification version 5 and national
hospitals cost and benchmarking data.

Information source/reporting frequency:
NDHP evaluation reports,AR-DRG data sources, medical opinion
supplied by Casemix Clinical Committee of Australia.

The Department’s performance against these indicators is discussed in the following outcome
summary. Specific references to these indicators are marked by footnote.

Outcome summary—the
year in review
Under this outcome the Department aims to
contribute, over the long term, to improving the
quality, integration, cost-effectiveness and
appropriateness of primary health and community
care and acute care services for individuals and
communities. In doing so the Department also
aims to build community capacity in good health
care management, including self-help and
provision of appropriate services.

The Department takes a national leadership
role by consulting and collaborating with State
and Territory Governments, care providers,
professional organisations, industry groups and
the community to improve the delivery of health
care services.Accordingly the outcome has
important relationships with Outcomes 1, 2, 3, 5,
7 and 9.

Primary Health and Community Care
The Australian health system seeks to improve
life expectancy for all, to further reduce infant
mortality rates and to add to people’s expected
years of healthy living. Primary health and
community care services contribute in a major
way to the achievement of these outcomes by
providing care in the community—where people
live—to keep people well.This includes services
which are the first point of contact with the
health system such as general practice,
community health services, allied health services,
hospital emergency care and pharmacy.

The primary health and community care
sector accounts for approximately one-third of
health expenditure with nine out of every ten
Australians accessing these services in any one
year. It offers opportunities to ensure effective
early intervention and health promotion
strategies to reduce the incidence, and delay the
onset, of preventable conditions.



The sector is a joint responsibility of
Commonwealth, State and Territory
Governments who share the aim to provide good
quality health care services in a seamless way for
those who require them, particularly for those
Australians who need access to a range of health
care services.To support these directions recent
Commonwealth policy has focussed on:

• improving access to primary health and
community care services, particularly
nursing and allied health in rural areas;

• providing these services in an integrated
way, including supporting GPs to work with
other health care providers and further
exploring improved models of ‘coordinated
care’;

• investing in our primary care workforce,
particularly through general practice
education and training and information
technology;

• building better partnerships with our key
stakeholders including general practice and
States and Territories; and

• continuing to focus on improving the quality
and availability of mental health services.

During 2001–02 these directions have been
supported by the development of Bilateral
Agreements in Primary Health and Community
Care between the Commonwealth and each State
and Territory. Endorsed by Health Ministers in
August 2001, bilateral agreements aim to improve
policy and program coherence in areas such as
chronic disease management (including mental
health) and continuity of care between hospital
care and care provided in the community.

Improving Access to Services1

In response to concerns about the lack of
availability of primary medical services after
hours, the 2001–02 Budget committed $43.4
million over four years to extend the availability
of these services.The After Hours Primary
Medical Care (AHPMC) initiative aims to
improve the quality of care by reducing pressures

on GPs in rural and outer urban areas, as well as
the workforces of hospital emergency
departments.The communication and exchange
of information between after hours doctors and a
person’s usual doctor will also be improved.

Under the initiative $11.7 million has been
allocated over the four years for the AHPMC
Development Grants Program.The first round
has funded 45 projects valued at $4.4 million
over three years.This included 38 Seeding Grants
of up to $50,000 for initial service development
work, two infrastructure grants of up to $50,000
for limited infrastructure projects and five Service
Development Grants for after hours service
implementation. Funding for these projects has
varied according to the project size, scope and
duration.

A further $6.2 million has been allocated over
three years to expand existing After Hours trials
into functional After Hours Regional Services.
Funding has been provided to the:

• Central Western Victorian Division of
General Practice to provide a fully
operational after hours care service in the
Central Grampians Region;

• Hunter Urban Division of General Practice
for the provision of Maitland After Hours
GP Service; and

• After Hours Doctor Pty Ltd to undertake a
comprehensive consultation process to
identify the resources and methodology to
implement an AHPMC telephone triage
and medical advice service across Tasmania.

A key event for the program was the 4th Annual
National AHPMC Workshop. It was held in
Sydney on 22–23 March 2002 and provided an
opportunity for key stakeholders to meet and
develop ideas relating to AHPMC at the local
level and at the international level.A report on
the Workshop is available at
<www.health.gov.au/gpconnections/publ.htm>.

The Health Call Centres Program was also
allocated $6.2 million over four years as part of
the After Hours Primary Medical Care Budget
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1 Relates to Indicator 1.



measure.The Commonwealth is working in close
collaboration with States and Territories to
progress this initiative.Work was undertaken in
2001–02 to engage consultants for two key
projects—a meta-evaluation of health call centres
and a standards development study for the
Australian context.These are scheduled to
commence in August 2002 and will add to the
evidence base for further policy development in
the health call centres area.

Building on current investment in rural and
remote areas to support access to primary health
and community care services, the
Commonwealth has continued to develop and
implement initiatives for these communities.2

These include:
• recognising and supporting long-serving

GPs in rural and remote communities
through the Rural Retention Program.
During 2001–02 the Government
committed an additional $4 million in
2002–03 and 2003–04 to increase retention
payments for long-serving GPs by 25 per
cent.To date over 2,100 rural doctors have
received retention payments totalling in
excess of $32.6 million. Eligibility for the
program is contingent on a number of
criteria including length of time (at least
one to six years depending on remoteness)
and location (based on an index of
remoteness);

• identifying areas where there is an
undersupply of GPs and developing
strategies to improve access to these services
through the Rural and Remote General
Practice Program.This program provides
funding to Rural Workforce Agencies in
each State and Territory to develop and
deliver initiatives to assist in addressing
recruitment and retention of GPs through
initiatives including workforce planning and
data management;

• the first national report of the GP
Workforce and Skill Minimum Data Set was
completed during the year and will be used

as a base for measuring workforce stocks
and flows in rural and remote Australia; and

• improving access to primary and secondary
health services for women in rural Australia
who currently have little or no access to a
female GP through the Rural Women’s 
GP Service.This program gives women in
rural and large remote communities the
opportunity to seek health care of their
choice.The general practitioner services
include cervical cancer screening, breast and
skin examinations and other preventive
health care. In addition, the Service
identifies and provides the necessary
intervention for other conditions such as
cardiovascular disease, diabetes, menopause,
psychosocial problems and conditions
related to the reproductive system and
sexual health. Under the Rural Women’s 
GP Service there are approximately 100
sites operational across Australia.

Another important new measure introduced by
the Government in the 2001–02 Budget related
to the Nursing in General Practice initiative.An
amount of $104.3 million has been provided
over four years to support general practices in
areas of high workforce pressure to employ more
nurses. Funding of $12.5 million has been
allocated to Outcome 4, with the balance
allocated to primarily Outcome 2 and also
Outcome 9.

The following five key short-term priorities
for the initiative were identified through a
national workshop, attended by over 90
stakeholders from general practice, nursing and
consumer organisations:

• cohesive communication through
production and dissemination of
information kits, interactive websites, and
presentations at conferences and career
expos and articles in journals and
newsletters;

• building the capacity of Divisions of
General Practice by identifying Divisions
with advanced approaches to transfer
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experience in practice nursing to other
Divisions of General Practice;

• ensuring nurses’ access to training and
upskilling courses, through initiating the
development of joint projects between the
Royal College of Nursing,Australia and the
Royal Australian College of General
Practitioners;

• ensuring effective mentoring and support
systems for nurses in general practice by
developing a national framework for
mentoring for nurses in general practice by
January 2003, and funding local peer
support networks for nurses; and

• ensuring effective valuation to monitor and
guide policy development by developing a
policy evaluation framework by August
2002 to assess the impact on workforce
development and access to primary 
health care.

During 2001–02 the Department worked with
the National Steering Committee for Nursing in
General Practice to address these issues which are
in the early stages of development.

Better Integrated Services3

In recognition of the importance of addressing
the needs of health care consumers in an
integrated way, the Commonwealth has
continued to support GPs to deliver care as part
of a health care team.This work began in the
1999–2000 Budget with the Enhanced Primary
Care4 (EPC) package that targeted those living
with chronic illnesses and complex care needs, as
well as their carers and the health professionals
who look after them. In August 2001, an
evaluation commenced of two components of
the EPC package, namely the GP Education,
Support and Community Linkages program and
the EPC Medicare items for health assessment,
care planning and case conferencing.

As part of the initial phase of the evaluation, a
scoping study was undertaken to determine the

education, support and community linkage
activities of Division of General Practice.The
main phase of the evaluation commenced in
early 2002, exploring the local implementation
issues in divisions across Australia using a case
study method to determine how the EPC
Medicare items have been used and evidence of
practice and systems impacts. It is intended that
the joint evaluation of the GP Education,
Support and Community Linkages program and
the EPC Medical Benefits Scheme items will be
finalised by the end of 2002.The outcomes of
this evaluation will inform future strategies to
promote the quality use of the EPC Medicare
Benefits Schedule items.

Building on the lessons learnt from the first
round of coordinated care trials, the Second
Round Coordinated Care Trials5 were established
in five sites in June 2002, with a sixth site to
commence in September 2002.The trials will
run for three years and will test innovative
approaches to providing care for people who are
chronically ill or have complex care needs and
experience difficulties in getting the right
combination of services at the right time.Three
of the trials involve delivering services within the
general community and three have a particular
focus on health care services for Indigenous
Australians.

In association with the coordinated care trials,
the Department is exploring a number of themes
around the exchange of health information that
might support and more effectively coordinate
health care services.This exploration is now in
the live phase of a research and development
program, in which three projects are exploring
aspects of clinical information exchange in
support of care coordination.

The GP–Hospital Integration Program6 aims
to develop and support cross-sectoral integration
between the primary health care sector
(including general practice) and the acute care
sector.The Centre for General Practice
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4 Relates to Indicators 1a and b.
5 Relates to Indicators 6b and 8b.
6 Relates to Indicators 1a and 6c.



Integration Studies, University of New South
Wales (UNSW), was funded to produce a report
—GP–Hospital Integration:What have we learnt?—
which consolidates knowledge and experience of
effective integration models and strategies.The
challenge now is to understand how to make
these models and strategies sustainable and to
embed them into systems and everyday practice.
States and Territories were invited to submit
proposals for the development of demonstration
sites that use a range of successful and sustainable
evidence-based strategies for general practice-
hospital integration. Negotiations have
commenced in relation to four sites.

The Centre for General Practice Integration
Studies, UNSW, was also commissioned to
produce a report on the role and effectiveness of
general practice liaison officers in relation to cross
sector integration at the GP–hospital interface.

Two Regional Integrated Mental Health7

funds pooled projects were established in New
South Wales in the Far West and the Illawarra
Area Health Services.The projects are testing
more flexible and integrated mental health
services across regional populations.The UNSW
is undertaking an evaluation.Another example of
work in the primary care integration was the
project conducted Central Australia.The Central
Australian Division of Primary Health Care
established a multi-disciplinary professional
development agenda alongside current training
programs and negotiated links with training
organisations to implement proposed pilot
programs.A review of the accredited and non-
accredited professional development needs of
primary allied health care professions was also
undertaken to inform this project.

Palliative Care services will benefit from the
completion of national performance indicators
that have been distributed to all jurisdictions.A
workplan to support better information is also
being developed for the future monitoring of
quality palliative care services to the community.

The Government implemented its election
commitment A Healthier Australia—Improving
the Standard of Palliative Care with the
announcement of a four year, $55 million Budget
initiative in May 2002.This initiative will
improve the quality of life by supporting people
to die with dignity in the place of their choice.

A review of the National Stoma Appliance
Scheme was completed in 2001–02.The review
noted the positive impact and importance of the
Scheme, particularly to consumers.The main
findings of the review relate to the management
and administration of the Scheme, including
contractual arrangements, access to products and
cost issues. Consumer associations, appliance
manufacturers and health professionals are
considering the findings of the review with
regard to future implementation of the
recommendations, which will lead to
improvement in the Scheme.

An evaluation of the Innovative Health
Services for Homeless Youth Program was
scheduled for completion in 2001–02.This review
is a joint undertaking with the Department of
Family and Community Services. Delays were
experienced in the tender process and engagement
of a suitable consultant to undertake the review.
The revised date for the completion of the
evaluation is now December 2002.

Investing in Our Workforce8

A major change was introduced in this area in
2001–02. General Practice Education and
Training commenced the management of general
practice vocational training in a regionalised and
competitive environment, ensuring that registrars
continue to receive high quality training that is
responsive to their needs and the changing needs
of the community.

Regionalisation activities, which began in
January 2002, resulted in a full complement of
placements for the Rural Training Pathway’s
dedicated 200 positions.9 Under the regionalised
arrangements, doctors working in rural and remote
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areas are able to obtain the high quality education
and training required for rural general practice.

Implementation of the new regionalised
training arrangements resulted in 15 consortia
being approved to provide training in 2002.
National coverage will be achieved in 2003, with
a further seven consortia providing training. In
areas where consortia are not yet established,
General Practice Education Australia (GPEA), the
new training company established in 2001 by the
Royal Australian College of General
Practitioners, will continue to provide training in
those areas. GPEA plays a key role in the
provision of training to registrars by managing
the training of registrars enrolled in the program
prior to 2002, and is expected to be
subcontracted by a number of consortia to
deliver the training program.

The Department is also able to report that the
level of participation by Rural Other Medical
Practitioners in the alternative training pathway10 to
Fellowship of the Royal Australian College of
General Practitioners increased in 2001–02.

In the 2000–01 Annual Report, the
Department reported some delays with the
implementation of the HECS (Higher Education
Contribution Scheme) Reimbursement Scheme,
which aims to promote careers in rural medicine
and increased the number of doctors in rural and
regional areas in the longer term. Under this
scheme, medical graduates completing their degree
in 2000 or later, and who undertake training or
provide medical services in designated rural and
remote areas of Australia, have one-fifth of their
HECS medical fees reimbursed for each year of
service they provide in a designated rural area.

Revised financial arrangements for the scheme
were settled in 2001–02 with the Government
committing $13.8 million over five years to
2004–05.This funding reflects a change in the
delivery arrangements of the scheme to allow
payments to include a component for Pay As You
Go income tax to ensure that participants receive
the full reimbursement of their fees.To date,

31 applicants have been assessed as being eligible
for payment for services provided during 2001.

In 2001 and 2002 the Department funded 
18 University Departments of General Practice
and Rural Health to establish capacity in primary
health care research.11 The University Departments
are required to engage in multi-disciplinary
primary health care research.All University
Departments had strategies in their Strategic and
Business Plans to engage a wide range of primary
health care providers, including GPs.

GP Marketing and Communication work
performed within the Department again centred
on the production of quality publications. In
2001–02 this included the release of a suite of
After Hours Primary Medical Care publications,
Business Essentials for General Practitioners (compact
discs) and six issues of the National Networks
Newsletter which provides Government
information to general practice. In addition the
internet site <www.health.gov.au/gpconnections>,
which provides links to key programs, grants,
tenders and publications, was updated.

Information management and technology
remained at the forefront of issues to improve the
patient focus and continuity of service delivery.
The Department worked in close collaboration
with the Australian Divisions of General Practice
(ADGP) and the Divisions’ network to raise
awareness and promote understanding of the
broader benefits that information management can
bring to GPs’ clinical work and practice
management, including decision support and
register/recall systems for chronic disease
management. Funding was provided to the ADGP
to engage the services of an Information
Management (IM) Coordinator to undertake
extensive consultation and facilitate
communication.The IM Coordinator disseminated
Information Management/ Information
Technology (IT) Lead Practice Case Studies based
on six practices of varying size from both rural and
metropolitan regions to highlight the opportunities
that practice computerisation can offer.
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The Department also worked closely with the
General Practice Computing Group (GPCG) to
develop technical standards and infrastructure
capable of supporting current information systems.
During the year over 20 IM/IT projects including
trials and evaluation of desktop software; the
collection of data; the development of codes and
standards for use in medical software; and the
development and trial of health communications
systems were finalised and evaluated.

A national think tank for information
management in General Practice was held in
Melbourne in August 2001 with representatives
from the Department,ADGP, State Based
Organisations, Divisions, GPCG, the Australian
Medical Association and the Health Insurance
Commission.As an outcome of the workshop,
the IM Coordinator developed the Information
Management in General Practice Action Plan to
guide Divisions’ IM/IT priorities, responsibilities
and activities over the next 12–18 months.

Building Better Partnerships12

It is important to work with general practice and
GPs to improve the effectiveness of the primary
health and community care sector. One of the
key mechanisms to achieve this at the national
level is through the Divisions of General Practice
infrastructure.

The Government allocated $84 million for the
Divisions of General Practice Program for
2001–02. Over two-thirds of this allocation was
funding for the 123 Divisions of General Practice
through payments under their outcomes based
funding agreements. In February 2002, the
Minister approved a 12-month extension to the
outcomes based funding agreements with the
non-pilot Divisions of General Practice to 30
June 2003.This extension in funding will allow
the Minister to consider ways to further
strengthen the role of Divisions.

Funding was also provided to the State Based
Organisations (SBOs) of the Divisions of General
Practice and to the Australian Divisions of
General Practice, the national body. Following a

national evaluation of SBOs in 2000–01, the
Department entered into new three-year funding
agreements with SBOs from 1 July 2001.These
funding agreements are based on a new National
Planning and Reporting Framework that
emphasises a stronger leadership role for SBOs at
the State and Territory level.

The remainder of the Divisions of General
Practice program funding was allocated 
to the:

• More Allied Health Services Program;
• Workforce Support for Rural General

Practitioners Program;
• General Practice National Innovations

Funding Pool; and
• Primary Health Care Research and

Information Service.
Sixty-six rural Divisions received over 
$11 million in 2001–02 through the More Allied
Health Services Program to provide their rural
communities with access to professional allied
health services which were not previously
available. In April 2002, over 160 full time
equivalent positions, ranging across 16
professional groups were being funded through
this program.

These rural Divisions also received a total of
$2.6 million in 2001–02 through the Workforce
Support for Rural General Practice Program to
assist the recruitment and retention of the
general practice workforce in rural areas.

The Divisions network also has an integral role
in delivering the chronic disease management
initiatives to enhance the capacity of general
practice to provide best practice care to their
patients with chronic and complex conditions.
Divisions of General Practice have been funded to:

• support general practice in the
implementation of the 2001–02 Budget
initiatives for asthma, diabetes, cervical
screening, mental health and practice nurses;

• promote integrated approaches to the
management of chronic diseases relevant to
their local community needs; and
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• promote information management in
general practices to assist in the
management of chronic diseases, including
the promotion and support of the
implementation of the Health Insurance
Commission’s Business Improvement
Program.

The General Practice Partnership Advisory
Council and the National Public Health
Partnership endorsed the Joint Advisory Group
on Population Health Consensus Statement on
the role of general practice in population health
and the Framework for Action.The Framework
for Action sets out the agenda for promoting a
population health approach for general practice
in primary health care and chronic and complex
disease management.

The implementation of the Government’s
2001 Budget initiative Mental Health: More
Options Better Services13 was developed in
conjunction with key stakeholders during the
year and came into effect on 1 July 2002.The
scheme provides financial support to GPs in
providing planned mental health care to their
patients and also allows registered GPs to access
psychological support services for them.
Registration of qualified practitioners and
training through Divisions of General Practice
has commenced with 95 per cent of Divisions
participating.

The Department in conjunction with groups
such as the Royal Australian College of General
Practitioners, the Australian Medical Association
and the Royal Australian and New Zealand
College of Psychiatrists, has developed an agreed
framework for the implementation of the
initiative which will ensure that the needs of
mental health carers, consumers and professionals
are met.

A Focus on Mental Health14

The global recognition that mental illness
represents a growing and major health burden was
acknowledged when the World Health

Organization dedicated the 2001 World Health
Report to mental illness.The publication of the
WHO report acknowledged the contribution that
Australia’s National Mental Health Strategy has
made as a template for national policy reform.

A major mental health industry information
development initiative has been funded by the
Commonwealth, with the States and Territories,
through the National Mental Health Strategy.
The initiative provides for the development of
local clinical information systems in all State and
Territory mental health services, the introduction
and reporting of nationally standardised routine
clinical patient outcome measures at admission,
review and discharge of patients.This initiative
will underpin safety and quality improvement in
both hospital and community based specialised
public mental health services by improved
benchmarking through the use of common
protocols across the acute, primary and
community care sectors. Private psychiatric
hospitals are also implementing the initiative.

An international review of the Second
National Mental Health Plan was released in
November 2001.The review, commissioned by
the Commonwealth, was undertaken by two
international experts, Professor Graham
Thornicroft of the United Kingdom and
Professor Ginna Betts of the United States of
America.The reviewers found that the Australian
National Mental Health Strategy15 and the First
and Second National Mental Health Plans were
‘international exemplars for mental health
policy’.The review made a number of
recommendations for improving and taking
forward mental health reform in Australia and
these recommendations will form the basis of
further national consultations in the development
of a Third National Mental Health Plan.

Three national initiatives have been
implemented under the Action Plan for
Promotion, Prevention and Early Intervention for
Mental Health.16
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The national MindMatters schools program is
now in place. MindMatters is a mental health
prevention initiative for secondary schools
designed to enhance the school environment
where young people feel safe, valued, engaged and
purposeful.All 3,500 Australian high schools have
received the resource material. Seven thousand
personnel from over 1,500 schools have attended
professional development training in the
MindMatters materials.The MindMatters website
receives around 700 hits per month.

Following the completion of the media-
monitoring project, the Mindframe media strategy
was developed to recognise the important role
played by media professionals.The Mindframe
resource seeks to provide practical advice and
information to support their work.The resource is
designed to inform responsible and appropriate
reporting of suicide and mental illness in order to
reduce harm and copycat behaviour and to reduce
stigma.

Auseinet, the Australian network for
promotion, prevention and early intervention in
mental health, is increasing implementation of
early intervention knowledge in mental health and
suicide prevention.Thirty-four training workshops
have been held across Australia involving over
2,000 health and community workers from both
the government and community sectors.The
national information website continues to receive
85,000 hits per month and regular newsletters and
an online journal help to disseminate information
about good practice initiatives in early
intervention, promotion and prevention.

The community’s need for continuing mental
health information resulted in requests for half a
million of theWhat is? brochures, which have
been revised and updated. In total over 1.5 million
of these information booklets have been
distributed in the past two years.

A national evaluation of the Australian
Transcultural Mental Health Network,Australia’s
national coordinating body for collaborative work
on transcultural mental health, has been
completed.The review found that Australia is
internationally acknowledged for work in this
area.The findings of the evaluation have informed
the Government’s decision to fund further work
over the next three years.

Under the National Suicide Prevention
Strategy over 100 new suicide prevention
initiatives are being supported across Australia.17

The number of suicides in Australia declined by
132 from 1999 to 2000.18 Among young people
aged 15 to 24 years, some 44 fewer suicides were
recorded for 2000 compared with the previous
year’s figures. Since 1997, there has been a 35 per
cent decrease in suicides in this age group.19

As part of its commitment to actively
encourage community involvement in suicide
prevention, the National Advisory Council on
Suicide Prevention20 met with local community
groups in Tasmania,Western Australia, Queensland
and the Northern Territory to review progress in
some of the 100 initiatives being funded through
the program.

Community Life, a new national initiative to
support community and locally initiated suicide
prevention initiatives (including those within
Indigenous communities), commenced.A national
consortium has been established which will
develop training and support programs to enhance
the contribution that communities are making to
suicide prevention.

The final report of the external consultancy for
the Review of the National Suicide Prevention
Strategy and related Commonwealth and State
and Territory initiatives21 was completed in January
2002.The findings are being considered across
portfolios prior to completion of the review.
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Acute Care
The acute care sector is a crucial component of
the health care delivery in Australia. It delivers
inpatient, emergency and outpatient care for
individuals with acute and chronic care needs.
Hospitals account for about a third of recurrent
health expenditure.Although the States and
Territories are primarily responsible for the
delivery of public hospital care, the
Commonwealth contributes slightly more than
half of recurrent government expenditure on
hospitals.While this funding is administered
under Outcome 2, the Commonwealth is also
engaged in a number of activities to support the
effective funding and management of hospitals in
an environment of rapid technological and
organisational change.

The key strategic directions for the
Department’s work in this area in 2001–02 are
summarised below.

Supporting Innovation in the Delivery of
Hospital Services22

Phase four of the National Demonstration
Hospitals Program was launched by the Minister
for Health and Ageing, Senator the Hon Kay
Patterson, in April 2002.The program is funding
30 hospitals around Australia to implement a
range of innovative approaches to the care of
older people in hospitals.Too often, the physical
and mental health of older people who are
admitted to hospital can deteriorate quickly
without rapid assessment and treatment.The
program aims to identify practices that focus on
the full health needs of older people to ensure
that their health outcomes are maximised.The
projects funded under the program target pre-
admission, in-hospital and after-hospital care.The
program is also supporting initiatives that provide
alternatives to hospital care where appropriate.
The outcomes of the projects will be promoted
throughout the Australian hospital system so that
all Australians will be able to benefit from
improved practices and processes.

The evaluation reports from phase three of the
National Demonstration Hospitals Program were
completed in October 2001. Phase three focussed
on initiatives to improve integration between
hospital and community-based health services.
The evaluation reports include a resource for
integrating health services.This resource provides
valuable information for health professionals.

The Australian Resource Centre for Hospital
Innovation (ARCHI) was first funded by the
Commonwealth in 1998 as a vehicle for the
dissemination of information about innovation
arising from the National Demonstration Hospitals
Program.The role of ARCHI has since expanded
to include information pertaining to innovation
more broadly.ARCHI operates a website,
<www.archi.net.au>, an inquiry service and a
series of Toolkit Seminars on key current issues.

A new three-year funding agreement from
July 2001 provides $1.257 million in
Commonwealth funding to enable ARCHI to
continue to expand their services and to work
towards a self-sustaining model of operation.
During 2001–02 ARCHI has undertaken
substantial planning work, especially in the areas
of connectivity and marketing, and major
redevelopment of the ARCHI website and
activities.

Collaborative work between the
Commonwealth and State and Territory
Governments (that commenced in February
2001) has continued under the auspices of the
Australian Health Ministers’Advisory Council,
Care of Older Australians Working Group.Work
progressed on a series of concurrent projects to
improve the interface between acute hospital
care, community care and residential aged care.
The outcome of this work will enable all
jurisdictions to better understand the complex
relationships between primary, tertiary and acute
care sectors and to recognise the way in which
aged care provision affects public hospitals and
the impacts on aged care of changes in the
hospital sector.
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Strengthening Accountability through Data
Management 23

Casemix information is now well established as a
valuable tool for managing and funding
Australia’s acute inpatient sector. Over the last
decade, the cooperation between the
Commonwealth and States and Territories has
produced a world-class inpatient classification
system for the more than 3.5 million annual
inpatient separations, which enables a national
standard measurement of the productivity of the
major component of hospital care.

There is, however, a need for continuing work
in a range of areas. Endorsement of the 14
National Priorities for Casemix Development
was received from the Australian Health
Ministers’Advisory Council in May 2002.These
priorities for casemix development fall into three
broad categories:

• continuing existing work to maintain and
improve current national classifications and
data collections;

• developing new national minimum data
collections in key areas where there is
currently no meaningful data; and

• longer term developmental work relevant to
current policy and program management
issues.

These priorities are currently being progressed in
conjunction with States and Territories and other
relevant stakeholders, including the Australian
Institute of Health and Welfare and the Clinical
Casemix Committee of Australia.

A review of the operations and processes used
to produce the National Hospital Cost Data
Collection (NHCDC) was completed in
December 2001. Recommendations from the
review are being systemically implemented.The
first cost weights for same and multi day patients’
data are scheduled for release in December 2002.
Jurisdictions have identified the production of
these cost weights as a priority for improving the
utility of NHCDC data.

The Australian Refined Diagnosis Related
Groups Classification was also reviewed during the
year.The evaluation was undertaken to ensure that
the classification remains clinically meaningful and
caters for recent technological change.A report
was provided and recommendations were acted
upon through the tendering process adopted for
Version 5.0.This version was provided to software
developers in April 2002 and it is anticipated it
will be available to hospitals and funders by
November 2002.

A Triage Education Manual, designed to
improve the consistency of reporting of the
Australasian Triage Scale in emergency
departments was also produced and distributed.
Three jurisdictions have already provided data for
the proposed national minimum data set for
emergency department care.

Establishing New National Arrangements for
the Blood Sector 24

In 2001–02, the Commonwealth continued to
play a strong national leadership role in the setting
of strategic directions for the Australian blood
system, including developing the response by all
Governments to the Review of the Australian
Blood Banking and Plasma Product Sector.

The Commonwealth has worked in close
conjunction with State and Territory
Governments to develop a national framework
detailing plans for a shared Commonwealth, State
and Territory arrangement to manage and fund
Australia’s supply of blood and blood products.
Health Ministers will consider the final proposed
model in November 2002.Work has also
commenced to put in place transitional
arrangements for supply and production planning
in the lead up to the establishment of the
National Blood Authority, which is planned to
commence from July 2003.

In 2001–02, the Commonwealth contributed
$229.1 million or 63.7 per cent of total
government funding ($359.5 million) towards the
supply of blood and blood products to the
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Australian community.The Commonwealth,
States and Territories jointly funded the
Australian Red Cross Blood Service (ARCBS)
for a total of around $196 million to manage
blood collection and supply.This included
initiatives to keep Australia’s blood supply as safe
as possible, including donor deferral for the
variant Creutzfeldt-Jacob Disease and screening
tests for other diseases.

Further, the Commonwealth fully funded
CSL Limited (CSL) for the manufacture and
supply of plasma products, diagnostic products
and anti-venoms at a cost of around $134 million
per annum.The Commonwealth also
contributed $14.6 million for the cost of
imported blood products.

In June 2002, the Government announced the
extension of the current Diagnostic Products
Agreement with CSL to 30 June 2004 to ensure
continuity of supply.At the same time the
Government announced its intention to test the
market in order to improve the supply of
diagnostic products into the Australian health
system.These products are used mainly for blood
typing and antibody testing to ensure safe blood
transfusions.

The National Managed Fund was established
on 1 July 2000 to provide blood and blood
products liability coverage for Australian Red
Cross Blood Service in Australia.The objectives
of the National Managed Fund are to: provide
the ARCBS with national, uniform, blood and
blood products liability cover; identify and
monitor liability risks; limit risk while balancing
the requirement of an adequate blood supply;
ensure national consistency in claims
management; ensure accountability for risk
management is devolved to those with control
over risk; and provide a formal structure for
monitoring risk management performance.

Under a Memorandum of Understanding
(MoU) signed by the Commonwealth, States,
Territories, and the ARCBS, the
Commonwealth’s responsibilities include

contributing to the fund, the engagement of a
fund manager and management of the
contractual relationship with the fund manager.
All parties to the MoU are to pay an annual
contribution to the fund; this is intended to pay
for any valid claims in respect of the ARCBS’
defined blood-related activities and for the
management of services (including claims
management, risk management, reinsurance
portfolio management, investment of fund
monies and reporting and auditing).

An open tender process begun in late 2000
was inconclusive. Discussions are ongoing
between the Department and the National
Indemnity Reference Group (comprising
representatives of the ARCBS and the States and
Territories) to explore other options for the
proper management of the fund.

Establishment of the National Cord Blood
Network commenced with a Head Agreement
with the Australian Bone Marrow Donor
Registry and two out of three Cord Blood Bank
contracts in place by June 2002.All Australian
governments will provide funding of $20 million
over four years to achieve the Network aim of
collecting 22,000 cord blood units for the
treatment of leukaemia in children.This figure,
which includes 2,000 Aboriginal and Torres Strait
Islander cords, will make Australia largely self-
sufficient in this area.

Supporting Organ and Tissue Donation 25

The Commonwealth has continued to support
strategies to increase national organ and tissue
donation rates. For people with life-threatening
or serious illness, organ or tissue transplantation
can mean a second chance at life or improved
quality of life.All Australian governments fund
Australians Donate, a national organisation
dedicated to the aim of increasing organ
donation rates across Australia.

Australia has one of the lowest organ donation
rates in the Organisation for Economic
Cooperation and Development (OECD), at 
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10 donors per million population in 2001. Spain
for example, has the highest organ donation rate
of 33.9 donors per million population; France
has a rate of 17.0 donors per million population
and Germany has a rate of 12.2 donors per
million population.

The optimal national donation rate is broadly
accepted as being one per cent of deaths
annually. Using the latest available figures (2000),
and assuming an optimal donation rate of one
per cent of deaths nationally, the national death
rate (there were 128,291 deaths) should have
translated to 1,283 donations. In fact there were
only 185 organ donations.Australia however has
one of the highest organ transplantation success
rates in the OECD, so all Australians would
benefit from significantly increased organ
donation rates.

The Commonwealth funds the Australian
Organ Donor Register, allowing Australians to
record their intentions about organ donation on
a national register. By June 2002, 1.7 million
Australians were registered on the Australian
Organ Donor Register.This represents an
increase of 900,000 registrations in the 12
months since June 2001.This increase includes
both new registrations and registrations uploaded
into the Australian Organ Donor Registry from
State Road Transport Authority databases.
Sustained effort is needed to continue increasing
the number of registrations.

A range of other related activities and initiatives
is also funded. For example, registries are funded
to collect data about donors, donated organs and
tissue, and donor recipients.The aim is to ensure
accurate data and information about the organ
donation and transplantation sector. In addition, a
project is funded to work with intensive care unit
staff about organ donation issues.

The Bone Marrow Transplant Program
provides financial assistance to all Australians who
need either to have matched bone marrow from
an overseas donor collected overseas and
transported to Australia for transplantation; or
who need to bring a donor to Australia for
donation and transplantation of their matched
bone marrow here.

In 2001–02, a total of $1.5 million was spent
on the program, assisting 71 Australians with
access to this limited treatment. In addition,
$0.8 million was spent on international searches
for bone marrow.

In March 2002, the Commonwealth renewed
its contract with CSL for the manufacture of a
range of antivenom products until 28 February
2007.The antivenom products include those to
treat a range of spider, snake and box jellyfish
bites and stings.The contract will ensure that
these products are available for the Australian
community well into the future.
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Outcome 4: Financial Resources Summary
1 (A) (B) 

Budget Actual Variation
Estimate Expenses (Column B 2 Budget 

2001/2002 2001/2002 minus 2002/2003 
$'000 $'000 Column A) $'000

Administered Expenses

Administered Item 1: Primary Care Strategies
Appropriation Bill 1/3 309,455 304,404 (5,051) 323,320

309,455 304,404 (5,051) 323,320

Administered Item 2: Integrated and Coordinated Care Strategies
Appropriation Bill 1/3 39,698 18,814 (20,884) 47,415

39,698 18,814 (20,884) 47,415
Administered Item 3: Acute Care Strategies

National Health Act 1953—Aids & Appliances (p) 36,500 37,640 1,140 36,756
National Health Act 1953—Blood fractionation, 158,824 146,014 (12,810) 164,446
products & blood related products
Health Care (Appropriation) Act 1998—Australian 47,609 38,898 (8,711) 41,171
Health Care Agreements—provision of designated  
health services (p)

Total Special Appropriations 242,933 222,552 (20,381) 242,373
Appropriation Bill 1/3 19,960 17,013 (2,947) 21,224
Appropriation Bill 2/4 89,004 82,919 (6,085) 84,612

351,897 322,484 (29,413) 348,209
Administered Item 4: Mental Health strategies

Health Care (Appropriation) Act 1998—Australian 87,647 79,091 (8,556) 69,537
Health Care Agreements—provision of designated  
health services (p)

Total Special Appropriations 87,647 79,091 (8,556) 69,537
Appropriation Bill 1/3 26,696 21,183 (5,513) 25,056

114,343 100,274 (14,069) 94,593

Total Administered Expenses 815,394 745,976 (69,418) 813,537

Departmental Appropriations

Output Group 1—Policy Advice 17,055 17,200 145 19,196
Output Group 2—Program Management 29,012 29,258 246 28,793

Total price of departmental outputs 46,067 46,458 391 47,989
(total revenue from Government & other sources)

Total revenue from Government (appropriations) 45,413 45,430 17 47,328
contributing to price of departmental outputs

Total revenue from other services 654 1,028 374 661

Total price of departmental outputs 46,067 46,458 391 47,989
(total revenue from Government & other sources)

Total price of outputs for Outcome 4 46,067 46,458 391 47,989
(total revenue from Government & other sources)

Total estimated resourcing for Outcome 4 861,461 792,434 (69,027) 861,526
(total price of outputs & admin expenses)

Average Staffing Level (Number) 2001–02
Department 362

1 Full-year budget, including additional estimates.
2 Budget prior to additional estimates.
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Practice accreditation organisations
facilitate and encourage the re-
accreditation process.

Accrediting bodies operate in a competitive market with
various pricing structures to encourage re-accreditation.
766 practices are due for re-accreditation between July
2002 and 2003.

Number of Aboriginal Medical Services
registered and accredited.

The accrediting agencies have listed 65 Aboriginal Medical
Services, of which 31 are fully accredited and the remainder
are registered for accreditation.

• Divisions of General Practice are meeting funding agreement outcomes including:
– achieving outcomes in the Divisions’ infrastructure;
– outcomes of services provided by the Division to GPs and by the GPs to their

patients; and 
– enhancing the role of GPs in population health activities;

Performance Information for Administered Items 

1. Primary care strategies, including:
• General Practice Memorandum of Understanding (MoU);
• accreditation of general practices;

Measure Result

Quality:

Projects and initiatives agreed by MoU
signatories are in place.

GP Well-being project completed with final report dated
September 2001.

Quantity:

Number of practices registered and
accredited.

At May 2002, there were 4,482 practices approved for the
Practice Incentive Program, of which 4,189 were fully
accredited, with the remainder registered for accreditation.

Quantity:

123 Divisions of General Practice
meeting funding agreement
requirements.

Target met.The Department monitors funding agreements
in relation to planning and reporting of Divisional
activities.

Quality:

Broader trial of the index for integration
of General Practice (focusing on patient
care and GP interaction with other parts
of the health system,) with primary
health care with 80% coverage of
Divisions by December 2001.

Measure met through trials conducted and evaluated in 25
Divisions of General Practice.
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Performance Information for Administered Items—4. Quality health care (cont)

Measure Result

Medical Schools increase the range and
availability of undergraduate education
and training in rural general practice.

Compliance by universities in meeting agreed targets for
the selection of rural students into medical schools.
Increases in the rural component of curriculum; training
places in rural medical services; rural GP preceptor support;
academic staff with rural GP expertise; and rural health
club support.

200 Registrars paid under General
Practice Registrars Rural Incentive
Payment Scheme.

Target met. Over 200 registrars received incentive payments
each quarter under the GP Rural Incentive Payments
Scheme in 2001–02.

Quantity:

An increase in the number of junior
doctors in rural areas accessing the
HECS Reimbursement Scheme.26

Target met.The scheme is in its first year of operation.To
date, 31 applications have been assessed as eligible for
payment.

• strategies to increase the number of GP Registrars in rural and remote communities;

Quality:

Quantity:

• strategies to support recruitment and retention of GPs in rural and remote areas;

All eligible rural GPs paid under the
Rural Retention Program.

Target met. In its third year of operation the program has
made payments to over 2,192 eligible doctors.

All Rural Australia Medical
Undergraduate Scholarship (RAMUS)
and John Flynn Scholarship Scheme
places taken up.

Measure met. 100 RAMUS scholarships awarded, bringing
the total to 500 scholarships. 150 John Flynn scholarships
awarded, bringing the total to 600 scholarships.

An increase in the number of GP
registrars undertaking the bulk of their
general practice training in Rural,
Remote and Metropolitan Areas
(RRMA) 4–7 locations. (Baseline data
to be collected in 2001–02.)

Target met.Approximately 300 general practice registrars
were undertaking training in RRMA 4–7 locations in the
Rural Training Pathway in 2001–02.

26 A new measure at Additional Estimates.This reflects revised implementation arrangements for the HECS reimbursement
scheme.
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Performance Information for Administered Items—4. Quality health care (cont)

Measure Result

An increase in the percentage of
eligible Other Medical Practitioners in
RRMA 4–7 participating in alternative
pathways towards vocational
recognition. (Baseline data to be
collected in 2001–02).

Measure met.The Department estimates that there has been
up to a 10% increase in the number of Rural Other
Medical Practitioners registered on the program who are
undertaking an alternative pathway to vocational
recognition.

• Rural Women’s GP Service increases the provision of regular female GP services in rural
areas;

Quantity:

Targeted localities across the States and
Northern Territory are receiving
services under Rural Women’s GP
Service initiative.

Target met. Services to more than 100 locations across all
States and the Northern Territory.

• gain consensus on the role of GPs in population health and develop strategies to create
greater collaboration between the general practitioner and Population health sectors;

Quality:

A framework for action to strengthen
the role of GPs in population health is
agreed by General Practice Partnership
Advisory Committee and the National
Public Health Partnership by December
2001.

Measure met.The Consensus Statement on the role of
general practice in population health and the Framework
for Action were endorsed by the General Practice
Partnership Advisory Committee and the National Public
Health Partnership in June 2001.The Framework for
Action sets out the agenda for promoting population health
approaches for general practice in primary health care and
chronic disease management.

• strategies to improve the education of general practitioners in relation to complex and
chronic conditions;

Quality:

Improved awareness and understanding
of pain management methods.27

Progress has been made towards achieving this goal.

27 Inserted as a result of a new measure at Additional Estimates.
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Performance Information for Administered Items—4. Quality health care (cont)

Measure Result

Improved access to after hours primary
medical services by 2003–04.

Progress has been made towards achieving this goal through
the implementation of the medical deputising services
quality improvement program.

Up to 32 sites being established over
four years.

Significant progress has been made towards achieving this
goal—69 projects being funded to date and several are
under expansion.

• incentives for the employment of practice nurses in General Practice.

Quality:

Quality 

• After Hours Primary Medical Care Services; and

Quantity

Greater access to quality primary health
care in areas of doctor shortages.

Success measured by the take-up rate in targeted practices
(over 55%) and will be covered in the evaluation of the
program.

Increased employment and training
opportunities in rural and remote
Australia.

60 re-entry scholarships were awarded in 2001–02.

Quantity:

70% of targeted practices eligible for
incentive payment.

More than 55% of eligible practices have registered for
incentive payments in the first six months of operation of
the initiative.

2. Integrated and coordinated care strategies, including:
• Australian Division of General Practice, State Based Organisations and Divisions

providing support for Medicare Benefits Schedule (MBS) items for Enhanced Primary
Care (EPC);

• GPs to implement Medicare Benefits Schedule items for Enhanced Primary Care;

Quality:

All GPs received education information
on MBS items by June 2002.

Measure met.All GPs have had the opportunity to receive
education through the Divisions of General Practice or the
availability of the Royal Australian College of General
Practice Standards and Guidelines document available on
their website.
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Performance Information for Administered Items—4. Quality health care (cont)

Measure Result

Quantity:

50% of practices achieve target for
Practice Incentive Program payment by
June 2002.

Specific funding was provided to educate GPs about the
EPC MBS items through the State Based Organisations of
Divisions of General Practice as part of the GP Education,
Support and Community Linkages program.

• second round of coordinated care trials; and 

Quality:

3. Acute care strategies, including:
• dissemination of findings from the demonstration projects funded under the National

Demonstration Hospitals Program and promotion and implementation of successful
models;

Quantity:

Establish up to 6 second round
coordinated care trials covering up to
15,000 people with complex and
chronic health care needs.28

5 second round coordinated care trials established as at 30 June
2002 will cover approximately 16,000 people with chronic
and complex health care needs.A sixth trial to be established
in early 2002–03 will cover approximately 2,000 people.

• National Palliative Care Strategy.

High-level performance indicators in
palliative care developed by May 2002.

Measure met.A report has been distributed to all
jurisdictions.

Quantity:

Priority national workplan agreed by all
State and Territory Palliative Care
funders by March 2002.

The workplan has been agreed and is being implemented.
It remains a flexible working document.

Quality:

Results of National Demonstration
Hospitals Program 3 (NDHP3)
evaluation are widely promulgated,
including to hospitals and State and
Territory health authorities. NDHP3
lessons regarding good practice in
integration are widely disseminated.

Measure met.The NDHP Phase 3 Evaluation Reports were
provided to all public hospitals over 20 beds, all State and
Territory Health Departments, as well as a wide range of
other stakeholders.The Evaluation Reports have also been
made available at a number of major conferences.

28 This reflects a correction to 2001–02 Portfolio Budget Statements, which appeared in the 2001–02 Portfolio Additional Estimates
Statements.
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Performance Information for Administered Items—4. Quality health care (cont)

Measure Result

Quantity:

Over 1000 copies of NDHP3
evaluation report distributed to
hospitals and other interested parties.

1,386 copies of evaluation report package distributed as at
30 June 2002.

• Hospital Innovation;

Quality:

New approaches to the organisation
and delivery of patient care are initiated
across a range of hospitals.

The hospital innovation initiative is being delivered through
the extension of the National Demonstration Hospitals
Program.The fourth phase was launched in April 2002.The
program is focussing on innovative hospital-based care
options for older Australians.

• produce Australian Refined Diagnosis Related Groups (AR-DRG) classification version
5 and national hospitals cost and benchmarking data;

Quantity:

Hospital based innovation projects are
established in up to 24 participating
sites.

30 hospitals are participating in the fourth phase of the
National Demonstration Hospitals Program.

Quality:

Update and refine the casemix
classification, cost weights and
supporting reports for hospitals and
funders to improve cost effectiveness of
hospital services, equity of access to
services and quality through
comparison and benchmarking.

Review of the operations and processes used to produce
the National Hospital Cost Data Collection completed in
December 2001.
A Triage Education Manual designed to improve the
consistency of reporting of the Australasian Triage Scale in
emergency departments produced and distributed.

Quantity:

AR-DRG version 5.0 classification is
available to software developers by April
2002.

Market acceptance of current arrangements reviewed, new
software developers contract entered into and AR-DRG
version 5.0 classification provided to software developers in
April 2002.
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Performance Information for Administered Items—4. Quality health care (cont)

Measure Result

Diagnosis Related Groups cost weights
based on 2000–01 data available by
May 2002.

Release date not met due to delays in the provision of data
to the Commonwealth by the jurisdictions.

• plasma products;

Quality:

Quantity:

Achieve agreed annual plasma
collection target of 251 tonnes.

Actual collection by the Australian Red Cross Blood
Service was 257 tonnes.

Maintain adequate supply of plasma
products for Australia’s population.

Measure met.

Comparison and benchmark statistics
on privately insured patients up to June
2000 available December 2001.

Released ahead of schedule in September 2001.

Achieve agreed annual plasma product
manufacturing targets in accordance
with individual product target levels.

With the exception of Tetanus Immunoglobulin, RH (D)
Immunoglobulin and to a lesser extent Intragam P, the
production of all products reached or exceeded the
manufacturing targets.

Quantity:

• Bone Marrow Transplantation; and

Quality:

Facilitate timely access to lifesaving
bone marrow treatment.

Measure met.

Number of people assisted under the
bone marrow program.

83 Australians were assisted in 2001–02.

• National Cord Blood Collection Network.

Quality:

Facilitate national access to cord blood
units, which meet national standards for
transplantation as an alternative to bone
marrow transplantation.

A National Cord Blood Network is collecting 22,000 cord
blood units over four years including 2,000 Indigenous cord
blood units.Three cord blood banks in Brisbane, Sydney and
Melbourne will collect cord blood units for the nation.
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Performance Information for Administered Items—4. Quality health care (cont)

Measure Result

Quantity:

Number of cord units banked. 6,499 cord units were banked in Australia as at the end of
June 2002.

4. Mental health strategies
• National Mental Health Strategy;

Quality:

Review and revise the Achieving the
Balance media resource kit by June
2002.

Review completed. New resource has been developed,
including a booklet, 2 quick reference cards and a website
for journalists.Website includes facts, statistics, contacts and
research.

Implement the second phase of
Ausienet including the engagement of
key stakeholders and the development
of an agreed workplan.

1,700 people have attended workshops in over 20 areas.
The website receives approximately 85,000 hits per month,
and regular newsletters and an online journal help to
disseminate information about good practice initiatives in
early intervention and promotion and prevention.

Implement the MindMatters program
including provision of access by all
(2,500) secondary schools to the
resource kit and professional
development activities by June 2002.

100% of schools have been informed of the MindMatters
resources, and 7,200 personnel from 50% of Australian high
schools have attended professional development training.
The MindMatters website receives around 700 hits per
month.

Final evaluation of the Australian
Transcultural Mental Health Network
completed by December 2001.

Completed.

Useable pilot version of the national
database for mental health information,
referral and tele-counselling including
the engagement of pilot partners by
December 2001.

Achieved.

All specialised public mental health
services to collect adult consumer
outcomes measures and casemix
measures by June 2003.

All States and Territories have signed Information
Development Agreements requiring the provision of
consumer outcome and casemix measures.The first
provision of data is due in December 2002.
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Performance Information for Administered Items—4. Quality health care (cont)

Measure Result

All specialised public mental health
services to have begun the process of
quality improvement (as set out in the
National Standards for Mental Health
Services) through a suitable review
process by June 2003.

Review against national standards—49% of specialised
public mental health services commenced the review
process and 16% completed the review process.

Community based mental health care
strengthened by an increase in expenditure
on mental health services delivered in the
community as a proportion of mental
health services expenditure.

By 1999–2000, 49% of total spending on mental health
services was directed to community-based services 
($768 million), compared with 29% at the beginning 
of the National Mental Health Strategy in 1993.

Quantity:

Two integrated mental health service
projects to be established by June 2002.

Two whole of region, whole of population, funds pooled
integrated projects were established in the Far West and
Illawarra area health services.

National and local level National
Suicide Prevention Strategy initiatives
implemented across population settings
and targeting at-risk groups, under the
direction of the National Advisory
Council on Suicide Prevention.

The Department, in consultation with the National
Advisory Council on Suicide Prevention, is continuing to
develop a strategy on suicide prevention initiatives to
address the high rate of suicide among males aged 25–44.

All mental health integrated projects
evaluated by June 2003.

The University of New South Wales has been commissioned to
evaluate the integrated mental health care projects by June 2003.

• National Suicide Prevention Strategy; and

Quality:

• Mental Health: More Options Better Outcomes.

Quality:

Professional groups agree to
implementation strategy.

Measure met.

Quantity:

Number of GPs receiving training in
mental health care.

Train-the-Trainer workshops for familiarisation training
covered all Divisions of General Practice.
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Performance Information for Departmental Outputs

1. Policy advice in relation to:
• new funding arrangements and progress on structural reform in primary care;
• national issues of concern relating to the integration and coordination of health services;
• continuous quality improvement;
• delivery of health services to maximise health reforms; and 
• the development of health policy.

Measure Result

Quality:

A high level of satisfaction of the
Ministers, Parliamentary Secretary and
Ministers’ Offices with the relevance,
quality and timeliness of policy advice,
Question Time Briefs, Parliamentary
Questions on Notice and briefings.

The Ministers and Parliamentary Secretary are all satisfied
with the quality (and timeliness) of the Department’s policy
advice.
Strong performance from mental health, particularly with
the National Suicide Prevention Strategy and the
promotion of a strong relationship with stakeholders, in
particular the National Mental Health Council. Progress
with the National Palliative Care Initiative has also been
impressive.

Agreed time frames are met for
responses to ministerial
correspondence, Question Time Briefs,
Parliamentary Questions on Notice and
ministerial requests for briefing.

Agreed time frames were met for:
• 89% of ministerial correspondence;
• 90% of Question Time Briefs;
• 50% of Parliamentary Questions on Notice29; and
• 89% of ministerial requests for briefings.

A high level of stakeholder satisfaction
with the quality and timeliness of
departmental/Portfolio inputs to
national policy, planning and strategy
development and implementation.

High level coordination of the Australian Health Ministers’
Advisory Council and Australian Health Ministers’
Conference in relation to policy development and
initiatives involving the States and Territories.

A high level of stakeholder satisfaction
with the relevance, quality and timeliness
of information and education services.

Measure met.

Timely production of evidence-based
policy research to inform and engage
stakeholders in meaningful policy and
program discussions.

29 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.

General Practice Partnership Advisory Council and the
National Public Health Partnership endorsed the Joint
Advisory Group on Population Health Consensus
Statement on the role of general practice in population
health and the Framework for Action.
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Quantity:

940–1000 responses to ministerial
correspondence, 80–100 Question Time
Briefs, 4–6 Parliamentary Questions on
Notice and 50–70 ministerial requests
for substantial briefings.

Responses were prepared for approximately:
• 808 items of ministerial correspondence;
• 137 Question Time Briefs;
• 2 Parliamentary Questions on Notice30; and
• 66 ministerial requests for briefings.

2. Program management, including:
• suitable project approvals in line with agreed strategic plans and service development;
• payments under funding agreements;
• types of areas:
• grant programs;
• mental health issues;
• acute and coordinated care issues; and 
• information technology issues;
• GP issues;
• financial management and reporting for Outcome 4;

Quality:

A high level of stakeholder satisfaction
with the timely development and
implementation of national strategies.

Feedback from the Blood Review Implementation Steering
Committee on the development of the new national
arrangements in the blood sector.

100% of payments are made accurately
and in accordance with contractual
requirements.

Measure met where deliverables were received and accepted
in accordance with requirements.

Performance Information for Departmental Outputs—4. Quality health care (cont)

Measure Result

Budget predictions are met and actual
cash flows vary by less than 5% from
predicted cash flows.

Measure met through regular monitoring and revision of
cash flows.

Quantity:

170 contracts;
385 grants; and
50 consultancies.

Actual number close to estimate: 128 contracts; 374 funding
agreements; and 44 consultancies.

30 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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• distribution of information among consumers, carers and mental health professionals; and
• education and training relating to consumer participation in health care.

Quality:

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

Measure met.

Information campaigns conducted during
the year are evaluated as being effective.

Perception, the newsletter of the National Mental Health
Strategy, was widely distributed and reached target audience.

Quantity:

1 Mental Health and Special Access
Programs education initiative for
consumers and services providers
developed and implemented by given
deadlines.

Draft National Practice Standards for mental health
workforce were developed and circulated for public
consultation.The Standards are currently being finalised for
distribution and implementation in 2002–03.

Performance Information for Departmental Outputs—4. Quality health care (cont)

Measure Result

A total of 54 publications published
including 4 Casemix; 2 National
Demonstration Hospital Programs;
2 General Practice; and 36 Mental
Health and Special Access Program.

Target met.A number of publications have been drafted but
not yet published by the end of 2001–02.

A total of 10,500 calls to telephone
information lines (10,000 to the Mental
Health line and 500 to the Rural
Australia Medical Undergraduate
Scholarship information line).

Approximately 9,000 calls and facsimiles were received to
the Mental Health line and in excess of 500 calls for
RAMUS.

A total of 30 reports, newsletters etc.
including 6 Acute Care; 2 General
Practice; and 9 Mental Health and
Special Access Program.
3 bulletins to service providers. 3 to
General Practice; 14 on Mental Health
and Special Access Programs.

Target met.
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Maintenance of 12 websites: 1
Divisional site, 2 sites for General
Practice, 1 site for General Practice
Strategic Policy Development, 2 sites
for Mental Health and Special Access
Programs, and 6 sites for acute and
coordinated care and National
Demonstration Hospitals Program.

Measure met.

6 General Practice Strategic Policy
Development audio tapes/CDs
produced.

Target met. Six tapes were produced in 2001–02.

Performance Information for Departmental Outputs—4. Quality health care (cont)

Measure Result



Outcome performance
report
Outcome 5 is managed by the Office of Rural
Health in the Department’s Health Services
Division.The Department’s State and Territory
Offices, and other program areas across the
Portfolio, also contribute to achieving this
outcome. It is the role of the Office of Rural
Health (the Office) to coordinate the integration
and implementation of the Department’s overall
rural health programs across a number of
outcomes.The Office also has specific carriage
of a number of targeted rural health programs.

Departmental Programs Specific to
Rural Health
To ensure a more complete picture is presented
of how the Regional Health Strategy is being
implemented across the Department, the key
initiatives administered by other relevant
outcomes are outlined below:

Outcome 1:

Managing Rural Chronic Disease and Illness.

Outcome 2:

Health Program Grants for Pathology Services
in Rural and Remote Areas; Pharmacy Start-up;
Succession and Maintenance Allowances; S100
Arrangements for Pharmaceutical Supplies and
Allowances for Pharmacist Support Services to
Remote Area Aboriginal Health Services; and
Rural Loadings in the Practice Incentives
Program for General Practices.
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Outcome 3:

Adjustment Grants for Small Rural Aged Care
Facilities and Services for Older People; and
More Aged Care Nurses (scholarships in rural
and regional universities).

Outcome 4:

General Practice Initiatives including Rural
Retention; New General Practitioner Registrars;
Workforce Support for Rural General Practitioners;
Nursing in General Practice; Higher Education
Contribution Scheme Reimbursement; Rural
Australia Medical Undergraduate Scholarship
Scheme; More Allied Health Services in Rural
Areas; and After Hours Primary Medical Care.

Outcome 5:

Support, Education and Training for Health
Workers including the University Departments of
Rural Health; Regional Health Services Program;
Multipurpose Services Program; Medical Specialist
Outreach Assistance Program; and Rural and
Remote Pharmacy Workforce Development
Program.

Outcome 7:

Aboriginal and Torres Strait Islander Health,
where two thirds of the population live in rural
and remote areas.

Outcome 8:

Bush Nursing, Small Community and Regional
Private Hospitals.

Outcome 9:

Medical Rural Bonded Scholarships Scheme and
Rural Clinical Schools.
In addition to rural-specific programs, mainstream
programs are constantly under improvement to
increase equity of access within the parameters of
those programs.This applies to the Pharmaceutical
Benefits Scheme, the Medicare Benefits Schedule
and aged care programs.

Major Achievements

More Health Services
Activity in the Medical Specialist Outreach
Assistance Program1 has greatly increased with
consultations and negotiations progressing well.
Around 250 specialist outreach services have
been approved in rural regions across Australia—
with action in every State and the Northern
Territory. Specialists have commenced providing
services in a number of locations; in other
locations, specialists are being approached to
undertake this work.The program is expected to
be fully operational in 2002–03 with over 300
outreach services providing services in or around
50 rural regions of Australia.

The Regional Health Services Program aims to
support community identified primary health care
priorities relating to the prevention and treatment
of illness in small rural towns. Fifty-four new
Regional Health Services2 were approved during
2001–02, bringing the total number of services
approved to 113 by 30 June 2002.

Workforce Support Programs 
One hundred and forty undergraduate nursing
students from remote and rural areas of Australia
were awarded and paid scholarships for the 2002
academic year.The scholarships are highly sought
after with over 1,000 applications received. Due
to the overwhelming response to the scheme, the
Minister approved 30 additional scholarships in
2002 above the 110 awarded annually.These
scholarships encourage a commitment to rural
nursing practice by removing some of the
financial barriers to undertaking an
undergraduate nursing degree.

The Office of Rural Health provided funding
of $120,000 to the National Rural Health
Network to assist with the establishment and
operation of non-medical rural student clubs at a
number of universities offering study in the
health sciences.
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1 Relates to Indicator 1.
2 Relates to Indicator 4a.



As a part of the Rural Health Support,
Education and Training Grants Program funding
was provided to the Rural Health Education
Foundation to undertake a range of broadcasts to
rural and remote health professionals. Included in
these broadcasts were topics such as child health,
falls in the elderly, adolescent health, oral health,
the wellbeing of health professionals, childhood
injury, and Indigenous child health. In 2001–02
eight broadcasts were produced.

The Office of Rural Health established the
Australian Rural Health Education Network
(ARHEN) as a collaborative body to better
coordinate rural health education and training
across Australia.The purpose of the ARHEN is
to optimise the objectives and outcomes of the
University Departments of Rural Health
(UDRH) Program and to advise the
Commonwealth on a coordinated strategic
direction for the program. Membership of
ARHEN consists of the Directors of the ten
UDRH and the Director of the Monash Centre
for Rural Health in Traralgon,Victoria.

Challenges

More Health Services
While there has been substantial progress in the
provision of new services, the Multipurpose
Services Program3 did not meet the benchmark
of 65 new services.The under-achievement is

due to delays in capital works projects which are
the responsibility of the State Governments. For
the first time the program provisionally allocated
its full complement of available places.There was
increased emphasis on planning for new services
in 2001–02; the number of sites under
development increased by 65 per cent to 33 sites.
The number of operational sites has increased by
12 per cent during the period 2001–02.

Workforce Support Programs
The rural nurse scholarships designed to attract
rural former nurses back into the workforce were
introduced in December 2001 and had a limited
take up in the first application round. Of the 400
scholarships available annually to assist former
nurses from rural areas to return to the workforce,
a total of 68 applications were received of which
60 were deemed eligible and awarded.

The main reasons for the limited uptake
related to the subsequent implementation of
several similar schemes at the State level with
greater financial benefits; an underestimation of
the costs associated with re-entry and difficulties
experienced by applicants in gaining
documentation through the registration boards.
A range of measures has now been developed to
enhance interest in the re-entry scholarships;
these are described in the Outcome Summary.
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Performance Indicators (Effectiveness Indicators)

Medical Specialist Outreach
Assistance Program

Indicator 1:

The number of patients seen
through the Medical Specialist
Outreach Assistance Program.

Target:
Increased number of patients accessing specialists’ services in
targeted areas. Benchmark data to be collected in 2001–02.

Information source/reporting frequency:
Fund holders.

3 Relates to Indicator 4b



Outcome summary—the
year in review
The increased level of activity by the
Commonwealth in improving access to health
services for people in rural, regional and remote
areas is based on evidence that the one third of
Australians living in rural areas are not accessing
their fair share of Medicare.At the same time, the
health of rural Australians is measurably worse

than that of their city counterparts, with
Indigenous Australians in remote communities
having significantly poorer health.

The Commonwealth’s commitment to
improving health outcomes for Australians living
in rural locations is demonstrated by over $1.2
billion spending on targeted programs for rural
health and aged care since 1996, including
provision of more than $550 million for the
Regional Health Strategy (2000–01 Budget).
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Rural and Remote Pharmacy
Workforce Development

Indicator 3:

Access to pharmacy services for
rural and remote communities
by improving recruitment and
retention of pharmacists to rural
and remote areas.

Target:
a. Increased support mechanisms for existing pharmacists in rural

and remote areas; and
b. Increased numbers of rural students commencing study in

pharmacy.
Benchmark data will be collected in 2001–02.

Information source/reporting frequency:
The Pharmacy Guild of Australia.

Regional Health Services
Indicator 4:

Access to primary health care
services for rural/remote
communities.

Target:
a. Increased number of Regional Health Services over expected

baseline of 100 services of approximately 30 new services and
10 planning projects.

b. Increased number of Multipurpose Services available to people
in rural/remote Australia, from benchmark of 65 Multipurpose
services.

Information source/reporting frequency:
Departmental data.

The Department’s performance against these indicators is discussed in the following outcome
summary. Specific references to these indicators are marked by footnote.

University Departments of Rural
Health and Clinical Schools

Indicator 2:

The number of medical, nursing
and allied health students
undertaking clinical and training
placements in rural and remote
areas.

Target:
a. Increased average lengths of stay in rural and remote areas by

medical, nursing and allied health students. Benchmark data to
be collected in 2001–02.

b. Creation of a national rural education and training network
across rural and remote Australia.

Information source/reporting frequency:
University Departments of Rural Health and clinical schools.



Overall annual Commonwealth expenditure for
specifically targeted programs in rural and remote
areas has increased from approximately $190
million in 1996–97 to $610 million in 2001–02
(refer to Figure 5.1)4.

It is now two years since the introduction of
the More Doctors, Better Services strategy in
2000–01.This major Government initiative for
improving rural health has been followed by
more targeted, supplementary initiatives in
successive Budgets to support the rural health
workforce and improve access to services.

There are now a number of measures in place
at the Commonwealth level (collectively known
as the Regional Health Strategy) which are
helping to increase health care access for rural

Australians through three broad streams:
• more and better health and aged care

services;
• getting more general practitioners and

health care professionals into rural Australia;
and

• support and retention of health workers in
rural areas.

While there still remain very real challenges,
there is significant progress to report for
2001–02. In short, more rural Australians are
getting access to essential health services, and
there are more opportunities for students to train
as health workers and practice in rural areas.
There has also been an increase in the number of
rural doctors.
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4 This funding is in addition to the funding already provided through Medicare, the Pharmaceutical Benefits Scheme, Health
Care Agreements with the States and Territories and aged care funding.



More and Better Health and Aged Care
Services
To date over 300 rural services (covering well
over 1,000 communities) are receiving funding
to deliver essential health care to rural
Australians.The Commonwealth’s approach to
health services recognises that solutions that may
work in metropolitan centres are not necessarily
feasible in a rural setting, and that no two rural
communities are necessarily alike.With the
injection of Commonwealth funding and
support, health services enhancement is being
driven very much by the communities
themselves consistent with locally 
identified needs.

The Commonwealth’s Regional Health
Services Program5 involves the planning and
delivery of comprehensive primary health care
services at the local level.There are now 106
Regional Health Services in operation across all
States and Territories (54 of these being approved
in 2001–02), with another seven approved to
become operational in the near future, bringing
the total to 113 service delivery projects. In
recognition of the fact that many high-need areas
have a low capacity to identify local health
priorities and develop service plans, a further 75
planning projects have been supported, 11 of
which were approved in 2001–02.To date, 59
planning projects have been completed with 16
still in progress. It is envisaged that these
planning projects will be developed into
proposals for Regional Health Service delivery
projects in the coming year.

The More Allied Health Services Program has
increased the access of rural communities to
professional allied health services.The program is
funded through Outcome 4 and administered
through the 66 eligible rural Divisions of
General Practice.As of 2 April 2002,
approximately 164 full time equivalent positions
were funded under the program including
services such as psychology, dietetics, counselling,

social work, podiatry, physiotherapy and
registered nursing (in specialised roles such as
diabetes and asthma education).

Aged care remains a high priority for the
Commonwealth Government.Almost 50 per cent
of places released in 2001 were allocated to rural
and remote communities. Under the Regional
Health Strategy much is being done to assist aged
care homes be viable, and let rural older people
stay in their local community.The Multipurpose
Services Program6 provides a flexible, cost effective
framework for the provision of aged care and
health services to small rural communities.
Combining Commonwealth aged care funding
with State and Territory health service funding,
services can be integrated within a single
management structure or facility.At present, there
are 63 Multipurpose Services operating across rural
Australia; seven of these became operational in
2001–02 and three existing sites received additional
places to increase their service capacity.

More medical specialists are visiting rural
Australia7 providing services with the added
benefit of upskilling rural specialists and other
health professionals.To date, funding for over 250
specialist outreach services has been approved in
rural regions in every State and the Northern
Territory, the vast majority approved in 2001–02.
The specialties funded include psychiatrists,
general physicians, anaesthetists, surgeons,
radiologists and paediatricians.

Specialists have already commenced providing
services in all States and the Northern Territory;
other specialists are currently being sourced to
provide the remaining services. It is expected that
over 300 outreach services will be providing
services in around 50 rural regions of Australia
by 2003.

The Commonwealth has funded the Royal
Flying Doctor Service (RFDS) since 1946 to
help provide a valuable health and emergency
service for people who are beyond the reach of
our normal medical infrastructure.The RFDS
provides a high quality aeromedical emergency
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5 Relates to Indicator 4a.
6 Relates to Indicator 4b.
7 Relates to Indicator 1.



and primary health care service to the people
who live, work and travel in regional and remote
Australia. Currently, the RFDS has a five-year
funding agreement with the Commonwealth for
approximately $83 million, to assist with the
delivery of these services. In June 2002 the
Commonwealth provided one-off additional
funding of $1.45 million to assist the RFDS
replenish their capital reserves and maintain their
service capacity.

A particular challenge for the Commonwealth
will be maintaining the current level of services
within rural areas, and ensuring that growth in
health and aged care services continues in rural
and remote regions.

Getting More General Practitioners and
Health Care Professionals into Rural
Australia
Communities are gradually gaining improved
access to more health services as more doctors
move to work in rural areas.There are now more
general practitioners (GPs) practising in rural
Australia than ever before—from some 5,700 in
1997–98 to 6,363 in 2000–01.This is an increase
of 11.5 per cent over the three years and an
increase of about 4.3 per cent in Full-time
Workload Equivalent for 2001–02.

A priority for the Commonwealth
Government is to increase the overall numbers of
health care professionals in rural areas for the
long term through programs that help to make it
easier for rural people to choose rural health

– 187 –

OU
TC

OM
E5

Figure 5.2. Snapshot of Commonwealth Funded Services and Assistance as at
30 June 2002.



careers, while also introducing people from cities
to the rural health experience. Evidence suggests
that rural students are more likely to return to
rural areas to practice should there be sufficient
employment for them to do so.8

Initiatives catering for rural education have
seen ten University Departments of Rural Health
(UDRH) and nine clinical schools established in
regional locations.These facilities form the
foundation of a national rural health education
and training network.9 They provide a supportive
environment to health professional students while
they undertake their studies in rural and remote
areas.At the same time, their presence attracts
health professional academics who not only assist

with the education of students but also provide
clinical services to the region and undertake rural
research. In 2001–02 the Department finalised a
contract with the University of Sydney to
establish the Northern Rivers University
Department of Rural Health based at Lismore,
New South Wales and also finalised a contract
with the University of Newcastle to establish the
University Department of Rural Health based at
Tamworth, New South Wales.

Progress information provided to the
Department in 2002 indicates that there has been
an increase in student placements through the
University Departments of Rural Health
Program. In 2002–03 the Office will formalise
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8 Gillian Laven, et al. 2002.Are medical students of rural origin more likely to become rural general practitioners than students
of urban origin?  A national case-control study. Final report. Adelaide University Department of General Practice (RHSET
Grant No. 99487B).
9 Relates to Indicator 2b.



methods for collecting data from the UDRH on
numbers of clinical and training placements.10

The nine new Rural Clinical Schools
announced in 2000–01 will have their principal
sites in Coffs Harbour, Dubbo, Rockhampton/
Toowoomba, Kalgoorlie,Traralgon, Shepparton,
Burnie,Whyalla and Renmark. Long term
recurrent funding agreements were put in place
in 2001–02 with each participating university for
academic and related infrastructure costs.

In 2002, most of the schools began taking
small numbers of students on short-term
placements while they build capacity to deliver
their undergraduate clinical curricula in a rural
setting.These new schools will complement the
Greater Murray Clinical School at Wagga Wagga
which was established in 1999 as a forerunner to
the Rural Clinical School Initiative.

The Commonwealth provides a number of
scholarship schemes for people seeking to enter
rural health practice in the medical, nursing and
pharmacy11 professions.These schemes are often
targeted at people living in rural areas who may
not otherwise be able to afford the cost of
university tuition in metropolitan regions.

Since 1996, the Government has increasingly
introduced a number of scholarship schemes in
both undergraduate and post-graduate studies for
health care professionals. Figure 5.3 shows the
increase in rural scholarship uptake.

The rural undergraduate nursing scholarships
were introduced in July 2001 and have proved
immensely popular.Together with the existing
rural nurse postgraduate and professional
development scholarship schemes, the
scholarships bring opportunities for rural nurses
to access scholarships in line with those currently
offered to medical students.

The rural nurse scholarships designed to
attract rural former nurses back into the
workforce were introduced in December 2001
and had a limited uptake in the first application
round.The major reasons for the limited uptake
related to the recent launch of several similar
schemes at the State level with greater financial
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Rural Nursing—
a natural choice for
Ballarat student

For young Victorian undergraduate
nursing student, Biata Shearing, a career
in nursing has been a long-time dream,
but being a student without financial
support is not easy and often means
having to work part-time, sometimes to
the detriment of studies.

However, thanks to a new Government
scholarship program, Biata is now one of
140 undergraduate nursing students to
receive financial support.

“The scholarship has allowed me to quit
my nightclub job where I was working a
few nights a week, quite often until 3am
on uni nights,” Biata said. “I really
struggled last year. Now I’m able to
concentrate on my studies, I get my
assignments done before they’re due, and
my marks have improved.”

For many students in rural and remote
areas, the lack of financial support can be
a major obstacle to obtaining a university
education. Students and school leavers
interested in pursuing a career in nursing
can now be assisted through the scheme.

10 Relates to Indicator 2a.
11 Relates to Indicator 3b.



benefits; an underestimation of the costs
associated with re-entry and difficulties
experienced by applicants in gaining
documentation through the registration boards.

A range of measures has now been developed
and put in place to improve interest in the re-
entry scholarships.These include the
establishment of a call centre offering career
advice and application information including
direct links to course providers and registration
boards.A re-entry course offered through
distance education is also being developed in
recognition of the difficulties rural nurses have
with travelling to cities to undertake their re-
entry course.An analysis of the costs of
undertaking re-entry has shown that the
associated costs of travel, accommodation and
childcare are a significant barrier to re-entry.
From July 2002, the Department will be
increasing the dollar value of re-entry
scholarships to $6,000 and make available 200
scholarships per year.

Retaining Health Professionals in Rural
Australia
While part of the challenge is to get more rural
health workers, there is considerable effort to ensure
that once in a rural location, these people find their
work rewarding and viable.The general practice
initiatives below are funded through Outcome 4.

The Government is providing $10.2 million
over four years, commencing in 2000–01, to
provide additional support to the general practice
workforce in rural areas.The funding is being
administered through 66 eligible rural Divisions
of General Practice.A total of $2.6 million was
provided to eligible Divisions in 2001–02, which
has enabled Divisions to expand on and conduct
a range of activities aimed at attracting and
retaining general practitioners (GPs) in rural
areas.The main workforce support activities
undertaken by Divisions relate to GP education,
training and professional development; locum
services; and support for newly arrived doctors
(and their families) including overseas-trained
doctors, registrars and medical students.
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Professor Roger Strasser,
Minister Patterson and

Departmental staff at the
recent International WONCA

Conference held in Melbourne
in April-May 2002

The World Organisation of
National Colleges, Academies and
Academic Associations of General
Practitioners/Family Physicians
(WONCA) Conference, held in
Melbourne in April-May 2002,
addressed the issue of improving

access to health workers and services in regional, rural and remote areas.

Under the theme of Working Together: Communities, Professionals and Services, the
conference allowed the 900 delegates from more than 40 countries to share experiences and
discuss how to tackle this major issue. It took a broad approach, drawing together health
workers such as general practitioners, nurses, pharmacists, allied health workers as well as
students and policy-makers.

Recognising the Conference’s important role in facilitating the exchange of ideas, the
Commonwealth Department of Health and Ageing was a major sponsor.



The Commonwealth’s Rural Retention
Program recognises communities which might
face difficulties in retaining their doctors and
encourages them to stay in these areas with
financial incentives.To date, over 2,100 rural
doctors have received retention payments
totalling in excess of $32.6 million. Eligibility for
the program is contingent on a number of
criteria including length of time (at least 1 to 6
years depending on remoteness) and location
(based on an index of remoteness).

To help support rural GPs, a priority of the
Government is to recruit, train and retain people
from nursing, allied health and specialist fields, as
well as health workers specialising in Indigenous
health, into rural areas.

Recognising the valuable role nurses play in
primary health care, the 2001–02 Budget
provided $104.3 million over four years for
general practices to employ more practice nurses
in areas of high workforce need such as rural and
remote Australia. In 2001–02 a consultant was
engaged to develop an evaluation framework for
this initiative. Information kits supporting the
recruitment of nurses in general practice have
been sent to every general practice, State Based
Organisation and key nursing and general
practice organisation.

The funding provides financial incentives for
general practitioners to employ practice nurses;
training and professional support of practice
nurses; and nursing scholarships for former nurses
living in rural areas to assist in removing barriers
to re-entering the nursing workforce.The low
uptake of the nursing scholarships has been
addressed in the section above.

A range of Commonwealth-funded measures
are also helping to strengthen and support the
rural and remote pharmacy workforce in
Australia12 in order to improve the recruitment
and retention of pharmacists in rural areas.
Practising rural pharmacists are receiving support
by way of financial assistance to undertake
continuing professional education, access to a
newly established emergency locum service and
funding to improve infrastructure and support
initiatives at a local level.

More medical specialists are being recruited to
provide new or additional outreach services
nationally through the Medical Specialist
Outreach Assistance Program. In addition, the
advanced specialist training posts provide medical
registrars with exposure to rural practice while
they are training and aim to increase the number
of those choosing to practice in rural areas in the
long term. In 2001–02, 26 new posts were
established and 20 existing posts were
maintained, bringing the total to 46.

The challenge for the future will be to
maintain and increase the effort the Government
is making to address long-term systemic
problems of recruitment and retention of all
health care professionals to rural areas.This will
be particularly important as Australia’s population
rapidly ages, bringing with it the associated
increasing prevalence of chronic disease and
illness. Programs that promote healthy ageing and
preventative health care will be equally important
for rural Australia.
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12 Relates to Indicator 3a.
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Outcome 5: Financial Resources Summary
1 (A) (B) 

Budget Actual Variation
Estimate Expenses (Column B 2 Budget 

2001/2002 2001/2002 minus 2002/2003 
$'000 $'000 Column A) $'000

Administered Expenses

Administered Item 1: Support, Education and Training for Health Workers 3

Appropriation Bill 1/3 77,254 77,488 234 65,576

77,254 77,488 234 65,576
Administered Item 2: Regional Health Services 3

Appropriation Bill 1/3 26,973 25,985 (988) 38,282

26,973 25,985 (988) 38,282

Total Administered Expenses 104,226 103,473 (753) 103,858

Departmental Appropriations

Output Group 1—Policy Advice 3,252 3,264 12 1,543
Output Group 2—Program Management 7,717 7,745 28 8,742

Total price of departmental outputs 10,969 11,009 40 10,285
(total revenue from Government & other sources)

Total revenue from Government (appropriations) 10,765 10,783 18 10,080
contributing to price of departmental outputs

Total revenue from other services 204 226 22 205

Total price of departmental outputs 10,969 11,009 40 10,285
(total revenue from Government & other sources)

Total price of outputs for Outcome 5 10,969 11,009 40 10,285
(total revenue from Government & other sources)

Total estimated resourcing for Outcome 5 115,195 114,482 (713) 114,143
(total price of outputs & admin expenses)

Average Staffing Level (Number) 2001–02
Department 105

1 Full-year budget, including additional estimates.
2 Budget prior to additional estimates.
3 The composition of Administered Items 1 and 2 have been revised in the 2002-2003 budget. In order not to distort

the comparatives, it has been necessary to recast the 2002-03 Budget figures in the resource table.
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Performance Information for Administered Items 

1. Support, education and training for health workers
• National Rural and Remote Health Support Services Program:

Measure Result

Quality:

Increased first line emergency skills for
rural and remote health professionals.

Measure met.Target of 8 First Line Emergency Care
training courses exceeded.A total of 14 courses delivered
training to 271 remote area health professionals.

Increased level of midwifery skills for
rural and remote midwives.

Measure met. Over 2,000 midwives have accessed
upskilling courses through this program, exceeding the
target of 1,500 with two years of the program remaining.

Establishment of new specialist training
posts and maintenance of existing
training posts in rural areas in 2001–02.

Measure met.A total of 17 new training posts were
established and 20 existing posts were maintained. In
addition, nine training posts were established with funding
from the Medical Specialist Outreach Assistance Program.

Establishment of an Emergency Locum
Service to support pharmacists in rural
and remote areas through direct access
to pharmacist locums in emergency
situations.

Measure met.The Emergency Locum Service was
established and commenced operation in January 2002.

Quantity:

First Line Emergency Care Program:
160 remote nurses and other health
workers to receive upskilling in remote
emergency care in 2001–02.

Target met. 271 remote area health professionals received
training in 2001–02.

Midwifery Upskilling Program: provide
up to 400 rural and remote midwives
throughout Australia with refresher
training.

Target met. During 2001–02 approximately 1,000 midwives
accessed upskilling courses through this program.

Award up to 15 undergraduate
scholarships (over 5 years commencing
January 2001) to Aboriginal and Torres
Strait Islander students to undertake
studies in Pharmacy.

Four Aboriginal and Torres Strait Islander Scholarships have
been awarded to date. Due to the lack of applications
received in 2001 and 2002, the unfilled scholarships from
these years may be awarded over the remaining years of the
program.
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Performance Information for Administered Items—5. Rural health (cont)

Measure Result

Award up to 440 undergraduate rural
nursing scholarships (over four years).

Target met. 140 undergraduate rural nurse scholarships
were awarded in 2001–02 with an additional 330 being
available over 3 years.

Award up to 1,600 re-entry
scholarships for rural nurses (over four
years).

60 re-entry scholarships were awarded in 2001–02.The
major reasons for the limited uptake related to the recent
launch of several similar schemes at the State level with
greater financial benefits; an underestimation of the costs
associated with re-entry and difficulties experienced by
applicants in gaining documentation through the
registration boards.A range of measures have now been
developed and put in place to improve the update of these
scholarships as outlined in the Outcome Summary.

• University Departments of Rural Health Program and Rural Clinical Schools:

Quality:

Continued support for the University
Departments of Rural Health and the
clinical schools program.

The Office of Rural Health continued to support the 8
operating University Departments of Rural Health.
A new five-year agreement was signed in September 2001,
effective until 31 August 2006, with the University of
Adelaide for the South Australian Centre for Rural and
Remote Health.
Infrastructure funding was provided to the University of
Tasmania, which operated the Tasmanian University
Department of Rural Health, to establish 2 new Rural
Health Teaching Sites in Campbelltown and Oatlands.
Infrastructure funding was also provided to James Cook
University to build classroom facilities at the Mt Isa Centre
for Rural and Remote Health.

Quantity:

Ensure that 25% of medical students
undertake 50% of clinical training in a
rural area by 2004.

The Rural Clinical Schools network was established with a
number of medical students taking up clinical placements.
The Department is currently developing strategies to
ensure that this initiative is on track to accommodate the
student numbers by 2004. Note that this initiative will be
funded through Outcome 9 from 2002–03.

Finalisation of 9 funding agreements
with Australian universities to establish
rural clinical schools.

Nine long-term recurrent funding agreements have been
finalised with all relevant universities for Rural Clinical
Schools.
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Performance Information for Administered Items—5. Rural health (cont)

Measure Result

Finalisation of 2 funding Agreements
with Australian universities to establish
2 additional University Departments of
Rural Health.

A funding agreement between the Commonwealth and the
University of Sydney was signed on 5 October 2001 to
establish and operate the Northern Rivers University
Department of Rural Health at Lismore.
A funding agreement between the Commonwealth and the
University of Newcastle was signed on 20 August 2001 to
establish and operate the University Department of Rural
Health at Tamworth.

Students from at least 2 medical schools
commencing clinical studies in rural
clinical schools in 2002.

Target met. Undergraduate medical students from most
university medical schools commenced clinical placements
at a Rural Clinical School in 2002.

• Medical Specialist Outreach Program:

Quality:

Increase in the number of specialist
services provided in rural and remote
locations under the program
(benchmark data to be collected in
2001–02).

Target met. Over 250 specialist services have been 
approved in rural regions in every State and the Northern
Territory. Specialists have already commenced providing
services in all States and the Northern Territory and other
specialists are currently being sourced to provide the
remaining services.

Increase in the number of local
GPs/specialists receiving upskilling by
visiting specialists in targeted areas
(benchmark data to be collected in
2001–02).

Data is progressively being received from all States and the
Northern Territory with reports due at the end of June
2002.Those reports received and analysed to date indicate
increased upskilling rates. For example, Dermatology and
Rheumatology specialist services in the Mid North Coast
region of New South Wales provided 97 hours of
upskilling/professional support to around 31 general
practitioners.

A framework will be developed
covering the provision of new specialist
outreach services and GP/specialist
upskilling in targeted areas.

Measure met. Program guidelines were developed and
processes for the implementation of the program were
established in all States and the Northern Territory.

Quantity:
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Performance Information for Administered Items—5. Rural health (cont)

Measure Result

Increase in the number of local
GPs/specialists receiving upskilling by
visiting specialists in targeted areas
(benchmark data to be collected in 
2001–02).(continued)

In the North/Far West and Eyre regions of South Australia
psychiatry specialist services provided 57.5 hours of
upskilling and professional support for a total of 52 people
—comprising general practitioners, specialists and health
professionals. In the North and Northwest regions of
Tasmania Palliative Care, Forensic and General Psychiatry
specialist services provided 94 hours of upskilling and
professional support for a total of 244 people—comprising
general practitioners, specialists and health professionals.

2. Regional Health Services Program, including:
• Regional Health Services; and 
• Multipurpose Services.

Quality:

All Regional Health Services comply
with service agreements, meet
identified community needs and have a
quality improvement framework.

Payments were made on acceptance of regular reports from
each service.The reports outline the performance of the
service against objectives, and performance indicators stated
in each of the service agreements.
The Regional Health Services Program continues to be
responsive to the changing needs of communities during the
establishment and ongoing management of services.A typical
example of ongoing community collaboration is the Mid
North Regional Health Service in South Australia.Through
community meetings, newsletters and service provider
consultation, occupational therapy, podiatry and support for
young people and people with a mental illness were identified
as areas of need. Funding was approved under the Regional
Health Services Program for a number of primary health care
workers, including an occupational therapist, podiatrist, youth
worker and mental health worker.
95% of Regional Health Services currently have a quality
improvement framework in place. Strategies are already in
place to address the remaining 5% as funding agreements
come up for renewal.

Quantity:

At least 10 Service Planning and 30
Service Delivery projects approved.
Majority to be in regions identified as
being of highest priority.

Target met. During 2001–02, 54 service delivery and 11
service planning projects were approved for funding.All
projects were in regions identified as being of high priority.
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Performance Information for Administered Items—5. Rural health (cont)

Measure Result

Quality:

All Multipurpose Services comply with
service agreements, meet identified
community needs and have a quality
improvement framework.

The majority of services complied with service agreements
and met identified community needs. In a small number of
cases funding has been withheld until non-compliance has
been remedied.
State and Territory jurisdictions have agreed to implement a
nationally consistent quality improvement framework for
Multipurpose Services. Improved Commonwealth reporting
requirements in 2002–03 will provide more detail on
compliance at the local level.

Quantity:

Performance Information for Departmental Outputs

1. Policy advice on a wide range of issues related to rural health, including:
• policy advice on strategic directions for rural health;
• advice on cross-portfolio and cross-jurisdictional rural health issues; and
• coordinate rural health policy development and implementation within the Portfolio.

Quality:

A high level of satisfaction of the
Ministers, Parliamentary Secretary and
Ministers’ Offices with the relevance,
quality and timeliness of policy advice,
Question Time Briefs, Parliamentary
Questions on Notice and briefings.

The Ministers and Parliamentary Secretary are all satisfied
with the quality (and timeliness) of the Department’s policy
advice.
A strong performance overall, particularly in providing
briefs and advice to the Minister’s office in short
timeframes.

At least 14 Multipurpose Services
approved.

Target met. 18 new Multipurpose Services had flexible
aged care places provisionally approved in 2001–02. In
addition, 11 existing Multipurpose Services had extra places
allocated.

Agreed time frames are met for
responses to ministerial
correspondence, Question Time Briefs,
Parliamentary Questions on Notice and
ministerial requests for briefing.

Agreed time frames were met for:
• 91% of ministerial correspondence;
• 90% of Question Time Briefs;
• 90% of Parliamentary Questions on Notice13; and
• 90% of ministerial requests for briefings.

13 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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A high level of stakeholder satisfaction
with the quality and timeliness of
Departmental Portfolio inputs to
national rural health policy planning and
strategy development, as evidenced by
regular feedback at stakeholder sessions.

During 2001–02 and on an ongoing basis, the Office was
involved in a high level of coordination of the Regional
Health Strategy across both the Health and Regional
portfolios. Office staff also participated in cross-agency
regional committees and consortia.

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information services.

Broad consultation on the communication needs of internal
stakeholders has continued. Responded to stakeholder
needs by developing new products, re-developing existing
products, pursuing new methods for information
dissemination and producing short rural television segments
and videos. Informal stakeholder response to
products/communication strategy has been positive.The
Office coordinates rural health communication activities
with rural health stakeholders across the Department.

Timely production of evidenced-based
policy research to inform and engage
stakeholders in meaningful policy and
program discussions.

Work is progressing on developing a comprehensive data set
on the current status of rural health, including the
prevalence and incidence of health conditions and disease
in rural, regional and remote areas of Australia.The final
reports are due out in the latter half of 2002.

Quantity:

Performance Information for Departmental Outputs—5. Rural health (cont)

Measure Result

130–160 responses to ministerial
correspondence, 20–30 Question Time
Briefs, 1–3 Parliamentary Questions on
Notice and 30–40 ministerial requests
for substantial briefings.

Responses were prepared for approximately:
• 120 items of ministerial correspondence;
• 8 Question Time Briefs;
• 6 Parliamentary Questions on Notice14; and
• 30 ministerial requests for briefings.

14 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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Budget predictions are met and actual
cash flows vary by less than 5% from
predicted cash flows.

Measure met.

Payments are made in accordance with
negotiated service standards.

Measure met.

A high level of stakeholder satisfaction
with quality and timeliness of
information services.

A comprehensive information and communication strategy
was continued which included the production and wide
dissemination of rural health newsletters, promotional materials
and videos showcasing rural health initiatives. Responded to
rural consumer needs by maintaining a 1800 number, made
further refinements to the website and producing short rural
television segments. Consumer consultation on rural health
communications and the website was undertaken. Informal
consumer response to products has been positive.

Performance Information for Departmental Outputs—5. Rural health (cont)

Measure Result

2. Program management in relation to:
• implementation of Budget reforms;
• National Rural and Remote Health Support Services Program;
• University Departments of Rural Health/rural clinical schools;
• Regional Health Services Program; and
• financial management and reporting on Outcome 5.

Quality:

A high level of stakeholder satisfaction
with the timely development and
implementation of national strategies.

Continuing successful partnership at the national level with a
range of stakeholders such as the National Rural Health
Alliance, Rural Health Education Foundation and the
Department of Family and Community Services and the
Department of Transport and Regional Services. Continuing
to work collaboratively with States and Territories.

Quantity:

Number of contracts administered: 251
grants, 2 consultancies, 19 agreements
with States and Territories.

Number of contracts administered:
• 197 grants;
• 2 consultancies;
• 61 multipurpose service funding agreements with

States and Territories, 2 non-government multipurpose
service agreements; and

• 84 Regional Health Service (RHS) funding agreements
with State and Territory Governments; 16 RHS funding
agreements with Local State and Territory Governments
and 51 non-government RHS agreements.
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Productions of a quarterly rural health
newsletter, Regional Health Check.

Three issues published in 2001–02 due to delays during
caretaker government.

Maintenance and enhancement of the
rural health website so that it meets
Government online standards.

Target met.Website redesigned in 2001 to better enhance
access to program information and meet online standards.
Interactive online forms designed for the Rural Health
Support, Education and Training Grants Program.Video
clips depicting rural health success stories added in
April–May 2002.

Information material has been
produced in agreed time frames.

Target met.

Performance Information for Departmental Outputs—5. Rural health (cont)

Measure Result



Outcome performance
report 
Responsibility for managing Outcome 6 lies
with the Office of Hearing Services within the
Aged and Community Care Division1 of the
Department.

Australian Hearing Services (AHS) and the
National Acoustic Laboratories (the research
arm of AHS) also contribute in achieving this
outcome, and produce their own annual reports.

Major Achievements

Consumer Feedback on Services
National consumer roundtable discussions were
conducted in early 2002 to validate the quality of
service received by clients and the effectiveness of
information provided by the Office of Hearing
Services (the Office). Generally feedback was very
positive from consumers.

Renewal of Contracts with Hearing Service
Providers
In early 2002 the Office conducted national
pre-contractual discussions with hearing services
providers leading to the successful re-signing of
contracts with most providers.

Challenges
During 2001–02 the average time taken for
applicants of the Commonwealth Hearing
Services Program to receive their voucher was
three weeks instead of the target of two weeks.
This was in part due to an increase in the
number of applications received and
consequently Centrelink has increased
resourcing for the eligibility assessment team.
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Outcome 6
Hearing Services

Reduced consequences of
hearing loss for eligible
clients and a reduced

incidence of hearing loss
in the broader community.
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1 From 1 July 2002 the Division was renamed to Ageing and
Aged Care Division.



Client file reviews were conducted for 12 per
cent of practitioners against a target of 20 per
cent for 2001–02.The Office is currently
consolidating staffing for the Quality Assurance

team with the aim of achieving the target
number of client file reviews next year.
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Performance Indicators (Effectiveness Indicators)

Indicator 1:

Client usage of Commonwealth-
funded hearing devices.

Target:
Maintain the level of hearing device usage (38% more than 8 hours a
day, 27% five to eight hours a day, 29% one to four hours a day—Data
from Office of Hearing Services (OHS) Client Survey, May 1999).

Information source/reporting frequency:
Annual survey data.

Indicator 2:

Take up of hearing habilitation
and rehabilitation services in the
community.

Target:
Increase in the issue of hearing services vouchers in line with
growth in the number of eligible clients.

Information source/reporting frequency:
Annual Departmental and Australian Bureau of Statistics (ABS) data.

Indicator 3:

Relative participation in
education and the community
by children with a hearing
impairment compared to
children who are not hearing
impaired.

Target:

Validate baseline survey data collected in 2000–01.

Information source/reporting frequency:
Annual survey data.

Indicator 4:

Contracted hearing service
providers provide eligible clients
with quality hearing services,
consistent with Clinical
Standards and Rules of
Conduct.

Target:

100% of contracted Service Providers comply with the Clinical
Standards and Rules of Conduct prescribed in service provider
contracts.

Information source/reporting frequency:
Ongoing Departmental Information Systems and Audits.

Indicator 5:

The proportion of eligible
Aboriginal and Torres Strait
Islander clients receiving hearing
assistance under the Program in
relation to the total volume of
program clients.

Target:

Maintain the level of Aboriginal and Torres Strait Islander peoples
receiving hearing assistance as a proportion of total number of
program clients.

Information source/reporting frequency:
OHS to establish baseline data in 2001–02 financial year.



Outcome summary—the
year in review
The Australian Institute of Health and Welfare, in
its biennial report to Parliament, Australia’s Health
2002, estimates that approximately 17 per cent of
the Australian population has a hearing loss,
making it the second most prevalent health
condition in the Australian population.

Hearing loss can be a significant contributor
to social isolation, for older Australians in
particular. In a study of Veterans and War
Widows/Widowers (Department of Veterans’
Affairs, 1998), deafness was reported by almost
half of the survey participants, making it the third
most prevalent medical condition in that group.

It is also acknowledged that the ability to hear
is a very significant factor in child speech
development and learning.The provision of
hearing services to hearing-impaired young
adults and children enables them to participate
more fully in education and the community,
increasing their acquisition of knowledge and
improving their quality of life.

The Government recognises the importance
of providing rehabilitation services to those
affected by hearing loss through funding targeted
hearing services under the Commonwealth
Hearing Services Program.

The Office, a branch within the Aged and
Community Care Division of the Department, is
responsible for delivering the Commonwealth
Hearing Services Program outcomes. It achieves
this through the purchase of high quality hearing
services from a national network of private sector
service providers and Australian Hearing
Services, the public provider.

The Office, as the Government purchaser and
regulator for the program, delivers:

• contestable hearing services for eligible
adults through the Hearing Services
voucher system (see below for an
explanation of the voucher system); and

• Community Service Obligations (CSOs)
through Australian Hearing Services.

Services available through the Commonwealth
Hearing Services Program Voucher System
The range of services an eligible client may
receive through the voucher system includes:

• assessment of hearing;
• audiological rehabilitation and management,

as well as advice and counselling in relation
to hearing needs;

• appropriate prescription, selection and
fitting of quality hearing devices, with
advice and counselling about hearing device
use if the practitioner considers that the
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Indicator 6:
The proportion of clients from
other special needs groups
receiving hearing assistance
under the Program in relation to
the total volume of program
clients.

Target:
Maintain the level of other special needs groups receiving hearing
assistance as a proportion of total number of program clients.

Information source/reporting frequency:
Quarterly OHS and Australian Hearing Services databases.

Indicator 7:
Research that contributes to
improved habilitation and
rehabilitation outcomes for
hearing impaired people and to
community health is relevant
and available.

Target:
All research results are relevant and available to the community,
service providers and manufacturers of hearing products.

Information source/reporting frequency:
Annual feedback from hearing service delivery, hearing device
manufacturing industry, hearing impaired clients and overseas.

The Department’s performance against these indicators is discussed in the following outcome
summary. Specific references to these indicators are marked by footnote.



client would benefit from the fitting; and
• maintenance of hearing devices including

battery supply and repairs for a nominal
annual maintenance fee.

Eligibility under the voucher system is prescribed
by the Hearing Services Administration Act 1997.To
be eligible, a person must be an Australian citizen
or permanent resident 21 years of age or older
and the holder of a Pensioner Concession Card,
Department of Veterans’Affairs (DVA) Gold
Repatriation Health Card or DVA White
Repatriation Health Card covering hearing loss,
or be in receipt of Sickness Allowance from
Centrelink. Dependants of a person in any of the
categories mentioned above are also eligible.

Other eligible clients include members of the
Australian Defence Forces; and clients of CRS
Australia undergoing a vocational rehabilitation
program who are referred by their case manager.

Eligible adult clients can select their
contracted service provider through the voucher
system.

Community Services Obligations 
All Australians under 21 years of age are eligible
to receive services under the Commonwealth
Hearing Services Program through Community
Services Obligations (CSOs), delivered on behalf
of the Government by Australian Hearing
Services, the public provider.Adults with
eligibility for the Commonwealth Hearing
Services Program who are able to access CSOs
include:

• clients with complex hearing rehabilitation
needs;

• eligible Aboriginal and Torres Strait Islander
peoples; and

• clients who live in remote areas of Australia.
Depending on which is the most convenient for
the client, hearing services are delivered to eligible
Aboriginal and Torres Strait Islander peoples at
either an Australian Hearing Services hearing
centre or through Australian Hearing Service’s
outreach program to Aboriginal and Torres Strait
Islander communities, that is, the Australian

Hearing Specialist Program for Indigenous
Australians.The focus is on providing tertiary level
services, namely a full diagnostic hearing
assessment and supply and fitting of hearing
devices if appropriate.Australian Hearing Services
also provides hearing health advice in relation to
prevention, community awareness and education.

Eligible Aboriginal and Torres Strait Islander
adults also have the option of applying for a
voucher and receiving services from any
contracted service provider.

Research Activities 
CSO funding also contributes to research
undertaken by the National Acoustic
Laboratories (NAL), the research arm of
Australian Hearing Services, into factors related
to hearing loss, hearing rehabilitation and the
harmful effects of noise.

NAL conducted research for hearing in the
following areas:

• assessment;
• hearing loss prevention;
• rehabilitation procedures; and
• rehabilitation devices.

Research results in these areas were published in
scientific journals and disseminated at scientific
conferences, presentations to consumers, and
professional continuing education programs for
clinicians.A total of 23 scientific publications
were accepted or published during the year and
50 presentations were made at public conferences
or seminars.2 Further information is available at
the NAL website <www.nal.gov.au>.

Significant research outcomes for the year
include the commercialisation by Polaris
Communications of a device (known as
SoundShield) for protecting telephone operators
against acoustic shock.The device removes the
types of sounds that most frequently cause
acoustic shock without affecting the passage of
speech.Another significant outcome was the
production of a software program that analyses
otoacoustic emissions (objective measures of
hearing).The program, which is also a world-
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first, shows the status of a person’s hearing
relative to others of the same age and gender in
the Australian population.

The Australian Hearing Services Act 1991 and
the Declared Hearing Services Determination 1997
prescribe the CSOs.

Funding for the Voucher System and
Community Service Obligations 
The introduction of the Hearing Services voucher
system in 1997 has meant that there are now more
people accessing services than before.Voucher
system expenditure in 2001–02 was $134 million
compared to $127.8 million for the previous year
and $71.9 million at the commencement of the
voucher system in 1997–98.3

Funding provided to Australian Hearing
Services in 2001–02 for CSOs and research was
$28.2 million compared with $26.2 million in
1997–98. Figure 6.1 demonstrates the growth in
total program outlays since the inception of the
voucher system.

Access to Hearing Services Through the
Voucher System
Under the voucher system, new applicants are
referred to the Office by a medical practitioner,
while returning clients are referred by a qualified
hearing services practitioner or a medical
practitioner.Adult Australians apply to the Office
for a voucher and upon confirmation of
eligibility, are sent a voucher, a directory of
accredited service providers and other printed
information about accessing the program.
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Figure 6.1: Actual Administered Expenses for the Commonwealth Hearing
Services Program, 1997–98 to 2001–02

Source: Office of Hearing Services data,August 2002

3 Relates to Indicator 2.



Eligible clients received their voucher, on
average, approximately three weeks after receipt
of a correctly completed application during
2001–02.This represents an increase of one week
over the target of two weeks, which had been
previously achieved for clients of the program in
2000–01.This delay reflects in part the impact on
the Centrelink eligibility assessment team of an
unexpectedly large increase in the numbers of
applications received in the second half of
2001–02. Negotiations between the Office and
Centrelink have led to increased resources being
directed to address the problem. Consequently
the Office has seen a recent trend in the
reduction in processing time for applications
which should continue in the future.

Clients may present their voucher to the
service provider of their choice from those listed
in the directory.The voucher does not have a
face value, rather it gives eligible clients access to
the range of hearing services which is discussed
in this chapter.

In early 2002, the Office conducted open
discussions on a draft revision of the Service
Provider contract with hearing services providers
at various venues around Australia.A revised
service provider contract was accordingly
accepted and signed by all but two hearing
service providers who chose not to continue to
participate in the program.At the end of June
2002, the Office contracted 139 hearing service
providers (including Australian Hearing Services,
the public provider) under the voucher system
for the period 1 July 2002 to 30 June 2004.This
compares to 135 providers contracted at the end
of June 2001.

Services are now provided at 462 permanent
sites and 880 visiting sites throughout Australia
by accredited audiologists and audiometrists.

The Office has Deeds of Standing Offer with
15 suppliers of quality hearing devices.These
hearing devices are subject to an evaluation and
are approved by the Office before being made
available for supply under the program.

Information for Program Clients
The Office issues a comprehensive range of
client information brochures to enable eligible

clients to access, understand and participate
successfully in the Commonwealth Hearing
Services Program.

All program information pamphlets and
brochures are available electronically on the
Office’s website at <www.health.gov.au/hear/>.
Consolidated information is also available in 
18 languages on the website.

Hearing Devices
At 30 June 2002, a total of 902 types of hearing
devices were approved for supply, including 457
available free to the client and 445 available as
top-up devices (see below for an explanation of
top-up devices).

The comprehensive range of approved hearing
devices meets virtually the full range of assessed
clinical needs in the eligible client population.
However the clinical needs of a very small group
of clients can not be fully met by the available
device range. Following comprehensive
audiological assessments, special approvals were
given for 26 such clients to be fitted with non-
standard devices during 2001–02.

Maintenance and Repairs
Clients may choose to enter into maintenance
agreements, which include battery supply,
maintenance and repair services for a fee of
$31.50 per annum, which includes GST of $1.50
levied on the service component. Currently
around 290,000 clients receive maintenance
services each year under the program.

The Office also pays the hearing service
provider for the provision of batteries, repairs and
maintenance where the client has entered into a
maintenance agreement.The amount paid is
$57.75 for a monaural fitting, that is a single
hearing aid, and $147 for a binaural fitting, that is
a hearing aid fitted to each ear.

Top-up Hearing Devices
Clients may choose to ‘top-up’ to more
expensive hearing aids with additional features by
paying the difference in cost between the
Government-provided benefit and the more
expensive hearing aid. However, the wide range
of quality hearing devices available free to clients
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through the program provides a satisfactory
hearing rehabilitation outcome to meet the
assessed clinical needs of the majority of eligible
clients.

Levels of Participation in the Commonwealth
Hearing Services Program
In 2001–02 the contracted service provider
network provided voucher services to around
350,000 adult clients, including about 85,000
hearing device fittings, both monaural and
binaural fittings. Due to the phasing in of new
management reporting systems for Aboriginal
and Torres Strait Islander clients,Australian
Hearing Services has not been able to compile
an accurate total for special needs clients who
received services under the CSOs in 2001–02,
however it is believed to be over 41,000 clients.4

The Voucher System
In 2001–02 over 143,000 Hearing Services
vouchers were issued to eligible adult clients.
This is a significant increase of around 18,000
vouchers on the previous year, reflecting both
growth in the eligible client base, due to an
ageing Australian population, as well as the
historically shifting demand for vouchers that has
been experienced by the program.5

Community Service Obligations 
Each year the Government funds Australian
Hearing Services through the Office to provide
specialised hearing services as Community
Service Obligations (CSOs) for children and
young adults under the age of 21 years and to
ensure access to appropriate hearing services for
eligible adults with special needs.

Around 30,000 children and young adults
under the age of 21 years and 11,000 special
needs adult clients were reported as having
received services under CSOs in 2001–02.6

While the number of services delivered to special
needs adult clients remained much the same from
the previous year, there was a decrease from the

previous year in services delivered to children
and young adults under the age of 21 years.

This reduction can be attributed to Australian
Hearing Services focusing on their primary
obligation of delivering tertiary level hearing
services to clients, that is, a full diagnostic hearing
assessment and the supply and fitting of
appropriate hearing devices where necessary.
Secondary level hearing services, such as initial
hearing assessments are increasingly being
undertaken by other agencies, allowing Australian
Hearing Services to concentrate more on
children fitted with hearing aids. It has also
resulted in an increased focus on services to
Aboriginal and Torres Strait Islander peoples.7

Quality Assurance and Contract
Compliance

How Quality is Assured in the
Commonwealth Hearing Services Program
The Office has a range of quality assurance
measures aimed at ensuring good clinical
outcomes for clients.The principal tool used to
assure the quality of service delivery under the
Commonwealth Hearing Services Program is the
Service Provider Contract.All service providers
are accredited to provide services to voucher
clients. Monitoring the quality of service delivery
is achieved through a combination of both desk
and site audits, which are undertaken to monitor
contract compliance, and to provide feedback to
service providers.

In addition, client complaints are investigated
and resolved by Office of Hearing Services
audiologists and other staff as appropriate.The
Office has received a ‘world class’ rating for its
attitude to complaints from its participation in
the 2001 National Complaints Culture Survey.

In 2001–02, 38 site audits were conducted
against the target of 40 sites. File reviews of 82
practitioners were undertaken, representing
approximately 12 per cent of all practitioners
reviewed against the target of 20 per cent of all
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6 Relates to Indicator 6.
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practitioners.8 This shortfall can be attributed to
staff departures within the Quality Assurance
team and the consequent time involved in
recruiting and training suitable replacement staff.

Compliance action under Section 9 and
Section 10 of the Hearing Services Accreditation
Scheme 1997 has been initiated against three
contracted service providers for contravention of
conditions of their accreditation.

The Annual Client Satisfaction and Hearing
Aid Usage Survey was undertaken in the first
half of 2002.The results of the survey indicated
that 92 per cent of respondents were either
satisfied or very satisfied with the quality of
service received from their chosen provider.The

survey also indicated that 75 per cent of
respondents were either satisfied or very satisfied
with their hearing aids. Due to changes to the
structure of the survey questionnaire, the results
of the 2002 survey cannot be directly compared
to those of previous Annual Client Satisfaction
Surveys. In order to provide a more accurate
measure of satisfaction than that achieved in
previous surveys, questions relating to client
satisfaction in the 2002 survey were altered to
include a new ‘neutral’ (neither satisfied nor
dissatisfied) response category.

The Survey also indicated that clients
maintained their usage of hearing devices broadly
in line with rates for the previous year.9
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Jasna Bruce is a senior audiologist in the Victoria State Office.  Jasna is also a busy
mother of two children and a volunteer and board member with Deafness
Foundation Victoria Incorporated, which is a member organisation of the Deafness
Forum of Australia.  During a recent period of maternity leave, Jasna managed to
find time to write a short children’s book about deafness on behalf of the Deafness
Foundation.

The book, which targets all children from four to nine years of age, is called Savvy the
Great and is a story profiling a fictional deaf boy called Savvy.  As well as serving as a
fundraiser for the Deafness Foundation, it is aimed at developing awareness about
deafness and aided hearing in the general community.  In addition, the book aims to
raise the profile of the hearing impaired and to boost hearing impaired children’s
confidence through relating to the hero of the story as a role model.  

The book was designed with a goal of helping maximise literacy development of
hearing impaired children by the use of Australian colloquial language in the text.
Colloquialisms are a part of language that children with even the best possible
hearing aiding may miss out on.  This is because of homophones, words that have
the same sound but can have different spellings and many meanings, including
uniquely Australian meanings.  The word ‘blue’ is an example. Two thousand of the
books were printed and nearly all have now been sold.

Writing the book has proven such a successful and fulfilling task that Jasna is
currently completing a sequel, which will be called Savvy and the Great Blue Book.
In this book Savvy travels on a fantastical adventure with a Swagman.  At the same
time he demonstrates use of good, assertive communication skills and woven into
the story are twenty different uses of the word ‘blue’. 

8 Relates to Indicator 4.
9 Relates to Indicator 1.



National Consumer Roundtable Discussions
Consumer roundtable meetings allow clients of the
program the opportunity to provide to Office staff
in a fairly informal setting their personal views on
the performance of the program. Meetings were
held in Canberra, Sydney, Melbourne, Brisbane,
Adelaide and Perth during February 2002.The
meetings were well attended at all venues and
members of Office senior management and
audiology staff generally received very positive and
constructive feedback on the Commonwealth
Hearing Services Program.

Specific issues addressed at the meetings
included the quality and means of distribution of
information on the program, the hearing
rehabilitation process, the Office’s Service
Charter and the complaint management process.
The information obtained from these meetings
contributes to decisions made in relation to
management of the program and policy
development for the delivery of Commonwealth
funded hearing services.

The Hearing Services Advisory Committee
The Hearing Services Advisory Committee is
appointed by the Minister for Ageing to provide
independent advice to the Government on
quality assurance and strategic policy issues in the
Commonwealth Hearing Services Program.This
Committee comprises membership from
consumers (including a veteran), hearing services
providers (both public and private), scientists and
researchers involved in hearing loss and
rehabilitation, hearing device manufacturers and
business members.

The Committee met on five occasions during
2001–02. Committee deliberations concentrated
on the needs of consumers in general (especially
consumer empowerment), people in rural and
remote locations,Aboriginal and Torres Strait
Islander peoples (especially children), residents of
aged care homes, the affordability of hearing
services, the impact of new technology, workforce

issues and Commonwealth and State issues.
The Committee continues to monitor the

Commonwealth Hearing Services Program and
hearing health in Australia generally to make
recommendations to the Minister for Ageing.

Implementation of Memoranda of
Understanding with peak professional
bodies—the Audiological Society of Australia
and the Australian College of Audiology

The Office has negotiated Memoranda of
Understanding (MoU) with the Audiological
Society of Australia and the Australian College of
Audiology, two peak bodies representing hearing
services practitioners.The MoUs will enable an
exchange of information about practitioners
between the Office and these bodies, and will
facilitate the implementation of additional
conditions for maintaining approved status.The
MoU requirement for practitioners to undertake
continuous professional education will assist in
assuring quality in service provision in the
Commonwealth Hearing Services Program.10

Major Projects

Service Level Agreement for Delivery of
Community Service Obligations
The Office has signed a Service Level Agreement
with Australian Hearing Services on service
delivery and reporting requirements.The Service
Level Agreement will provide baseline data and
ongoing reporting requirements for the delivery
of CSOs.11

Hearing Services in Aged Care Homes
Residents of aged care homes are typically
dependent on care staff for their daily personal
care.The delivery of hearing services in aged care
homes therefore needs to focus on the skilling
and involvement of care staff in assisting residents
in the routine care and maintenance, use of their
hearing devices, and support for individuals
accessing hearing services.
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In early 2000 the Department commissioned a
project to investigate alternatives to current
service delivery for residents of aged care homes
in order to improve the current situation and to
recommend options for an optimum service
delivery model.

The project report has now been delivered to
the Department and is being considered. One
recommendation that has already been acted on
is the need to establish a better evidence base for
the numbers of clients of the Commonwealth
Hearing Services Program residing in aged care
homes. In response the Office has modified the
Commonwealth Hearing Services Program
voucher application form to better identify these
clients and thereby facilitate the delivery of
hearing services.This also allows the Office to
compile more comprehensive data on this group
to inform future policy development.

The Office will continue to work with the
aged care industry on any further developments
arising from the project report.

Delivery of Hearing Services to Aboriginal
and Torres Strait Islander Peoples 
The Office is working with the Office for
Aboriginal and Torres Strait Islander Health on a
report that will recommend strategies for
improving access to hearing services and the
management of otitis media.The report will be
based on information from three main sources:
the findings of a review of the delivery of
hearing health services by the Commonwealth
Government to Aboriginal and Torres Strait
Islander peoples; key submissions to the review;
and additional advice to the Department from an
expert group on issues outside the scope of the
review.The project report will be delivered to
the Government.12 More information on hearing
health for Aboriginal and Torres Strait Islander
peoples can be found in Outcome 7.

Electronic Claims for Payment
With the introduction of the Electronic Transaction
Act 1999, the Office has committed to making
business transactions available to clients and
service providers electronically.The 
e-claim for payment methodology continues to
be popular and beneficial with 78 out of 139
service providers currently using the electronic
system, accounting for around 88 per cent of all
claims.This facility will continue to be promoted
to service providers during 2002–03.

Over time the period between providers
lodging claims for services and receiving
payment from the Office has decreased from
around 12 weeks at the advent of the voucher
system in late 1997 to around 4 weeks currently.

Future Challenges 
Although clinical evidence remains indefinite on
the benefits of digital devices, these continue to
be the major research focus of manufacturers and
appear likely to become the industry standard in
the future. Reflecting the trend, the Office
accepted a number of these devices onto the ‘free
to client’ device list and expects more
manufacturers to submit devices for assessment in
the future.

The Office will need to closely manage any
future demand for digital devices in line with
fiscal constraints and perceived benefits to
individual clients.

There is evidence that significantly better
language development is associated with early
identification and intervention for pre-linguistic
deaf and hearing impaired children.13 While the
provision of hearing aids and audiological
services through Australian Hearing Services is
an important facet of ensuring that a child is
equipped to achieve their full potential, the final
outcome may well be determined by factors
outside Australian Hearing Service’s control.
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These include:
• the age of the child at detection of hearing

loss;
• the fitting and wearing full time of

acoustically appropriate hearing aids soon
after confirmation of a hearing loss;

• hearing aids being maintained in good
order; and

• undertaking an appropriate early
intervention program and appropriate
schooling program.

Therefore community awareness, parental and
educational support, effective referral
mechanisms, ready access to diagnostic services
and amplification all play a part in achieving
these factors and make any research into this area
a complex and extensive undertaking.14
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Outcome 6: Financial Resources Summary
1 (A) (B) 

Budget Actual Variation
Estimate Expenses (Column B 2 Budget 

2001/2002 2001/2002 minus 2002/2003 
$'000 $'000 Column A) $'000

Administered Expenses

Administered Item 1: Provision of services for contestable clients
Appropriation Bill 1/3 129,850 133,726 3,876 139,868

129,850 133,726 3,876 139,868

Administered Item 2: Provision of Community Service Obligations
Appropriation Bill 1/3 28,255 28,182 (73) 28,963

28,255 28,182 (73) 28,963

Total Administered Expenses 158,105 161,908 3,803 168,831

Departmental Appropriations

Output Group 1—Policy Advice 1,153 1,169 16 1,010
Output Group 2—Program Management 8,089 8,203 114 7,085
Output Group 3—Agency Specific Service Delivery 781 777 (4) 685

Total price of departmental outputs 10,022 10,149 126 8,780
(total revenue from Government & other sources)

Total revenue from Government (appropriations) 9,966 9,966 - 8,720
contributing to price of departmental outputs

Total revenue from other services 57 183 126 60

Total price of departmental outputs 10,023 10,149 126 8,780
(total revenue from Government & other sources)

Total price of outputs for Outcome 6 10,023 10,149 126 8,780
(total revenue from Government & other sources)

Total estimated resourcing for Outcome 6 168,127 172,056 3,929 177,611
(total price of outputs & admin expenses)

Average Staffing Level (Number) 2001–02
Department 68

1 Full-year budget, including additional estimates.
2 Budget prior to additional estimates.
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Performance Information for Administered Items 

1. Provision of services for contestable clients, including:
• those in receipt of a Pensioner Concession Card, DVA Gold and White Repatriation

(specifically for war related hearing loss) card holders, their dependents; and
Commonwealth Rehabilitation Service program participants, Sickness Allowees, and
Defence Force personnel.

Measure Result

Quality:

The extent to which client satisfaction
levels with hearing services are
maintained or improved compared to
the last client satisfaction survey (ie.
91% very satisfied or satisfied).

The results of the survey for 2001–02 indicated that 92% of
respondents were either satisfied or very satisfied with the
quality of service delivered by their chosen provider.

Quantity:

Efficiency:

2. Provision of Community Service Obligations:
• client services (mainly people under 21); and

Quality:

All eligible clients who apply for a
voucher receive one (estimated at
125,000–135,000 vouchers this
financial year).

In 2001–02 over 143,000 eligible clients were issued with a
Hearing Services voucher.

Maintain the existing average unit cost
per voucher ($762 for 2000–01).

For 2001–02 the average unit cost was $732 per voucher.

Maintain the existing average
maintenance liability ($119 per unit for
2000–01).

The average maintenance liability for 2001–02 increased to
$122 per unit, reflecting an increase in the number of
binaural aids requiring maintenance.

The quality of services delivered to
match or exceed present levels (baseline
data to be established through
negotiation of a Service Level
Agreement).

A Service Level Agreement with Australian Hearing
Services was negotiated and signed in September 2001.
Baseline data continues to be developed and services are
provided according to Australian Hearing Service’s well
defined and established standards which focus on individual
hearing programs.
Australian Hearing Services report that clients are seen within
a timely period depending on the needs of individuals.
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A total of 23 scientific publications were accepted or
published during the year in comparison to 24 last year.

Performance Information for Administered Items—6. Hearing Services (cont)

Measure Result

Quantity:

Efficiency:

Average activity cost (including
amortised infrastructure cost) for each
client category to be maintained.

Australian Hearing Services have advised that they were
unable to provide average activity costs for each client
category for 2001–02 due to changes in the operating
environment and cost structure.Australian Hearing Services
further advised that a review of their costing model is
underway to ensure that this information can be provided
in the future.

• research into hearing impairment, hearing rehabilitation and the harmful effects of noise.

Quality:

The number of services delivered to
match or exceed present levels
(currently under negotiation with
AHS).

Services delivered to children and young adults under 21
years of age decreased compared to the previous year.The
result can be mainly attributed to the increasing amount of
initial hearing assessments undertaken by other agencies
allowing Australian Hearing Services to concentrate more
on its main charter of providing tertiary level hearing
services, that is supply and fitting of appropriate hearing
devices when necessary. It is believed that services to
Aboriginal and Torres Strait Islander peoples have increased
despite unreliable reporting this year due to the
introduction of new management reporting systems.

Complete approved research projects to
a high standard.That is, number
accepted for publication in peer-
reviewed journals to be maintained.
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Performance Information for Departmental Outputs

1. Policy advice in relation to:
• funding arrangements for the voucher system and Community Service Obligations;
• enhancements to quality assurance arrangements;
• the impact of new hearing aid technology on the program; and
• other Hearing Services Program policy-related issues that arise from time to time.

Quality:

A high level of satisfaction of the
Ministers, Parliamentary Secretary and
Ministers’ Offices with the relevance,
quality and timeliness of policy advice,
Question Time Briefs, Parliamentary
Questions on Notice and briefings.

There was a high level of satisfaction with the advice
provided by the Office of Hearing Services to the
Minister’s office, particularly with regard to advice relating
to legislation, service delivery to consumers and
manufacturing industries.

Agreed time frames are met for
responses to Ministerial
correspondence, Question Time Briefs,
Parliamentary Questions on Notice and
ministerial requests for briefing.

Agreed time frames were met for:
• 86% of ministerial correspondence;
• 100% of Question Time Briefs;
• 100% of Parliamentary Questions on Notice15; and 
• 63% of ministerial requests for briefings.

A high level of stakeholder satisfaction
with the quality and timeliness of
Departmental/Portfolio inputs to
national policy, planning and strategy
development and implementation.

Measure met.The Office contributed to Hearing Services
Industry Forums, Hearing Services Advisory Committee
meetings and conducted regular meetings and discussions
with the Deafness Forum of Australia.

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

Measure met. Participants in the 2002 Consumer Roundtable
Meetings expressed a high level of satisfaction with the
quality, relevance and timeliness of information provided
through the client services hotline and information provided
with the hearing services voucher pack.

Timely production of evidence-based
policy research to inform and engage
stakeholders in meaningful policy and
program discussions.

Measure achieved through National Acoustic Laboratories
research. Information was delivered through 50
presentations at public conferences and seminars.

Quantity:
120–150 responses to ministerial
correspondence, 15–25 Question Time
Briefs, 1–3 Parliamentary Questions on
Notice and 5–8 ministerial requests for
substantial briefings.

Responses were prepared for approximately:
• 208 items of ministerial correspondence;
• 4 Question Time Briefs;
• 2 Parliamentary Questions on Notice; and
• 8 ministerial requests for briefings.

15 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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2. Program management, including:
• program evaluation and monitoring;
• developing, negotiating and managing contracts for provision of hearing aids and hearing

services;
• the payment of service providers by the Health Insurance Commission; and
• financial management and reporting on Outcome 6.

Quality:
A high level of stakeholder satisfaction
with the timely development and
implementation of national strategies.

Feedback indicated generally a high level of stakeholder
satisfaction with strategies disseminated through provider
bulletins, website information and provider forums held in
early 2002; secretariat support through the Office to the
Hearing Services Advisory Committee contributed to
achieving this measure.

Budget predictions are met and actual
cash flows vary less than 5% from
predicted cash flows.

Budget predictions were not met due to an unexpected
demand for 18,000 additional vouchers in 2001–02.Actual
cash flows varied by 5%.

Payments are made accurately and on
time or payments are made in
accordance with negotiated service
standards.

Measure met.

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

Measure met. Participants in the 2002 Consumer
Roundtable Meetings expressed a high level of satisfaction
with the quality, relevance and timeliness of information
provided through the client services hotline and
information provided with the hearing services voucher
pack. Provider forums mainly concerned with negotiating a
new provider contract were successfully conducted in early
2002.The Office negotiated MoUs with two peak bodies
representing hearing services practitioners which will
enable exchange of information between practitioners and
the Office and facilitate the implementation of additional
conditions for maintaining approved status.

Performance Information for Departmental Outputs—6. Hearing Services (cont)

Measure Result

Quantity:

Up to 133 Service Provider contracts
and 16 Deeds of Standing Offer for
device supply serviced.

139 Service Provider contracts and 15 Deeds of Standing
Offer for device supply were serviced.
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• Regulatory activity, including:
– accrediting hearing aid manufacturers to supply hearing devices under the Program;
– accrediting service providers for the provision of hearing services under the Program;
– assessing hearing devices for approval for supply under the program; and
– conducting audits and following up on complaints to ensure compliance with:
– the Terms and Conditions in Service Provider Contracts and Deeds of Supply for

hearing devices;
– hearing device standards;
– Rules of Conduct;
– Clinical Standards; and 
– Advertising Rules.

Quality:

Evaluation of manufacturers for
accreditation within two weeks of the
manufacturer submitting all necessary
information.

Measure met.

Evaluation of service providers for
accreditation within two weeks of the
provider submitting all necessary
information.

Measure met in 95% of cases.

Evaluation of new devices against
quality standards completed within two
weeks of manufacturers providing all
necessary information.

Measure met.

All applicants for a Hearing Services
voucher have eligibility checked
through Centrelink or the Department
of  Veterans’Affairs, whichever is
applicable.

Measure met.

Performance Information for Departmental Outputs—6. Hearing Services (cont)

Measure Result

All providers adhere to the terms and
conditions of the Service Provider
Contract.

Site audits and client record management reviews are
undertaken on a sample of service providers and qualified
practitioners each year to check compliance with the terms
and conditions of the Service Provider Contracts.All
breaches are brought to the attention of the Service
Provider, and where fundamental breaches of the Contract
are found the Office has imposed conditions on the
accreditation of the Provider.
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All providers comply with Rules of
Conduct, Clinical Standards and
Advertising Rules.

Compliance with the rules of conduct and clinical
standards is tested through site audits and client record
management reviews.The Office adopts a combination of
education and sanctions to improve compliance where
breaches are found. Complaints about service quality and
practitioner attitude are also investigated and appropriate
action taken.

Quantity:

Minimum of 40 site audits conducted
by Office of Hearing Services within
the Contract period.

38 site audits were conducted.The reason for the shortfall
against the target of 40 site audits was due to staff
resourcing problems in the Office.

20% of all practitioners have client files
reviewed annually.

As a result of staff departures and the consequent time
involved in recruiting and training suitable replacement staff
only 12% of practitioners had client files reviewed.

Approximately 100 devices per year are
evaluated (subject to number of
requests for evaluation and approval
submitted by manufacturers).

165 devices were evaluated.

Performance Information for Departmental Outputs—6. Hearing Services (cont)

Measure Result

3. Agency specific service delivery, including:
• the issuing of vouchers and information to clients;
• resolution of client and service provider complaints; and
• direct provision of information and manual claim services to service providers.

Quality:

All vouchers to be issued within 14
days of receipt of a correctly completed
application.

On average clients were issued with a voucher around 21
days after receipt of a correctly completed application.
Increased resourcing of the Centrelink eligibility assessment
team following higher than expected numbers of
applications in the second half of the year has seen
processing times for voucher applications shorten
considerably towards the end of the year.

High level of client satisfaction with
services provided by the service
provider.

The results of the client satisfaction survey for 2001–02
indicated that 92% of respondents were either satisfied or
very satisfied with the quality of service delivered by their
chosen provider.
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Quantity:

Quality:

Client and other complaints resolved
within an average of 10 working days
of receipt of the complaint.

The average working days taken to resolve a complaint was
around 7 days, a considerable improvement on the previous
years result of nearly 15 days.

Quantity

Performance Information for Departmental Outputs—6. Hearing Services (cont)

Measure Result

All eligible clients who apply for a
voucher receive one (estimated to be in
the range of 125,000–135,000 vouchers
this financial year).

Measure met.

Number of complaints against
1999–2000 benchmarks (550
complaints in 1999–2000).

1,160 complaints were received in 2001–02.This is an
increase of around 500 over last year and is the result of the
higher profile given by the Office since February 2001 to
ensuring all possible complaints are recorded, monitored
and resolved.



Outcome performance
report 
Outcome 7 is managed within the Department
by the Office for Aboriginal and Torres Strait
Islander Health.This Department’s State and
Territory Offices also contribute to achieving
this outcome.

The Office also works with all other areas of
the Department to ensure other outcome areas
focus on the needs of Aboriginal and Torres
Strait Islander peoples.

Major Achievements

Workforce Strategic Framework
The Aboriginal and Torres Strait Islander Health
Workforce National Strategic Framework (Workforce
Strategic Framework) was endorsed by the
Australian Health Ministers’Advisory Council
(AHMAC) in May 2002.The Workforce Strategic
Framework is a ten-year plan to improve training,
recruitment, support and retention of
appropriately skilled health professionals, health
service managers and health policy officers in
both mainstream and Aboriginal and Torres Strait
Islander specific services.

Puggy Hunter Memorial Scholarships
The Department provided eight Puggy Hunter
Memorial Scholarships to Indigenous health
professional students under the scheme that
commenced in the 2002 academic year.
Establishment of this scholarship scheme will help
address the under-representation of Aboriginal
and Torres Strait Islander peoples in health
professions and assist in increasing the number of
Aboriginal Health Workers with qualifications.
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Outcome 7
Aboriginal and Torres Strait Islander Health

Improved health status for
Aboriginal and Torres
Strait Islander peoples.

OU
TC

OM
E7

Photo: Geraldine Hannan



Better Health Care
The Department published Better Health Care:
Studies in the successful delivery of primary health care
services for Aboriginal and Torres Strait Islander
Australians in October 2001. Better Health Care
provides examples of case studies on successful
health service interventions.

National Strategic Framework
In June 2002 a final draft of the National Strategic
Framework for Aboriginal and Torres Strait Islander
Health (formerly the National Aboriginal and Torres
Strait Islander Health Strategy), was provided to
framework agreement partners for comment
before it is formally provided to Health Ministers
for Cabinet endorsement in late 2002 and
circulated to Health Ministers for signature in
early 2003.

Regional Planning
During the year joint regional planning was
completed in Western Australia and Victoria.All
States and Territories have now completed joint
regional planning (except Tasmania).Thirty-one
projects meeting needs identified through joint
regional plans were funded during the year.

Infrastructure Development
The Department has invested approximately 
$17 million for health infrastructure development
in 2001–02 including new health clinics and staff
houses required for the implementation of the
Primary Health Care Access Program in Central
Australia, and the Remote Communities
Initiative in Western Australia, Northern Territory
and Queensland.

Challenges

Framework Agreements
Renegotiations of the Agreements on Aboriginal
and Torres Strait Islander Health (Framework
Agreements) are continuing, but not all
jurisdictions have signed as yet. Northern
Territory, South Australia and Queensland have
signed.Western Australia signed on 5 July 2002.
In Victoria and Tasmania, the signing process has
commenced, and in New South Wales and the

Australian Capital Territory the situation is less
clear but the negotiation process is continuing.

Male Health and Substance Use
Delays have been experienced due to a
combination of external factors in finalising both
the National Framework for Improving the
Health and Wellbeing of Aboriginal and Torres
Strait Islander Males and the National Policy
Framework for the Substance Use Program. Both
frameworks are nearing completion.The
National Framework for Improving the Health
and Wellbeing of Aboriginal and Torres Strait
Islander Males is due to be released in late 2002
and the National Policy Framework for the
Substance Use Program early in 2003.

Hearing Health
Delays have also occurred in articulating future
directions in Aboriginal and Torres Strait Islander
hearing health.While the consultant’s working
document (an independent review of
Commonwealth-funded ear health and hearing
services for Aboriginal and Torres Strait Islander
people) was received, a number of issues were
identified that required attention in considering
future directions for Aboriginal and Torres Strait
Islander hearing and ear health. It also became
apparent that the scope of the review would not
sufficiently capture these emerging issues.
A report on Commonwealth funded hearing
services to Aboriginal and Torres Strait Islander
peoples and future approaches will be nearing
completion in early October 2002.

Outcome summary—the
year in review
The Department’s approach to improving
Aboriginal and Torres Strait Islander health
recognises that a long-term partnership based
strategy is required to achieve sustainable gains in
health status. It recognises that, although many
initiatives are coordinated through OATSIH, all
programs within the Department have a core
responsibility to facilitate the provision of high
quality coordinated clinical care, population
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Performance Indicators (Effectiveness Indicators)

Indicator 1:

Life expectancy at birth by sex
(National Performance Indicator
1.1).1

Target:
Consistent with a 20% reduction in age standardised all causes
mortality rate ratios over ten years.

Information source/reporting frequency:
Registered deaths and population estimates from reports against the
National Performance Indicators provided by State Governments to
the National Health Information Management Group.
Annual update and three-year trend analysis.

Indicator 2:

Per capita funding for primary
health care for Aboriginal and
Torres Strait Islander peoples
across all government health
programs.

Target:
a. Ratio of per capita funding by all jurisdictions for primary care

to secondary/tertiary care of 3:4.
b. Increase in future years of spending on primary care as a

proportion of all health care spending.

Information source/reporting frequency:
Second Report on Expenditures on Health Services for Aboriginal and Torres
Strait Islander People.The report is prepared biennially2 for the
Department.

Indicator 3:

Number of health professionals
(doctors, nurses and health
workers) in Commonwealth
funded Aboriginal Medical
Services; the number of
Indigenous students who have
graduated from or are currently
undertaking tertiary degree
training in medicine and nursing;
and the number of Aboriginal
Health Workers who have
graduated from or are currently
undertaking accredited post
secondary health courses.

Target:
By June 2002, baseline data on national workforce supply.

Information source/reporting frequency:
Service Activity Reports provided to the Department of Health and
Ageing, one-off report updated annually, and National Performance
Indicators annual reports.

Indicator 4:

Data on the performance of
government programs to improve
the health status of Aboriginal and
Torres Strait Islander peoples.

Target:
Data collection improved through the National Performance
Indicators for Aboriginal and Torres Strait Islander Health and a
comprehensive range of data sets, and of sufficient quality to support
policy development.

Information source/reporting frequency:
Annual reports on the National Performance Indicators held by the
National Health Information Management Group.

The Department’s performance against these indicators is discussed in the outcome summary.
Specific references to these indicators are marked by footnote.

1 This performance indicator and target are from the set of national performance indicators and targets for Aboriginal and Torres
Strait Islander health status which all health Ministers agreed to report against in 1997 and subsequently refined in early 2001.
2 Since the 2001-02 Portfolio Budget Statements were published,AHMAC made a decision to change the Report from biennial to
triennial.



health and health promotion activities for
Aboriginal and Torres Strait Islander peoples.The
partnership approach is reflected at several levels.

Firstly, in a partnership within the
Department, there is now a working group of
First Assistant Secretaries developing a portfolio
business plan for Aboriginal and Torres Strait
Islander health, with the aim of achieving further
improvements in the accessibility of mainstream
programs.

Secondly, with a partnership across
government, this Department has commenced
working with other Departments on possible
whole of government initiatives in which
agencies are exploring ways to work more
collaboratively and achieve a more coordinated
approach to working with communities.

Thirdly, in partnerships with the community
sector, through programs aimed at improving
access to primary health care and providing
better services, the Department of Health and
Ageing is committed to addressing the inequity
and disadvantage experienced by Aboriginal and
Torres Strait Islander people.Aboriginal and
Torres Strait Islander health is best fostered in an
environment where communities are empowered
to participate both in the development and
delivery of health care services.This enables
Aboriginal and Torres Strait Islander peoples, at
both the individual and community levels, to
influence local health services.

Life expectancy at birth for Indigenous
Australians in the period 1998–2000 was estimated
to be 56 years for males and 63 years for females,
compared with the all-Australian estimates of 77
years for males and 82 years for females.At this
stage it is not possible to provide reliable trend data
for Indigenous life expectancy due to inadequacies
with the quality of the data. Moreover,
improvements in health status that can be reflected
in national statistics (for example, life expectancy)
will take time to develop.3 International experience
shows that a long history of consumer involvement
and widespread access to comprehensive primary

health care are important in bringing health
improvements over time.

Developing Infrastructure

National Aboriginal and Torres Strait Islander
Health Council—progress on the National
Strategic Framework for Aboriginal and Torres
Strait Islander Health
The National Aboriginal and Torres Strait
Islander Health Council provides expert advice
to the Commonwealth Minister for Health and
Ageing on Aboriginal and Torres Strait Islander
health policy and planning.The Health Council
was reconstituted in 2001–02 and current
membership comprises the Commonwealth
Government, the Australian Health Ministers’
Advisory Council, the National Aboriginal
Community Controlled Health Organisation, the
Aboriginal and Torres Strait Islander
Commission, the Torres Strait Regional
Authority, the Australian Indigenous Doctors
Association, the Congress of Aboriginal and
Torres Strait Islander Nurses, the National Health
and Medical Research Council (ex-officio), and
three Indigenous Australians with expertise in
Aboriginal and Torres Strait Islander health
appointed in their own right by the Minister.

As one of its key roles, the National
Aboriginal and Torres Strait Islander Health
Council continues to oversee the development of
the National Strategic Framework for Aboriginal and
Torres Strait Islander Health (formerly the National
Aboriginal and Torres Strait Islander Health Strategy).
The development of the Strategic Framework
has taken longer than initially anticipated due to
a lengthy consultation process in which 71
written submissions were received and 12 face-
to-face consultation meetings were held across
Australia.

At its December 2001 meeting, the Council
considered stakeholder comments and agreed to
refocus the document so that it would be
significantly shorter, outline priority areas for
action and be clearly focused on setting a
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framework for action by governments.The
following were agreed as immediate priorities for
action:

• strengthening comprehensive primary health
care;

• the protection of children from abuse and
violence (including sexual abuse);

• response to alcohol, substance and drug
misuse;

• emotional and social wellbeing;
• male health;
• nutrition and physical activity;
• maternal and child health;
• oral health; and
• prison health, corrections and juvenile

justice.
In June 2002, a final draft was provided to
Framework Agreement partners for comment
before it is formally provided to Health Ministers
for Cabinet endorsement in late 2002 and
circulated to Health Ministers for signature in
early 2003.

Agreements on Aboriginal and Torres Strait
Islander Health (Framework Agreements)
The Agreements on Aboriginal and Torres Strait
Islander Health (Framework Agreements) in each
State and Territory commit the signatories (the
Commonwealth and State and Territory
Governments; the Aboriginal and Torres Strait
Islander Commission; and the Aboriginal
community controlled health sector) to work
together in four key areas:

• increased level of resources allocated to
reflect the level of need;

• joint planning;
• access to both mainstream and Aboriginal

and Torres Strait Islander specific health and
health related services which reflect their
higher level of need; and

• improved data collection and evaluation.
The Torres Strait and Northern Territory already
have renegotiated Framework Agreements in
place.A new South Australian Framework
Agreement was signed by all parties in August
2001 and a new Queensland Agreement was

signed by all parties on 12 June 2002.The
partners in other jurisdictions are currently
renegotiating their Agreements.The signing
process has commenced in Victoria and Tasmania
and continues to be negotiated in New South
Wales and the Australian Capital Territory.

Primary Health Care Access Program
There has been continued progress with the
implementation of Primary Health Care Access
Program (PHCAP) in the last 12 months.

The PHCAP Memorandum of Understanding
(MoU) between the Commonwealth and South
Australia was signed in October 2001. Planning
has commenced in the five approved zones in
South Australia. Funding for some initial capital
was approved during the year.

The PHCAP MoU between the
Commonwealth and the Northern Territory was
signed in October 2001.A significant portion of
the upfront development work has been
undertaken in Central Australia (Northern
Territory) including the development and
implementation of a community information and
negotiation process and the establishment of zone
steering committees to select planning
consultants. Five zones have been approved.

Negotiations with the Queensland State
Government have progressed well and it is
expected that a PHCAP MoU will be completed
early in 2002–03. Funding was provided to
establish the Cape York Regional Health Forum.
Five zones have been approved for
implementation.

Progress has been made in commencing the
implementation of the program in other
jurisdictions.The Top End (Northern Territory)
and Western Australia have agreed in principle to
work jointly with the Commonwealth on
implementing PHCAP and Victoria is close to
agreement.Two zones were approved in the Top
End. Further negotiation on reform and
implementation agreements (ie PHCAP MoU)
has begun along with work on developing local
arrangements for the implementation of the
program.
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Remote Communities 
In 2001–02 an additional two remote
communities received funding from the Remote
Communities Initiative program. Forty-four
communities have been approved for assistance.
These communities are located in five States and
Territories:Western Australia, South Australia,
Queensland, New South Wales and the Northern
Territory. Of the 44 communities approved for
assistance, 42 have had service arrangements and
funding approved.

Two further projects in remote communities
were completed and an additional two projects
commenced under the collaborative Aboriginal
and Torres Strait Islander Commission (ATSIC)
Army Community Assistance Program (AACAP)
funded jointly by ATSIC and the Department of
Health and Ageing.The AACAP projects aim to
improve living conditions and access to health
services through upgrades of power, water,
sewerage, roads, airstrips, community housing,
and health facilities.

Fringe Benefits Tax
In March 2001, the Government announced the
decision to allocate $43.7 million over four years
in additional funding to enable not-for-profit

Indigenous organisations to continue to offer
competitive salary packages to their staff
following the introduction of the Fringe Benefits
Tax (FBT) concessional benefits limit. Payments
of the FBT supplementation funding for the first
year have been made to Indigenous health
organisations thereby enabling these organisations
to meet their 2001–02 FBT liability to the
Australian Tax Office.

Capital Works
Following the comprehensive technical review of
all funded Indigenous health service organisations
throughout 1999–2000, the National Indigenous
Health Infrastructure Plan was finalised in
January 2002.A key component in the plan was
the development of a priority listing for all
identified capital works requirements over the
next four years.Table 7.1 identifies the number
of primary and secondary Aboriginal and Torres
Strait Islander health service sites funded by the
Department.

The Office has continued with its
commitment to improve quality health services
within Indigenous Communities with a
significant investment in expanding and
developing health infrastructure. One hundred
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Table 7.1. Department-funded Primary and Secondary Aboriginal and Torres
Strait Islander Health Service Sites as at 30 June 2002

Total Primary Total Secondary Total Primary and
State/Territory Health Sites Health Sites Secondary Sites

ACT 7 37 44

NSW 34 0 34

NT 40 18 58

QLD 45 0 45

SA 24 0 24

TAS 5 2 7

VIC 25 0 25

WA 36 42 78

Total 216 99 315

Primary Site: where the organisations funded by OATSIH have their headquarters or centre of administration which is determined by the
mailing address.The Primary Site may or may not provide health and/or substance use services.
Secondary Site: located away from the Primary Site and also delivers health services (eg clinics or other places that provide health and/or
substance use services)



and eleven projects with a total value of 
$67.5 million are currently in progress.

In 2001–02, the Minister approved 39 new
projects for health/substance use facilities ranging
in scope from the major redevelopment and
upgrades of existing infrastructure through to
minor upgrades/developments with a total
commitment for the year of $13.35 million.

The Office continues to maintain relationships
with ATSIC through the maintenance of two
Memoranda of Understanding (MoU) for the
planning and provision of doctors, nursing and
health care staff housing in rural and remote
areas.The MoU recognise the opportunities for
improving the cost effectiveness of projects by
integrating Departmental projects into existing
ATSIC programs.

Improving Access to the Mainstream Health
System
Work has continued on streamlining the
Medicare Benefits Schedule (MBS) arrangements
so that they are more accessible to Aboriginal
and Torres Strait Islander people and service
providers.

Under Section 19(2) of the Health Insurance
Act 1973 doctors employed by exempted
Aboriginal Health Services (AHS) are able to
access the Medicare Benefits Schedule, assisting
the delivery of comprehensive primary health
care.A trial to further streamline billing
arrangements in remote settings has been
undertaken in a large remote Aboriginal and
Torres Strait Islander primary health care service.

Special arrangements under Section 100 of
the National Health Act 1953 allow for supply of
pharmaceuticals covered by the Pharmaceutical
Benefits Scheme (PBS) to clients of remote area
Aboriginal Health Services. Clients are able to
receive medicines directly from the health service
at the time of consultation, without the need for
a normal prescription and without charge.
Section 100 arrangements are in place for remote
Commonwealth funded Aboriginal health
services as well as remote Aboriginal health
services run by the South Australian, Northern
Territory and Queensland governments.

Section 100 negotiations with Western Australia
are well advanced.

Approval has also been given for Medicare to
be payable for pathology services arising from
health screening programs for certain conditions,
conducted by all Aboriginal Community
Controlled Health Services, and State and
Territory AHS in Central Australia, under
subsection 19(5) of the Health Insurance Act 1973.
Medicare is payable for pathology arising from
health screening programs for the detection and
management of sexually transmissible infections,
diabetes and renal or cardiovascular disease in
Aboriginal and Torres Strait Islander
communities.

From 1 May 2002 all people seeking access to
PBS medicines are required to provide their
Medicare card.An Indigenous specific
communication strategy was developed to ensure
this requirement was communicated effectively
to Indigenous communities. In addition, special
procedures were developed to take effect on
occasions when a Medicare card is not provided,
or its details not recorded by a pharmacist.

The Department has been working with the
Health Insurance Commission and stakeholders
to implement a voluntary Indigenous Identifier
to better assess access to mainstream Medicare
services.

Patient Information and Recall Systems
In 2001–02, the Department provided funding to
an additional 25 organisations to implement or
expand patient information and recall systems,
resulting in 70 per cent of Aboriginal and Torres
Strait Islander health services now using, or
implementing, computerised patient care systems.
These include metropolitan services, remote
clinics and out-stations, with the number of
workstations available for health staff now
exceeding 650.

Health Financing
The report Expenditures on Health Services for
Aboriginal and Torres Strait Islander People, 1998–99
was published in August 2001.The report
showed a real increase of at least 15 per cent in
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Indigenous funding compared with a 10 per cent
increase for the general population, since the
previous triennial report.The report makes
recommendations in relation to data
improvements that have been referred by the
Australian Health Ministers’Advisory Council
(AHMAC) to the National Health Information
Management Group for action by the National
Advisory Group for Aboriginal and Torres Strait
Islander Health Information and Data.4 The
Commonwealth is working with State and
Territory Governments and Indigenous
stakeholders to achieve further data
improvements as part of the development of a
third report.

Aboriginal and Torres Strait Islander Health
Workforce 
A competent health workforce is integral to
ensuring that the delivery of primary health care
is able to meet the needs of the Aboriginal and
Torres Strait Islander population.5 To address this
need, the Department has worked in partnership
with key stakeholders to facilitate and develop a
skilled Indigenous health workforce across the
range of health settings.The principal mechanism
will be the implementation of the Aboriginal and
Torres Strait Islander Health Workforce National
Strategic Framework (Workforce Strategic
Framework).The Framework is a 10-year plan to
improve training, recruitment, support and
retention of appropriately skilled health
professionals, health service managers and health
policy officers in both mainstream and
Aboriginal and Torres Strait Islander specific
services.The guiding principles of the Workforce
Strategic Framework are consistent with the
1989 National Aboriginal Health Strategy. In
May 2002,AHMAC endorsed the five objectives
of the Workforce Strategic Framework.

In 2001–02 OATSIH established a number of
initiatives in promoting an Indigenous health
workforce and training that focussed on
increasing the number of Indigenous medical and

nursing students through targeted scholarships
and working closely with the tertiary sector.
These initiatives include:

• the provision of eight Puggy Hunter
Memorial Scholarships; and

• two separate working groups to develop
strategies to include Indigenous health in
medical and nursing curricula.

In December 2001, the Final Report of the
Evaluation of the Health Service Management Training
for Aboriginal and Torres Strait Islander People was
completed.The recommendations provide some
key directions for the implementation of health
service management strategies within the
Workforce Strategic Framework.

The outcomes of the Aboriginal and Torres
Strait Islander Health Worker Training Review
were also incorporated into the Workforce
Strategic Framework. Importantly, work
continues with key stakeholders to address the
training and development needs of Aboriginal
health workers. In 2001–02 the Department
funded over 30 approved training providers to
deliver specifically targeted training and
education opportunities at a basic, post basic and
tertiary level to meet the needs of Aboriginal
health workers and the Aboriginal and Torres
Strait Islander primary health care sector.
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4 Relates to Indicator 2.
5 Relates to Indicator 3.

National Indigenous
Cadetship Project

The Department of Health and Ageing
offers cadetships to Aboriginal and Torres
Strait Islander people under the National
Indigenous Cadetship Project. The
initiative provides assistance and work
placement opportunities to Aboriginal and
Torres Strait Islander students studying a
full-time undergraduate degree at an
Australian tertiary institution.



1999–2000 Service Activity Reporting data
showed a total of 895 full time equivalent health
professional positions (doctors, nurses and health
workers) employed by Commonwealth funded
Aboriginal primary health care services.This
included 143 doctor positions, 191 nurse
positions and 561 Aboriginal Health Worker
positions. In addition, there were 53 full time
equivalent Community Development
Employment Program positions and visiting
health professional positions (13 doctor positions,
11 nurse positions and 29 Aboriginal health
worker positions).

Improving Data 
The Department continues to work closely with
the Australian Bureau of Statistics (ABS) on the
design of a number of data collections to ensure
they produce key statistics on Aboriginal health
and welfare and to improve the availability of
quality data in this area. Current work includes
contributing advice and funding for an enhanced
National Health Survey.As a result of this
initiative, the National Health Survey in 2001
and 2004 collected and will collect sufficient data
from the Indigenous population for some
national statistics to be produced on Indigenous
health and service use.The Department is also
working with the ABS on the development of
the new Indigenous Social Survey which will
bring together statistics on income, housing,
education, employment and health.

During 2001–02, key statistics on the services
provided by Commonwealth funded Aboriginal
primary health care services were collected for
use in policy development and planning by the
services, the health sector, the National
Aboriginal Community Controlled Health
Organisation (NACCHO) and Government.
These statistics are collected through the annual
Service Activity Reporting (SAR) questionnaire,
a joint Department and NACCHO initiative.
SAR data for 1999–2000 showed that 94 per
cent of Commonwealth funded Aboriginal
primary health care services routinely

implemented population health promotion
and/or education programs.

In 2001–02 comprehensive data was published
for the first time on the activities of
Commonwealth funded stand-alone Indigenous
substance use services—the Drug and Alcohol
Services Report.The 1999–2000 survey shows that
79 per cent of services provided community
based education and prevention activities; 72 per
cent provided residential rehabilitation care; and
62 per cent provided non-residential counselling.
This was for a service population of
approximately 400,000 people.

On a national level, the Department continues
to work closely with other Commonwealth
jurisdictions to improve data and information
about Indigenous health.6 All health departments
report annually against a set of National
Performance Indicators for Aboriginal and Torres
Strait Islander Health.

Health Research
The Aboriginal and Torres Strait Islander
Research Agenda Working Group (RAWG) is a
sub-committee of the National Health and
Medical Research Council’s (NHMRC)
principal committee, the Strategic Research
Development Committee, and is jointly
supported by the NHMRC and OATSIH.At its
April 2002 meeting, the RAWG endorsed a draft
strategic framework for Indigenous health
research, known as the Road Map.The Road
Map is intended to guide Indigenous health
research through the NHMRC and nationally.
This is the first time such a framework has
existed and is the result of intensive work by the
RAWG.The Road Map identifies major themes
and approaches for Aboriginal and Torres Strait
Islander research. National stakeholders in health
research have expressed support for the
implementation of the Road Map.
Representatives of Aboriginal and Torres Strait
Islander communities, the research community,
users and organisations that fund research have
been involved in broader consultations.
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Targeted Health Strategies 

Substance Use
The Central Australian Cross Border Reference
Group on Volatile Substance Use, established in
March 2002, exemplifies the collaborative
approach taken by the Department in its aim to
build a framework which provides for better
cooperation and coordination on the issue of
petrol sniffing.The Department provides
secretariat and logistical support to the Group.

The Department’s approach sits within an
overall framework for substance use and involves:

• supply initiatives (such as substitution of
Avgas for petrol in relation to petrol
sniffing);

• prevention (such as education or sport and
recreation programs);

• early intervention (such as night patrols,
counselling and outstation program); and

• treatment approaches (residential
rehabilitation, group work, counselling).

Following the publication of the National
Recommendations for the Clinical Management of
Alcohol Related Problems in Indigenous Primary
Health Care Settings, Professor Ernest Hunter and
the University of Queensland were contracted to
run a series of workshops for general
practitioners to raise awareness and encourage
application of the recommendations in clinical
settings.As a result of the success of the initial
trials in Queensland, the program was rolled out
nationally, achieving similar levels of success.

Several publications were undertaken during
the year as part of an early intervention and
prevention agenda.The Moyle Report—The
Scoping Exercise Concerning the Delivery of Health
Services to Aboriginal and Torres Strait Islander
Peoples in Judicial and Custodial Settings was
distributed nationally; and the evaluation of the
brief intervention flip chart— Talking about
Alcohol with Indigenous Patients—was produced for
departmental use.

Emotional and Social Wellbeing
The Department continued funding over 20
emotional and social wellbeing services and a

range of related projects around Australia
including the ongoing development of 16
regional centres that provide training and
workforce support.The Department also
continued its funding of Bringing Them Home
counsellors nationally to over 100 full time
positions, providing support for individuals,
families and communities affected by past
policies of the forced removal of children.

In addition to funding Bringing Them Home
counsellors a recent initiative of the
Department, the Bringing Them Home
Innovative Grants Program, seeks to address the
needs of those affected by past policies and
programs, by offering alternative meaningful and
culturally significant approaches to healing. It
recognises that some Aboriginal and Torres Strait
Islander people are not always comfortable with
one-to-one counselling as a method of healing.
For example, in 2001–02 the Department
funded projects such as return to country, or
return to the place or institutions where
members were raised, story-telling in publication
about people’s lives and an art-as-therapy
program.

Male Health
The Department is actively engaged in the
Working Group for the National Framework for
Improving the Health and Wellbeing of
Aboriginal and Torres Strait Islander Males.The
Framework aims to facilitate improved responses
to Aboriginal and Torres Strait Islander issues
within existing policy and planning arrangements
—including both Aboriginal and Torres Strait
Islander specific and mainstream systems.

The report Indigenous Male Health by Dr Mark
Wenitong has been completed and is planned for
distribution later in 2002.The report identifies
specific health issues, areas of need, research and
models that may be beneficial to the
improvement of Aboriginal and Torres Strait
Islander male health.As a resource for
governments, planners, communities and other
networks, the report is for the consideration of
all relevant stakeholders.
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Preventable Chronic Diseases
Work has progressed in developing the evidence
base for the early detection and management of
chronic diseases in Aboriginal and Torres Strait
Islander peoples. Planning for a two-year
continuous improvement program and evaluation
for existing pilot projects in the Northern
Territory was completed. End stage renal disease
is an emerging priority for Aboriginal and Torres
Strait Islander peoples. During 2001–02, the
Department focussed on the development of
policy options in addressing this issue. Due to the
range of developments in mainstream areas in
relation to chronic diseases, the role of a specific
framework for Aboriginal and Torres Strait
Islander peoples is being reassessed. It is
anticipated that in 2002–03 testing of evidence
based models for service delivery in chronic
disease in the Aboriginal community controlled
health service context will begin. Information
from these initiatives will inform future policy
directions in this regard.

Eye Health
In September 2001, the Department published
the Specialist Eye Health Guidelines for use in
Aboriginal and Torres Strait Islander Populations, an
evidence-based clinical practice guideline for the
provision of specialist eye care in rural and
remote communities.The tender process to
engage a consultant to undertake a review of the
implementation of the National Aboriginal and
Torres Strait Islander Eye Health Program was
completed during 2001–02, and the review will
be undertaken during 2002–03.

Hearing Health
The Recommendations for Clinical Care Guidelines
on the Management of Otitis Media in Aboriginal and
Torres Strait Islander Populations was released and
distributed to Aboriginal and Torres Strait
Islander agencies, medical, nursing and health
workers, Commonwealth and State and Territory
Governments, and research institutions.Also, in
August 2001, a national seminar was held to
familiarise key subject matter experts with a
systematic and effective management approach to

otitis media in Indigenous populations.The
seminar provided the opportunity to engender
support and cooperation for implementation of
the guidelines.

An independent review of Commonwealth-
funded ear health and hearing services for
Aboriginal and Torres Strait Islander people was
received in June 2001. Following the review,
further consultations were undertaken with a
group of experts to consider emerging issues
beyond the scope of the Review’s Terms of
Reference. Based on the consultant’s findings, key
submissions to the Review, comments of an
expert group and further stakeholder
consultations, work on a report proposing a plan
for future strategies for Commonwealth-funded
hearing services commenced.The report will 
be completed for Ministerial consideration early
in 2002–03.

Immunisation
The National Indigenous Pneumococcal and
Influenza Immunisation Program, managed by
the Department under annual bilateral
agreements, provided funds to States and
Territories to purchase pneumococcal and
influenza vaccines for Indigenous Australians
aged 50 years and over and those aged between
15 and 49 years where risk criteria are met.

To support the program, the Department
developed a communication and education
package specifically targeting Aboriginal and
Torres Strait Islander people.An increasing
emphasis is being placed on encouraging and
facilitating collaborative approaches between
providers in regional groupings, and moving
towards a ‘whole of life’ theme to promoting
pneumococcal vaccines and Australian Standard
Vaccination Schedule vaccines in general.The
Department commenced work on developing a
comprehensive monitoring and surveillance
framework for this program.

Following approval for use in Australia of a
new conjugate pneumococcal vaccine (Prevenar),
suitable for children under two years of age, the
National Childhood Pneumococcal
Immunisation Program commenced from 1 June
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2001 in the Northern Territory.The program
was rolled out in other States and Territories
from October 2001 onwards. Outcome 7 worked
collaboratively with Outcome 1 in the
development of the implementation,
communication and education strategies for this
program. Funds were provided to State and
Territory health departments to purchase
vaccines for children at high risk of contracting
invasive pneumococcal disease.

Sexual Health 
The Department has worked closely with the
Indigenous Committee of the Australian
National Council for AIDS, Hepatitis C and
Related Diseases (ANCAHRD) to strengthen
collaborative planning and identify priorities for
research and action in the area of Aboriginal and
Torres Strait Islander sexual health.

This collaboration with ANCAHRD’s
Indigenous Australians’ Sexual Health Committee
has produced several major initiatives over the last
12 months. Chief among them is the
Implementation Plan to guide the effective
implementation of the National Indigenous
Australians’ Sexual Health Strategy until 2003–04.

Another achievement was the ‘Mapping
Indigenous Risk’ workshop convened in Sydney
in July 2001.This successful workshop brought
together researchers, planners and academics to
discuss principles and priorities for research in
Aboriginal and Torres Strait Islander
communities.A mandatory quorum to guarantee
a minimum 50 per cent Indigenous participation
ensured open and lively debate that will help set
the research agenda for Indigenous sexual health.

The Donovanosis Eradication Project was
implemented in the Northern Territory,
Queensland and Western Australia. Four project
officers are now employed and supported to
coordinate screening and treatment activities
across northern Australia.

The Nucleic Acid Amplification/Polymerase
Chain Reaction Program continues to make
appropriate sexually transmissible infections (STI)
pathology testing technology available to
Aboriginal and Torres Strait Islander people,

specifically those living in remote communities.
The Department works in partnership with
Northern Territory, Queensland, New South
Wales and Victorian health departments to
increase early detection, treatment and care of
STIs.

The Department has engaged the AHMAC
process to ensure ongoing support for the Tri-
State HIV and STI Prevention Project that is
jointly funded by the Department of Health and
Ageing and the governments of South Australia,
Western Australia and the Northern Territory.
Each of the four funding jurisdictions are
committed to funding the project’s critically
important work—undertaking research and
development and acting as a regional resource for
the health services in the cross-border region of
Central Australia.

Child and Maternal Health
In relation to Aboriginal and Torres Strait
Islander child and maternal health, existing
population health approaches include the
National Cervical Screening Program and the
National Advisory Committee (NAC) to
BreastScreen Australia.The NAC has endorsed
the Barriers to Breast Cancer Screening for
Indigenous Women Strategy that aims to reduce
barriers to participation of Indigenous women in
the program.

In 2001–02, the Department commenced
development of an Aboriginal and Torres Strait
Islander Child and Maternal Health Framework.
This framework aims to contribute to
coordinated, evidence-based approaches
informing and complementing mainstream child
and maternal health service delivery across all
sectors of government and will complement
other national approaches to early childhood
health and wellbeing, such as the National Child
Nutrition Program.

In recognition of the many successful initiatives
in the Aboriginal Community Controlled Health
sector, the Department has recently approved
funding for the Townsville Aboriginal and Islander
Health Service to continue its successful Child
and Maternal Health Program in the 2002–03
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financial year.This is the first of a number of
planned exemplar sites for Aboriginal and Torres
Strait Islander child and maternal health delivered
through primary health care approaches. It is
envisaged these sites will form part of an initiative
to help inform child and maternal health policy
development processes, and provide models of
good practice for service providers.

The Department continues to fund the
Ngaanyatjara Pitjantjatjara Yankunytjatjara
Women’s Council in the Central Australian
Region for the purpose of facilitating the
Healthy Women Strong Families Nutrition
Project for mothers, babies and other carers.

The Department also provides funding to the
Kulunga Research Network, which is in the early
stages of developing a collaborative, child and
maternal health research, information and training
network.The network involves the Institute for
Child Health Research in Perth and member
services of the Western Australian Aboriginal
Community Controlled Health Organisation.The
network manages the Bibbulung Gnarneep—
Building Solid Kids Project.The project involves a
study of a cohort of mothers during pregnancy
and their babies during the first two years of life
looking at Sudden Infant Death Syndrome (SIDS)
risk factors and other defining health issues.A
second phase involves home visits to provide
access to medical appointments and regular
antenatal checks, information and education
(reducing the risk of SIDS) and to provide cultural
support and advocacy.

Improving Communication
The Department has a well-established
communications strategy to improve and
maintain communication links with the public
and community groups in urban and remote
locations. In 2001–02 this was achieved through:

• the continued development and
maintenance of the Office for Aboriginal
and Torres Strait Islander Health website at:
<www.health.gov.au/oatsih/index.htm>;

• the sponsorship of the Australian Indigenous
HealthInfoNet site at:
<www.healthinfonet.ecu.edu.au>;

• the publication and distribution of the
Indigenous Health Matters newsletter;

• the completion of the trial of touch screens
as a source of health information in
Aboriginal and Torres Strait Islander
primary health care settings which have
proven to be a useful method of
information dissemination;

• attendance by departmental officers at the
Indigenous Health Policy Short Course to
increase the understanding of staff (across
the whole Department) so that mainstream
programs are better targeted to the health
needs of Indigenous Australians.The course
is conducted in collaboration with the
University of Queensland and aims to
provide a background to contemporary
Indigenous health issues and explores how
cultural, socioeconomic and political factors
influence national Indigenous health 
policy; and

• the publication of Better Health Care: Studies in
the successful delivery of primary health care services
for Aboriginal and Torres Strait Islander Australians
in October 2001. Better Health Care defines
the concept of comprehensive primary health
care, provides national and international
evidence of the effectiveness of this approach
in improving health outcomes of Indigenous
Australians, and illustrates the success of this
approach through a series of case studies on
successful health service interventions.The
report also provides a description of the sorts
of approaches that are likely to be effective in
primary health care for Aboriginal and Torres
Strait Islander peoples.
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Outcome 7: Financial Resources Summary
1 (A) (B) 

Budget Actual Variation
Estimate Expenses (Column B 2 Budget 

2001/2002 2001/2002 minus 2002/2003 
$'000 $'000 Column A) $'000

Administered Expenses

Administered Item 1: Services in Aboriginal & 
Torres Strait Islander communities
Appropriation Bill 1/3 181,485 184,441 2,956 212,454
Appropriation Bill 2/4 - - - -

181,485 184,441 2,956 212,454

Administered Item 2: Infrastructure to support the 
development & operation of high quality health care
services for Aboriginal & Torres Strait Islander people
Appropriation Bill 1/3 18,451 17,280 (1,171) 18,784
Appropriation Bill 2/4 - - - -

18,451 17,280 (1,171) 18,784

Total Administered Expenses 199,936 201,721 1,785 231,238

Departmental Appropriations

Output Group 1—Policy Advice 6,317 6,389 72 6,372
Output Group 2—Program Management 15,867 16,048 181 16,001

Total price of departmental outputs 22,184 22,437 253 22,373
(total revenue from Government & other sources)

Total revenue from Government (appropriations) 21,963 21,988 25 22,147
contributing to price of departmental outputs

Total revenue from other services 221 449 228 226

Total price of departmental outputs 22,184 22,437 253 22,373
(total revenue from Government & other sources)

Total price of outputs for Outcome 7 22,184 22,437 253 22,373
(total revenue from Government & other sources)

Total estimated resourcing for Outcome 7 222,120 224,158 2,038 253,611
(total price of outputs & admin expenses)

Average Staffing Level (Number) 2001–02
Department 239

1 Full-year budget, including additional estimates.
2 Budget prior to additional estimates.



– 235 –

OU
TC

OM
E7

Performance Information for Administered Items 

1. Services in Aboriginal and Torres Strait Islander communities which provide:
• comprehensive primary health care services, eg population health programs, clinical care,

screening, immunisation, health education and promotion, counselling and specific
programs such as sexual health, mental health, substance misuse prevention; and

• substance misuse residential rehabilitation services.

Quality:

75% of primary health care services
using computerised client information
systems.

Measure met.

20% of substance misuse rehabilitation
services participating in quality
assurance programs.

Target partially met.The Quality Assurance Pilot is
currently being run out of South Australia, with all of the 6
Indigenous Substance Use Services participating—100% for
South Australia.The South Australia pilot will inform future
funding of a national rollout for quality assurance processes
within services. Nationally the current percentage is
approximately 10%.

Quantity:

At least 1,000,000 episodes of care
provided.

Target met.

At least 190 organisations providing and
or purchasing primary health care.

Target met. 184 Community Controlled Health and/or
Substance Use Services receive departmental funding. In
addition, the Department funded 7 local Government
traditional council or community councils, 10 State
Government health services, and 9 community controlled
umbrella organisations.

At least 20 communities benefiting
from new or expanded services as a
result of the Primary Health Care
Access Program.

Target met.Total communities benefiting: 55.
14 communities benefited from Primary Health Care
Access Program through the continuation of the former
Aboriginal Coordinated Care Trials at 4 sites
(Bunbury/Perth,Wilcannia,Tiwi and Katherine West).
Another 17 communities benefited through the
commencement of capacity building and planning activities
in Cape York Queensland.A total of 24 communities spread
through five health zones in South Australia, benefited
through the commencement of local area strategic
planning, which identifies health needs and gaps in current
health service delivery.
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Performance Information for Administered Items—7.Aboriginal and Torres Strait Islander Health (cont)

Measure Result

In collaboration with other agencies,
projects to improve living conditions in
at least 2 remote communities.

Target met.The communities are:
• Yaralin/Lingara; and
• Amanbidji.

At least 39 community controlled
health services undertaking a range of
prevention, early intervention and
treatment in relation to substance
misuse.

Target met.The Department funded 65 Aboriginal and
Torres Strait Islander Substance Use services, of which 42
are stand-alone services.The remaining 23 are part of
Primary Health Care Services.

At least 26 community controlled health
services providing substance misuse
residential rehabilitation services.

Target met.At least 32 residential rehabilitation programs
are provided under the Department’s Aboriginal and Torres
Strait Islander Substance Use Program.

16 clinic redevelopments/improvements
and 9 health staff houses in remote
areas.

Target partially met.The targets were not met this year due
to complexities associated with managing capital projects in
remote Indigenous communities. Factors such as the
weather, a limited market for builders in remote areas and
delays associated with the supply of materials impacted on
our ability to meet the target. Eight clinic
redevelopment/improvements and three health staff houses
were completed and several projects are close to
completion.

Proportion of funded services routinely
implementing population health
promotion and education programs to
increase to 50% of services by June 2002.

Target met.

At least 80 mental health counselling
positions.

Target met. Over 100 Bringing Them Home counsellor
positions have been funded.
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Performance Information for Administered Items—7.Aboriginal and Torres Strait Islander Health (cont)

Measure Result

5% reduction in the number of funded
services reporting difficulty with the
management of human or financial
resources, or equipment.

The Office worked with 14 organisations who had
experienced management or administrative difficulties
during 2001–02 (7% of all organisations funded).This
represents a decrease of 7% on last year.

Increased proportion of primary health
care services implementing screening.

Measure met.

Provision of resources to provide active
Indigenous community participation
and advocacy in policy planning and
implementation.

Measure met. Funding provided to National Aboriginal
Community Controlled Health Organisation for national 
representation needs.

Improved availability and quality of
data/information on current and future
workforce needs.

Strategies have been adopted through the Aboriginal and
Torres Strait Islander Health Workforce National Strategic
Framework to improve the quality of data and information.
For example, the Workforce Strategic Framework will
facilitate the development of a methodology for nationally
consistent formulation of indicative workforce ratio targets
across the whole range of health professions.

2. Infrastructure to support the development and operation of high quality
health care services for Aboriginal and Torres Strait Islander peoples, including:

• workforce development;
• specific health strategies;
• data, evaluation and research; and
• support for advocacy and representation.

Quality:

Quantity:

At least 30 organisations funded to
provide training and education programs,
recruitment and support services.

Target met.

At least 25 projects to provide
information and/or improve the quality
of data on Aboriginal and Torres Strait
Islander health and mental health client
needs and/or service provision issues.

Target met.
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Performance Information for Departmental Outputs

1. Policy advice in relation to providing policy advice on improving the access
of Aboriginal and Torres Strait Islander peoples to comprehensive and effective
primary health care for Indigenous peoples.

Measure Result

Quality:

A high level of satisfaction of the
Ministers, Parliamentary Secretary and
Ministers’ Offices with the relevance,
quality and timeliness of policy advice,
Question Time Briefs, Parliamentary
Questions on Notice and briefings.

The Ministers and Parliamentary Secretary are all satisfied
with the quality (and timeliness) of the Department’s policy
advice.
The Office of Aboriginal and Torres Strait Islander Health
brokered an excellent series of initial meetings with
Indigenous stakeholders both in Canberra and during
Ministerial visits during the first six months of 2002. This
support has fostered numerous strong relationships with key
Indigenous individuals and groups.They were instrumental
in furthering the Coordinated Care Trials and the Primary
Health Care Access Program agenda.A number of
Framework Agendas were signed during this period, also
testament to a high degree of collaboration with a number
of stakeholders.
This year we have worked to strengthen the links with the
National Health and Medical Research Council through a
staged approach to announcements and development of a
calendar of key dates.

Agreed timeframes are met for
responses to ministerial
correspondence, Question Time Briefs,
Parliamentary Questions on Notice and
ministerial requests for briefing.

Agreed time frames were met for:
• 90% of ministerial correspondence;
• 76% of Question Time Briefs;
• 100% of Parliamentary Questions on Notice; 7 and
• 85% of ministerial requests for briefings.

7 This figure includes only the questions from the Senate and House of Representatives and not questions from the Community
Affairs and Legislation Committee during Senate Estimates hearings.
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A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

The OATSIH website, Indigenous Health Matters newsletter,
and Better Health Care, a document highlighting achievements
and good practice in Indigenous health, have all contributed
to improved communication to stakeholders.
In a survey conducted by the Department, the newsletter
was given a rating of 7 or above out of 10 by the majority
of respondents who felt that overall the newsletter is useful
and informative.

Timely production of evidence-based
policy research to inform and engage
stakeholders in meaningful policy and
program discussions.

Better Health Care: Studies in the Successful Delivery of Primary
Health Care Services for Aboriginal and Torres Strait Islander
Australians published in October 2001 and over 3,500
copies distributed nationally.

Quantity:

Performance Information for Departmental Outputs—7.Aboriginal and Torres Strait Islander Health (cont)

Measure Result

160–190 responses to ministerial
correspondence, 25–35 Question Time
Briefs, 2–4 Parliamentary Questions on
Notice, 30–40 ministerial requests for
substantial briefings.

Responses were prepared for approximately:
• 143 items of ministerial correspondence;
• 30 Question Time Briefs;
• 1 Parliamentary Questions on Notice; 8 and
• 26 ministerial requests for briefings.

8 This figure includes only the questions from the Senate and House of Representatives and not questions from the Community
Affairs and Legislation Committee during Senate Estimates hearings.

A high level of stakeholder satisfaction
with the quality and timeliness of
Departmental/Portfolio inputs to
national policy, planning and strategy
development and implementation.

Measure met. During the year, the Department provided
input through a range of mechanisms including
coordination of national strategy development (eg
development of the National Strategic Framework for
Aboriginal and Torres Strait Islander Health and the Aboriginal
and Torres Strait Islander Health Workforce National Strategic
Framework), input into strategy development and
implementation (eg Government Response to the
Commonwealth Grants Commission Funding Inquiry and
National Alcohol Guidelines), as well as through provision
of information to key advisory bodies (including the
Australian Health Ministers’Advisory Council and the
National Aboriginal and Torres Strait Islander Health
Council). Generally stakeholders indicated
Department/Portfolio advice and input was of high quality
and provided in a timely manner.
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Budget predictions are met and actual
cash flows vary less than 5% from
predicted cash flows.

Measure met.

Performance Information for Departmental Outputs—7.Aboriginal and Torres Strait Islander Health (cont)

Measure Result

2. Program management including:
• development of improved contracts, tenders and project management;
• development of grant administration framework;
• community liaison and support for the development and implementation of programs;
• effective administration and resource management; and
• financial management and reporting on Outcome 7.

Quality:
A high level of stakeholder satisfaction
with the timely development and
implementation of national strategies.

At the request of stakeholders, the consultation process on
the National Aboriginal and Torres Strait Islander Health
Strategy—Draft for Discussion February 2001 was
extended from October 2001 to February 2002.At its
December 2001 meeting, the Council considered
stakeholder comments and agreed to refocus the document
(now titled the National Strategic Framework for Aboriginal and
Torres Strait Islander Health) so that it would be significantly
shorter, outline existing national structures and policies, be
cognisant of State and Territory policies and strategies and
include 9 priority areas.
It was also agreed to split the document into 2 parts:

• a short version subtitled Framework for Action by
Governments that details the goal, priorities and key
result areas and would be signed by Health Ministers;
and

• a background document subtitled Context.
In June 2002, a final draft was provided to Framework
Agreement partners for comment before it is formally
provided to Health Ministers for Cabinet endorsement in
late 2002 and circulated to Health Ministers for signature in
early 2003.
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Performance Information for Administered Items—7.Aboriginal and Torres Strait Islander Health (cont)

Measure Result

100% of payments are made accurately
and on time.

All payments made to organisations were paid in 
accordance with approved amounts funding agreements.
66% of payments were made by the due date, compared 
with 61% for the previous year. 87% of payments were 
made within 30 days of the payment falling due,
compared with 84% for the previous year.The 
remaining 13% of payments were withheld due to 
accountability, performance or compliance related 
action taken by the Department.

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

Improved stakeholder satisfaction in relation to 
information and education has been achieved 
through:

• the OATSIH website;
• Indigenous Health Matters newsletter; and
• Better Health Care, a document highlighting

achievements and good practice in Indigenous health.

Quantity:

748 contracts administered. Target met.The Office administered 810 contracts in 
2001–02.



Outcome performance
report 
Outcome 8 is managed within the Department
by the Health Industry and Investment Division.

The Private Health Insurance Administration
Council and the Private Health Insurance
Ombudsman also work towards the achievement
of Outcome 8. Both produce their own 
annual reports.

Major Achievements 

Lifetime Health Cover
Lifetime Health Cover hardship provision
applications closed on 30 June 2002.When the
legislation was implemented, the Government
recognised that some people would experience
circumstances that prevented them from having
hospital cover on 1 July 2000, so transitional
provisions (called hardship provisions) were
included in the legislation.At 30 June 2002,
5,766 applications under the hardship criteria
had been received and 89 per cent or 5,111 had
been finalised.A total of 3,200 applications were
finalised during 2001–02.

Gap Cover Schemes
Figures to 30 June 2002 show that 60.5 per cent
of insured in-hospital services were covered by a
no or known gap arrangement at that time.
This is an overall increase from 40.3 per cent at
30 June 2001 and 1 per cent at 30 June 1998.1

Second Tier Default Benefit
Following industry consultation, revised second
tier health benefit arrangements were
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implemented on 1 August 2001.The new
arrangements ensure that second tier benefits
continue to be provided at a higher rate than the
basic (minimum) default for overnight and day
only hospital treatment in private hospitals and
day hospital facilities which meet essential quality
criteria and do not have contracts with specific
health insurance funds.

Overnight Certification of Day Surgery
Procedures
Pilot trials concluding in December 2001
examined the feasibility of allowing hospital
professionals other than the treating medical
practitioner to sign overnight certification in the
event of a day procedure patient requiring an
overnight stay, thus enabling the payment of
overnight health insurance benefits.The day only
arrangements have been formally changed
following the success of the trials.

Outreach Services
The Department, in consultation with
stakeholders, developed comprehensive guidelines
for outreach services following the passage of
legislation in March 2001.This legislation enables
privately insured, admitted hospital patients to be
treated at home. Outreach services have to meet

these minimum guidelines to be approved.
Eleven hospitals had outreach services approved
during 2001–02.

Challenges 

Podiatric Trials
Following industry consultation, significant
preliminary work has been undertaken to enable
the formalisation of podiatric surgery trials, with
the objective to determine whether podiatric
surgeons may be considered as providing
professional attention for the payment of health
insurance hospital accommodation benefits. Due
to the complexities in establishing cooperative
industry based trials, delays have occurred.This
has meant that a trial has commenced on a
voluntary basis in Western Australia and
consultations are underway to commence trials
in Victoria.

Review of the Private Health Insurance
Ombudsman
There was a further delay in the completion of
the review of the functions of the Private Health
Insurance Ombudsman due to implementation
of other reforms throughout 2000–01 and
2001–02. It is expected to be completed in
2002–03.
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Performance Indicators (Effectiveness Indicators)

Indicator 1:

Affordability of private health
care.

Target:
a. Stabilisation and improvement of private health insurance

participation rates.
Benchmark at 30 June 2000 = 42.8%.

b. Increased proportion of in-hospital services covered by
no/known gap arrangements.
Performance at 30 June 2001 = 40.3%.

c. Stabilisation of age profile of people with private health
insurance.
Benchmark at 30 June 2000 = 89% of people with private health
insurance are under 65.

Information source/reporting frequency:
a. PHIAC Quarterly Report A.
b. PHIAC Quarterly Report on gap arrangements.
c. PHIAC Quarterly Report A.



Outcome summary—the
year in review
In 2001–02, the Department continued to focus
on improving health care options for all
Australians through the ongoing implementation
of reforms to the private health industry.These
reforms are designed to make private health
insurance more competitive and attractive to
consumers.They are part of the Government’s
commitment to giving Australians greater choice
in health care, while ensuring a sustainable and
balanced health system for the future by
supporting a private health sector that
complements the public health system.

The four areas of reform are:
• improved affordability of private health

insurance premiums;
• improved health industry efficiency;
• development of innovative products; and 
• increased consumer awareness, confidence

and choice.

All four areas of reform were identified in the
2001–02 Portfolio Budget Statements.

Improved Affordability of Private
Health Insurance Premiums

The Department has successfully implemented
a broad range of initiatives that have contributed
to improving the affordability of private health
insurance.A key priority has been to continue to
stabilise health fund membership levels and to
encourage new members, hence reducing the
overall costs to consumers.This objective is being
pursued through initiatives such as the Federal
Government 30% Rebate, Lifetime Health
Cover, no or known gap arrangements, informed
financial consent and simplified billing, and the
deregulation of prostheses.

Reflecting affordability of private health
insurance is the level of fund premium increases.
Thirteen out of the 44 health insurance funds
did not increase premiums at all in 2001–02.The
remaining 31 funds increased premiums, resulting
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Indicator 2:

Choice for consumers between
private and public health care.

Target:
a. Increased consumer awareness of private health care services.
b. Increased proportion of in-hospital episodes delivered to

private patients in public and private hospitals.
Benchmark data at 30 June 2000 =32.7%.

c. Maintain access to appropriate rural private hospital services.
Benchmark data at 30 June 2000 = 59 private hospitals operating in
rural Australia.

Information source/reporting frequency:
a. Evaluations of promotional campaigns and telephone

information services.
b. Australian Institute of Health and Welfare Australian Hospital

Statistics.
c. Private hospital administrative data.

Indicator 3:

Complaints regarding access to
appropriate private health care
services.

Target:
Reduced disputes as a proportion of the overall complaints to the
Private Health Insurance Ombudsman.
Benchmark data at 30 June 2000 = 37.7%.

Information source/reporting frequency:
Private Health Insurance Ombudsman Annual Report.

The Department’s performance against these indicators is discussed in the following outcome
summary. Specific references to these indicators are marked by footnote.



in an industry average increase for health fund
members of 6.9 per cent. Of those that did
increase premiums, 26 funds with a combined
membership of 80.3 per cent of all fund
memberships increased premiums below or close
to the industry average of 6.9 per cent.Twelve of
these 26 funds, representing 44.0 per cent of all
fund members, increased premiums by less than 
5 per cent.As a result, many fund members
across Australia experienced premium rises less
than the industry average.

Stabilisation of Participation Rates and Age
Profiles
The 2001–02 year has seen further stabilisation in
participation rates.At 30 June 2000, 8.2 million
people or 42.8 per cent of the Australian
population was covered by hospital insurance.
At 30 June 2001, 8.7 million people or 44.7 per
cent had cover. At 30 June 2002 there remained 

8.7 million people with insurance cover but the
proportion of the population covered had declined
to 44.1 per cent. (Figure 8.1).2, 3 This follows on
from the low point of 30.1 per cent (5.7 million
people) in December 1998, the increase in
participation following the implementation of the
Federal Government 30% Rebate on 1 January
1999 and the introduction of the Lifetime Health
Cover scheme on 1 July 2000.

With the stabilisation of private health
insurance participation rates due to Federal
Government initiatives, the age profile of people
with private health insurance has also continued
to stabilise.The proportion of people with
private health insurance under the age of 65 was
88.7 per cent in June 2002 compared to 89.1 per
cent in June 2001 and 89.0 per cent at June 2000
following the sharp increase in members over the
previous year, and the earlier downward decline
(Figure 8.2).4
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Figure 8.1 Private Hospital Insurance Coverage, March 1996—June 2002 

2 Updated population estimates were released by the Australian Bureau of Statistics during 2001–02. Growth in the Australian
population has reduced the overall proportion of people with private health insurance.
3 Relates to Indicator 1a.
4 Relates to Indicator 1c.



Federal Government 30% Rebate 
The Federal Government 30% Rebate on private
health insurance continued to directly reduce the
cost of premiums to consumers.This program
gives Australians a rebate on the full cost of their
private health insurance premiums no matter
what their level of cover, income or type of
membership.

On 7 May 2002, the Australian National Audit
Office tabled a report to Parliament on a
performance audit of the administration of the
30% Rebate.The report noted that the 30%
Rebate has contributed to increased membership
of private health insurance funds.
Recommendations were also made regarding the
administration of the 30% Rebate, which the
Health Insurance Commission is addressing.

The total cost of assistance delivered under the
Federal Government 30% Rebate for 2001–02
was $2.159 billion, consisting of $1.977 billion
appropriated through the Department of Health

and Ageing and an estimated $182.0 million
administered by the Australian Taxation Office.

Lifetime Health Cover 
In the 1999–2000 Budget, the Government
announced the introduction of Lifetime Health
Cover, which changed the way private health
insurance operates. Lifetime Health Cover is a
long term structural reform designed to
encourage people to take out hospital cover
earlier in life and to maintain their cover over
their lifetime.

People who take out hospital cover with a
registered health fund before they turn 31 and
maintain that cover over their lifetime will pay a
lower premium throughout their lives relative to
people who delay joining, regardless of their
health status.

When the Lifetime Health Cover legislation
was implemented, the Government recognised
that some people would experience
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circumstances that prevented them from having
hospital cover on 1 July 2000, so transitional
provisions (called hardship provisions) were
included in the legislation.A person meeting
specified hardship criteria could apply to the
Minister to avoid the two per cent age loadings
up until 30 June 2002.At this time, 5,766
applications under the hardship criteria had been
received and 89 per cent or 5,111 had been
finalised, 3,200 of these during 2001–02.

Gap Cover Schemes and the ‘Closing the
Gap’ Communication Campaign 
A pre-eminent concern of people with private
health insurance is medical and hospital charges
above the combined Medicare and fund rebates.
These are referred to as out-of-pocket costs and
are created by the ‘gap’ between doctors’ charges
and rebates.The Department has continued to
focus on consumer access to, and information
about, gap cover schemes, which are non-
contractual schemes designed to eliminate and
reduce out-of-pocket costs for consumers.

‘No gap’ health insurance covers the full cost

of medical services provided by doctors in
hospital. ‘Known gap’ health insurance covers all
but a specified amount or percentage of the full
cost of these services, and ensures that patients
are advised in advance of treatment of the
amount they will need to pay from their own
pocket for the medical service.The Government
is committed to eliminating the gap to the
greatest extent possible, by encouraging the
spread of no and known gap insurance products.

Until August 2000, private health insurance
funds were allowed to cover the gap only where
a negotiated contractual agreement existed
between the doctor, the hospital and/or the
health fund about the price of the procedure.To
address medical practitioner concern over
contractual arrangements, and expand the level of
no or known gap coverage, the Government
passed legislation in August 2000 to enable health
funds and doctors to enter into voluntary non-
contractual arrangements known as ‘gap cover
schemes’ to cover part or all of the gap.

By June 2002, 33 health funds had approved
gap cover schemes in place while the 11
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Known Gap Arrangement, June 1998–June 2002 



remaining retail health funds offered gap benefits
under contractual agreements.The Department
continues to work with all health funds to
facilitate the introduction of gap cover schemes.

Following the introduction of gap cover
schemes a communications campaign was
required to increase consumer awareness of the
availability of gap cover.The Government also
wished to further facilitate the new atmosphere
of industry cooperation.

The campaign comprised advertising, public
relations and marketing elements. Consumers were
engaged through a combination of television,
print and outdoor advertising, as well as direct
mail, stakeholder briefings and brochures.The
overarching objective of the gaps campaign was to
notify consumers that gap cover was available so
they were not hampered in seeking health
insurance products suitable to their needs.

As a result, the percentage of insured in-hospital
medical services covered by a no or known gap
arrangement rose from 1 per cent in June 1998 to
5.4 and 12.6 per cent in June 1999 and 2000 and
then to 40.3 per cent in the June 2001 quarter.
Figures to 30 June 2002 show that 60.5 per cent of
insured in-hospital services were covered by a no or
known gap arrangement at that time (Figure 8.3).5

Informed Financial Consent and Simplified
Billing
Informed financial consent for consumers is
closely linked to the development of no and
known gap health insurance. Informed financial
consent is where privately insured patients make
an informed decision on treatment options after

receiving clear advice on any likely out-of-
pocket costs or gaps they will incur, in advance
of receiving that treatment.

In June 2001, the Department released a
discussion paper on options for increasing the
incidence of informed financial consent by
privately insured patients in respect of in-hospital
medical services.The paper was prepared jointly
with the Department of the Treasury and
canvassed a range of options to ensure that,
wherever possible, patients have access to
adequate information about likely out-of-pocket
expenses (gaps) before they agree to that
treatment.

In August 2001, both Departments initiated a
public consultation process on informed financial
consent engaging all major stakeholders.An
independent facilitator was engaged to facilitate
consultation meetings and review written
submissions.A final report on the consultations
was delivered to the Departments in December
2001, and subsequent options for progressing the
Government’s agenda to improve informed
financial consent are being considered.

Alongside informed financial consent,
simplified billing promotes consumer
understanding of the insurance product through
the simplification of fees and charges.There are
three elements to simplified billing: the
aggregation of a patient’s bills for in-hospital
care; the streamlining of claims procedures; and
the provision of informed financial consent.

To address this, the Department funded four
simplified billing development sites from September
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5 Relates to Indicator 1b.

Other Lives
Private Health Industry Branch oversees
Outcome 8, and has staff from a wide range of
backgrounds. Some of the officers pictured
have experience as registered nurses, midwives,
social workers, disability workers, in allied
health services and in health insurance fund
administration.



2000 to August 2001.The trials examined ways of
reducing the overall cost for billing agents through
the development of new business practices and the
introduction of tailored billing systems.An
important element of the project was to work
towards developing and trialling software that
would enable agents to forward claims for
processing electronically.The trials identified a need
for an industry-wide seamless e-commerce solution
for simplified billing.

The use of simplified billing by private patients
has continued to grow over the past 12 months.This
is a result of simplified billing being introduced as
part of new gap cover schemes.The percentage of
Medicare in-hospital services claimed under
simplified billing as a percentage of the total insured
in-hospital services claimed increased from 24.7 per
cent in July 2000 to 42.5 per cent in June 2001 and
66.4 per cent in June 2002.

Review of Prostheses Arrangements 
Prostheses pricing arrangements for the private
sector were deregulated in February 2001. Price
deregulation was phased in over the previous 12
months. Under the new arrangements, the
Commonwealth no longer sets the benefit
payable by health funds for a prosthesis or other
medical device listed on the ‘Schedule 5: Benefits
payable in respect of Surgically Implanted
Prostheses and Human Tissue Items’ under the
National Health Act 1953. Instead this is
negotiated and agreed between the health fund
and the supplier, hospital or agent.The new
arrangements allow market forces to determine
benefit levels, whilst ensuring that there can be
no gap payable by the patient and that clinical
choice remains with the doctor (in consultation
with the patient).

To assist the Government in its management
of the Schedule, the Minister appointed a Private
Health Industry Medical Devices Expert
Committee.This committee met three times
during 2001–02 to assess prostheses items for
inclusion on the list.

The Department undertook to review the
new arrangements in February 2002.This has
included consultations with the industry and a

Strategic Review Forum in March 2002.
Industry stakeholder organisations have also
provided written submissions to the Department.
This review will be considered as part of the
Regulation Review of the Private Health
Industry in 2002–03.

Improved Health Industry Efficiency
Improvements in the efficiency of the private
health industry ensure that the industry remains
competitive. Initiatives in this area include the
Regulation Review of the Private Health
Industry and revised private rehabilitation
arrangements, default benefits, overnight
certification requirements and the review of the
Private Health Insurance Ombudsman.

Further, the bush nursing hospital initiative and
the Private Hospital Access Taskforce ensure that the
high level of demand for private patient services is
met by appropriate access to private hospitals.

The Department also continues to provide
private sector input into specific standing
committees such as the National Health Data
Committee and the Strategic Planning Group for
Private Psychiatric Services.

Regulation Review of the Private Health
Industry
On 2 April 2002, the Minister for Health and
Ageing announced a Regulation Review of the
Private Health Industry.The review is considering
if the current rules and regulations are delivering
the best outcomes for fund members and
examining ways of ensuring that health funds are
as efficient and as competitive as possible.

To facilitate this review, an Inter-Departmental
Committee, chaired by the Department of
Health and Ageing, has been established.The
Committee includes representatives from the
Department of the Prime Minister and Cabinet,
the Department of the Treasury, the Department
of Finance and Administration and the Private
Health Insurance Administration Council.

As part of the review, the Committee has
consulted with the private health industry,
including health funds, hospitals, medical
providers and consumers.The review is due to be
completed during 2002–03.
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Private Rehabilitation
Since May 1999, the Government has been
working with the private rehabilitation sector to
improve the quality of care and patient outcomes.
Following an independent report commissioned
in 1999, the Commonwealth Government
endorsed the Australian National Sub-acute and
Non-Acute Patient Classification System 
(AN-SNAP Rehabilitation) as a national
classification system for private rehabilitation.
The 1999 Report also recommended a ‘blended’
payment model for private rehabilitation services.
The aim of the ‘blended’ payment model is to
share the financial risk between payers and
providers through payment for rehabilitation
services based on both length and type of episode.

On 1 October 2000 the private sector
commenced a trial of the ‘blended’ payment
model simultaneously in New South Wales,
Victoria and Queensland.The purpose of the
trial was to address the suitability of the model
for national private sector implementation.The
evaluation report of the trial was completed in
October 2001. Based on this trial, the Private
Rehabilitation Working Group (comprising
consumers, providers, representatives from health
funds, State and Territory health departments and
the Commonwealth) recommended the industry
be encouraged to consider adopting the blended
payment model for rehabilitation patients.

The Department worked with the Australasian
Faculty of Rehabilitation Medicine to establish
an Australasian Rehabilitation Outcomes Centre
(AROC); this commenced operation on 1 July
2002.AROC has a coordinating role in
supporting the provision of both public and
private rehabilitation services through training in
classification, coding and outcome measurement,
data development and analysis, and national
benchmarking of rehabilitation data. In 2000–01,
the Government provided financial assistance for
Phase One (the planning phase) of the Outcomes
Centre and, along with five other foundation
members, provided establishment funding for
AROC in 2001–02.

Review of the Default Table of Benefits
The basic default benefits schedule for private
overnight and day only hospital treatment is
updated throughout the year as part of the
ongoing review of default benefits.

Following industry consultation, revised second
tier health benefit arrangements were implemented
on 1 August 2001. Second tier benefits are set at a
level between basic default benefits and contractual
payment levels for overnight and day only hospital
treatment in private hospitals and day only
facilities. Facilities that are independently accredited
as meeting quality and safety standards and certain
administrative criteria are eligible to apply for
second tier benefits in respect of health fund
members whose fund does not have a contract
with that facility.A review of the revised
arrangements commenced in 2001–02 and will be
finalised with the Regulation Review of the
Private Health Industry.

Overnight Certification of Day Surgery
Procedures
Pilot trials, which concluded in December 2001,
examined the feasibility of allowing hospital
professionals other than the treating medical
practitioner to sign overnight certification in the
event of a day procedure patient requiring an
overnight stay, thus enabling the payment of
overnight health insurance benefits.The day only
arrangements have been formally changed
following the success of the trials.

Bush Nursing, Small Community and
Regional Private Hospitals
In a bid to ensure that rural communities retain
access to private health services, the Federal
Government established the Bush Nursing, Small
Community and Regional Private Hospitals
Program in the 2000–01 Budget. Its primary
objective is to revitalise small community and
regional private hospitals across Australia.

This Program provides an opportunity for rural
private hospitals to review and restructure their
operations to better meet the needs of their local
communities.Through wide community
consultation, strategic plans are produced for each
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targeted facility, identifying opportunities for
refurbishment, business re-engineering or
restructuring. Further funding is available for
eligible not-for-profit facilities to implement agreed
recommendations of the strategic service plans.

During 2001–02, 36 of the 59 eligible
hospitals throughout regional and rural Australia
have been active in the Program.6 Thirty-two of
these hospitals have had Strategic Service Plans
completed and 27 of these hospitals have
received further funding to implement the
service planning recommendations.

Private Hospital Access Taskforce
With increasing numbers of consumers choosing
private health care, it is important that the private
health industry position itself now and into the
future to meet the expectations and demands of
the privately insured.

In recognition of this, the Department
convened a strategic forum on private hospital
access on 15 February 2002.A broad cross-section
of industry representatives from both the public
and private health sectors, including Government,
hospital, health fund, medical, consumer and aged
care peak bodies attended, and discussed issues
surrounding the ability of privately insured patients
to access private hospital services.The key
outcome of the forum was the establishment of the
Private Hospital Access Taskforce (PHAT), to
further progress the issues raised at the forum and
to provide practical solutions.

PHAT contains departmental, broad industry
and consumer representation and convened its
first meeting on 1 May 2002. PHAT provides a
forum for constructive industry and consumer
discussion aimed at resolving a number of
industry issues, thereby ensuring that privately
insured patients continue to gain admission to
private hospitals. Participants have volunteered to
contribute to further research of consumer
experiences and expectations.The findings of the
taskforce will be used to develop comprehensive
information and progress future initiatives.

Development of Innovative Products
During the year in review, the Government
changed the relevant regulation and legislation to

allow health funds to respond to consumers’ needs
and to develop best practice service delivery
models.This has been achieved through the
exploration and implementation of alternative
models of in-hospital care and reviews of existing
arrangements, including quality health services.

Outreach Services 
Following the passage of legislation in March
2001, the Department, in consultation with
stakeholders, developed comprehensive guidelines
for approved outreach services that enabled
admitted hospital patients to be treated at home.
Proposed outreach services had to meet these
minimum guidelines to be approved. Eleven
private sector outreach services were approved
during 2001–02.

The review of outreach services was not
completed during 2001–02.The legislative
requirement is that the review be tabled in
Parliament no later than 30 June 2003.

Podiatric Trials
Following industry consultation, substantial
preliminary work has been undertaken to enable
the formalisation of podiatric surgery trials, with
the objective to determine whether podiatric
surgeons may be considered as providing
professional attention for the payment of health
insurance hospital accommodation benefits. Due to
the complexities in establishing cooperative
industry based trials, delays have occurred.This has
meant that a trial has commenced on a voluntary
basis in Western Australia and consultations are
underway to commence trials in Victoria.

Promoting Private Sector Quality
Improvements
The Private Health Industry Quality and Safety
Committee (PHIQS), founded in January 2001
as the Private Health Industry Quality Working
Group, was established as part of the
Government’s commitment to ensure quality in
the private sector.

The role of PHIQS is to coordinate and lead
quality and safety enhancement initiatives in the
private sector. PHIQS achieves this through
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involvement in industry self-regulation,
facilitating the development of new initiatives
and information sharing and dissemination with
private health care providers about best practice
and new quality initiatives in the public and
private sectors.

PHIQS assisted in the development of the
quality-related criteria that were incorporated
into the revised second tier provisions that were
implemented on 1 August 2001.The committee
also developed a strategic action plan in August
2001 that sets out a range of objectives which
support the work of the Australian National
Council for Safety and Quality in Health Care
and facilitates quality and safety enhancement
initiatives in the private sector. Four working
groups were formed to facilitate initiatives in the
areas of workforce, consumers, systems and data
and to support the Safety and Quality Council’s
priority areas for action.

Increasing Consumer Awareness,
Confidence and Choice
The Department has made further progress in
improving consumer confidence in, and
understanding of, private health insurance.7

Initiatives are designed to increase consumer
awareness through an information hotline and
the private health insurance key features guide.
The implementation of best practice guidelines
for the pre-existing ailment rule and private
sector quality initiatives are also empowering
consumers to make choices between public and
private health care.

The number of disputes as a proportion of
complaints to the Private Health Insurance
Ombudsman (PHIO) regarding access to private
health services is indicative of consumer
satisfaction with the choice of private health
care.A complaint is defined as an expression of
dissatisfaction with any matter arising out of or
connected with a private health insurance
arrangement. Complaints can range in level from
a need for explanation of an issue to a dispute
where the issue has not been resolved between

the complainant and the health fund, hospital,
doctor or other provider.At 30 June 2001, 26.7
per cent of all complaints were disputes.This
figure fell to 26.6 per cent in September and 
23 per cent in December 2001. In the March
and June 2002 quarters these percentages fell to
14.1 and 15.4 per cent respectively.8

Comprehensive information on private health
insurance was available to consumers through the
departmental information line.This telephone
line responded to 16,761 phone calls during
2001–02.

Key Features Guide
In August 2001 the template of the private
health insurance key features guide was finalised
and circulated to health funds with guidelines on
how to publish guides with information on their
products.

While publication of a key features guide is
voluntary, 36 of 44 health funds had produced
key features guides and were distributing them to
consumers by the end of the financial year.A
number of health funds have also made their key
features guides available on their website.

Industry information suggests that consumers
are finding the key features guides useful in
helping them to compare the features and prices
of health insurance products, and to make an
informed choice about the product that best suits
their needs.

Clarification of the Pre-Existing Ailment
Waiting Period
Best practice guidelines for pre-existing ailment
waiting periods were released to health funds and
hospitals in September 2001.These guidelines
provide a consistent approach for health funds to
apply the pre-existing ailment rule and how to
advise members and for hospitals to manage the
admission of patients who may be affected by 
the rule.

The Pre-Existing Ailment Implementation
Steering Committee developed an information
booklet for consumers explaining the pre-
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existing ailment waiting period and how it is
applied.The Committee also developed an
information brochure for medical practitioners
explaining their role in advising patients about
the pre-existing ailment waiting period and in
providing information to the health funds.

The Pre-Existing Ailment Implementation
Steering Committee, formed in 2001, includes
representatives of peak health fund bodies,
consumer groups, the Private Health Insurance
Ombudsman, medical practitioners, the Australian
Private Hospitals Association, major health funds,
the Department and the Pre-Existing Ailment
Review Committee.

Information from the Private Health Insurance
Ombudsman indicates that the level of complaints
and disputes concerning the pre-existing ailment
rule has declined significantly since the
implementation of the best practice guidelines.
This indicates that health funds are applying the
rule consistently and equitably, and that consumers

have an increased awareness of the waiting period
and how they may be affected.

Consumer Choice of Private Health Services
The increasing number of consumers choosing
private health care, whether provided by a private
or public hospital, is a key indicator of the
success of Government private health reforms
and the impact of these reforms upon the 
health system.

The measure of consumer choice for private
health care is best demonstrated as the proportion
of private patients of all patients in both public and
private hospitals.The percentage continued to
trend upwards to 35.6 per cent in June 2001 from
33.8 per cent in June 2000.These upward
movements followed a decline to the lowest point
of 32.8 per cent in June 1999 (Figure 8.4).9

This trend is expected to continue as the recent
major increase in private health insurance
membership flows through to hospital use patterns.
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Outcome 8: Financial Resources Summary
1 (A) (B) 

Budget Actual Variation
Estimate Expenses (Column B 2 Budget 

2001/2002 2001/2002 minus 2002/2003 
$'000 $'000 Column A) $'000

Administered Expenses

Administered Item 1: Federal Government 30% Rebate
Private Health Insurance Rebate 1,951,790 1,977,200 25,410 2,090,316

Special Appropriations 1,951,790 1,977,200 25,410 2,090,316
Appropriation Bill 1/3 8,409 4,627 (3,782) -

1,960,199 1,981,827 21,628 2,090,316

Administered Item 2: Rural and Regional Private Hospital Support
Appropriation Bill 1/3 4,623 4,293 (330) 6,431

4,623 4,293 (330) 6,431

Total Administered Expenses 1,964,822 1,986,120 21,298 2,096,747

Departmental Appropriations

Output Group 1—Policy Advice 6,346 6,735 389 5,060
Output Group 2—Program Management 4,142 4,158 16 3,198
Output Group 3—Agency Specific Service Delivery 4,107 4,202 95 4,217

Total price of departmental outputs 14,595 15,095 500 12,475
(total revenue from Government & other sources)

Total revenue from Government (appropriations) 14,263 14,239 (24) 12,142
contributing to price of departmental outputs

Total revenue from other services 333 856 523 333

Total price of departmental outputs 14,596 15,095 499 12,475
(total revenue from Government & other sources)

Total price of outputs for Outcome 8 14,596 15,095 499 12,475
(total revenue from Government & other sources)

Total estimated resourcing for Outcome 8 1,979,418 2,001,215 21,797 2,109,222
(total price of outputs & admin expenses)

Average Staffing Level (Number) 2001–02
Department 90

1 Full-year budget, including additional estimates.
2 Budget prior to additional estimates.
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Performance Information for Administered Items 

1. Federal Government 30% Rebate, including simplified billing for no or
known gaps.

Measure Result

Outcome indicators 1a and 2b on pages
244 and 245 measure stabilisation of
private health insurance membership
and hospital episodes delivered to
private patients in public and private
hospitals.

Stabilisation of private health insurance participation rates
has occurred.At June 2002, the proportion of the
population with insurance was 44.1%.The baseline at June
2000 was 42.8%.
There was an increased proportion of in-hospital episodes
delivered to private patients in both public and private
hospitals.At 30 June 2001, 35.6% of in-hospital episodes
were delivered to privately insured patients, up from 33.8%
in June 2000.

Simplified billing best practice is
developed and an information
campaign is conducted to promote no
and known gap schemes and increase
simplified billing take-up.

The level of simplified billing is most readily achieved
through directly promoting the take-up of the no and
known gap schemes offered by health funds.A
communications strategy to promote the existence and
availability of gap cover arrangements was conducted
during 2001–02.

Outcome indicator 1b on page 244
measures the rise in in-hospital medical
services provided on a no or known
gap basis, which usually involve
simplified billing.

The Private Health Insurance Administration Council
quarterly statistics for the quarter ending 
30 June 2002 show an increase of 20.2 percentage points,
from 40.3% to 60.5% in the proportion of in-hospital
medical services provided with a no/known gap
arrangement over the last year.

2. Bush Nursing Small Community and Regional Private Hospitals Initiative.

Quality:

Outcome indicator 2c on page 245
measures the effectiveness and
appropriateness of the Bush Nursing
Small Community and Regional
Private Hospitals initiative.

The Bush Nursing, Small Community and Regional
Private Hospital Program has commenced in 36 of the 59
identified hospitals throughout Australia.
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Performance Information for Departmental Outputs

1. Policy advice regarding health industry and related hospital issues, including:
• development of policy initiatives to make private health insurance more attractive to

consumers and thereby support the ongoing viability of the private health industry
sector.

Measure Result

Quality:

A high level of satisfaction of the
Ministers, Parliamentary Secretary and
Ministers’ Offices with the relevance,
quality and timeliness of policy advice,
Question Time Briefs, Parliamentary
Questions on Notice and briefings.

The Ministers and Parliamentary Secretary are all satisfied
with the quality (and timeliness) of the Department’s policy
advice.
The Department has provided timely and reliable advice in
relation to private health matters and, in particular, matters
relating to the 30% Private Health Insurance Rebate.There
has been a high level of satisfaction with the timeliness of
advice and the pro-active provision of advice. Moreover,
there is a high level of satisfaction with the Department’s
responsiveness to the Government’s policy priorities and
the monitoring of policy outcomes.

Agreed time frames met for responses
to Ministerial correspondence,
Question Time Briefs, Parliamentary
Questions on Notice and Ministerial
requests for briefings.

Agreed time frames were met for:
• 95% of ministerial correspondence;
• 99% of Question Time Briefs;
• 100% of Parliamentary Questions on Notice10; and
• 89% of ministerial requests for briefings.

A high level of stakeholder satisfaction
with quality and timeliness of
Departmental/Portfolio inputs to
national policy, planning and strategy
development and implementation.

Health funds, private hospitals, day facilities and consumer
representatives have expressed a high level of satisfaction
with quality and timeliness of Departmental inputs to
national policy, planning and strategy development and
implementation.
The Department actively seeks feedback from key
stakeholders on an ongoing basis through formal
consultation, committee and working group processes as
well as informally through day to day liaison.

Timely production of evidence-based
policy research to inform and engage
stakeholders in meaningful policy and
program discussions.

The Department has provided timely and relevant
evidence-based research and analysis to inform
Government, and to provide stakeholders with briefing
material for discussion in a range of industry consultations.

10 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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Quantity:

1,000–1,050 responses to ministerial
correspondence, 80–100 Question Time
Briefs,
25–30 Parliamentary Questions on
Notice and 10–15 ministerial requests
for briefings.

Responses were prepared for approximately:
• 2,026 items of ministerial correspondence;
• 176 Question Time Briefs;
• 2 Parliamentary Questions on Notice11; and
• 19 ministerial requests for briefings.

• provide access to supply and demand oriented data to enable informed decision making
by stakeholders; and 

Quality:

Data is relevant and current to allow for
effective analysis of industry situation
by stakeholders.

In 2001–02 the Department continued to monitor and
improve the relevance, completeness, accuracy and
timeliness of the private health data collections it holds on
an ongoing basis. In addition, the Department liaised with
external holders of private health data collections to gain
similar improvements.

• a communications campaign to encourage the expansion of simplified billing through the
promotion of in-hospital medical services provided on a no or known gap basis.The
campaign will inform consumers of the availability of insurance to cover the gap and
foster support for such products by industry and the medical profession.This campaign
will be funded primarily from administered funds (see administered item 312) but
Departmental funds will also be applied as appropriate.

Quality:

Performance Information for Departmental Outcomes—8. Choice through private health (cont)

Measure Result

Conduct of an integrated
communications campaign including
advertising, information brochures and
provision of information on the
internet.

A comprehensive communication campaign—Closing the
Gap—was conducted, comprising advertising, public
relations and marketing elements. Consumers were engaged
through a combination of television, print and outdoor
advertising, as well as direct mail, stakeholder briefings and
brochures.

11 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
12 Relates to Indicator 1b and Administered Item 1 (not Administered Item 3, as incorrectly noted in the 2001-02 Portfolio
Budget Statements).

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

Based on improvements in data collection timeliness, and
feedback received, stakeholders were highly satisfied with
the relevance, quality and timeliness of services provided.
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2. Program management, including:
• develop and trial models of reform to improve care and funding arrangements for long

stay patients accommodated in private hospitals;
• develop and implement strategies to improve quality and cost-effectiveness of care in the

private sector;
• develop more effective arrangements for rehabilitation care in the private sector;
• facilitate the restructure of the rural private hospital sector to maintain appropriate access

for privately insured consumers in rural areas;

Quality:

A high level of stakeholder satisfaction
with the timely development and
implementation of national strategies.

Health funds, private hospitals, day facilities and consumer
representatives expressed a high level of satisfaction with the
development and implementation of national strategies.
One example of a successful national strategy was the Key
Features Guide.Anecdotal information suggests that
consumers are finding the guides useful in helping them to
compare the features and prices of health insurance
products, and to make an informed choice about the
product that best suits their needs.

Budget predictions are met and actual
cash flows vary less than 5% from
predicted cash flows.

Budget predictions and actual cash flows varied by less than
0.5%.

100% of payments are made accurately
and on time.

All payments were made accurately and on time.

Stakeholders agree with need for
reform and support the implementation
of new arrangements to improve care
and funding for Long Stay Patients.

The Department established and maintained ongoing
liaison and involvement and worked with industry to
progress agreed strategies to address this issue. Strategies
include working together through formal committee and
working group processes, with health industry stakeholders
to develop innovative models of care, best practice
guidelines, classification systems and funding models in the
area of sub-acute care and care of older people and the
establishment of a Private Hospital Access Taskforce.

Performance Information for Departmental Outputs—8. Choice through private health (cont)

Measure Result

No or known gaps communications
campaign evaluated as being effective.

An evaluation of the campaign showed that the level of
understanding of gap cover by consumers had improved
significantly, and that there had been an overall improvement
in community attitudes towards private health insurance.
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Identified quality improvement
strategies for private health industry
progressively implemented within the
industry.

The Private Health Industry Quality and Safety Committee
(PHIQS) has developed a strategic action plan that
articulates a number of quality improvement strategies for
the private health industry, including strategies related to
consumer involvement, better use of data and improving
hospital and day hospital systems. PHIQS is progressing
these strategies in partnership with the Government and
private health industry stakeholders.

A high level of stakeholder
participation in system-wide quality
improvement activities achieved.

PHIQS consists of key stakeholders in the private sector,
including health funds, private hospitals and day surgeries,
clinicians, consumers and the Government. PHIQS is
currently working in close partnership with other private
health industry stakeholders to progress its Strategic Action
Plan, which articulates a number of quality improvement
strategies for the private health industry.

Increased standardisation of data
collections between public and private
sectors.

The Department has been working with the Australasian
Faculty of Rehabilitation Medicine, the industry and State
and Territory Governments to establish the Australasian
Rehabilitation Outcomes Centre to provide information
on the efficacy and outcome measurements for both public
and private rehabilitation facilities.

National implementation of blended
payment model guided by outcomes of
an evaluation of the trials.

The evaluation of the blended payment model for
rehabilitation was completed in 2001.The Private
Rehabilitation Working Group is working towards industry
adoption of the blended payment model for rehabilitation
patients.The group believes that there is merit in further
developing this model on an agreed and cooperative basis.

A high proportion of rural private
hospitals participating in the assessment
process and, where required, accessing
the rural private hospital restructuring
program.

The Bush Nursing, Small Community and Regional
Private Hospital Program has commenced in 36 of the 59
identified hospitals.As at 30 June 2002, 32 of these hospitals
had completed their Strategic Service Plans and 27 of these
hospitals are receiving further funding to implement the
service planning recommendations.
The second phase of the Program, which provides
implementation funding to the not-for-profit sector to
progress the recommendations arising from the strategic
service planning process, commenced in 27 of the 36
identified hospitals—5 in South Australia, 8 in Victoria, 11 in
Queensland, 2 in New South Wales and 1 in Western Australia.

Performance Information for Departmental Outcomes—8. Choice through private health (cont)

Measure Result
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• recognition of hospital and day hospital facilities and special care nurseries for payment of
health insurance benefits;

Quality:

Timely recognition of hospital, day
hospital and special care nurseries for
payment benefits.

During 2001–02 recognition of facilities took an average of
7.4 working days from receipt of State and Territory
licenses; 85 special care nurseries in public and private
hospitals were re-approved against the set standards in order
for fund benefits to continue to be paid to newborn babies
in these specialised hospital units.

• monitor the operation of Lifetime Health Cover;

Quality:

Applications for Lifetime Health Cover
hardship provision assessed in line with
the National Health Act 1953 on an
ongoing basis.

At 30 June 2002, 5,766 applications under the hardship
criteria had been made and 89% or 5,111 had been
finalised, 3,200 during 2001–02.These were finalised in line
with the National Health Act 1953.

• assessment of applications under the Lifetime Health Cover hardship provision;

Quality:

Performance Information for Departmental Outputs—8. Choice through private health (cont)

Measure Result

Health insurance fund rule changes for
products and premiums are assessed in
line with the National Health Act 1953
on an ongoing basis.

Notifications of changes to rules were received during the
financial year.All have been processed in accordance with
the Act.

• monitor health insurance fund rule changes ensuring health insurance products and
premiums meet the Government’s legislative requirements as set out in the National
Health Act 1953 and Health Insurance Act 1973; and

Quality:

Decisions made within legislated
timeframes.

As in previous years, health funds submitted notification for
premium increases. Increases were scrutinised in
conjunction with the Private Health Insurance
Administration Council and recommendations were
submitted to the Minister in accordance with the legislated
timeframes.
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Public and industry inquiries on the
administration of Acts dealt with
promptly.

All public inquiries in relation to the administration of the
Acts were dealt with in a timely manner, with attention to
detail and the needs of the person making the inquiry.

Possible breaches of the Acts
investigated and appropriate action
taken.

Several breaches of the National Health Act 1953 were
reported.All breaches were investigated and resolved to the
satisfaction of the Department.

• regulation of the default table and prostheses list for benefits payable by funds to hospitals
and day hospital facilities.

Quality:

Timely amendments to the default
table and prostheses list.

Updates for the basic default table were performed in a
timely manner as required. Prostheses list updates occurred
in August 2001 and February 2002.

30–45 applications for premium
increases processed per year.

31 notifications for premium increases were processed.

Performance Information for Departmental Outcomes—8. Choice through private health (cont)

Measure Result

Quantity:

25–30 applications for recognition of
facilities for health insurance business
processed per year.

32 day hospital facilities and private hospital facilities were
recognised for health insurance benefit purposes.

150–175 applications for health
insurance fund rule changes processed
per year.

89 notifications of changes to rules were received during
the financial year.All have been processed in accordance
with the National Health Act 1953. Health funds have been
encouraged to consolidate requests for rules changes in any
notification to the Department; each notification now
received covers a number of changes to rules.This has
resulted in the Department receiving significantly fewer
applications than previous years.

All complete applications received
under the Lifetime Health Cover
hardship provision processed each year.

Applications under the Lifetime Health Cover hardship
provisions had to be made by 1 July 2002.At 30 June 2002,
5,766 applications had been made and 89%, or 5,111, had
been finalised.
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All applications received for items to be
included in Appendix C of Schedule 5
—Benefits Payable in Respect of
Prostheses, Human Tissue Items List
reviewed, analysed and submitted to the
Private Health Industry Medical
Devices Expert Committee.

During the 2001–02 period, 845 items for Appendix C
were assessed by the Private Health Industry Medical
Devices Expert Committee.All items were reviewed and
processed.

50 contracts administered. 51 contracts were administered during 2001–02.

3. Agency Specific Service Delivery, including:
• make payments to the Health Insurance Commission (HIC) and Australian Taxation

Office for the administration of the Federal Government 30% Rebate on private health
insurance; and

• monitor HIC’s service delivery functions in accordance with agreed protocols.

Quality:

High level of client satisfaction with
services provided by the HIC.

HIC has processed all payments for the Federal
Government 30% Rebate in the legislative timeframes.All
health funds have provided Audit Certificates within the
required time frame.

Accurate and prompt processing of
claims by the HIC.

Based on feedback received by the HIC from health funds,
clients were pleased with the services provided by the HIC.

Performance Information for Departmental Outputs—8. Choice through private health (cont)

Measure Result

Quantity:

3.3 to 3.8 million policy holders claim
the Rebate either as a direct payment
or as a premium reduction.

As at 30 June 2002, 4.7 million policy holders
registered to claim the Federal Government 30%
Rebate as a premium reduction.The Australian Taxation
Office processed 432,857 taxation returns relating to the
2000–01 year containing claims.



Outcome performance
report 
Responsibility for Outcome 9 is held within the
Department by the Health Industry and
Investment Division, supported by contributions
from Portfolio Strategies Division, Business
Group and the outputs of the National Health
and Medical Research Council (NHMRC) and
the Australian Institute of Health and Welfare.

The NHMRC is required, under legislation,
to provide the Minister for Health and Ageing
with a report of its operations for the year.The
latest report, for the calendar year 2001 is to be
tabled in September 2002.

The Australian Institute of Health and
Welfare, which produces its own annual report,
also contributes to achieving Outcome 9.

Major Achievements 

100 Additional Medical Rural Bonded
Scholarships this year
In 2001–02, a second intake of 100 medical
students was contracted under the Medical
Rural Bonded (MRB) Scholarships.Through
these scholarships, these students will practice
medicine in a rural or remote area for six years
on completion of graduate and postgraduate
training.This long-term initiative is designed to
assist in redressing a shortage of rural health
professionals.

Provider Number Legislation
The Medical Training Review Panel was
established as a permanent body with an
expanded role under the Health Legislation
Amendment (Medical Practitioners’ Qualifications and
Other Measures) Act 2001, which came into effect
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on 18 October 2001.This ensures that the
important monitoring and reporting on
postgraduate medical training places continues
into the future.

1st Asia Pacific Forum on Quality
Improvement in Health Care 19–21
September 2001
Presented by the Australian Council for Safety
and Quality in Health Care, the Institute for
Healthcare Improvement (United States) and the
British Medical Journal, the Forum was a unique
gathering of some of the world’s most influential
thinkers on quality improvement to disseminate
practical strategies for improvement.

Almost 700 people from 26 countries
attended the oversubscribed event.This was
despite the chaos in air travel created by the
terrorist attacks the previous week, proving that
the global momentum for change in health care
is stronger than ever. Due to the success of the
Forum, a 2nd Asia Pacific Forum on Quality
Improvement in Health Care will be held in
Singapore in September 2002.

Nationally Consistent Framework for the
Ban on Human Cloning and Licensing of
Embryo Research
On 5 April 2002, the Council of Australian
Governments agreed that the Commonwealth,
States and Territories would introduce legislation
banning human cloning and certain other
practices and establish a national regulatory
framework for the use of excess assisted
reproductive technology embryos through the
NHMRC.Working with Commonwealth, State
and Territory jurisdictions, the NHMRC
developed the Research Involving Embryos and
the Prohibition of Human Cloning Bill 2002
after consulting with experts in the provision of
In Vitro Fertilisation services, medical researchers
and ethicists, consumer groups and religious
organisations.The Prime Minister introduced the
Bill into Federal Parliament on 27 June 2002.

International Research Collaboration
The NHMRC has strengthened Australia’s
international research ties and established new
partnerships with research bodies from the
United Kingdom, the United States of America,
Canada and New Zealand.Australia has joined
with the United Kingdom-based Wellcome Trust
and the Ministry of Research, Science and
Technology of New Zealand to invest more than
$30 million over five years in collaborative
research programs addressing health issues of
developing countries in South and South east
Asia and the Pacific.This investment
complements the NHMRC’s collaboration
agreement on Indigenous research with the
Canadian Institutes of Health Research and the
Health Research Council of New Zealand.The
NHMRC has also extended its commitment for
research into Type I Diabetes with the Juvenile
Diabetes Research Foundation International,
including $13 million over five years to establish
a diabetes vaccine development centre in
Australia.

Challenges 

Overseas Trained Anaesthetists
There have been delays in the development 
of a model for the recruitment of overseas
trained anaesthetists to fill vacant positions in
public hospitals in the Australian health care
system. However, the project is now proceeding
with a draft model expected to be developed
later in 2002.

National Health Privacy Code
There has been a delay in the completion of the
draft National Health Privacy Code—the
proposed national set of rules for the collection
and management of personal health information
due to both its complexity and the need for
jurisdictions to agree on mechanisms for
implementing the code nationally.The draft is
expected to be completed at the end of 2003.
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Performance Indicators (Effectiveness Indicators)

The Department of Health and
Ageing

Indicator 1:

Effective management of national
quality and safety improvement
strategies, including existing work
on clinical practice improvement
and relationships between national
bodies.

Target:
Effective integration of safety and quality and clinical improvement
strategies to ensure comprehensive national response.

Information source/reporting frequency:
Australian Council for Safety and Quality in Health Care;
independent data from bodies such as the Australian Institute of
Health and Welfare.

Indicator 2:

Availability of consumer health
information and availability of
resources to support consumer
involvement in health service
planning, delivery and
evaluation.

Target:
a. Greater than 6,000 information items available through

HealthInsite.
b. Facilitate and support consumer input to the development of

HealthInsite.
c. Increased utilisation by service providers and consumer

organisations of the National Resource Centre for Consumer
Participation in Health.

d. Uptake of consumer comment and feedback resources arising
from the Consumer Focus Strategy by internal and external
stakeholders.

Information source/reporting frequency:
HealthInsite, National Resource Centre for Consumer Participation
in Health Activity Reports, Dissemination reports associated with
Consumer Focus Strategy publications.

Indicator 3:

Establishment of data collections,
monitoring and analyses to
identify and support efforts to
prevent and ameliorate diseases
or conditions in the National
Health Priority Areas.

Target:
a. Completion of national evidence-based guidelines for Type II

Diabetes Mellitus.
b. Reporting on a monitoring system for asthma by April 2002.
c. Report on cancer survival rates by December 2001.

Information source/reporting frequency:
Australian Institute of Health and Welfare annual and regular
reports; State and Territory data registries; hospital separations and
NHPA reports.
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Indicator 4:

Agreement among key
stakeholders in the health sector
on a national approach to overall
direction and key strategic issues
in information management and
the use of information
technologies.

Indicator 5:

Quality leadership provided by
the Department of Health and
Ageing for the health
information management
agenda.

Target:
a. Publication of an updated Health Online action plan with a

strategy for privacy protection, electronic health records and
standards development by December 2001.

b. Public release of the National Telehealth Plan and Supply
Chain Management Plan by December 2001.

c. Agreement on national health privacy protection arrangements
by June 2002.

Information source/reporting frequency:
Reports to be published by the National Health Information
Management Advisory Council.

Target:
High level of stakeholder satisfaction with the leadership shown by
the Department.

Information source/reporting frequency:
Informal surveys of stakeholders and feedback from formal
discussions or other papers and legislation.

Indicator 6:

Uptake of Medical Rural
Bonded Scholarships.

Target:
100 new scholarships per annum.

Information source/reporting frequency:
Number of scholarship contracts signed.

National Health and Medical
Research Council

Indicator 7:

Targeted research that is
responsive to health systems
needs.

Target:
a. 90% of strategic research funding is in areas identified as

priority research by Strategic Research Development
Committee processes.

b. Health research partnerships generate results that are adopted
by health systems.

Information source/reporting frequency:
a. Annual report of the Strategic Research Development

Committee (in the NHMRC Annual Report).
b. Evaluation as agreed in the partnership grant agreements at the

end of five years.

Indicator 8:

Health advice documents
submitted to NHMRC are
approved, thereby indicating
appropriate quality, relevance and
timeliness.

Target:
All documents submitted by the Health Advisory Committee to
Council for approval meet specified criteria, including that they are
evidence based, that legislative consultation requirements have been met
and that they are appropriately targeted to their intended audience.

Information source/reporting frequency:
Minutes of Council meetings to which documents are submitted
for approval.



Outcome summary—the
year in review
This outcome brings together a suite of health
investment strategies aimed at improving the
capacity of the Australian health system, both
public and private.These strategies include
systemic support for safety and quality, planning
and support for the health and medical
workforce and its infrastructure, information and
investment in health and medical research.
Another key strategy for the Commonwealth
Government is to ensure that Australia maintains
its world class research capacity, which is
fundamental to supporting and driving all aspects
of the health system in Australia.

The 2001–02 Portfolio Budget Statements
identified the following priority outcomes:
capacity building for public and individual health
outcomes; consumer and community
engagement; health systems support; information
and leadership; and health and medical research.
Achievements against these priorities are
addressed in detail below.

Capacity Building for Public and
Individual Health Outcomes

National Health Priority Areas

Diabetes

Diabetes was identified as the underlying cause
of 3,006 deaths, or 2.3 per cent of all deaths in
2000 [Australian Institute of Health and Welfare
(AIHW, 2002)].

As announced in the 2001 Federal Budget,
$43.4 million is being provided to establish the
National Integrated Diabetes Program over a
four year period.The aim of the program is to
provide a national approach to improve the
prevention, earlier diagnosis and management of
people with diabetes through general
practitioners (GPs).This innovative initiative
consists of the following components:

• the provision of incentives for GPs for
earlier diagnosis and effective management
for people with diabetes;

• the provision of support for Divisions of
General Practice to work with GPs and
other health professionals to remove barriers
to better care for people with diabetes;

• the engagement of consumers with diabetes
to support appropriate self care and
partnerships with health professionals; and

• support changes in the practices of health
professionals.

As at May 2002 more than 80 per cent of
eligible practices (almost 3,700 practices) had
signed up for the initial register/recall element of
the incentives for GPs.

National evidence-based guidelines for the
management of  Type II Diabetes Mellitus1 are
being developed by a consortium led by Diabetes
Australia and comprising representatives from the
Australian Diabetes Society, the Australian
Diabetes Educators Association, the Royal
Australian College of General Practitioners and
Effective Health Care Australia, in accordance
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Indicator 9:
Level of compliance in
Australian research organisations
with NHMRC ethical standards
and guidelines for health and
medical research.

Target:
100% compliance with the ethical standards and guidelines.

Information source/reporting frequency:
Annual compliance reports from Human Research Ethics
Committees.

The Department’s performance against these indicators is discussed in the following outcome
summary. Specific references to these indicators are marked by footnote.

1 Relates to Indicator 3a.



with the NHMRC processes.The guidelines are
expected to be completed in 2003.

The Department engaged the Central Sydney
Area Health Service to undertake a review of
national diabetes indicators.This review will
guide a national diabetes information framework
and plan.

Asthma

Latest figures indicate that asthma was responsible
for 454 deaths in 2000 (AIHW, Australia’s 
Health 2002).

The 2001–02 Federal Budget provided 
$48.4 million over four years for the
implementation of the GP Asthma Initiative
targeting people with moderate to severe asthma.
The Medicare Benefits Schedule Items were
implemented in November 2001.The
Department has provided educational materials
and support infrastructure to GPs and the
community to support the ongoing rollout of the
initiative. In particular, State based support
services to the community have been funded
through the Asthma Foundations and to GPs
through the National Asthma Council to provide
information on best practice asthma management
associated with the Asthma 3+ Visit Plan.

The Australian Centre for Asthma Monitoring
(ACAM) was established as a collaborating unit
of the AIHW in February 2002.The Centre is
based at the Institute of Respiratory Medicine,
Sydney2.

The ACAM aims to assist in reducing the
burden of asthma in Australia by developing,
collating and interpreting data relevant to asthma
prevention, management and health policy.

An Asthma Community Grants Program was
implemented during the second half of 2001 for
grass-roots activities that would assist in
promoting better management of asthma. Grants
were available to community groups, individuals
and health professionals wishing to work
together to host asthma education and
information activities for consumers.An
evaluation of the program indicated that it had

reached its intended target groups, productive
partnerships had been developed between
consumers and local health professionals, and
there had been a high level of satisfaction from
activity participants.The program will be
repeated during 2002–03 using the expertise of
the Asthma Foundations.

Other initiatives undertaken during 2001–02
included:

• a colloquium on asthma and older
Australians;

• a rural satellite broadcast focussing on the
assessment, diagnosis and management of
asthma in the older person;

• an epidemiological investigation of infant
environmental determinants of childhood
asthma with a view to assisting future policy
programs;

• sponsorship of the International meeting 
of the Cochrane Airways Group in March
2001.This meeting brought together
international experts in the field of
respiratory disease, including asthma.
The outcomes of the workshop were
published in volume 24, number 4 of
Australian Prescriber available at
<www.australianprescriber.com>; and 

• addressing inequalities in asthma
management by funding Asthma Innovative
Management projects.These projects are
exploring innovative approaches to overcome
barriers to good asthma management in
specific populations (including Aboriginal
and Torres Strait Islander communities,
culturally and linguistically diverse groups
and people from rural or remote areas).A
report of the projects undertaken will be
available in May 2003.

Implementation of the Asthma Friendly Schools
program continued.The program aims to
improve the self-management skills of students
with asthma to enable them to participate fully
in daily activities including regular exercise and
sport. Strategies involve asthma education for
teachers, students, parents and carers, the display
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of asthma first aid posters and asthma medicines
being made available in school first aid
equipment. During 2001 a total of 1,579 schools
registered to participate in the program
nationally.

Cardiovascular Disease

Although death rates are declining, cardiovascular
disease was reported as the principal cause of
death in 39 per cent of cases in 2000, making it
the most common cause of death in Australia.
Coronary heart disease is the largest single cause
of death, followed by stroke. Stroke is also the
leading cause of long-term disability in adults.

In September 2001, the National Heart,
Stroke and Vascular Health Strategies Group was
formed to identify and promote action on a
range of strategies to improve the prevention and
management of disease.

The National Stroke Unit Program began in
February 2002, with initial funding from the
Commonwealth under the auspices of the
National Heart, Stroke and Vascular Health
Strategies Group.This program aims to improve
access to evidence-based stroke care, better
integrate stroke services within Australia, and
support ongoing quality improvement and
performance measurement.The Strategies Group
has also supported the development of the first
phase of a proposal for a National Cardiac
Procedures Register.The aim of the Register is
to continuously improve the quality and safety of
care for patients undergoing coronary
revascularisation procedures performed by cardiac
surgeons or interventionist cardiologists, by
providing a tool for measuring and improving
patient outcomes.

The Department has provided funding of
$170,000 towards the Rheumatic Heart Disease
Control Program in the Top End of the
Northern Territory and the extension of the
program to Central Australia.

The Commonwealth Government also
continued to provide funding of $271,500 to the
AIHW to operate a National Centre for
Monitoring Cardiovascular Disease.

Cancer

In 2000, there were 35,628 deaths in Australia 
from cancer (malignant neoplasms) accounting for 
27.8 per cent of all deaths.The major cause of
cancer deaths were lung cancer in males and breast
cancer in females (AIHW, Australia’s Health 2002).

Recent cancer survival data3 (AIHW, Cancer
Survival in Australia Part 1 National Summary
Statistics, 2001) shows that the survival rate for
many common cancers has increased by more
than 30 per cent in the past two decades. Five-
year cancer survival is 56.8 per cent for males
and 63.4 per cent for females. Five-year relative
survival for males ranged from 95.4 per cent for
cancer of the testis down to 5.4 per cent for
cancer of the pancreas. For females, the range was
95.6 per cent for cancer of the thyroid down to
5.2 per cent for cancer of the pancreas.Australia
is ranked second to the United States in terms of
five-year relative survival proportions for all
cancers (see Figure 9.1).

In 2001 the Commonwealth released its
Priorities for Action in Cancer Control 2001–03.
This document provides a framework for
coordinated action in cancer control through
partnerships established across governments, non-
government stakeholders and professional groups.
An implementation plan is currently being
developed.

The Commonwealth continues to fund the
National Cancer Control Initiative which has
provided expert advice to the Commonwealth
on all issues relating to cancer control, and
manages a range of discrete projects with the aim
of establishing best practice across the continuum
of care for cancer. For more information on the
National Cancer Control Initiative, visit their
website at <www.ncci.org.au/>.

The Commonwealth also continues to fund
the National Breast Cancer Centre (NBCC) 
($2 million for 2001–02) which aims to foster an
evidence based approach to the diagnosis,
treatment and support of women with breast
cancer, ensuring that research findings are rapidly
translated into action.The NBCC programs are
designed to ensure that all women in Australia,
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regardless of where they live (or their
circumstances) receive the best possible care. For
more information on the NBCC visit their
website at <www.nbcc.org.au/>.

In 2001, the NBCC was provided with
funding of $500,000 over two years to
implement the ovarian cancer program and has
developed, through national consultation, the
national ovarian cancer strategic plan ‘Priority
Actions for Ovarian Cancer Control; a
Framework for a National Approach’ and a
strategic plan for the NBCC, the ‘Ovarian
Cancer Program’.

In February 2002 the Centre published a
report on the epidemiology of ovarian cancer,
Ovarian Cancer in Australia.This report, which is
available on the NBCC website, covers
incidence, mortality and survival for ovarian
cancer and includes some data about treatment
and estimated costs in Australia.

Consumer and Community
Engagement

The Community Sector Support Scheme 
The Community Sector Support Scheme (CSSS)

provided national secretariat funds totalling
$3.002 million to 15 nationally representative
peak community organisations with a focus on
health and ageing.

In consultation with relevant program areas
and the CSSS Secretariat, the performance of
each organisation and its relevance to the
Government’s priorities was reviewed in May
2002 against their 2001–02 Individual Outputs
and Performance Measures documents. Each
organisation was found to be a valuable source of
advice and input from the community and
consumer perspective to the Department on a
wide range of policy and program issues.
Feedback from the community sector and from
within the Department indicates that this process
continues to be valuable and well received.

Health Systems Support

The Australian Council for Safety and
Quality in Health Care
The Australian Council for Safety and Quality in
Health Care was established in January 2000
with the support of all Health Ministers.The
Council’s mandate is to lead national efforts to
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promote the safety and quality of health care, in
particular to improve patient safety.

The Council has active involvement and
support from all jurisdictions and all Health
Ministers with in-principle financial support of
$55 million over five years to progress its program
of work.The Council has set up a senior Quality
Officials’ Forum from Commonwealth, State and
Territory health departments to support and
inform the work of the Council.This ensures
close links with the work being undertaken by

States and Territories through their Quality
Improvement and Enhancement Plans under the
Australian Health Care Agreements.

The Council presented its second report to
Health Ministers Safety in Practice: Making Health
Care Safer in August 2001.The Council will
release its third report to Health Ministers
entitled Safety Through Action: Improving Patient
Safety in Australia in early 2002–03. It will
highlight the following achievements that
occurred in 2001–023:
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Australian Council for Safety and Quality in Health Care 
—Achievements 2001–02

Supporting Those Who Work in the Health System to Deliver Safer Patient Care
• Produced a summary analysis of the key findings of the King Edward Memorial Hospital Inquiry

(Western Australia) to better understand and widely disseminate lessons arising from the Inquiry.
• Developed guidelines for credentials and clinical privileges and commissioned work on a national

standard.

Improving Data and Information for Safer Health Care
• Commissioned work to improve the use and value of coronial information for safety

improvement.
• Conducted a national workshop to identify national priorities for reducing health care

associated infection.
• Commenced work on a national medical device tracking system.

Involving Consumers in Improving Health Care Safety
• Commissioned a national standard and guidelines to support open disclosure of adverse events.
• Redeveloped the Council website as an accessible gateway for patient safety information.

Redesigning Systems of Health Care to Facilitate a Culture of Safety
• Initiated a program recognising and supporting practical safety improvements in over 60

hospitals throughout Australia.
• Commissioned work on educational strategies for patient safety improvement.

Building Awareness and Understanding of Health Care Safety
• Hosted the 1st Asia Pacific Forum on Quality Improvement in Health Care with attendances

from over 26 countries.
• Produced the Second National Report on Patient Safety focusing on medication safety.
• Delivered hundreds of patient safety presentations to thousands of people throughout Australia

including through a program of visiting speakers.

3 Relates to Indicator 1.



The Council is leading a multi-faceted
program of work in the five key action areas
outlined in the table above and has set a national
agenda for change which is well accepted by
consumers, health care professionals, managers
and governments.The Council is providing
national leadership to achieve improvements in
patient safety with a particular focus on:

• reducing patient harm associated with
medication use;

• reducing patient harm resulting from health
care associated infection;

• coordinating national action to learn from
serious adverse events; and

• developing national standards to support
more open disclosure to patients and their
carers.

Promoting Research to Form the Basis of
Best Practice
The Department continued to provide support
for the Australian-based activities of the
international Cochrane Collaboration.This
support reflects the Government’s commitment
to building a stronger evidence base for the
health care system.The Cochrane Collaboration
is an international, non-profit organisation that
systematically reviews information on the effects
of health care interventions.This evidence assists
clinicians and policy makers to continuously
improve the quality of health care in Australia.

National Institute of Clinical Studies 
2001–02 was the first full year of operation for
the National Institute of Clinical Studies, a
Commonwealth-owned company established to
lead the continuous improvement of clinical
practice by increasing the uptake of the best
available research evidence.

This year, the Institute progressed work in a
number of clinical priority areas, with a
particular emphasis on improving care in the
emergency departments of Australian hospitals.

Workforce and Training 
There has been a focus in the last year on
increasing the capacity of the nation’s health

workforce planning and training infrastructure.
This is being done in collaboration with the
States and Territories and other bodies with a
vital role in health workforce development
including the Australian Medical Council
(AMC), medical colleges and universities.

The Department made a key contribution to
a review of the Australian Medical Workforce
Advisory Committee (AMWAC), the body
which advises the Australian Health Ministers’
Advisory Council (AHMAC) on Australia’s
medical workforce, including practitioner supply,
distribution and future requirements.The
Review found that AMWAC provides valuable
advice for medical workforce planning and
recommended its continuation.

The establishment of the Australian Health
Workforce Officials Committee (AHWOC) is
another initiative in which the Department
played a key role.AHWOC is a national
committee of senior workforce officials from
each State and Territory and the
Commonwealth, which will provide a forum for
reaching agreement on key health workforce
issues requiring national collaboration.

Australian Health Ministers have agreed to
move to a nationally consistent approach to
medical registration and have asked AHMAC to
consider a draft model for medical registration
and to conduct public and stakeholder
consultations on the model and issues.
Stakeholder forums were held and a public
consultation process (involving the release of a
Discussion Paper and a call for submissions) has
been conducted.The AHMAC Working Party is
scheduled to report back to Health Ministers by
the end of 2002.

The Department continued to provide
ongoing support to the AMC in its work to
develop a process for the recognition of new
specialties.The Recognition of Medical
Specialties Advisory Committee is expected to
finalise the Guidelines for Recognition of
Medical Specialties and Sub-Specialties in the
near future.The proposed guidelines have been
developed following extensive consultation with
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a wide range of interested and involved
individuals and organisations.

Most recently, Minister Patterson established a
bilateral Workforce Liaison Group between the
Department and the Australian Medical
Association as a forum to discuss and share
information on medical workforce issues.

The Department represented Australia on an
‘Expert Group’ providing advice to the
Organisation for Economic Cooperation and
Development (OECD) to assist with its analysis
of microefficiency of resource use in the health
systems of member countries.The work includes
a project exploring the health workforce policies
which best contribute to efficient and effective
health service delivery in OECD countries.

The Department provided funding of
$330,000 over two years and other support to
the AMC for the development and
implementation of a pilot model for the
accreditation of providers of specialist medical
training and professional development.The pilot
involved the Royal Australian and New Zealand
College of Radiologists and the Royal
Australasian College of Surgeons.The model
received strong support from medical colleges,
the chief provider of these services, and other
stakeholders and has now been adopted.The first
specialty to undergo the new accreditation
process will be anaesthesia, beginning in 2002.

There is a growing need for trainees in some
specialist medical disciplines to undertake some
training in community settings.This is largely
due to the changing focus of teaching hospitals,
with decreasing hospital stays and a
concentration on acute, complex conditions.As a
result, many teaching hospitals may no longer
provide a comprehensive teaching base for all
specialties.The Department has addressed the
issue on two fronts: by participating in an
AHMAC Working Party that is researching
specialist training outside teaching hospitals; and
by continuing to fund and evaluate a series of
trials which are exploring training in private
settings in the specialities of paediatrics and
dermatology.The Nganampa physician training
project, a trial of community based medical

specialist training in Central Australia, was
discontinued because of difficulties recruiting
trainees.The Evaluation Committee appointed at
the beginning of the project completed their
evaluation and the report provided a useful
exploration of the strengths and weaknesses of
the project and made recommendations relevant
to future specialist training initiatives.

The Medical Training Review Panel prepares an
annual report to the Minister that is tabled in
Parliament and provides a reference document on
medical workforce training opportunities.The
report indicates that there are an estimated 1,489
first year advanced vocational training placements
likely to be available in 2003 representing an
increase of 120 (8.8 per cent) on the estimated
number of placements available in 1997 when this
data was first collected.Another report, Community
and Rural Terms for Junior Doctors in Australia—A
National Review, was published in March. It is the
first national study of rural and community terms
and includes broadly agreed national definitions of
these terms. It also contains information on
establishment, implementation and sustainability of
community and rural terms and valuable
recommendations for future work in this area.

In May 2002, the Panel initiated a pilot of
new rural and community terms in seven
locations in three states based in hospitals,
community health centres and general practices.
They focus on a number of health disciplines
such as adolescent health,Aboriginal health,
paediatrics and mental health.

In April 2001, the National Review of
Nursing Education was announced by the then
Ministers for Education,Training and Youth
Affairs and Health and Aged Care.The Review
sought to make recommendations on models of
nursing education and training to meet future
labour force needs, taking into account financing
arrangements and regional circumstances.The
review included wide consultation, public
meetings and commissioned research.A draft
discussion paper was released in December, and
this was used in further consultation.The
Review team is due to report to the current
Ministers in the latter half of 2002.
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The supply and distribution of the health
workforce continues to be a major concern of
the Commonwealth Government. In the second
year of the Medical Rural Bonded Scholarships,
100 new contracts were signed by medical
students.4 They will practise in a rural or remote
area for six years on completion of graduate and
post-graduate training. Phase 1 of Skoltrac, a
computerised database was completed on time to
manage the applications and tracking of the
Scholarship holders beginning in 2002.

The Department provided ongoing support to
the Joint Standing Committee of the Australian
Medical Council and the Committee of
Presidents of Medical Colleges to develop a user’s
guide to assist in the streamlined assessment of
practitioners for positions in areas of need.The
Department also provided funds of $5,377 to
cover the printing and the distribution of hard
copies of the report to stakeholders.The
document, User’s Guide—Assessment Process for
Area of Need Specialists, can be found at the
website <www.amc.org.au>.

Workforce shortages in rural and remote
communities have continued to be addressed by
the granting of exemptions under Section 19AB
of the Health Insurance Act 1973 to both
temporary and permanent resident overseas-
trained doctors. In 2001–02, approximately 900
overseas-trained doctors were granted
exemptions to work in rural and remote areas,
thus improving the medical workforce supply in
rural and remote Australia.

An initiative to recruit overseas-trained
anaesthetists to fill vacant positions in public
hospitals was begun but the Department did not
have the capacity to overcome administrative
difficulties and this resulted in progress being
slower than anticipated.

The Government also recognised shortages in
the private hospital Accident and Emergency
Department workforce.The Approved Private
Emergency Department Program has been
established to help alleviate these.The Program

permits advanced trainees of the Australasian
College of Emergency Medicine to work a
limited number of shifts under supervision in
accredited private institutions.

Following a review, the Approved Medical
Deputising Service Program was extended.This
program was originally established to address the
shortage of doctors providing after hours home
visits. It allows medical practitioners who are
otherwise ineligible under the Health Insurance
Act 1973 to attract Medicare benefits for a
restricted range of professional services.The
review of the Program recommended that it
should also permit participants to work in
accredited ‘after hours only’ clinics operated by
approved deputising services.

The Senate Community Affairs References
Committee initiated an inquiry into nursing in
Australia in August and the Department
subsequently appeared before a public hearing.
This review was broad ranging, covering all
aspects of the profession including the supply of
nurses, remuneration, working conditions and
training.The report, The Patient Profession:Time
for Action, was tabled in the Senate on 26 June
2002.The Department will be coordinating the
Government’s response, which is required to be
tabled in Parliament by September 2002.

Information and Leadership

Health Online
In September 2001, Professor Richard Smallwood,
Chief Medical Officer, launched the second
edition of Health Online:A Health Information
Action Plan for Australia5 during the Welcome
Reception of the 1st Asia Pacific Forum on
Quality Improvement in Health Care.The second
edition, endorsed by Australian Health Ministers
in August 2001, reflects the significant progress
made in the key activity areas described in the first
edition. It also includes new strategies and projects
planned for the next five years.The nationally
coordinated approach created by Health Online
will help to improve the delivery and quality of
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health care, resulting in better health outcomes for
individuals and communities.

In October 2001, following publication of the
National Telehealth Plan for Australia and New
Zealand6, ongoing promotion of a national
approach to telehealth and responsibility for the
program of work on this issue was transferred
from the National Health Information
Management Advisory Council (NHIMAC) to
the HealthConnect Board (see below).The
National Action Plan to Facilitate the Take-up of E-
commerce in Australian Hospital Supply Chains was
also published during 2001–02 as the national
plan for supply chain reform.As with the
Telehealth Plan, responsibility for implementing
the plan has shifted from NHIMAC to a supply
chain reform group under the Australian Health
Ministers Advisory Council.

Consultations undertaken during the year
indicate that stakeholders acknowledge that
considerable progress has been made in the
strategic health information agenda in 2001–02.7

A review was conducted in May and June
2002 on the roles and function of NHIMAC.
The report of the review is to be considered by
Australian Health Ministers at their meeting in
November 2002.

Progress towards agreement on a nationally
consistent set of rules governing the privacy of
personal health information (the National Health
Privacy Code) has been slower than anticipated,
as mechanisms for implementing the Code are
still to be agreed by the Commonwealth States
and Territories. Drafting of the Code and a
companion Discussion Paper is now complete
and a consultation process is expected to
commence in the third quarter of 2002.8

HealthConnect
The HealthConnect project embarked on a two-
year research and development exercise,
coordinated by the joint Commonwealth State
and Territory Program Office. It is intended to

investigate the feasibility of a national system of
electronic health records. Development of the
draft Business Architecture, which in general
terms describes what HealthConnect is and what
it will be expected to be able to do, was
completed in May 2002.An extensive public
consultation process on the Business
Architecture, was conducted in all States and
Territories, in April and May 2002.

Stakeholder engagement and involvement is a
crucial element in ensuring the success of
HealthConnect.The HealthConnect Board,
consisting of representatives from all States and
Territories, as well as provider, consumer and
health informatics representatives, met for the
first time in September 2001.The HealthConnect
Stakeholder Reference Group was also
established and met for the first time in
November 2001.The Group’s role is to provide
broad stakeholder views and advice to the
HealthConnect Board on the formulation of
policy related to the design, development,
implementation and evaluation of HealthConnect.
An important recent development is the Board’s
decision to fast-track two ‘proof of concept’
trials, which will take place in Tasmania and the
Northern Territory.The trials will test the value
and viability of the HealthConnect concept.

HealthInsite
Over the last year, HealthInsite
<www.healthinsite.gov.au> has consolidated its
position as a leader in providing quality health
information to Australians.The site’s strong focus
on quality has been maintained, and the
underlying technical framework has been
enhanced.The site was visited by an average of
1,200 users daily in 2001–02. HealthInsite has
continued to grow in its second full year of
operation and now links to over 8,000
information items on 54 information partners’
websites.The site now includes over 90 major
topic areas, many of which also include
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significant sub-topic pages, providing direct links
to relevant pages on information partners’ sites.9

HealthInsite has actively engaged with
consumers in developing the site.The
HealthInsite Strategic Plan (2002–06) outlines the
key priorities for the site over the next four years
and reflects the views of consumers, information
partners and stakeholder organisations.

Search Conference in Consumer Participation
A Search Conference in Consumer Participation
was held in February 2002 to examine the future
of consumer participation in a new and different
landscape from that in 1997 when the former
Consumer Focus Collaboration, a national
stakeholder body, was established. Major issues
discussed at the Search Conference included:

• the need for coherent policy direction;
• models and practices to promote consumer

and community involvement;
• services by learning from the experience of

its users; and
• building on the strengths of the

achievements of the consumer movement.
Through core funding of almost $300,000 in
2001–02 to the National Resource Centre for
Consumer Participation in Health, the
Department is able to provide health services,
clinicians and consumers with support and
guidance about methods and models of
consumer and community participation, access to
a large resource collection, and participation in
research and development activities to contribute
to knowledge on consumer and community
participation and its practical application.10

The National Resource Centre for Consumer
Participation in Health also disseminates a range
of resources which were developed as part of the
Consumer Focus Strategy that concluded in
2001.The uptake of these resources has been
above expectations and some more popular
resources have been reprinted.

Health and Medical Research 
The former Minister, Dr Wooldridge, hosted a
successful Medical Biotechnology Forum
‘Supporting the Pre-Seed Stage in Medical
Biotechnology’ in August 2001.The Forum,
comprising 30 eminent professionals from the
Australian and international biotechnology,
industry and finance sectors, discussed a number
of mechanisms for increasing private sector
support for pre-seed funding of biomedical
innovations and reducing impediments to
commercial activities in universities and public
research agencies.

The National Health and Research Council’s
(NHMRC) health and medical research
programs have been in a period of transition as
the recommendations of the 1999 Health and
Medical Research Strategic Review (chaired by
Mr Peter Wills) have been implemented.The
review recommended that research grants focus
on providing support to proven, highly
productive research teams taking a thematic
approach to research; that research programs
encourage collaboration and industry partnership,
and that opportunities for commercial
development of research outcomes are exploited.
The Government doubled funding support for
health and medical research to more than 
$400 million by 2004–05 to support the
implementation of the review.

The NHMRC’s Research Committee has a
primary role to build and support an effective
Australian health and medical research sector built
on high-impact research, a high-calibre workforce
and infrastructure, and to fund research that will
provide quality knowledge to increase the health
and wealth of the Australian people.

In 2001–02, the Research Committee has:
• awarded 16 new five-year Program Grants at

a total cost of $114.97 million.These grants
provide a more flexible approach to research,
allow researchers more time to pursue their
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research goals, and promote multi-disciplinary
collaboration.These awards are made on the
strength of the applicant team’s record of
research achievement, the research proposal
and team collaboration;

• maintained its commitment for investigator
initiated Project Grants, a vital mechanism
for researchers to gain experience and
contribute to our store of knowledge. In
October 2001, 408 awards were approved at
a total cost of $135.83 million;

• awarded the first Burnet Awards to two
eminent Australian researchers, Nobel
Laureate, Professor Peter Doherty, and
Professor Tony McMichael, to continue their
research in Australia and provide international
leadership to research teams in Australia;

• progressed the transition of former ‘block-
funded’ institutes into the competitive
research awards schemes, reducing
guaranteed funding grants over four years;

• expanded new Industry and Practitioner
Fellowships and Career Development
Awards schemes that complement
NHMRC’s prestigious researcher support
program, developing talented individuals
through their career and enhancing
Australia’s research capability. In addition,
partnership awards were offered for the first
time with Diabetes Australia and the
National Heart Foundation;

• extended its collaboration with the Juvenile
Diabetes Research Foundation International
through a second round of Special Program
Grants in Type I Diabetes and developed a
joint proposal to establish a diabetes vaccine
development centre with a joint commitment
of over $13 million over five years;

• established a new Population Health
Research Capacity Building Program aimed
at rapidly building the critical research mass
in population health.The first awards will be
announced in early 2002–03; and

• continued to foster international linkages
through its partnerships with the Juvenile
Diabetes Research Foundation International
to support Special Program Grants in Type I
Diabetes and establish a diabetes vaccine
development centre; collaboration with the
Wellcome Trust of the United Kingdom and
the Ministry of Research, Science and
Technology of New Zealand Health Research
Council to invest more than $30 million into
research into the health issues of developing
countries in the region; and a collaboration for
Indigenous health research with the New
Zealand Health Research Council and the
Canadian Institutes of Health Research.

Strategic Research
Whilst a large part of the NHMRC’s research
effort remains on investigator led basic research, it
has also expanded its investment into priority-
driven and collaborative research and developing
Australia’s research capacity.The Strategic
Research Development Committee (SRDC)
commissions research around areas of identified
need, including systems of care for chronic disease,
oral health, ageing, mental health and Indigenous
health.Within these overall priorities, the SRDC
has given particular attention to issues relating to
rural health, health services, palliative care and the
socioeconomic determinants of health.11

The SRDC took an important step in August
2001 when it held its first meeting in regional
Australia, meeting with traditional owners, the
Council and other members of the surrounding
Coonabarabran community.The workshop gave
the SRDC a better appreciation of health and
medical research issues for rural Australians, and
of the link between health and medical research,
policy and services/delivery.

In partnership with the South Australian
Department of Human Services, the SRDC
hosted a workshop entitled ‘Bridging the Gap’,
which helped the committee to define research
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questions in oral health. Research programs have
now commenced across the four domains
identified through the workshops, covering basic
and clinical research, public health research and
health services and practices.

The SRDC and the Population Health
Division of the Department hosted a workshop
‘Tackling Chronic Disease: Exploration of Key
Research Dimensions’ to identify research
priorities for a research program into systems of
care in chronic disease. Research has now
commenced in several areas identified, including
consumer participation, social capital and social
support; access (geographical, socioeconomic and
cultural); economics of health; continuum of
care, new models of care; evidence-based
treatment and care; and health and life course.
Indigenous issues are integral to all these topics.

In October 2001, the SRDC hosted a
workshop aimed at establishing effective
partnerships and outcomes for research relating
to people with chronic or recurring mental
illness.These partnership grants will support
multi-disciplinary collaborations considering
complex health problems using basic research,
research on population health, health services and
social policy, and research from outside the health
area, as appropriate.

SRDC also convened a very successful
evaluation workshop on social and behavioural
research into hepatitis C, inviting chief
investigators for each of the 12 funded projects
under the program to describe the outcomes of
their projects and the relevance of their research
findings to public policy. SRDC, researchers and
members of the community discussed how to
disseminate research findings and translate them
into changed policy and practice.

The Aboriginal and Torres Strait Islander
Health Research Agenda Working Group
(RAWG) was established as a joint committee of
the SRDC and the Office of Aboriginal and
Torres Strait Islander Health—a majority of its
members are Indigenous Australians. RAWG has
been instrumental in developing the NHMRC’s

Criteria for Health and Medical Research of
Indigenous Australians. RAWG was tasked by
SRDC with developing a ‘road map’ document to
identify priority areas for research on Aboriginal
and Torres Strait Islander health.The road map
will be widely available and will inform interested
parties of the strategic research priorities in
Aboriginal and Torres Strait Islander health.

Change to Research Appropriations
Following discussions with the Department of
Finance and Administration and the Australian
National Audit Office changes were made to the
accounting policy for research grants with
consequent adjustments to the appropriations.
The appropriation for 2001–02 changed from
$379 million to $282 million and for 2002–03
from $415 million to $339 million.The
adjustment only reflects changes in the timing of
the recognition of expenses and does not impact
on the aggregate level of multi-year grants able
to be approved each year.

Health Advice
The Health Advisory Committee’s (HAC) primary
role is to translate the findings of research into
policy and practice and to advise the community
on health and health issues. In the past year the
Committee has continued to collaborate with key
organisations, such as the Australian Cancer
Network and the National Breast Cancer Centre,
to ensure best practice guidelines are available to
health professionals and the community.

The Committee has continued its
commitment to ensuring the quality of water
through the ongoing review of the Australian
Drinking Water Guidelines. During the year
HAC published revisions to the guidelines in a
number of areas including radiological water
quality, copper and water fluoridation. In
addition, the production of guidelines on the use
of blood components has continued the
Committee’s work to ensure a safe blood supply.

The HAC also provides support to guideline
developers through publication of information
on evaluation of economic evidence and by
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working closely with guideline developers to
ensure the rigour of their processes match
NHMRC standards.The Council has endorsed
two externally developed guidelines this year.All
documents submitted by HAC to the Council
met the required criteria.12

The Committee also commenced work on
the development of advice for health workers in
rural and remote Australia to manage episodes of
violence.There was considerable consultation
over the year to ensure that all stakeholders had
input into the advice which, when finalised, will
be published as a manual.

Health Ethics
The primary role of the Australian Health Ethics
Committee (AHEC) is to provide high quality
ethical advice and guidelines for health care and
the conduct of research involving people.

The Committee has maintained a focus on
support for institutional human research ethics
committees by providing training seminars on
the issue of the protection of privacy.This
followed the timely development, and approval
by the Privacy Commissioner, of guidelines
under section 95A of the Privacy Act 1988
(Commonwealth).

Compliance reporting by 210 human research
ethics committees registered with AHEC in the
year 2000–01 demonstrated that all were in
compliance with the requirements of the
National Statement on Ethical Conduct in
Research Involving Humans. Compliance with
the requirements of section 95A of the Privacy
Act 1988 (Commonwealth) was also assessed and
reported to the Federal Privacy Commissioner.13

Major projects for the past year have been the
development of guidelines for the conduct of
clinical xenotransplantation research.These were
completed for public consultation at the end of
June 2002.AHEC has also been revising Ethical
Guidelines on Assisted Reproductive Technology
(1996).This task was commenced prior to release

of the report of the House of Representatives
Standing Committee on Legal and
Constitutional Affairs into human cloning and
some time before the Council of Australian
Governments announced its agreement to the
establishment of a national framework to ban
human cloning and regulate research on embryos
surplus to In Vitro Fertilisation procedures.

In September 2001 AHEC, jointly with the
Australian Law Reform Commission (ALRC),
launched an issues paper on the protection of
human genetic information. Nearly 150 written
submissions were received and public meetings
were held in 15 centres.AHEC and ALRC have
continued their collaboration on this inquiry by
preparing a discussion paper with
recommendations that should be released in early
2002–03.The inquiry will report to the Federal
Attorney-General and Minister for Health by
March 2003.

The NHMRC Act 1992 permits the Minister
to refer matters to the NHMRC for advice. In
2001–02, the Minister requested advice from
AHEC on the following issues: Organs retained
at autopsy: ethical and practical issues; and Ethical
and Practical Issues Concerning Ashed Bones
from the Commonwealth of Australia’s Strontium
90 Program 1957–1978. Both of these requests
were met.

Nationally Consistent Framework for the
Ban on Human Cloning and Licensing of
Embryo Research
Following the 5 April 2002 decision of the
Council of Australian Governments, the
NHMRC has the responsibility for the
introduction of nationally consistent legislation
banning human cloning and other unacceptable
practices and establishing a national regulatory
framework for the use of excess assisted
reproductive technology embryos.

Draft legislation tabled in Federal Parliament
on 27 June 2002 by the Prime Minister has two
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objectives.The first involves prohibiting and
monitoring the ban on human cloning and other
unacceptable practices, including the attempt to
or the creation of a human embryo clone;
placement of an embryo other than in the female
reproductive tract; using foetal gametes for
fertilisation; mixing human and animal gametes;
and commercial trading in gametes or embryos.
The second objective is to implement nationally
consistent regulation to govern licensing of
research involving the use of excess assisted
reproductive technology embryos.
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Outcome 9: Financial Resources Summary
1 (A) (B) 

Budget Actual Variation
Estimate Expenses (Column B 2 Budget 

2001/2002 2001/2002 minus 2002/2003 
$'000 $'000 Column A) $'000

Administered Expenses

Administered Item 1: Health Research, Ethics and Advice
Appropriation Bill 1/3   (3) 281,705 247,500 (34,205) 339,206

281,705 247,500 (34,205) 339,206

Administered Item 2: Workforce
Appropriation Bill 1/3 23,498 26,800 3,302 48,802

23,498 26,800 3,302 48,802

Administered Item 3: National Health Priorities & Quality
Appropriation Bill 1/3 25,428 25,399 (29) 26,444

25,428 25,399 (29) 26,444

Administered Item 4: Information management / 
Information Technology
Appropriation Bill 1/3 4,767 2,707 (2,060) 2,334

4,767 2,707 (2,060) 2,334

Administered Item 5: Development Grant
Appropriation Bill 2/4 10,000 10,000 - -

10,000 10,000 - -

Total Administered Expenses 345,398 312,406 (32,992) 416,786

Departmental Appropriations

Output Group 1—Policy Advice 14,668 15,365 697 16,197
Output Group 2—Program Management 16,548 17,335 787 18,271

Total price of departmental outputs 31,216 32,700 1,484 34,468
(total revenue from Government & other sources)

Total revenue from Government (appropriations) 30,633 30,654 21 33,881
contributing to price of departmental outputs
Total revenue from other services 583 2,046 1,463 587

Total price of departmental outputs 31,216 32,700 1,484 34,468
(total revenue from Government & other sources)

Total price of outputs for Outcome 9 31,216 32,700 1,484 34,468
(Total revenue from Government & from other sources)

Total estimated resourcing for Outcome 9 376,614 345,106 (31,508) 451,254
(Total price of ouputs & admin expenses)

Average Staffing Level (Number) 2001–02
Department 346

1 Full-year budget, including additional estimates.
2 Budget prior to additional estimates.
3 Budgeted amount is 2002–03 Estimated Actual, this amount incorporates change in accounting policy for Grants.
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Quality:

Quantity:

The number of grants funded each year
varies, depending on the budget for
eligible grants and the total funding
available for new grants in that year. In
2000, the number of new grants awarded
was in excess of 630.As well, over 1,100
continuing grants were maintained.

There were 625 new grants awarded, with over 1,600
continuing grants maintained.

All research grants paid accurately and
on time.

The majority of payments were made accurately and in a
timely manner during the year, with the exception of the
January quarterly payment to institutions which was
delayed as a result of system problems.

Performance Information for Administered Items 

1. Research grants, including for research in all fields relevant to health and
health services in accordance with stated ethical and scientific standards.

• Research through the National Health and Medical Research Council (NHMRC) of a
high national standard and conducted in accordance with stated ethical and scientific
standards.

Measure Result

The quality of the research produced is
measured by performance indicators 7
and 9.

Measure met and all research grants were 100% compliant.

Timeliness:

2.Workforce
• Development of projects to improve the training and distribution of the health

workforce, including:
• evaluation of rural and community placements for doctors in their first and second post-

graduate years;
• tabling of medical training and review panel report in Parliament;
• trialing of community based specialist training; and
• monitoring of vocational training opportunities for medical graduates through the

Medical Training Review Panel under section 3GC of the Health Insurance Act 1973.

Quantity:

A stratified sample of the placements
undertaken by around 1,000 junior
doctors each year.

Measure met.
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Performance Information for Administered Items—9. Health investment (cont)

Measure Result

Distribute approximately 3,000 reports. Target met.

Trials of community based specialist
training will be successfully
implemented/completed.

Trials were successfully implemented.

Quality:

Reference document on medical
workforce training opportunities.

The reference document, the Annual Report, was tabled in
Parliament out of session in January 2002.

Timeliness:

Improved quality of placements from the
perspective of trainees and educators.

Measure met according to the report, Community and Rural
Terms for Junior Doctors in Australia—A National Review.

Evaluation of trials to be submitted to
the Australian Health Ministers’Advisory
Council (AHMAC Working Group).

Summary of interim evaluation reports submitted to the
AHMAC Working Group on Medical Specialist Training
Outside Teaching Hospitals.

Final report October 2001. Report to
Parliament by December 2001.

Reported to Parliament out of session January 2002 due to
proroguing of Parliament.

3. National Health Priorities and Quality
• strategic action on National Health Priority Areas;
• quality and safety;
• strengthening the involvement of consumers;
• peak community organisations’ input into policy and program development and delivery,

through the Community Sector Support Scheme; and
• National Institute of Clinical Studies Australia to identify best clinical practice for a range

of clinical conditions.

Quality:

Establish a Priority for Action in
Cancer Control Plan 2001–03, and
implement initiatives for prevention,
detection and management of priority
cancer conditions.

In December 2001, after extensive public consultation, the
Cancer Strategies Group released its report Priorities for
Action in Cancer Control 2001–03, identifying 13 priority
actions.An implementation workshop on the report was
held in May 2001.A draft summary of the report has been
forwarded to participants and a final action plan on the
report will be forwarded to the National Health Priority
Action Council for their endorsement by December 2002.
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Performance Information for Administered Items—9. Health investment (cont)

Measure Result

Implement key initiatives as part of the
National Asthma Action Plan, including
Asthma Friendly Schools, the Consumer
Charter and appropriate medication
management.

The GP Asthma Initiative was launched by the then Minister
for Health and Aged Care, Dr Michael Wooldridge on 8
October 2001.
To the end of 2001 a total of 1,579 schools had registered to
participate in the Asthma Friendly Schools Program nationally.
A total of 30 Schools were recognised as ‘asthma friendly’.
Development of the Consumer Charter for asthma was
delayed to ensure that messages conveyed in the Charter were
consistent with the GP Asthma Initiative: the 3+ Visit Plan.

Develop guidelines and improve the
detection, management and monitoring
of Diabetes Mellitus.

The national evidence-based guidelines for Type II Diabetes
Mellitus are expected to be completed by December 2002.
The guidelines are being developed by a consortium led by
Diabetes Australia.

Monitor and analyse disease trends and
differentials across the Continuum of
Care for Cardiovascular disease.

The Department continued to fund the National Centre for
Monitoring Cardiovascular Disease to monitor mortality,
morbidity, risk factors and procedures in relation to heart,
stroke and vascular disease.

The Australian Council for Safety and
Quality in Health Care implements its
National Action Plan by June 2002.

Action plan continues to be implemented and updated for
2002. It will be released in early 2002–03.

Support and advice on consumer
participation available to stakeholders
through the National Resource Centre
for Consumer Participation in Health.

The National Resource Centre for Consumer Participation in
Health was funded throughout the 2001–02.An evaluation,
conducted by the National Institute for Primary Care, showed
that the Centre exceeded their requirements.

High level of satisfaction with input by
peak community organisations into
policy and program development and
delivery.14

The Minister and the Department were satisfied with the
input provided by the funded peak community organisations
and their relevance to the Department’s policies and programs.

The National Institute of Clinical Studies
to work closely with key stakeholders to
progressively implement the first phase of
its Strategic Plan 2001–04.15

The National Institute of Clinical Studies finalised its Strategic
Plan 2001–04 in July 2001, and is implementing a range of
strategies to facilitate continuous improvements in clinical
practice in Australia.

14 This measure was omitted from the 2001-02 Portfolio Budget Statements. It was included in the 2001-02 Portfolio Additional
Estimates Statements.
15 The three-year Strategic Plan was completed ahead of time and its implementation commenced during 2001-02.This
performance measure was changed in the 2001-02 Portfolio Additional Estimates Statements to reflect the work being undertaken to
implement the plan.
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Performance Information for Administered Items—9. Health investment (cont)

Measure Result

4. Information Management/ Information Technology, including:
• Information management/information technology; and

Quality 

Evaluation of State and Territory pilot
projects for HealthConnect completed.

State and Territory exploratory projects completed and
assessed. Preliminary work for Tasmanian and Northern
Territory fast-track trials signed off by Board.

Quantity 

• National Health Survey.

Quality:

Develop survey content for the
National Health Survey through
partnership arrangements with the
Australian Bureau of Statistics.

The 2001 National Health Survey was conducted by the
Australian Bureau of Statistics from February through to
December 2001.Through the National Health Survey
partnership the Australian Bureau of Statistics continue to
consult with the Department on publication content and
other aspects of the wider dissemination strategy.The
survey results will become available from October 2002.

Develop standards in five key areas—
privacy, security, messaging, supply
chain numbering and health
identification.

Privacy standards for HealthConnect trials are under
development.Through Standards Australia, standards have
been released for Public Key Infrastructure Infrastructure,
and an implementation guide for security standards.A
summit on HL7 (messaging) was held in March 2002.Work
on the development of a HL7 messaging standards has been
commissioned.Work has commenced on standards for
supply chain numbering.A national client identification
standard has been finalised and work is underway on
provider identification standards.

5. Development Grant
• Establishment of a new medical research centre.

Quantity:

Establishment of a medical centre
specialising in research and treatment of
cancer.

A development grant with the Children’s Cancer Institute
Australia for Medical Research for $3.3 million was awarded
and paid in 2002.The grant is a contribution to the provision
of laboratories which are appropriately equipped with research
equipment and facilities suitable for molecular and cellular
research; and office and other space for the core functions of
the Children’s Cancer Institute Australia within a new facility
on a site adjacent to the Sydney Children’s Hospital.
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Performance Information for Departmental Outputs

1. Policy advice, including:
• policy advice relating to:

– ethics (human research);
– health and medical research;
– National Health Priority Areas and quality and safety;
– information management, development and delivery across and within the 

health sector; and 
– the Community Sector Support Scheme.

• annual report on the activities of the operation of the National Health and Medical
Research Council (NHMRC) under the NHMRC Act 1992;

• development of health advisory guidelines; and
• report on health workforce development.

Measure Result

Quality:

A high level of satisfaction of the
Ministers, Parliamentary Secretary and
Ministers’ Offices with the relevance,
quality and timeliness of policy advice,
Question Time Briefs, Parliamentary
Questions on Notice and briefings.

The Ministers and Parliamentary Secretary are all satisfied
with the quality (and timeliness) of the Department’s policy
advice.
National health priorities are not progressing at an even pace
due to resourcing variations. Implementation of practice
incentives around health priorities has been excellent, though
evaluation is pending. Liaison with the National Institute of
Clinical Studies and the Australian Council for Quality and
Safety in Health Care was also notable.

Agreed time frames are met for
responses to ministerial
correspondence, Question Time Briefs,
Parliamentary Questions on Notice and
ministerial requests for briefing.

Agreed time frames were met for:
• 92% of ministerial correspondence;
• 90% of Question Time Briefs;
• 88% of Parliamentary Questions on Notice16; and
• 74% of ministerial requests for briefings.

A high level of stakeholder satisfaction
with the quality and timeliness of
departmental/Portfolio inputs to
national policy, planning and strategy
development and implementation.

All national workforce policy and strategic projects on
which the Health Industry and Investment Division was
leading completed on time.The report on health workforce
development, Occasional Paper 12,The Australian Medical
Workforce was well received.The paper is available on the
Department’s website.

16 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

Measure met.The level of stakeholder satisfaction was
demonstrated by the continued high support and usage of
NHMRC produced documents and the high subscription
rate for attendance at the Australian Health Ethics Committee
2002 National Workshop series, with 1,110 people attending.
Of those attending 77% of participants rated the workshops as
‘very interesting’ and ‘very useful’.

Timely production of evidence-based
policy research to inform and engage
stakeholders in meaningful policy and
program discussions.

Measurement met.

Timely production of the NHMRC
Annual Report.

The NHMRC Annual Report for calendar year 2001 is to be
tabled in September 2002.

Quantity:

820–870 responses to ministerial
correspondence, 100–120 Question Time
Briefs, 15–20 Parliamentary Questions
on Notice and 45–55 ministerial requests
for substantial briefings.

Responses were prepared for approximately:
• 724 items of ministerial correspondence;
• 148 Question Time Briefs;
• 22 Parliamentary Questions on Notice17; and
• 128 ministerial requests for briefings.

2. Program Management in relation to:
• research grants, including:
• health and medical research grants;
• international research programs;
• fellowships;
• training awards; and
• block grants.
• contracts for:
• workforce training development;
• National Health Priority Areas;
• consumer participation;
• quality improvement issues; and
• performance information issues.
• consultancies to assist in the development of Health Advisory guidelines;
• managing the development and provision of information and analysis on the health and

welfare of Australia;
• individual contracts to ensure that each Community Sector Support Scheme funded

organisation is appropriately focussed on portfolio objectives; and
• financial management and reporting on Outcome 9.

Performance Information for Departmental Outputs—9. Health investment (cont)

Measure Result

17 This figure includes only the questions from the Senate and House of Representatives and not questions from the
Community Affairs and Legislation Committee during Senate Estimates hearings.
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Quality:

A high level of stakeholder satisfaction
with the timely development and
implementation of national strategies.

The extensive public consultation process employed by the
NHMRC in the development of advice and guidelines
ensure that stakeholders have the opportunity to contribute
towards national policy, planning and strategy development.
The increase in partnerships between the NHMRC and
other organisations is evidence of the satisfaction of
stakeholders with the NHMRC.

Budget predictions are met and actual
cash flows vary less than 5% from
predicted cash flows.

Budget predictions were met with cashflows varying by less
than 5%.

100% of payments are made accurately
and on time.

All Community Sector Support Scheme payments were
made on time and accurately.
There was a delay experienced in the scheduled January
2002 payment of NHMRC grants due to system problems.
This resulted in 85% of payments for that quarter being
delayed.All scheduled payments were made during
February 2002.
Medical Rural Bonded Scholarship contracts: 86.4% on
time, 6.2% early, 7.3% one or two days late, 0.1% more than
two days late.Amounts were accurate.

A high level of stakeholder satisfaction
with relevance, quality and timeliness of
information and education services.

Through funding the National Resource Centre for
Consumer Participation in Health (NRCCPH) the
Department is able to provide health services, clinicians and
consumers with support and guidance about methods and
models of consumer and community participation.An
independent review of the NRCCPH found there was a
high level of stakeholder satisfaction with the quality of
services provided.

Performance Information for Departmental Outputs—9. Health investment (cont)

Measure Result

Quantity:

Number of contracts administered. 15 national secretariat Funding Agreements and 263
contracts were administered.
The NHMRC administered over 2,300 Funding
Agreements and over 1,000 contracts.
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Operating Result—Departmental

Improved operating result for 2001–02
A sustained focus on departmental budgetary
management throughout the 2001–02 year has
resulted in a surplus of $2.9 million for the
consolidated entity.
This favourable result follows:

• a greater increase in revenues from
Government in comparison to costs
incurred over 2001–02;

• the implementation of a new executive
structure for financial accountability during
2001–02;

• an improved focus upon financial
accountability within the Department; and

• an increase in the level of financial
reporting undertaken within the
Department.

A four year summary of the consolidated agency
operating result is shown below.
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Total revenue increased by 7%
In 2001–02, appropriation revenue increased by
$42.7 million to $707.5 million and this is in line
with the 2001–02 Portfolio Budget Statements.
Agency revenues from Government are adjusted
annually through the Budget process (including
Additional Estimates) to reflect two main factors:

• new policy proposals and the associated
resource requirements; and

• adjustments in accordance with the Output
Pricing Agreement between the
Department and the Department of Finance
and Administration.

Revenue from Government includes 
$368.8 million paid to the Health Insurance
Commission for service delivery (2000–01:
$350.4 million).

Interest earned on cash deposits with the
Reserve Bank fell by 25%. This revenue
reduction was a direct consequence of lower
interest rates for the period in comparison to
those rates that prevailed during 2000–01.

Other revenue increased by $8.0 million or
15% in comparison to 2000–01 and is a result of
increased revenues for activities undertaken by
the Therapeutic Goods Administration and for
services provided to portfolio agencies. This
increase was in line with budgeted revenue
predictions for 2001–02.

Total expenses increased by 4%
during 2001–02:

• employee expenses increased as a result of
the 2.5% general salary increase under the
Certified Agreement, and accompanying
salary on-cost flow on effects;

• average staffing levels increased by 159 or
5% to 3,307;

• the increase in payments to the Health
Insurance Commission represent the
majority of the additional Suppliers
expenses incurred over the previous
financial year; and

• the decline in the depreciation and
amortisation expense for the year is
consistent with reduced levels of fixed asset
holdings.

Assets and Liabilities—Departmental
Net asset position improved
The consolidated net asset position of the
Department is now $6.9 million; this is an
improvement of $10.2 million in comparison to
the 2000–01 position. This improvement is a
result of the positive operating result for 2001–02
and a revaluation of the Department’s land,
buildings, leasehold improvements, general plant
and equipment.

Total departmental assets increased by 10%
Cash at bank increased during the financial year
by $18.9 million and will be used to meet future
liabilities as the requirement for cash settlement
falls due.

The revaluation of fixed assets resulted in a
$7.2 million net increase in the value of fixed asset
holdings for the consolidated departmental entity.

Total departmental liabilities increased by 2%
The major liabilities at 30 June 2002 are:

• employee provisions of $71.3 million; and
• suppliers provisions of $38.3 million.

Overall departmental liabilities at 30 June 2002
have marginally increased by 2 per cent over the
previous financial year balance to $131.3 million.

Administered Revenues
Revenues Administered on Behalf of
Government increased by $429.3m
During the financial year there was a change in
the accounting policy relating to when liabilities
and expenses for multi year grants are recognised.
Revenues and expenses are now recognised as the
services are provided, while previously the total
expense and liability were recorded on the signing
of the contract or agreement. The financial
impact of this change in 2001–02 was 
$391.9 million, and this amount represents the
majority of the increase in administered revenues.
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Administered Expenses
Total administered expenses increased by 7%
Administered expenses have increased in line
with Government Budget expectations. Personal
Benefits (such as the Medical Benefits Scheme
and the Pharmaceutical Benefits Scheme)
represented the largest increase in 2001–02 (an
increase of $936.8 million to $13,630 million,
arising from increased demand for services).

Assets and Liabilities—Administered
Total administered assets reduced by 33%
All administered assets are reported at similar
levels to the 2000–01 financial year, with the
exception of cash (a reduction of $62.5 million)
and prepayments (an increase of $6.2 million).
These two exceptions are related to increases in
cash payments.

Total administered liabilities reduced by 22%
The reduction in liabilities has arisen from the
accounting policy change outlined under
‘Revenues Administered on Behalf of
Government’ impacting on when grant liabilities
are recognised.
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DEPARTMENT OF HEALTH AND AGEING
STATEMENT OF FINANCIAL PERFORMANCE
for the year ended 30 June 2002

Notes 2001-02 2000-01
$’000 $’000

Revenues from ordinary activities
Revenues from Government 3 707,521 664,794
Sales of goods and services 4 56,052 48,894
Interest 1,509 2,010
Net gains from sales of assets 5 352 63
Other 3,169 2,113

Total revenues from ordinary activities 768,603 717,874

Expenses from ordinary activities 
(excluding borrowing cost expense)

Employees 6 254,893 228,886
Suppliers 7 492,803 483,985
Depreciation and amortisation 8 16,069 17,340
Write down of assets 9 1,213 4,760

Total expenses from ordinary activities 764,978 734,971
(excluding borrowing costs expense)

Borrowing costs expense (loan) 648 438

Net operating surplus (deficit) from ordinary activities 2,977 (17,535)

Restructuring - 376

Net surplus (deficit) attributable to the Commonwealth 2,977 (17,159)

Net credit (debit) to the asset revaluation reserve 7,190 -

Total revenues, expenses and valuation adjustments attributable 
to the Commonwealth and recognised directly in equity 7,190 - 

Total changes in equity other than those resulting
from transactions with owners as owners 10,167 (17,159)

The above statement should be read in conjunction with the accompanying notes.
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DEPARTMENT OF HEALTH AND AGEING
STATEMENT OF FINANCIAL POSITION
as at 30 June 2002

Notes 2001-02 2000-01
$’000 $’000 

ASSETS
Financial assets

Cash 10 60,975 42,042 
Receivables 11 15,627 14,163 

Total financial assets 76,602 56,205

Non-financial assets
Land and buildings 12 225 196 
Infrastructure, plant and equipment 12 23,015 22,982
Inventories 14 482 606
Intangibles 15 37,758 43,060
Prepayments 219 2,195

Total non-financial assets 61,699 69,039 

Total assets 138,301 125,244 

LIABILITIES

Interest bearing liabilities
Loans 16 9,000 10,800

Total interest bearing liabilities 9,000 10,800 

Provisions
Employees 17 71,313 66,967

Total provisions 71,313 66,967 

Payables
Suppliers 18 38,308 36,827
Unearned income 19 10,193 10,736
Other 20 2,533 3,127

Total payables 51,034 50,690

Total liabilities 131,347 128,457 

NET ASSETS 6,954 (3,213)

EQUITY
Contributed Equity 21 5,914 5,914
Reserves 21 7,564 374
Retained surpluses or accumulated deficits 21 (6,524) (9,501)
Total equity 6,954 (3,213)

Current assets 77,304 59,007 
Non current assets 60,997 66,237 
Current liabilities 73,892 62,546 
Non current liabilities 57,455 65,911 

The above statement should be read in conjunction with the accompanying notes.
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DEPARTMENT OF HEALTH AND AGEING
STATEMENT OF CASH FLOWS
for the year ended 30 June 2002

Notes 2001-02 2000-01
$’000 $’000 

OPERATING ACTIVITIES

Cash received
Appropriations for outputs 708,035 665,970 
Sales of goods and services

Government 14,772 11,778 
Non-government 43,266 45,990 

Interest 1,431 2,032 
GST refunds from ATO 12,054 11,224 
Other 2,657 1,961 

Total cash received 782,215 738,955

Cash used
Employees 250,749 221,826
Suppliers 505,710 488,759
Borrowing costs 648 438

Total cash used 757,107 711,023
Net cash from / (used by) operating activities 22 25,108 27,932

INVESTING ACTIVITIES

Cash received
Proceeds from sales of property, plant and equipment 4,329 9,447

Total cash received 4,329 9,447

Cash used
Purchase of property, plant and equipment 2,076 6,993 
Purchase of intangibles 6,628 11,511 

Total cash used 8,704 18,504
Net cash from / (used by) investing activities (4,375) (9,057)

FINANCING ACTIVITIES

Cash received
Appropriations — contributed equity – 1,841 
Proceeds from loan – 6,800 

Total cash received – 8,641

Cash used
Repayment of debt 1,800 – 
Capital use charge paid – 2,354 

Total cash used 1,800 2,354
Net cash from / (used by) financing activities (1,800) 6,287

Net increase / (decrease) in cash held 18,933 25,162

Cash at beginning of reporting period 42,042 16,880

Cash at end of reporting period 10 60,975 42,042 

The above statement should be read in conjunction with the accompanying notes.
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DEPARTMENT OF HEALTH AND AGEING
SCHEDULE OF COMMITMENTS
as at 30 June 2002

2001–02 2000–01
$’000 $’000 

BY TYPE

CAPITAL COMMITMENTS
Intangibles 1,695 –
Infrastructure, plant and equipment – 2,298 

Total capital commitments 1,695 2,298

OTHER COMMITMENTS
Operating leases 1 280,860 335,426 
Other 2 406,725 770,578 

Total other commitments 687,585 1,106,004

COMMITMENTS RECEIVABLE
GST (27,966) (22,700)

Total commitments receivable (27,966) (22,700)

Net commitments 661,314 1,085,602

BY MATURITY

All net commitments
One year or less 450,025 426,245 
From one to five years 139,988 568,779 
Over five years 71,301 90,578 

Net commitments 661,314 1,085,602 

Operating Lease Commitments
One year or less 51,388 58,520 
From one to five years 132,639 183,238 
Over five years 71,300 93,668 

Net commitments 255,327 335,426 

NB: Commitments are GST inclusive where relevant.

1 Operating Leases included are effectively non-cancellable and comprise:
(a) Leases for office accommodation

Lease payments are subject to reviews in accordance with the lease agreement. The reviews range from annually to
biannually over the lease term, and are either a predetermined increase or reviewed against market rentals at the time.
Where offered, lease renewal options range from 3 to 5 years.

(b) Leases for motor vehicles
Lease payments are fixed for the term of the lease.
There are no lease renewal or purchase options.
Penalties exist upon the early return of a vehicle or when excessive kilometres are travelled.

(c) Computer equipment leaseback
A lease in relation to computer equipment held as at 30 June 1999 which was sold and leased back on 1 July 1999
The lessor provides all computer equipment and software designated as necessary in the supply contract for 5 years with a 2
year plus 2 year option on the same terms and conditions. The initial equipment had, on average, useful life of 3 years from
the commencement of the contract. The Department may vary its original designated requirement, subject to giving 3 months
notice, at no penalty.

2 The comparative figure includes payment for the Output Pricing Agreement (OPA) with the Health Insurance Commission for
2001–02. The OPA for 2002–03 onwards is currently under negotiation and the previous conditions currently remain in place.

The above schedule should be read in conjunction with the accompanying notes.
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DEPARTMENT OF HEALTH AND AGEING
SCHEDULE OF CONTINGENCIES
as at 30 June 2002

2001-02 2000-01 
$’000 $’000

CONTINGENT LOSSES
Claims for damages/costs 1 78 5,007 

CONTINGENT GAINS
Claims for damages/costs 2 1,725 215 

Net contingencies 1,647 (4,792)

1 The amount represents an estimate of the liability for claims damages/costs against the Department.
The Department is defending the claims.

2 The amount represents an estimate of the settlements the Department expects to receive, although the cases are continuing.

The above schedule should be read in conjunction with the accompanying notes.
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

Note Description
1 Summary of Significant Accounting Policies

2 Events Occurring after Balance Date

3 Revenues from Government

4 Sales of Goods and Services

5 Net gains (losses) from sales of assets

6 Employee Expenses

7 Supplier Expenses

8 Depreciation and Amortisation Expenses

9 Write down of Assets

10 Cash

11 Receivables

12 Non-Financial Assets

13 Analysis of Property, Plant, Equipment and Intangibles

14 Inventories

15 Intangible Assets

16 Loans

17 Employee Provisions

18 Supplier Payables

19 Unearned Income

20 Other Payables

21 Equity

22 Cash Flow Reconciliation

23 Administered Items

24 Financial Instruments

25 Administered Financial Instruments

26 Administered Appropriations

27 Special Appropriations

28 Receipts and Expenditure of Special Accounts

29 Assets Held in Trust

30 Reporting of Outcomes

31 Major Departmental Revenues and Expenses by Output Group

32 Major Administered Revenues and Expenses by Outcome

33 Major Classes of Departmental Assets and Liabilities by Output Group

34 Major Classes of Administered Assets and Liabilities by Outcome

35 Executive Remuneration

36 Services provided by the Auditor-General

37 Act of Grace Payments, Waivers, Defective Administration Scheme Payments

38 Average Staffing Levels
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

Note 1  Summary of Significant Accounting Policies

1.1 Objectives of the Department of Health and Ageing

The objective of the Department of Health and Ageing is to become a leader in promoting, developing and funding
world class health and aged care for all Australians.

The Department of Health and Ageing  (“the Department”) is structured to meet nine outcomes:

Outcome 1: Population Health and Safety Protection and promotion of the health of all Australians and
minimising the incidence of preventable mortality, illness, injury and
disability.

Outcome 2: Access to Medicare Access through Medicare to cost-effective medical services, medicines
and acute health care for all Australians.

Outcome 3: Enhanced Quality of Support for healthy ageing for older Australians and quality
Life for Older Australians and cost-effective care for frail older people and their carers.

Outcome 4: Quality Health Care Improved quality, integration and effectiveness of health care.

Outcome 5: Rural Health Improved health outcomes for Australians living in regional, rural and
remote locations.

Outcome 6: Hearing Services Reduced consequences of hearing loss for eligible clients and a
reduced incidence of hearing loss in the broader community.

Outcome 7: Aboriginal and Torres Improved health status for Aboriginal and Torres Strait Islander 
Strait Islander Health peoples.

Outcome 8: Choice through Private Health A viable private health insurance industry to improve the choice of
health services for Australians.

Outcome 9: Health Investment Knowledge, information and training for developing better strategies
to improve the health of Australians.

Agency activities contributing toward these outcomes are classified as either Departmental or Administered.
Departmental activities involve the use of assets, liabilities, revenues and expenses controlled or incurred by the Agency
in its own right. Administered activities involve the management or oversight by the Agency on behalf of the
Government of items controlled or incurred by the Government.
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

Departmental activities are identified under the following Outputs for each Outcome:

Description

1 Policy Advice ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

2 Program Management ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

3 Agency Specific Service Delivery ✓ ✓ ✓ ✓

1.2 Basis of Accounting

The Department is required to prepare financial statements under Section 49 of the Financial Management and
Accountability Act 1997. The financial statements are a general purpose financial report.

The financial statements have been prepared in accordance with:

• Finance Minister’s Orders (being the Financial Management and Accountability (Financial Statements 
2001–2002) Orders );

• Australian Accounting Standards and Accounting Interpretations issued by the Australian Accounting 
Standards Board;

• Other authoritative pronouncements of the Board; and

• Consensus Views of the Urgent Issues Group.

The statements have also been prepared having regard to the Explanatory Notes to Schedule 1, and Finance Briefs
issued by the Department of Finance and Administration.

The Statements of Financial Performance and Financial Position have been prepared on an accrual basis and are in
accordance with historical cost convention, except for certain assets which, as noted, are reported at valuation. Except
where stated, no allowance is made for the effect of changing prices on the results or the financial position.

Assets and liabilities are recognised in the Statement of Financial Position when and only when it is probable that
future economic benefits will flow and the amounts of the assets or liabilities can be reliably measured. Assets and
liabilities arising under agreements equally proportionately unperformed are however not recognised unless required by
an Accounting Standard. Liabilities and assets, which are unrecognised are reported in the Schedule of Commitments
and the Schedule of Contingencies.

Revenues and expenses are recognised in the Statement of Financial Performance when and only when the flow or
consumption or loss of economic benefits has occurred and can be reliably measured.

The continued existence of the Department in its present form, and with its present programs, is dependent on
Government policy and on continuing appropriations by Parliament for the Agency’s administration and programs.

Administered revenues, expenses, assets and liabilities and cash flows reported in Note 23 are accounted on the same
basis and using the same policies as Departmental items, except where otherwise stated at Note 1.25.
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

1.3 Changes in Accounting Policy

The accounting policies used in the preparation of these financial statements are consistent with those used in
2000–01 except in respect of:

• The Department’s accounting policy on the recognition of multi year grants;

• Output appropriations (refer to Note 1.4);

• Equity injections (refer to Note 1.5); and 

• Presentation and disclosure of administered items (refer to Note 1.25).

Multi Year Grants 

Grant liabilities/expenses for multi year grants are recognised to the extent the services required to be performed by the
grantee have been performed. In previous reporting periods liabilities/expenses for multi year grants were brought to
account for the full amount payable over the life of the grant on the signing of the grant (refer to Note 23).

1.4 Revenue

The revenues described in this Note are revenues relating to the core operating activities of the Department.

Revenues from Government

The full amount of the appropriation for departmental outputs for the year (less any savings offered up at Additional
Estimates and not subsequently released) is recognised as revenue. This is a change in accounting policy caused by the
introduction of a new requirement to this effect in the Finance Minister’s Orders. (In 2000–01, output appropriations
were recognised as revenue to the extent the appropriations had been drawn down from the Official Public Account).

The change in policy did not have any financial effect in 2001–02 as the full amount of the output appropriation for
2000–01 had been drawn down in that year.

Resources Received Free of Charge

Services received free of charge are recognised as revenue when and only when a fair value can be reliably determined
and the services would have been purchased if they had not been donated. Use of the resources received free of
charge is recognised as an expense.

Contributions of assets without a cost of acquisition or for nominal consideration are recognised at their fair value
when the asset qualifies for recognition, unless received from another government agency as a consequence of a
restructuring of an administrative arrangement (refer to Note 1.5).

Other Revenue

Revenue from the sale of goods or services is recognised upon the delivery of goods or service to customers.

Interest revenue is recognised in accordance with the underlying balance, interest rate and maturity of the cash balance
to which it relates.

Dividend revenue is recognised when the right to receive a dividend has been established.

Revenue from disposal of non-current assets is recognised when control of the asset has passed to the purchaser.
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1.5 Transactions by the Government as Owner

From 1 July 2001, Appropriations designated as ‘Capital—equity injections’ are recognised directly in Contributed
Equity according to the following rules determined by the Finance Minister:

• To the extent the appropriation is not dependent on future events, as at 1 July; and

• To the extent it is dependent on specified future events requiring future performance, on drawdown.

(In 2000–01, all equity injections were recognised as Contributed Equity on drawdown).

The change in accounting policy did not have any financial effect in 2001–02 because the full amounts of the equity
injections in both 2000–01 and 2001–02 met the criteria now required by the Finance Minister.

Net assets received under a restructuring of administrative arrangements are designated by the Finance Minister as
contributions by owners and adjusted directly against equity. Net assets relinquished are designated as distributions to
owners. Net assets transferred are initially recognised at the amounts at which they were recognised by the
transferring agency immediately prior to the transfer.

1.6 Employee Entitlements

Leave

The provision for employee entitlements encompasses annual leave and long service leave. No provision has been
made for sick leave as all sick leave is non-vesting and the average sick leave taken in future years by employees of the
Department is estimated to be less than the accrued entitlement for sick leave.

The provision for annual leave reflects the value of total annual leave entitlements of all employees as at 30 June 2002
and is recognised at the nominal amount.

The non-current portion of the provision for long service leave reflects the value of the estimated future cash flows to
be made in respect of all Departmental employees as at 30 June 2002. In determining the present value of the liability,
the Department has taken into account attrition rates and pay increases resulting from promotion and inflation.

Separation and redundancy

Provision is made for separation and redundancy payments in circumstances where the Department has formally
identified positions as excess to requirements and where staff are unable to make changes necessary for the future
direction of the Department and a reliable estimate of the amount of the payments can be determined.

Superannuation

Staff of the Department contribute to the Commonwealth Superannuation Scheme and the Public Sector
Superannuation Scheme. Employer contributions totalling $23,492,575 (2001: $23,415,419) in relation to
superannuation schemes have been expensed in the financial statements.

No liability for superannuation is shown in the Department’s Statement of Assets and Liabilities as at 30 June 2002 as
the employer contributions fully extinguish the accruing liability which is assumed by the Commonwealth.

Employer Superannuation Productivity Benefit contributions totalled $4,583,620 (2001: no comparative available).
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

1.7 Leases

Operating Leases

Leases of non-current assets, where substantially all the risks and benefits incidental to ownership effectively remain
with the lessor, are classified as operating leases. Operating lease payments are charged as expenses in the
determination of the operating result on a basis which is representative of the pattern of benefits derived from the
leased assets. The net present value of future net outlays in respect of surplus space under non-cancellable lease
agreements is expensed in the period in which the space becomes surplus.

Lease Incentives

Lease incentives taking the form of ‘free’ leasehold improvements and rent-free periods are recognised as liabilities.
These liabilities are reduced on a straight-line basis by allocating lease payments between rental expenses and the
reduction of the lease incentive liability.

1.8 Borrowing Costs

All borrowing costs are expensed as incurred, except to the extent they are directly attributable to qualifying assets, in
which case, they are capitalised. The amount capitalised in a reporting period does not exceed the costs incurred in
that period.

The Department does not have any qualifying assets for which funds were specifically borrowed.

1.9 Cash

Cash includes cash on hand, cash held at call with a bank and short term cash investments.

1.10 Financial Instruments

Accounting policies for financial instruments are stated at Notes 24 and 25.

1.11 Acquisition of Assets

Assets are recorded at cost on acquisition except as stated below. The cost of acquisition includes the fair value of
assets transferred in exchange and liabilities undertaken.

Assets acquired free of charge, or for nominal consideration, are normally initially recognised at the date of acquisition
as assets and revenues at their fair value. This is the case unless the asset is acquired as a consequence of
restructuring administrative arrangements. In this case, assets are initially recognised at the amounts at which they
were recognised in the transferor agency’s accounts immediately prior to the restructuring.
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1.12 Property, Plant and Equipment

Asset Recognition Threshold

Property, plant and equipment are capitalised in the year of acquisition where their value is $2,000 or more, except for
information technology equipment and leasehold improvements which have minimum asset recognition threshold
values of $500 and $50,000 respectively.

Revaluations

All property, plant and equipment held by the Department as at 1 July 2001 was valued under the deprival valuation
methodology. All valuations are independent.

Land, buildings, infrastructure, plant and equipment are revalued progressively in accordance with the ‘deprival’ method
of valuation in successive 3 year cycles, so that no asset has a valuation greater than three years old. Revaluations
have most recently occurred in the 2001–02 financial year.

Plant and equipment assets have been revalued during the 2001–02 financial year.

Assets in each class acquired after the commencement of a progressive revaluation cycle are not captured by the
progressive revaluation then in progress. Such assets are recorded at cost until the next revaluation cycle commences.

The Department recognises all land at its current market buying price. Property (other than land), plant and equipment,
are valued at their depreciated replacement cost. Any assets which would not be replaced, or are surplus to
requirements, are valued at net realisable value. At 1 July 2001, the Department did not have any assets in this
situation.

Recoverable Amount Test

Schedule 1 requires the application of the recoverable amount test to Departmental non-current assets in accordance
with AAS 10 Recoverable Amount of Non-Current Assets. The carrying amounts of these non-current assets have been
reviewed to determine whether they are in excess of their recoverable amounts. In assessing recoverable amounts, the
relevant cash flows have been discounted to their present value.

Depreciation and Amortisation

All depreciable non-current assets are depreciated to their estimated residual values over their estimated useful lives.
Depreciation is calculated using the straight-line method, and this reflects the pattern of usage of the Department’s
depreciable assets.
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1.12  Property, Plant and Equipment—continued

Leasehold improvements are depreciated on a straight-line basis over the lesser of the period of the lease or the
estimated useful life of the improvements.

Depreciation and amortisation rates and methods are reviewed at each balance date and any adjustments are
recognised in the current, or current and future reporting periods, as appropriate. Any residual values are re-estimated
for a change in price only when the assets are revalued.

Depreciation and amortisation rates applying to each class of depreciable assets are as follows:

2001–02 2000–01
Buildings 25 years 25 years
Leasehold improvements Lease term Lease term
Plant and equipment 3 to 20 years 3 to 20 years

The aggregate amount of depreciation allocated for each class of asset during the reporting period is disclosed in Note 8.

1.13 Inventories

Inventories held for resale are valued at the lower of cost or net realisable value. Inventories not held for resale are
valued at cost, unless they are no longer required and in which case they are valued at net realisable value.

1.14 Intangible Assets

Intangible assets comprise internally developed software and purchased software. These assets are carried at cost.

The carrying amount of each intangible asset is reviewed to determine whether it is in excess of the asset’s recoverable
amount. If an excess exists as at the reporting date, the asset is written down to its recoverable amount immediately.
In assessing recoverable amounts, the relevant cash flows, including the expected cash inflows from future
appropriations by the Parliament, have been discounted to their present value.

During 2001–02, two internally developed systems were written down to more appropriately reflect their recoverable
amounts based upon on-going appropriations. The financial effect of these write downs is shown at Note 9.

Intangible assets are amortised on a straight-line basis over their anticipated useful lives:

2001–02 2000–01
Internally developed software 2 to 10 years 2 to 10 years
Purchased software 2 to 7 years 2 to 7 years

1.15 Taxation

The Department is liable for fringe benefits tax and goods and services tax.

1.16 Asset and Liability Maturity

The Department’s assets and liabilities are classified as follows:

Assets Liabilities

Cash, receivables, inventories, and Suppliers are classified as current liabilities.
prepayments are all classified as current assets.

Land and buildings, infrastructure, plant and • Loans are classified at Note 16;
equipment, and Intangibles are all classified • Employee provisions are classified at Note 17;
as non-current assets. • Unearned income is classified at Note 19; and

• Other payables are classified at Note 20.
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1.17 Capital Usage Charge

A capital usage charge (CUC) of 11% (2001: 12%) is imposed by the Commonwealth on the net departmental assets of
the Department. The charge is adjusted to take into account asset gifts and revaluation increments during the financial
year. There is no CUC payable for the 2001–02 financial year.

1.18 Foreign Currency

Transactions denominated in a foreign currency are converted at the exchange rate at the date of the transaction.
Foreign currency monetary assets and liabilities as at 30 June 2002 are converted by the exchange rate prevailing at
balance date. Associated currency gains and losses are not material.

1.19 Insurance

The Department has insured for risks through the Government’s insurable risk managed fund, called ‘Comcover’.
Workers compensation is insured through Comcare Australia.

1.20 Comparative Figures

Comparative figures have been adjusted to conform to changes in presentation in the financial statements where
required.

1.21 Rounding

Amounts are reported to the nearest $1,000 except in relation to:

• Remuneration of executives;

• Remuneration of auditors; and

• Act of grace payments and waivers.

1.22 Principles of Consolidation

In the process of reporting the Department as a single unit all intra- and inter- outcome transactions and balances have
been eliminated in full.

The financial statements of the Therapeutic Goods Administration Special Account (TGA) and The Office of the Gene
Technology Regulator (OGTR) are consolidated into the Department’s financial statements. Where accounting policies
differ between the TGA, OGTR and the Department, adjustments are made on consolidation to bring any dissimilar
accounting policies into alignment with the Department’s accounting policies.

Administered investments in controlled entities are not consolidated on a line-by-line basis because their consolidation
is only relevant at the Whole of Government level (see Note 23(iii)).

1.23 Unearned Income

Revenue is only recognised when the service is provided. Where services have not been rendered, deposits are
recorded as liabilities and transferred to the Statement of Revenues and Expenses at the time the service is provided.

1.24 Bad and Doubtful Debts

A provision is raised for any doubtful debts based on a review of all outstanding debtor accounts as at 30 June 2002.

Bad debts are written off during the year in which they are identified.
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1.25  Reporting of Administered Activities

Administered revenues, expenses, assets, liabilities and cash flows are presented in the Notes to these financial
statements. In 2000–01, summary information was presented in Schedules following the primary Agency
statements. Either presentation is permitted by AAS 29 Financial Reporting by Government Departments.

Accounting policies for administered items are as stated in Note 1.2 above.

These financial statements do not report the receipt of administered appropriations from the Official Public
Account (OPA) as administered revenues, nor are transfers of administered receipts to the OPA reported as
administered expenses. This change in reporting administered activities in 2001–02 acknowledges
administered activities of agencies are performed on behalf of the Commonwealth Government and it is not
appropriate to identify resources transferred between administered activities of different agencies as revenues
and expenses of the Administered entity. Generally, the notes to these financial statements do not report any
transactions or balances that are internal to the Administered entity. This includes assets and liabilities
recorded as a result of administered activities performed on behalf of the Commonwealth Government. One
exception is the disclosure of administered cash flows, since cash transferred between the OPA and the
Department’s administered bank account is necessary for the completeness of the cash flow disclosures.

Accounting policies which are only relevant to administered activities of the Department are disclosed below.

Revenue

All administered revenues are revenues relating to the core operating activities performed by the Department
on behalf of the Commonwealth.

Grants

The Department administers a number of grant schemes on behalf of the Commonwealth.

Grant liabilities are recognised to the extent that (i) the services required to be performed by the grantee have
been performed or (ii) the grant eligibility criteria have been satisfied. A commitment is recorded when the
Government has a binding agreement to make the grants but services have not been performed or criteria
satisfied. Where grant monies are paid in advance of performance or eligibility, a prepayment is recognised.

Administered Investments

Administered investments in controlled entities are not consolidated because their consolidation is only
relevant at the Whole of Government level.

The Commonwealth’s investment in other controlled authorities and companies in the Health and Ageing
portfolio is valued at the aggregate of the Commonwealth’s share of the net assets or net liabilities of each
entity fixed as at 30 June 1997, as adjusted for any subsequent capital injections or withdrawals.

Administered Liabilities

All administered liabilities are expected to be settled within 12 months of balance date.
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Note 2 Events Occurring after Balance Date

On 1 July 2002, administrative control of CRS Australia transferred to the Department of Health and Ageing from the
Department of Family and Community Services. This gives effect to the agreement between the Secretaries of the
Department of Health and Ageing and the Department of Family and Community Services flowing from the revised
administrative arrangements announced in November 2001.

On 1 July 2002, the Trans Tasman Group, working on behalf of the Commonwealth Government to harmonise the
regulatory controls on therapeutic goods and other related activities between Australia and New Zealand, transferred
from the Department of Health and Ageing to the Therapeutic Goods Administration Special Account. The move
necessitates the transfer of an appropriation funding of $2.037m to the TGA, and is not included in the 2001–02
financial statements.

On 4 July 2002, the Department gained administrative control of the National Industrial Chemical Notification
Assessment Scheme (NICNAS) from the Department of Workplace Relations under the Administrative Arrangement
Order of 26 November 2001.
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2001–02 2000–01
$’000 $’000 

OPERATING REVENUES

Note   3 Revenues from Government
Appropriations for outputs 706,908 664,175 
Resources received free of charge 613 619 
Total revenues from Government 707,521 664,794

Appropriation Reconciliation
Appropriations for outputs—Portfolio Additional 
Estimates Statements 2001–2002 709,957 665,969 
less payable to Department of Finance and Administration 1,127 1,794 
less savings agreed with Department of Finance and Administration 1,922 – 
Total Appropriations for outputs 706,908 664,175

Note   4 Sales of Goods and Services
Goods 977 222 
Services 55,075 48,672 
Total sales of goods and services 56,052 48,894 

Goods and services were sold as follows:
Government 8,687 2,813 
Non-Government 47,365 46,081 
Total sales of goods and services 56,052 48,894

Note   5 Net gains (losses) from sales of assets
Infrastructure, plant and equipment

Proceeds from sale 4,330 32 
Net book value at sale (3,978) (9)

Net gain 352 23

Land and buildings
Proceeds from sale – 362 
Net book value at sale – (322)

Net gain – 40

Total net gains from sale of assets 352 63
Less: plant and equipment written off on disposal (note 9) (50) (109)
Net gain (loss) on disposal of property, plant and equipment 302 (46)
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2001–02 2000–01
$’000 $’000 

OPERATING EXPENSES

Note   6 Employee Expenses
Remuneration (for services provided) 246,410 220,610 
Separation and redundancy 673 1,212 
Total remuneration 247,083 221,822
Other employee expenses 7,810 7,064 
Total employee expenses 254,893 228,886

Note   7 Supplier Expenses
Supply of goods and services 439,241 440,029 
Operating lease rentals1 53,562 43,956 
Total supplier expenses 492,803 483,985

1  These comprise minimum lease payments only.

Note   8 Depreciation and Amortisation Expenses
Depreciation of infrastructure, plant and equipment 5,271 4,414 
Amortisation of intangible assets 10,798 12,926 
Total depreciation and amortisation expenses 16,069 17,340

The aggregate amounts of depreciation or amortisation 
expensed during the reporting period for each class of depreciable 
asset are as follows:

Buildings 4 4 
Leasehold Improvements 3,537 2,513 
Plant and Equipment 1,730 1,897 
Intangibles 10,798 12,926 
Total depreciation and amortisation 16,069 17,340

Note   9 Write down of Assets
Receivables—write off 31 4,037 
Infrastructure, plant and equipment—write off 50 109 
Inventories—write off – 614 
Intangibles—write off 1,132 – 
Total write down of assets 1,213 4,760
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2001–02 2000–01
$’000 $’000 

FINANCIAL ASSETS

Note   10 Cash
Cash at bank and on hand 15,249 12,422 
Cash on deposit 45,726 29,620 
Total Cash 60,975 42,042

Note   11 Receivables
Goods and services 6,223 6,303 
Less: Provision for doubtful debts (169) (233)

6,054 6,070
Appropriations 5,869 5,869 
GST receivable 3,704 2,224 
Total net receivables 15,627 14,163

Receivables (gross) are aged as follows:
Not overdue 14,295 11,939 
Less than 30 days 787 1,568 
30–60 days 57 429 
61–90 days 207 211 
Greater than 90 days 450 249 

15,796 14,396 
Less: Provision for doubtful debts (169) (233)
Total net receivables 15,627 14,163 
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2001–02 2000–01
$’000 $’000 

NON-FINANCIAL ASSETS

Note   12 Non-Financial Assets

Land and Buildings

Freehold land—at valuation 115 120 

Total Land 115 120

Buildings on freehold land—at valuation 155 100 
Accumulated depreciation (45) (24)
Total buildings (net) 110 76

Total Land and Buildings 225 196

Infrastructure, Plant and Equipment

Leasehold improvements—at cost 229 12,742 
Accumulated depreciation – (2,659)

229 10,083

Leasehold improvements—at valuation 30,329 11,101 
Accumulated depreciation (13,468) (5,936)

16,861 5,165 

Work in progress—leasehold improvements 824 3,719 

Total Leasehold improvements (net) 17,914 18,967 

Plant and equipment—at cost 1,450 6,216 
Accumulated depreciation (130) (3,522)

1,320 2,694 

Plant and equipment—at valuation 12,542 6,092 
Accumulated depreciation (8,761) (4,771)

3,781 1,321 

Total Plant and Equipment (net) 5,101 4,015 

Total Infrastructure, Plant and Equipment 23,015 22,982 

Revaluations during 2001–02 were in accordance with the revaluation policy stated in Note 1.12 and were completed 
by an independent valuer—the Australian Valuation Office. Revaluation increments of $37,530 were made to the asset
revaluation reserve for buildings, $5,056,403 for leasehold improvements and $2,101,243 for plant and equipment.
A revaluation decrement of $5,000 was made to the existing asset revaluation reserve for land.

– 321 –

HEA
LTH

 & 
AGE

ING



DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

Note  13   Analysis of Property, Plant, Equipment and Intangibles

TABLE A—Movement summary 2001–02 for all assets irrespective of valuation basis

Infra - Computer
Total structure Software

Land & Plant & Intangible Total
Land Buildings Buildings Equipment Assets Intangibles Total

Item $’000 $’000 $’000 $’000 $’000 $’000 $’000 

Gross value as at 1 July 2001 120 100 220 39,870 96,399 96,399 136,489 

Additions: Purchase of assets – – – 2,076 6,628 6,628 8,704 

Revaluations: write ups / (write downs) (5) 55 50 8,027 – – 8,077 

Assets transferred in / (out) – – – 108 – – 108 

Write-offs – – – (258) (4,565) (4,565) (4,823)

Disposals – – – (4,449) – – (4,449)

Gross value as at 30 June 2002 115 155 270 45,374 98,462 98,462 144,106 

Accumulated Depreciation/

Amortisation as at 1 July 2001 – 24 24 16,888 53,339 53,339 70,251 

Disposals – – – (459) – – (459)

Depreciation / amortisation charges – 4 4 5,267 10,798 10,798 16,069 

Revaluations: write ups / (write downs) – 17 17 870 – – 887 

Write offs – – – (207) (3,433) (3,433) (3,640)

Accumulated Depreciation/
Amortisation as at 
30 June 2002 – 45 45 22,359 60,704 60,704 83,108

Net book value as at 
30 June 2002 115 110 225 23,015 37,758 37,758 60,998 

Net book value as at 
1 July 2001 120 76 196 22,982 43,060 43,060 66,238 
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Note 13   Analysis of Property, Plant, Equipment and Intangibles (cont’d)

TABLE B —Summary of balances of assets at valuation as at 30 June 2002

Infra - Computer
Total structure Software

Land & Plant & Intangible Total
Land Buildings Buildings Equipment Assets Intangibles Total

Item $’000 $’000 $’000 $’000 $’000 $’000 $’000 

Gross value as at 30 June 2002 115 155 270 42,871 – – 43,141

Accumulated depreciation/
amortisation – (45) (45) (22,229) – – (22,274)

Net book value as at 
30 June 2002 115 110 225 20,642 – – 20,867

Gross value as at 30 June 2001 120 100 220 17,193 40,598 40,598 58,011 

Accumulated depreciation/
amortisation – (24) (24) (10,707) (27,778) (27,778) (38,509)

Net book value as at 
30 June 2001 120 76 196 6,486 12,820 12,820 19,502 

TABLE C—Summary of balances of assets under construction as at 30 June 2002

Infra - Computer
Total structure Software

Land & Plant & Intangible Total
Land Buildings Buildings Equipment Assets Intangibles Total

Item $’000 $’000 $’000 $’000 $’000 $’000 $’000 

Gross value as at 
June 2002 – – 824 824 10,399 10,399 11,223

Accumulated depreciation/
amortisation – – – – – – – 

Net book value as at 
30 June 2002 – – 824 824 10,399 10,399 11,223 

Gross value as at 30 June 2001 – – 3,719 3,719 4,903 4,903 8,622 

Accumulated depreciation/
amortisation – – – – – – – 

Net book value as at 
30 June 2001 – – 3,719 3,719 4,903 4,903 8,622 

There are no assets held under finance lease.

– 323 –

HEA
LTH

 & 
AGE

ING



DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$’000 $’000 

NON-FINANCIAL ASSETS

Note   14 Inventories
Inventories held for sale 423 350 
Inventories not held for sale (cost) 59 256 
Total Inventories 482 606

Note   15 Intangible Assets
Purchased software 15,497 15,289 
Accumulated amortisation (13,033) (11,748)

2,464 3,541 

Internally developed software at cost 72,567 35,609 
Accumulated amortisation (47,672) (13,813)

24,895 21,796 

Internally developed software—at 1998–99 valuation – 40,598 
Accumulated amortisation – (27,778)

– 12,820 

Work-in-progress—internally developed 10,399 4,903 

Total Intangible Assets 37,758 43,060 

INTEREST BEARING LIABILITIES

Note   16 Loans
Loans from Government 9,000 10,800 
Total Loans 9,000 10,800 

Maturity schedule for loans:
Payable:

Within one year 1,800 1,800 
In one to five years 7,200 7,200 
In more than five years – 1,800 

Total Loans 9,000 10,800 
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2001–02 2000–01
$’000 $’000 

PROVISIONS

Note   17 Employee Provisions
Salaries and wages 5,196 4,493 
Leave 63,147 61,714 
Superannuation 1,614 754 
Separation and redundancies 132 – 
Aggregate employee entitlement liability 70,089 66,961
Other 1,224 6 
Total Employee Provisions 71,313 66,967 

Current 23,422 11,420 
Non-current 47,891 55,547 

PAYABLES

Note  18 Supplier Payables
Trade creditors 31,366 30,650 
Operating lease rentals 6,942 6,177 
Total Supplier Payables 38,308 36,827 

Note  19 Unearned income
Fees received in advance 7,713 7,163 
Other 2,480 3,573 
Total Unearned income 10,193 10,736 

Current 9,631 9,284 
Non-current 562 1,452 

Note  20 Other Payables
Lease incentives 2,527 3,104 
Surplus lease space liability 6 23 
Total Other Payables 2,533 3,127 

Current 732 594 
Non-current 1,801 2,533 
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DEPARTMENT OF HEALTH AND AGEING
 NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
 for the year ended 30 June 2002

Note 21 Equity

Item Accumulated Asset Total Contributed Total
Results Revaluation Reserves Equity Equity

Reserve

2001-02 2000-01 2001-02 2000-01 2001-02 2000-01 2001-02 2000-01 2001-02 2000-01

$'000 $'000 $'000 $'000 $'000 $'000 $'000 $'000 $'000 $'000

Opening balance    (9,501)    10,324       374        374       374        374     5,914     4,073   (3,213)    14,771

Net result after
 extraordinary items     2,977 (17,159)          -             -          -             -          -             -    2,977 (17,159)

Net revaluation
 increment/(decrement)                 -              -     7,190             -     7,190             -          -             -     7,190

Contribution of equity:
appropriation          -

-
         -             -          -             -          -     1,841            -      1,841

Capital use charge          -   (2,666)          -             -          -             -          -             -            -   (2,666)

Total equity attributable
to the Commonwealth

  (6,524)   (9,501)    7,564        374    7,564        374     5,914     5,914    6,954   (3,213)



DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$’000 $’000 

Note   22 Cash Flow Reconciliation

Reconciliation of cash per Statement of Financial Position 
to Statement of Cash Flows
–  Cash at year end per Statement of Cash Flows 60,975 42,042 
–  Statement of Financial Position items comprising above 

cash: ‘Financial Asset—Cash’ 60,975 42,042 

Reconciliation of net surplus to net cash from
operating activities:

Net Surplus (deficit) 2,977 (17,159)

Add:
Depreciation and amortisation expense 16,069 17,340 
Net loss (gain) on sale of fixed assets (352) (42)
Write down of assets 1,213 (613)
Change in assets and liabilities:

(Increase) decrease in receivables (1,464) 3,865 
(Increase) decrease in inventories 124 757 
(Increase) decrease in other assets 1,976 (947)
Increase (decrease) in other debt – 1,075 
Increase (decrease) employee provisions 4,346 6,625 
Increase (decrease) in suppliers 1,481 17,031 
Increase (decrease) in other liabilities (1,262) – 

Net Cash from Operating Activities 25,108 27,932 
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NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$’000 $’000 

Note 23  ADMINISTERED ITEMS

Note 23 (i)     REVENUES ADMINISTERED ON BEHALF OF GOVERNMENT

Revenues

Interest and dividends
Interest—related entity 3,777 5,243 
Dividend—related entity 4,660 2,340 

Total interest and dividends 8,437 7,583

Recoveries 45,230 33,146
Total recoveries 45,230 33,146

Other revenue
Provision of services 3,998 3,673 
Other 5,054 7,495 

Total other revenue 9,052 11,168

Total revenues administered on behalf of Government
before changes in accounting policy 62,719 51,897

Changes in accounting policy 1 391,905 – 
Prior period adjustments 2 26,581 – 
Total 418,486 – 

Total revenues administered on behalf 
of Government 481,205 51,897

1 In 2001–02 an adjustment of $391,904,514 has been made and this represents the effect of a change in accounting policy for the
treatment of multi year grants.

Grant liabilities/expenses for multi year grants are recognised to the extent the services required to be performed by the grantee
have been performed. In previous reporting periods liabilities/expenses for multi year grants were brought to account on the
signing of the grant for the full amount payable over the life of the grant.

It is not possible to restate comparative amounts.

2 Prior period adjustments relate to the overstatement of liabilities in the previous reporting period.
In accordance with AAS1 Statement of Financial Performance the overstatements have been corrected 
and disclosed in the reporting period in which it was discovered.
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2001–02 2000–01
$’000 $’000 

Note 23 (ii)     EXPENSES ADMINISTERED ON BEHALF OF GOVERNMENT

Expenses
Grants

State and Territory governments 7,991,633 7,605,612 
Local governments 9,330 21,914 
Private sector 1,597,891 1,490,242 
Overseas 12,983 5,565 
Related entities 12,513 10,389 

Total grants 9,624,350 9,133,722

The nature of grants are as follows:
Population Health and Safety 377,024 367,262 
Access to Medicare 7,071,355 6,736,982 
Enhanced Quality of life for Older Australians 844,415 824,711 
Quality Health Care 706,279 592,671 
Rural Health 104,511 61,439 
Aboriginal and Torres Strait Islander Health 202,143 185,306 
Choice through Private Health 9,921 9,097 
Health Investment 1 308,702 356,254 

Total grants 9,624,350 9,133,722

Subsidies 3,812,876 3,517,501
Total subsidies 3,812,876 3,517,501

Personal benefits
Indirect 14,567,162 13,630,320 

Total personal benefits 14,567,162 13,630,320

Suppliers
Supply of goods and services 3,312 1,566 

Total suppliers 3,312 1,566

Write-down of assets
Financial assets—receivables 746 194 

Total write-down of assets 746 194

Total expenses administered on behalf
of Government 28,008,446 26,283,303 

1 In 2001–02 an adjustment of $391,904,514 has been made and this represents the effect of a change in accounting policy for the
treatment of multi year grants.

Grant liabilities/expenses for multi year grants are recognised to the extent the services required to be performed by the grantee
have been performed. In previous reporting periods liabilities/expenses for multi year grants were brought to account on the
signing of the grant for the full amount payable over the life of the grant.

It is not possible to restate comparative amounts.
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$’000 $’000 

Note 23 (iii)     ASSETS ADMINISTERED ON BEHALF OF GOVERNMENT

ASSETS

Financial assets

Cash 19,770 82,299
Total cash 19,770 82,299

Receivables
Recoveries 34,062 38,778 
Less: Provision for doubtful debts (1,141) (417)

32,921 38,361
GST 14,079 10,256 

Total receivables 47,000 48,617

Receivables (gross) are aged as follows:
Not overdue 45,996 48,388 
Overdue by:
Less than 30 days 920 57 
30–60 days 74 - 
61–90 days – 344 
Greater than 90 days 1,151 245 
Total receivables (gross) 48,141 49,034
Less: Provision for doubtful debts (1,141) (417)

Total net receivables 47,000 48,617

Investments
Shares in Commonwealth authorities:
Australian Hearing Services Authority 1,019 1,019 
Australian Institute of Health and Welfare 860 860 
Health Insurance Commission 18,373 18,373 
Australia and New Zealand Food Authority 1,068 1,068 
Private Health Insurance Commission 324 324 

Shares in Commonwealth companies: Health Services Australia Limited 12,521 12,521 

The Commonwealth owns 100 $1 shares in Medibank Private – – 
Total investments 34,165 34,165

Total financial assets 100,935 165,081 

Non-financial assets

Prepayments 17,607 11,413 
Total prepayments 17,607 11,413 

Inventories 488 143 
Total inventories 488 143

Total non-financial assets 18,095 11,556 

Total assets administered on behalf of  Government 119,030 176,637 
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2001–02 2000–01
$’000 $’000 

Note 23 (iv)     LIABILITIES ADMINISTERED ON BEHALF OF GOVERNMENT

LIABILITIES
Personal Benefits 1,215,614 1,239,623 
Total personal benefits 1,215,614 1,239,623

Subsidies 24,823 29,057 
Total subsidies 24,823 29,057

Grants
State and Territory governments 1 169,387 551,783 
Local governments – 39 
Private sector 47,171 57,787 
Related entities 6,123 – 

Total grants 222,681 609,609

Suppliers 1,458 2,412
Total suppliers 1,458 2,412

Other
Department of Veterans’ Affairs 378 10,737 
Other 2,736 709 

Total other 3,114 11,446

Total liabilities administered on behalf of Government 1,467,690 1,892,147

1 In 2001–02 an adjustment of $391,904,514 has been made and this represents the effect of a change
in accounting policy for the treatment of multi year grants.

Grant liabilities/expenses for multi year grants are recognised to the extent the services 
required to be performed by the grantee have been performed. In previous reporting periods
liabilities/expenses for multi year grants were brought to account on the signing of the grant for
the full amount payable over the life of the grant.

It is not possible to restate comparative amounts.
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2001–02 2000–01
$’000 $’000 

Note 23 (v)     ADMINISTERED CASH FLOWS

OPERATING ACTIVITIES

Cash received
Interest 3,777 5,243 
Cash from Official Public Account 27,990,912 25,975,450 
Recoveries 45,230 33,146 
Dividends 3,060 2,340 
GST Received from ATO 87,649 62,064 
Other 6,647 11,168 

Total cash received 28,137,275 26,089,411

Cash used
Subsidies 3,812,418 3,524,942 
Personal Benefits 14,591,624 13,531,964 
Grants 9,686,322 9,025,082 
Cash to Official Public Account 121,428 79,587 
Other 3,893 17,133 

Total cash used 28,215,685 26,178,708

Net cash from / (used by) operating activities (78,410) (89,297)

FINANCING ACTIVITIES

Cash received
Cash received from Official Public Account
(Administered capital appropriation) 13,246 64,736 
Special accounts – 8,341 
GST Appropriations 91,245 71,354 
Other 1,634 – 

Total cash received 106,125 144,431

Cash used
Special accounts 10,359 – 
Return of GST appropriations to Official Public Account 79,885 62,064 

Total cash used 90,244 62,064

Net cash from / (used by) financing activities 15,881 82,367

Net increase / (decrease) in cash held (62,529) (6,930)

Cash at beginning of reporting period 82,299 89,229 

Cash at end of reporting period 19,770 82,299 
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2001–02 2000–01
$’000 $’000 

Note 23 (v) (cont’d)     ADMINISTERED CASH FLOW RECONCILIATION

Reconciliation of net contribution (cost) to Government 
to net cash provided by operating activities:

Administered Reconciliation

Reconciliation of Cash per Statement of Financial Position to Statement of Cash Flows
•  Cash at year end per Statement of Cash Flows 19,770 82,299 
•  Statement of Financial Position items Comprising above cash: ‘Financial asset—Cash’ 19,770 82,299 

Reconciliation of ‘Net change in administered net assets’ from Schedule 
of Administered Revenues and Expenses to net cash provided by operating activities:

Net increase (decrease) in administered net assets after 
transfers between administered functions. 401,879 486,306 

Assets Written Off 746 194 
Change in assets and liabilities

(Increase) decrease in receivables (58,766) (605,016)
(Increase) decrease in prepayments (6,194) (4,314)
(Increase) decrease in inventory (345) 138 
(Increase) decrease in investments – – 
Increase (decrease) in grants payable (386,928) (64,797)
Increase (decrease) in benefits payable (24,009) 100,911 
Increase (decrease) in subsidies payable (4,234) 4,891 
Increase (decrease) in other payables (559) (7,610)

Net cash from (used by) operating activities (78,410) (89,297)
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
as at 30 June 2002

2001–02 2000–01
$’000 $’000 

Note 23 (vi)     ADMINISTERED COMMITMENTS

BY TYPE
Other Commitments 1 12,444,104 17,690,198 
Total other commitments 12,444,104 17,690,198

Commitments receivable 86,194 86,165 
Total commitments receivable 86,194 86,165

Net commitments 12,357,910 17,604,033 

BY MATURITY

All net commitments
One year or less 8,518,703 8,059,437 
From one to five years 3,012,521 9,512,362 
Over five years 826,686 32,234 

Net commitments 12,357,910 17,604,033 

NB: Commitments are GST inclusive where relevant.
1 Other commitments relate predominantly to funding agreements with the States and Territories governments
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2001–02 2000–01
$’000 $’000 

Note 23 (vii)     ADMINISTERED CONTINGENCIES

CONTINGENT LOSSES
Other (9,312) (6,620)

Total contingent losses (9,312) (6,620)

CONTINGENT GAINS
Other – – 

Total contingent gains – – 

Net contingencies (9,312) (6,620)

UNQUANTIFIABLE ADMINISTERED CONTINGENCIES

Under certain conditions the Commonwealth and the State/Territory jointly provide indemnity for the Australian
Red Cross Blood Service through a cost sharing arrangement for claims, both current and potential, regarding
personal injury and loss or damages suffered by a recipient of certain blood  products. The Commonwealth’s
share of any liability is limited to forty percent of any agreed net cost. Due to the current status of existing
claims it is not possible to place a value on the quantum of damages arising from these cases.

As at 30 June 2002 the Department of Health and Ageing was involved in 8 cases (2000–01: 8 cases) covering
a wide range of litigation. It is not possible to place a value on the quantum of damages arising from these
cases.

Under existing agreements, the Commonwealth has indemnified CSL for certain existing and potential claims
made for personal injury, loss or damage suffered through therapeutic and diagnostic use of certain products
manufactured by CSL. Due to the current status of existing claims it is not possible to place a value on the
quantum of damages arising from these cases.
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

Note 24   FINANCIAL INSTRUMENTS

(a) Terms, conditions and accounting policies

Financial Notes Accounting Policies   Nature of underlying instrument 
and Methods(including   (including significant terms &  
recognition criteria and conditions affecting the amount,
measurement basis) timing and certainity of cash flow)

Financial Assets Financial assets are recognised 
when control over future economic 
benefits is established and the 
amount of the benefit can be 
reliably measured.

Cash 10 Deposits are recognised at their The Department invests funds with a 
nominal amounts. Interest is commercial bank at call. Monies in the
credited to revenue as it accrues. Agency’s bank accounts are swept nightly 

into the Official Public Account and interest 
is earned on the daily balance. Interest is 
paid at the end of each month.

Deposits at call 10 Deposits at call in term deposits The Department invests funds with the
are recognised at face value. Reserve Bank of Australia for fixed short term 

periods. Interest is earned on the daily
balance and paid at the end of the
investment term.

Receivables for 11 These receivables are recognised at Credit terms are net 30 days
the nominal amounts due less any (2000–01:30 days)
provision for bad or doubtful debts.
Collectability of debts is reviewed 
at balance date. Provisions are made 
when the collection of the debt is 
judged to be less rather than more likely

Financial Liabilities Financial liabilities are recognised 
when a present obligation to another 
party is entered into and the amount 
of the liability can be reliably measured.

Loans 16 Loans are recognised at the amounts A loan has been provided by the Department
due. Interest payable is recognised of Finance and Administration for a 7 year
as an expense as it accrues. term. The principal is to be paid over the 

period of the loan. The interest rate charged 
is based on the 10 year long term bond rate 
and is reviewed quarterly. Interest is calculated 
quarterly on the outstanding daily balance

Trade creditors 18 Creditors and accruals are recognised Settlement is usually made net 30 days.
at their nominal amounts, being the 
amounts at which the liabilities will be 
settled. Liabilities are recognised to 
the extent the goods and services have 
been received (and irrespective of 
whether invoices have been received).

Lease incentives 20 A lease incentive is recognised as a The Department has received lease incentives in
liability on receipt of the incentive. the form of rent free periods on entering property
The amount of the liability is reduced operating leases.
on a straight line basis over the life of 
the lease by allocating lease payments 
between rental expense and reduction 
of the liability.
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
as at 30 June 2002

Note 24 Financial Instruments (cont’d)

(c) Net fair value of Financial Assets and Liabilities

2001–02 2001–02 2000–01 2000–01
$’000 $’000 $’000 $’000

Total Aggregate Total Aggregate 
carrying net carrying net

Note amount fair value amount fair value

Financial Assets
Cash at bank 10 15,210 15,210 12,358 12,358 
Cash on hand 10 39 39 64 64 
Cash on deposit 10 45,726 45,726 29,620 29,620 
Receivables for goods and services 11 6,223 6,223 6,303 6,303 
Less: Provision for doubtful debts 11 (169) (169) (233) (233)
Total Financial Assets 67,029 67,029 48,112 48,112 

Financial Liabilities (Recognised)
Trade creditors 18 31,366 31,366 30,650 30,650 
Operating lease rentals 18 6,942 6,942 6,177 6,177 
Lease incentives 20 2,533 2,533 3,127 3,127 
Loan 16 9,000 9,000 10,800 10,800 
Total Financial Liabilities (Recognised) 49,841 49,841 50,754 50,754

(d) Credit Risk Exposures
The Department’s maximum exposures to credit risk at reporting date in relation to each class of recognised financial
assets is the carrying amount of those assets as indicated in the Statement of Assets and Liabilities.
The Department does not have any significant exposure to concentrations of credit risk.
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Note 25   Administered Financial Instruments

(a) Terms, conditions and accounting policies

Financial Notes Accounting Policies   Nature of underlying instrument 
and Methods(including   (including significant terms &  
recognition criteria and conditions affecting the amount,
measurement basis) timing and certainity of cash flow)

Financial Assets Financial assets are recognised when 
control over future economic benefits 
is established and the amount of the 
benefit can be reliably measured

Cash 23 (iii) Deposits are recognised at their The balance of the administered cash account is
nominal amounts. non interest bearing.

Receivables for 23 (iii) These receivables are recognised at the Credit terms are net 30 days (2000–01:30 days)
nominal amounts due less any provision 
for bad or doubtful debts. Collectability 
of debts is reviewed at balance date.
Provisions are made when the collection 
of the debt is judged to be less rather 
than more likely

Financial Liabilities Financial liabilities are recognised when a 
present obligation to another party is e
ntered into and the amount of the 
liability can be reliably measured

Personal Benefits 23 (iv) Personal benefit liabilities are based on Personal benefit liabilities relate to amounts
an actuarial estimate of the present outstanding to external parties under the Medical
obligation to external parties at financial Benefits Scheme, Pharmaceutical Benefits Scheme
year end. and Private Health Insurance Rebate.

Subsidies 23 (iv) Subsidies are recognised as liabilities Subsidies generally relate to residential and aged
and expensed in the year when the terms care facilities.
of the subsidy have been satisfied.

Grants 23 (iv) Grant liabilities are recognised to the Grant liabilities represent amounts
extent that (i) the service required to be payable to Grantees who have met the conditions
performed by the Grantee has been of the grant. Grant liabilities are paid within the
performed or (ii) the grant eligibility terms of the individual grant agreements.
criteria have been satisfied.

Trade Creditors 23 (iv) Creditors and accruals are recognised Settlement is usually made net 30 days.
at their nominal amounts, being the 
amounts at which the liabilities will 
be settled. Liabilities are recognised to 
the extent the goods and services have 
been received (and irrespective of 
whether invoices have been received

Unrecognised financial Liabilities

Indemnities 23 (vii) The maximum amount payable under Indemnities have been given by the Department to
the indemnities given is disclosed in CSL for certain existing potential claims made for
the Schedule of Contingencies. At the personal injury, loss or damage suffered through
time of completion of the financial therapuetic and diagnostic use of products
statements, there was not any reason manufactured by CSL.
to believe the guarantee would be called 
upon, and recognition of the liability was
therefore not required.
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Note 25 Administered Financial Instruments (cont’d)

(c) Net fair value of Financial Assets and Liabilities: Administered

2001–02 2001–02 2000–01 2000–01
$’000 $’000 $’000 $’000

Total Aggregate Total Aggregate 
carrying net carrying net

Note amount fair value amount fair value

Financial Assets
Cash at Bank 23 (iii) 19,770 19,770 82,299 82,299 
Other debtors 23 (iii) 48,141 48,141 49,034 49,034 
less provision for doubtful debts 23 (iii) (1,141) (1,141) (417) (417)

Total Financial Assets 66,770 66,770 130,916 130,916 

Financial Liabilities (Recognised)

Grants 23 (iv) 222,681 222,681 609,609 609,609 
Benefits 23 (iv) 1,215,614 1,215,614 1,239,623 1,239,623 
Subsidies 23 (iv) 24,823 24,823 29,057 29,057 
Suppliers 23 (iv) 1,458 1,458 2,412 2,412 
Other 23 (iv) 3,114 3,114 11,446 11,446 
Total Financial Liabilities (Recognised) 1,467,690 1,467,690 1,892,147 1,892,147 

Financial Liabilities
(Unrecognised) No limit set on Indemnities No limit set on Indemnities 

Total Financial Liabilities
(Unrecognised) – – – – 
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

Note  27B   Special Appropriations (Limited Amount)

Particulars of legislation providing appropriation (including purpose) Total 
2001–02

$’000 
Health Care (Appropriation) Act 1998

Balance carried from previous period 11,838,018 
Apppropriation for reporting period –   
GST Credits (FMA s30A) –   
Other annotations –   
Available for payments 11,838,018 
Payments made 6,705,814 
Balance carried to next period 5,132,204 
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$ $

Note  28  Receipts and Expenditure of Special Accounts

Special Account

OTHER TRUST MONIES SPECIAL ACCOUNT—Department of Health and Ageing

Legal Authority—Financial Mangement and Accountability Act 1997, Section 20

Purpose—for the receipt of monies temporarily held in trust for other persons.

Cash
Balance carried from previous year 666,275 605,126 
Appropriations for reporting period – – 
Receipts from other sources 42,573 120,487 
Available for payments 708,848 725,613
Payments made 261,654 59,339 
Balance carried to next year 447,194 666,275

SERVICES FOR OTHER GOVERNMENTS AND NON-DEPARTMENTAL BODIES SPECIAL ACCOUNT
Department of Health and Ageing

Legal Authority—Financial Management and Accountability Act 1997, Section 20

Purpose—for payment of monies in connection with and services performed on
behalf of other governments and non-departmental bodies.

Cash
Balance carried from previous year 13,863,592 5,074,042 
Appropriations for reporting period 2,046,000 428,709,168 
Receipts from other sources 462,468,397 – 
Available for payments 478,377,989 433,783,210 
Payments made 471,907,791 419,919,618 
Balance carried to next year 6,470,198 13,863,592 
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$ $

Note   28   Receipts and Expenditure of Special Accounts (cont’d)

Special Account

NATIONALLY-FUNDED MEDICAL SPECIALITY CENTRES SPECIAL ACCOUNT

Legal Authority—Financial Management and Accountability Act 1997, Section 20

Purpose—to receive payments from the States, Territories and the Commonwealth 
and to pay out monies:
– to specialist medical units approved by State, Territory and Commonwealth Health 

Ministers for the direct costs of operating those medical units; and
– for such other related activities as are specifically agreed by State, Territory and

Commonwealth Health Ministers.

Cash
Balance carried from previous year – – 
Appropriations for reporting period – – 
Receipts from other sources 3,183,110 4,371,419 
Available for payments 3,183,110 4,371,419
Payments made 3,183,110 4,371,419 
Balance carried to next year – – 

NURSING HOME SALE SPECIAL ACCOUNT

Legal Authority—Financial Management and Accountability Act 1997, Section 20

Purpose—to enable the efficient administration of funds relating to the sale
or transfer of nursing homes.

Cash
Balance carried from previous year 6,264,784 6,219,315 
Appropriations for reporting period – – 
Receipts from other sources – 45,469 
Available for payments 6,264,784 6,264,784 
Payments made – – 
Balance carried to next year 6,264,784 6,264,784 
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$ $

Note   28   Receipts and Expenditure of Special Accounts (cont’d)

Special Account

PBPA FACTOR (F) SPECIAL ACCOUNT

Legal Authority—Financial Management and Accountability Act 1997, Section 20

Purpose—for expenditure in relation to the Factor (f) scheme, part of the
Pharmaceutical Industry Development Program, to facilitate increases in
manufacture, research and product process development in Australia.

Cash
Balance carried from previous year 1,407,531 1,407,531 
Appropriations for reporting period – – 
Receipts from other sources – – 
Available for payments 1,407,531 1,407,531
Payments made – – 
Balance carried to next year 1,407,531 1,407,531 

STRATEGIC INTERGOVERNMENTAL NUTRITION ALLIANCE SPECIAL ACCOUNT

Legal Authority—Financial Management and Accountability Act 1997, Section 20

Purpose—for expenditure relating to the operations of the Secretariat to the
Strategic Intergovernmental Nutrition Alliance.

Cash
Balance carried from previous year 127,958 123,384 
Appropriations for reporting period – – 
Receipts from other sources 27,150 31,531 
Available for payments 155,108 154,915 
Payments made 89,100 26,957 
Balance carried to next year 66,008 127,958 
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$ $

Note   28   Receipts and Expenditure of Special Accounts (cont’d)

Special Account

AUSTRALIAN CHILDHOOD IMMUNISATION REGISTER SPECIAL ACCOUNT

Legal Authority—Financial Management and Accountability Act 1997, Section 20

Purpose: for expenditure relating to the operations of the Australian Childhood
Immunisation Register, including payments to providers for the provision of
information.

Cash
Balance carried from previous year 646,449 24,093 
Appropriations for reporting period 4,800,000 – 
Receipts from other sources 3,101,391 3,803,517 
Available for payments 8,547,840 3,827,610 
Payments made 7,729,600 3,181,161 
Balance carried to next year 818,240 646,449 

MEDICAL RESEARCH ENDOWMENT SPECIAL ACCOUNT

Legal Authority—National Health and Medical Research Council Act 1992
and Financial Management and Accountability Act 1997, Section 21

Purpose—to provide assistance (subject to the Act):
– to Departments of the Commonwealth, or of a State, engaged in medical research;
– to universities for the purpose of medical research;
– to institutions and persons engaged in medical research; and
– in the training of persons in medical research.

Cash
Balance carried from previous year 19,901,532 5,106,321 
Appropriations for reporting period 262,663,109 185,207,079 
Receipts from other sources 14,019,015 12,868,430 
Available for payments 296,583,656 203,181,830 
Payments made 243,029,843 183,280,298 
Balance carried to next year 53,553,813 19,901,532 
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$ $

Note   28   Receipts and Expenditure of Special Accounts (cont’d)

Special Account

HUMAN PITUITARY HORMONES SPECIAL ACCOUNT

Legal Authority—Financial Management and Accountability Act 1997, Section 20

Purpose—for expenditure through grants and other payments for:
– counselling and support services to recipients of pituitary-derived hormones and

their families; and 
– medical and other care to people treated with pituitary-derived hormones should

they contract Creutzfeldt-Jakob Disease as a result of the treatment.

Cash
Balance carried from previous year 4,115,853 4,169,424 
Appropriations for reporting period – – 
Receipts from other sources – – 
Available for payments 4,115,853 4,169,424
Payments made 36,012 53,571 
Balance carried to next year 4,079,841 4,115,853 

AUSTRALIAN COUNCIL FOR SAFETY AND QUALITY IN HEALTHCARE

Legal Authority—Financial Management and Accountability Act 1997, Section 20

Purpose—to receive payments from the States, Territories and the Commonwealth
and to pay out monies for expenditure relating to the administration of the Australian 
Council for Safety and Quality in Health Care and national programs to improve 
quality and safety in health care.

Cash
Balance carried from previous year 6,139,584 979,681 
Appropriations for reporting period 6,250,000 5,429,894 
Receipts from other sources 6,683,371 – 
Available for payments 19,072,955 6,409,575 
Payments made 2,431,258 269,991 
Balance carried to next year 16,641,697 6,139,584 
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$ $

Note   28   Receipts and Expenditure of Special Accounts (cont’d)

Special Account

THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT

Legal Authority—Financial Management and Accountability Act 1997, Section 21
and the Therapeutic Goods Act 1989

Purpose—for the receipt of all monies and payment of all expenditures and disbursements
related to all operations of the Therapeutic Goods Administration.

Cash
Balance carried from previous year 10,011,120 6,701,173 
Appropriations for reporting period 1,800,000 – 
Receipts from other sources 54,463,910 49,340,975 
Available for payments 66,275,030 56,042,148 
Payments made 51,545,077 46,031,028 
Balance carried to next year 14,729,953 10,011,120 

ALCOHOL EDUCATION & REHABILITATION SPECIAL ACCOUNT

Legal Authority—Alcohol Education and Rehabilitation Account Act 2001,
Section 21 Financial Management and Accountability Act 1997.

Purpose—to make payments in accordance with Section 3 of the Act, specifically:
(a) to prevent alcohol and other licit substance abuse, including petrol sniffing,
particularly amoung vulnerable population groups such as indigenous Australians and youth;
(b) to support evidence-based alcohol and other licit substance abuse treatment,
rehabilitation, research and prevention programs;
(c) to promote community education encouraging reponsible consumption of 
alcohol and highlighting the dangers of licit substance abuse;
(d) to promote public awareness of the work of the Foundation or body and raise 
funds from the private sector for the ongoing work of the Foundation or body; and
(e) to provide funding grants to organisations with appropriate community 
linkages to deliver the services referred to in the above paragraphs.

Cash
Balance carried from previous year – – 
Appropriations for reporting period 10,000,000 – 
Receipts from other sources – – 
Available for payments 10,000,000 – 
Payments made 10,000,000 – 
Balance carried to next year – – 
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$ $

Note   29   Assets Held in Trust

Comcare Trust Account—Department of Health and Ageing

Legal Authority—Safety Rehabilitation and Compensation Act 1998

Purpose—monies held in trust and advanced to Department of Health and Ageing
by COMCARE for the purpose of distributing compensation payments.

Cash
Balance carried forward from previous year 162,557 85,606 
Receipts during the year 996,815 793,357 
Available for payments 1,159,372 878,963 
Payments made 1,086,036 716,406 
Balance carried forward to next year 73,336 162,557 
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

Note 30 Reporting of Outcomes 

Total Cost/Contribution of Outcomes (Whole of Government)

Outcome 1 Outcome 2 Outcome 3 Outcome 4
Actual Budget Actual Budget Actual Budget Actual Budget

2001–02 2001-02 2001–02 2001-02 2001–02 2001-02 2001–02 2001-02
$’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000

Other administered revenues (3,959) (1,080) (49,748) (38,412) (30,762) (31,299) (105) –   
Net subsidies, benefits and grants expenses 377,024 372,757 19,460,180 19,456,539 4,657,229 4,893,877 745,415 730,306 
Other administered expenses 1,204 –   225 –   735 – 527 –   
Net cost of departmental outputs 58,893 57,874 412,329 411,361 101,254 95,177 42,621 42,578 

Cost of outcome before extraordinary items 433,162 429,551 19,822,986 19,829,488 4,728,456 4,957,755 788,458 772,884 
Extraordinary items – –   – –   –   – – –   

Net cost to Budget Outcome 433,162 429,551 19,822,986 19,829,488 4,728,456 4,957,755 788,458 772,884 
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Outcome 5 Outcome 6 Outcome 7 Outcome 8 Outcome 9 Total
Actual Budget Actual Budget Actual Budget Actual Budget Actual Budget Actual Budget

2001–02 2001-02 2001–02 2001-02 2001–02 2001-02 2001–02 2001-02 2001–02 2001-02 2001–02 2001-02
$’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000

– –   (860) (6,127) (2,500) –   (950) (950) (392,321) –   (481,205) (77,868)
104,511 107,507 162,064 151,858 202,143 203,207 1,987,120 1,938,176 308,702 441,727 28,004,388 28,295,954 

– –   –  –   132 –   – –   1,235 –   4,058 –   
10,370 10,486 8,421 9,692 23,643 21,691 13,889 13,983 33,127 30,369 704,547 693,211 

114,881 117,993 169,625 155,423 223,418 224,898 2,000,059 1,951,209 (49,257) 472,096 28,231,788 28,911,297 
– –   – –   – –   – –   – –   – –   

114,881 117,993 169,625 155,423 223,418 224,898 2,000,059 1,951,209 (49,257) 472,096 28,231,788 28,911,297 
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

Note 31 Major Departmental Revenues & Expenses by Output Group

Output 1 Output 2 Output 3 Total
2002 2001 2002 2001 2002 2001 2002 2001
$’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000

Operating revenues
Revenues from government 122,631 129,483 205,488 182,686 379,402 352,625 707,521 664,794
Sale of goods and services 26,294 6,113 29,758 44,478 – (1,697) 56,052 48,894
Other non-taxation revenues 2,160 623 2,870 2,286 – 1,277 5,030 4,186 
Total operating revenues 151,085 136,219 238,116 229,450 379,402 352,205 768,603 717,874 

Operating expenses
Employees 99,375 70,868 155,518 129,403 – 28,615 254,893 228,886 
Suppliers 44,278 44,520 71,404 64,782 377,121 374,683 492,803 483,985 
Depreciation and amortisation 6,189 2,989 9,880 4,217 – 10,134 16,069 17,340 
Other 456 924 757 1,302 – 2,534 1,213 4,760 
Total operating expenses 150,298 119,301 237,559 199,704 377,121 415,966 764,978 734,971 
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Note 32 Major Administered Revenues & Expenses by outcome

Outcome 1 Outcome 2 Outcome 3 Outcome 4
2002 2001 2002 2001 2002 2001 2002 2001
$’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000

Operating revenues
Revenues from government 377,985 385,919 19,471,842 18,365,029 4,652,305 4,271,197 767,729 435,830
Other 3,959 5,079 49,748 894,973 30,762 5,309 105 456

Total operating revenues 381,944 390,998 19,521,590 19,260,002 4,683,067 4,276,506 767,834 436,286

Operating expenses
Subsidies – – – – 3,812,876 3,517,501 – – 
Personal Benefits – – 12,384,125 11,536,619 – 43 39,136 35,253
Grants 377,024 367,262 7,071,418 6,708,288 844,353 824,711 706,279 592,671
Other 1,204 290 225 276 735 70 527 381

Total operating expenses 378,228 367,552 19,455,768 18,245,183 4,657,964 4,342,325 745,942 628,305
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Outcome 5 Outcome 6 Outcome 7 Outcome 8 Outcome 9 Total
2002 2001 2002 2001 2002 2001 2002 2001 2002 2001 2002 2001
$’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000

100,784 63,670 156,984 153,843 205,426 174,257 1,979,924 2,007,031 337,572 309,411 28,050,551 26,166,187
– 337 860 2,815 2,500 1,235 950 58,162 392,321 (285,357) 481,205 683,009

100,784 64,007 157,844 156,658 207,926 175,492 1,980,874 2,065,193 729,893 24,054 28,531,756 26,849,196

– – – – – – – – – – 3,812,876 3,517,501
– – 166,701 127,847 – – 1,977,200 1,930,557 – – 14,567,162 13,630,319

104,511 61,439 – 28,694 202,143 185,306 9,920 9,097 308,702 356,254 9,624,350 9,133,722
– 3 – – 132 126 – 4 1,235 609 4,058 1,759

104,511 61,442 166,701 156,541 202,275 185,432 1,987,120 1,939,658 309,937 356,863 28,008,446 26,283,301
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

Note 34 Major Classes of Administered Assets and Liabilities by Outcome

Outcome 1 Outcome 2 Outcome 3 Outcome 4 Outcome 5
2002 2001 2002 2001 2002 2001 2002 2001 2002 2001
$’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000

Output specific 
administered assets
Appropriations receivable – 84 1,068,579 1,091,097 37,770 49,445 65,390 23,347 1,736 1,063 
Receivables – 5 14,568 18,355 13,832 19,007 – –   – –   
Less: provision for doubtful debts – –   (285) (208) (856) (209) – –   – –   
Prepayments 7,398 6,508 – –   8,235 570 1,974 4,115 – –   
Inventory 209 –   – –   – –   –  –   – –   
Total output specific 
administered assets 7,607 6,597 1,082,862 1,109,244 58,981 68,813 67,364 27,462 1,736 1,063 

Other administered assets
Cash  – –   – –   – –   – –   – –   
Investments – –   – –   – –   – –   – –   
Total other administered assets – –   – –   – –   – –   – –   

Output specific 
administered liabilities
Suppliers – –   – –   – –   – –   – –   
Personal benefits – –   1,036,023 1,070,660 – –   – –   – –   
Subsidies payable – –   – –   24,823 29,057 – –   – –   
Grants payable 11,870 20,250 31,866 18,017 40,301 71,105 48,452 28,437 1,576 –   
Total output specific 
administered liabilities 11,870 20,250 1,067,889 1,088,677 65,124 100,162 48,452 28,437 1,576 –   

Other administered liabilities
Other – –   – –   378 10,737 –  –   – –   
Total other administered liabilities – –   – –   378 10,737 –   –   – –   
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Outcome 6 Outcome 7 Outcome 8 Outcome 9 Non Attributable Total
2002 2001 2002 2001 2002 2001 2002 2001 2002 2001 2002 2001
$’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000 $’000

– 2,879 55,303 38,570 174,800 169,384 98,942 67,608 594 –   1,503,114 1,443,477 
– –   – –   – –   1,600 –   18,141 11,667 48,141 49,034 
– –   – –   – –   – –   – –   (1,141) (417)
–   –   – 220 – –   – –   – –   17,607 11,413 
–   –   72 –   – –   207 143 – –   488 143 

– 2,879 55,375 38,790 174,800 169,384 100,749 67,751 18,735 11,667 1,568,209 1,503,650 

– –   – –   – –   – –   19,770 82,299 19,770 82,299 
–  –   – –   – –   – –   34,165 34,165 34,165 34,165 
– –   – –   – –   – –   53,935 116,464 53,935 116,464 

– –   – –   – –   – –   1,458 2,412 1,458 2,412 
5,989 –   – –   173,602 168,963 – –   – –   1,215,614 1,239,623 

– –   – –   – –   – –   – –   24,823 29,057 
91 –   54,803 43,108 1,344 376 30,294 417,567 2,084 10,749 222,681 609,609 

6,080 –   54,803 43,108 174,946 169,339 30,294 417,567 3,542 13,161 1,464,576 1,880,701 

–  –   – –   – –   – –   23,386 9,999 23,764 20,736 
– –   – –   – –   – –   23,386 9,999 23,764 20,736 



DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01 

Note   35   Executive Remuneration

The number of executive officers who received or who were due to receive
remuneration of $100,000 or more:

$100,000 to $110,000 3 – 
$110,001 to $120,000 2 – 
$120,001 to $130,000 6 6 
$130,001 to $140,000 9 18 
$140,001 to $150,000 15 23 
$150,001 to $160,000 7 2 
$160,001 to $170,000 14 14 
$170,001 to $180,000 13 2 
$180,001 to $190,000 2 1 
$190,001 to $200,000 2 1 
$200,001 to $210,000 6 – 
$210,001 to $220,000 2 1 
$220,001 to $230,000 2 1 
$230,001 to $240,000 1 1 
$270,001 to $280,000 1 – 
$290,001 to $300,000 – 1 

85 71 

Aggregate total remuneration of executive officers as shown above is $13,737,811
(2000–01: $10,632,393)

Aggregate performance pay received by the above officers was $465,935
(2000–01: $447,351).

Aggregate separation and redundancy payments made were $74,143
(2000–01: $0)

Note   36   Services provided by the Auditor-General

Audit services provided free of charge by the Australian National Audit Office for
the audit of the Department of Health and Ageing financial statements for the
year ended 30 June 2002 have been estimated by the Australian National Audit
Office at $600,000 (2001–01: $600,000).
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DEPARTMENT OF HEALTH AND AGEING
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

2001–02 2000–01
$ $ 

Note   37   Act of Grace Payments, Waivers,

Defective Administration Scheme Payments

Act of Grace payments made pursuant to authorisations 
given under Section 33 of the Financial Management 
and Accountability Act 1997
(2001–02: 18 payments; 2000–01: One payment) 134,507 3,099 

134,507 3,099 

No waivers of amounts owing to the Commonwealth were 
made pursuant to Subsection 34(1) of the Financial 
Administration and Accountability Act 1997
(2000–01: No waivers) – – 

– – 

Waivers of amounts owing to the Commonwealth 
were made pursuant to Subsection 95(6) of the 
Aged Care Act 1997
(2001–02: 3706 waivers; 2000–01: No waivers) 856,462 – 

856,462 – 

No payments were made under the ‘Defective 
Administration Scheme’ during the reporting period.
(2000–01: No payments) – – 

– – 

Note   38   Average Staffing Levels

Average staffing levels by outcome and in total were as follows:
Outcome 1—Population Health and Safety 854 813 
Outcome 2—Access to Medicare 337 321 
Outcome 3—Enhanced Quality of Life for Older Australians 906 862 
Outcome 4—Quality Health Care 362 345 
Outcome 5—Rural Health 105 100 
Outcome 6—Hearing Services 68 65 
Outcome 7—Aboriginal and Torres Strait Islander Health 239 228 
Outcome 8—Choice Through Private Health 90 86 
Outcome 9—Health Investment 346 328 
Total Average Staffing Levels 3,307 3,148 
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
STATEMENT OF FINANCIAL PERFORMANCE
for the period ended 30 June 2002

Notes 2001–02 2000–01
$ $

Revenues from ordinary activities
Revenues from government 2A 1,860,000 60,000
Revenue for services 2B 46,058,042 45,859,102
Interest received 2C 441,513 400,109
Net gains from sales of assets 2D 449,039 –
Other 2E 1,290,840 1,304,087

Total revenues from ordinary activities 50,099,434 47,623,298

Expenses from ordinary activities
Employees 3A 29,488,366 27,645,020
Suppliers 3B 20,158,918 16,495,156
Depreciation and amortisation 3C 1,504,327 1,992,377
Write-down of assets 3D 27,931 22,250

Total expenses from ordinary activities 51,179,542 46,154,803

Net operating surplus (deficit) from ordinary activities (1,080,108) 1,468,495

Net Surplus/(deficit) (1,080,108) 1,468,495

Net surplus (deficit) attributable to the Commonwealth (1,080,108) 1,468,495

Net credit to asset revaluation reserve 1,243,270 –

Total revenues, expenses and valuation adjustments attributable 
to the Commonwealth and recognised directly in equity 1,243,270 –

Total changes in equity other than those resulting 
from transactions with owners as owners 163,162 1,468,495

The above statement should be read in conjunction with the accompanying notes.
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
STATEMENT OF FINANCIAL POSITION
as at 30 June 2002

Notes 2001–02 2000–01
$ $

ASSETS

Financial assets
Cash 4A 14,729,953 10,011,120
Receivables 4B 3,364,877 3,533,764

Total financial assets 18,094,830 13,544,884

Non-financial assets
Property, plant and equipment 5A, B, C 4,123,915 6,556,156
Inventories 5D 126,952 111,843
Intangibles 5E 4,876,501 4,162,896
Other 5F 116,537 271,913

Total non-financial assets 9,243,905 11,102,808

Total assets 27,338,735 24,647,692

LIABILITIES

Provisions
Employees 6A 10,248,097 9,193,036

Total provisions 10,248,097 9,193,036

Payables
Suppliers 7A 2,849,405 1,926,119
Other 7B 7,712,559 7,163,025

Total payables 10,561,964 9,089,144

Total liabilities 20,810,061 18,282,180

NET ASSET 6,528,674 6,365,512

EQUITY

Parent entity interest
Reserves 1,599,858 356,588
Retained surpluses 4,928,816 6,008,924

Total parent entity interest 8 6,528,674 6,365,512

Total equity 6,528,674 6,365,512

Current assets 18,338,319 13,928,640
Non-current assets 9,000,416 10,719,052
Current liabilities 13,642,393 11,539,635
Non-current liabilities 7,167,668 6,742,545

The above statement should be read with the accompanying notes.
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
STATEMENT OF CASH FLOWS
for the period ended 30 June 2002

Notes 2001–02 2000–01
$ $

OPERATING ACTIVITIES

Cash received:
Sales of goods and services

Non-government 46,913,952 45,828,822
Appropriations 1,800,000 –
Interest 391,609 422,053
GST refunds 2,117,466 1,129,245
Other 1,344,642 1,960,855

Total cash received 52,567,669 49,340,975

Cash used:
Employees (28,433,305) (27,355,407)
Suppliers (21,322,148) (16,291,725)

Total cash used (49,755,453) (43,647,132)

Net cash from operating activities 9 2,812,216 5,693,843

INVESTING ACTIVITIES

Cash received:
Proceeds from sales of property, plant and equipment 3,696,241 –

Total cash received 3,696,241 –

Cash used:
Purchase of property, plant and equipment (1,789,624) (2,383,896)

Total cash used (1,789,624) (2,383,896)

Net cash from / (used by) investing activities 1,906,617 (2,383,896)

Net increase in cash held 4,718,833 3,309,947
Cash at the beginning of the reporting period 10,011,120 6,701,173

Cash at the end of the reporting period 4A 14,729,953 10,011,120

The above statement should be read in conjunction with the accompanying notes 
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
SCHEDULE OF COMMITMENTS
as at 30 June 2002

2001–02 2000–01
$ $

BY TYPE

CAPITAL COMMITMENTS
Intangible assets 1 1,694,523 2,527,460

Total capital commitments 1,694,523 2,527,460

OTHER COMMITMENTS
Operating leases 2 101,401,365 95,812,016
Other commitments 11,031,960 12,765,841

Total other commitments 112,433,325 108,577,857

COMMITMENTS RECEIVABLE (10,375,259) (10,100,483)

Net commitments 103,752,589 101,004,834

BY MATURITY

All net commitments
One year or less 11,096,576 10,897,613
From one to five years 30,030,014 33,527,108
Over five years 62,625,999 56,580,113

Net operating commitments 103,752,589 101,004,834

Operating Lease Commitments
One year or less 6,020,933 5,742,855
From one to five years 23,536,127 22,004,164
Over five years 62,625,999 51,436,466

Net commitments 92,183,059 79,183,485

1  Outstanding contractual payments for internally developed software under construction.
2   Operating leases included are effectively non-cancellable and comprise the following:

Nature of lease General description of leasing arrangement

Lease for office accommodation •  Lease payments are subject to an annual Consumer Price Index review with 
a Market Rent Review every third year.

•  The initial periods of the office accommodation leases are still current and 
each may be renewed for up to 15 years at the TGA’s option.

Lease of computer equipment •  The lessor provides the entire computer equipment and software designated 
as necessary in the supply contract for five years.

The above schedule should be read in conjunction with the accompanying notes.
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
SCHEDULE OF CONTINGENCIES
as at 30 June 2002

2001–02 2000–01
$ $

CONTINGENT LOSSES
Claim for damages/costs – –

Total contingent losses – –

CONTINGENT GAINS – –
Net contingencies – –

The amount represents an estimate of the Therapeutic Goods Administration’s liability based on precedent cases.

The above schedule should be read in conjunction with the accompanying notes.
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002

Note 1. Summary of Significant Accounting Policies

(1.1)  Objectives of the Therapeutic Goods Administration

The Therapeutic Goods Administration (TGA) contributes to Outcome 1—the promotion and protection of the health of
all Australians and minimising the incidence of preventable mortality, illness, injury and disability.

Therapeutic goods are regulated to ensure that medicinal products and medical devices in Australia meet standards of
safety, quality and efficacy at least equal to that of comparable countries. These products and devices should be made
available in a timely manner and the regulatory impact on business kept to a minimum. This is achieved through a risk
management approach to pre-market evaluation and approval of therapeutic products intended for supply in Australia,
licensing of manufacturers and post market surveillance.

(1.2)  Basis of Accounting

The financial statements are a general purpose financial report.

The statements have been prepared in accordance with:

• Finance Minister’s Orders (being the Financial Management and Accountability [Financial Statements
2001–2002] Orders);

• Australian Accounting Standards and Accounting Interpretations issued by the Australian Accounting Standards
Boards;

• Other authoritative pronouncements of the Boards; and

• Consensus Views of the Urgent Issues Group.

The statements have also been prepared having regard to the Explanatory Notes to Schedule 1, and the Finance Briefs
issued by the Department of Finance and Administration.

The Therapeutic Goods Administration Statements of Financial Performance and Financial Position have been prepared
on an accrual basis and are in accordance with historical cost convention, except for certain assets which, as noted, are
at valuation. Except where stated, no allowance is made for the effect of changing prices on the results or the financial
position.

Assets and liabilities are recognised in the Statements of Financial Position when and only when it is probable that
future economic benefits will flow and the amounts of the assets or liabilities can be reliably measured. Assets and
liabilities arising under agreements equally proportionately unperformed are, however, not recognised unless required
by an Accounting Standard. Liabilities and assets which are unrecognised are reported in the Schedule of
Commitments.

Revenues and expenses are recognised in the Statement of Financial Performance when and only when the flow or
consumption or loss of economic benefits has occurred and can be reliably measured.

(1.3)  Changes in Accounting Policy

The accounting policies used in the preparation of these financial statements are consistent with those used in 
2000–01.

(1.4)  Revenue

The revenues described in this Note are revenues relating to the core operating business of the Therapeutic Goods
Administration.

Revenues from government

An appropriation has been made to the TGA as supplementation to the rental of the office accommodation.
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’d)

Note 1. Summary of Significant Accounting Policies (cont’d)

Revenue from fees and charges

The TGA collects its revenue primarily through annual charges, evaluation fees and licence fees from therapeutic goods
industry. These charges are set so as to fully recover the operating costs associated with regulating the particular
product group and also reflect the TGA’s risk-based approach to regulation.

Other revenues

Revenue from the sale of goods and services is recognised upon the delivery of the goods or services to customers.

Interest revenue is recognised on a proportional basis taking into account the interest rate applicable to the financial
assets.

Revenue from disposal of non-current assets is recognised when control of the asset has passed to the buyer.

Resources Received Free of Charge

Services received free of charge are recognised as revenue when and only when a fair value can be reliably determined
and the services would have been purchased if they had not been donated. Use of those resources is recognised as an
expense.

Contributions of assets at no cost of acquisition or nominal consideration are recognised at their fair value when the
asset qualifies for recognition, unless received from another government agency as a consequence of a restructuring of
administrative arrangements.

(1.5)  Property, Plant and Equipment

Asset Recognition Threshold

Purchases of property, plant and equipment are recognised initially at cost in the Statement of Financial Position, except
for purchases less than $2,000. Leasehold improvements to properties with values of $10,000 or greater are
capitalised. Any purchases under these thresholds are expensed in the year of acquisition (other than where they form
part of a group of similar items that are significant in total).

Revaluation

Property, plant and equipment are revalued in accordance with the “deprival” method of valuation in successive 3-year
cycles, so that no asset has a value older than three years old.

Property, plant and equipment have been revalued over the 2001–02 financial year.

All valuations are independent.

Depreciation and Amortisation

Depreciable property, plant, equipment are written off to their estimated residual values over their useful lives to the
TGA using, in all cases, the straight line method of depreciation. Leasehold improvements are amortised on the straight
line basis over the lesser of the estimated useful life of the improvements or the unexpired period of the lease.

Depreciation/amortisation rates (useful lives) and methods are reviewed at each balance date and necessary
adjustments are recognised in the current, or current and future reporting periods, as appropriate. Residual values are
re-estimated for a change in prices only when assets are revalued.

– 378 –



THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’d)

Note 1. Summary of Significant Accounting Policies (cont’d)

Depreciation and amortisation rates applying to each class of depreciable asset are as follows:

2001–02 2000–01

Leasehold improvements Lease term Lease term

Plant and equipment 5 to 20 years 5 to 20 years

The aggregate amount of depreciation and amortisation allocated for each class of assets during the reporting period is
disclosed in Note 3C.

(1.6)  Inventories

Inventories held for resale are valued at the lower of cost and net realisable value.

Inventories not held for resale are valued at cost, unless they are no longer required, in which case they are valued at
the net realisable value.

(1.7)  Intangibles

The TGA’s intangibles comprise of internally developed software. The asset is carried at cost.

The carrying amount of each non-current intangible asset is reviewed to determine whether it is in excess of the asset’s
recoverable amount. If an excess exists as at the reporting date, the asset is written down to its recoverable amount
immediately. In assessing recoverable amounts, the relevant cash flows, including the expected cash inflows from
future appropriations by the Parliament, have been discounted to their present value.

No write-down to the recoverable amount has been made in 2001–02.

Intangible assets are amortised on a straight-line basis over their anticipated useful lives.

Useful lives are:

2001–02 2000–01

Internally developed software 3 to 10 years 3 to 10 years

(1.8)  Liability for Employee Entitlements

Leave

The liability for employee entitlements includes provisions for annual leave and long service leave. No provision has
been made for sick leave as all sick leave is non-vesting and the average sick leave taken in future years by employees
of the TGA is estimated to be less than the annual entitlement for sick leave.

The liability for annual leave reflects the value of the total annual leave entitlements of all employees at 30 June 2002
and is recognised at its nominal value.

The non-current portion of the liability for long service leave is recognised and measured at the present value of the
estimated future cash flows to be made in respect of all employees at 30 June 2002. In determining the present value
of the liability, the TGA has taken into account the attrition rate and pay increases through promotion and inflation.

Separation and redundancy

Provision is made for the separation and redundancy payments in circumstances where the TGA has formally identified
positions as excess to requirements and a reliable estimate of the amount of the payments can be determined.

Superannuation

The TGA’s staff contributes to the Commonwealth Superannuation Scheme and the Public Sector Superannuation
Scheme. Employer contributions amounting to $3,559,630 (2000–01: $3,400,509) in relation to those schemes have
been expensed in these financial statements.
No liability for superannuation is recognised as at 30 June as the employer contributions fully extinguish the accruing
liability assumed by the Commonwealth.
Employer contributions include Productivity Benefit contributions.
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’d)

Note 1. Summary of Significant Accounting Policies (cont’d)

(1.9)  Leases

A distinction is made between finance leases which effectively transfer from the lessor to the lessee substantially all the
risks and benefits incidental to ownership of leased non-current assets and operating leases under which the lessor
effectively retains substantially all such risks and benefits. The TGA does not have any finance lease to report.
Operating lease payments are expensed on a basis, which is representative of the pattern of benefits derived from the
leased assets. The net present value of future net outlays in respect of surplus space under non-cancellable lease
agreements is expensed in the period in which the space became surplus.

(1.10) Unearned Income

The provision of service is recognised as revenue when the services have been provided. However, for some services,
payment is required in advance. Where the moneys for these services have been received or the service has been
invoiced at year end, but the service that has not been provided, the relevant amount has been disclosed as unearned
income.

(1.11)  Cash

Cash includes notes and coins held and deposits or money market instruments held at call with a bank or financial
institution.

(1.12)  Contingencies

The TGA will recognise a material contingency in its financial statements if the probability that the future event has a
certainty it will eventuate with a gain or a loss.
Where a material contingency is not recognised as a revenue or expense, it will be disclosed in the Schedule of
Contingencies.

(1.13)  Rounding

Amounts have been rounded to the nearest dollar.

(1.14)  Taxation

The TGA is exempt from all forms of taxation except Fringe Benefits Tax and the Goods and Services Tax.

(1.15)  Comparative Figures

Comparative figures have been adjusted to conform to changes in presentation in these financial statements, where
required.

(1.16)  Bad and Doubtful Debts

Bad debts are written off during the year in which they are identified. A provision is raised for doubtful debts based on
a review of all outstanding receivables at year end.

(1.17)  Financial instruments

Accounting policies in relation to financial instruments are disclosed in Note 15.

(1.18)  Insurance

The TGA has insured for risks through the Government’s insurable risk managed fund called “Comcover”. Workers
compensation is insured through Comcare Australia.
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NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’d)

2001–02 2000–01
$ $

Note 2. Operating Revenues

Note 2A. Revenues from government
Appropriation 1,800,000 –
Resources received free of charge 60,000 60,000

Total Revenues from government 1,860,000 60,000

Note 2B. Revenue for services
Services were provided as follows:
Non-Government 46,058,042 45,859,102

Total Revenue for services 46,058,042 45,859,102

Note 2C. Interest received
Bank interest 441,513 400,109

Total Interest received 441,513 400,109

Note 2D. Net gain from sale of assets
Property, plant and equipment:
Proceeds from sale 3,696,241 –
Net book value of sale (3,247,202) –
Total Net gain from sale of assets 449,039 –
Less: Plant and equipment written off on disposal (Note 3D) – (22,250)

Net gain on disposal of property, plant and equipment 449,039 (22,250)

Note 2E. Other revenue
Publications 98,992 23,965
Laboratory testing 112,198 117,182
Training and consultancy – 48,213
Commercial activities 304,787 163,012
Other 774,863 951,715

Total Other Revenue 1,290,840 1,304,087
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’d)

2001–02 2000–01
$ $

Note 3. Operating Expenses

Note 3A. Employee Expenses
Remuneration (for services provided) 28,406,211 26,256,157
Separation and redundancy 65,881 787,807
Total remuneration 28,472,092 27,043,964
Other employee expenses 1,016,274 601,056

Total Employee Expenses 29,488,366 27,645,020

Note 3B. Suppliers Expenses
Supply of goods and services 11,777,706 11,697,540
Operating lease—IT and office accommodation 1 8,381,212 4,797,616

Total Suppliers Expenses 20,158,918 16,495,156

1  These comprise minimum lease payments only.

Note 3C. Depreciation and Amortisation
Depreciation of plant and equipment 910,748 665,881
Amortisation of leasehold improvements 285,529 282,746
Amortisation of internally developed software 308,050 1,043,750

Total Depreciation and Amortisation 1,504,327 1,992,377

Note 3D. Write Down of Assets
Bad and doubtful debt expense 27,931 –
Property, plant & equipment—loss on disposal – 22,250

Total 27,931 22,250
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NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’d)

2001–02 2000–01
$ $

Note 4. Financial Assets

Note 4A. Cash
Cash at bank and on hand 11,080 11,080
Term deposits and cash at call 11,752,967 8,120,447

11,764,047 8,131,527

Balance of bank account 2,965,906 1,879,593
Balance of cash as at 30 June shown in the Statement of Cash Flows 14,729,953 10,011,120

All cash is a current asset.

Note 4B. Receivables
Goods and services 3,180,589 3,101,372
Less: Provision for doubtful debts (27,931) –

3,152,658 3,101,372

GST receivable 116,522 368,044
Other debtors 95,697 64,348

Net Receivables 3,364,877 3,533,764

All receivables are current assets.

Receivables (gross) are aged as follows:
Not overdue 2,444,174 1,864,906
Over due by:

Less than 30 days 413,284 1,174,472
30 to 60 days 33,905 390,925
60 to 90 days 188,729 45,495
More than 90 days 312,716 57,966

Total receivables (gross) 3,392,808 3,533,764
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’d)

2001–02 2000–01
$ $

Note 5. Non-Financial Assets

Note 5A. Property, Plant and Equipment

Plant and equipment—at cost 10,489 56,938
Accumulated depreciation (834) (21,398)

9,655 35,540

Plant and equipment—at 1999–2002 valuation 335,191 258,032
Accumulated depreciation (194,804) (127,296)

140,387 130,736

Furniture and fittings—at 1999–2002 valuation 36,840 36,342
Accumulated depreciation (14,273) (12,634)

22,567 23,708

Computer equipment—at cost – 94,340
Accumulated depreciation – (59,620)

– 34,720

Computer equipment—at 1999–2002 valuation 254,960 238,409
Accumulated depreciation (242,979) (206,375)

11,981 32,034

Office machines—at cost 68,033 14,693
Accumulated depreciation (3,052) (2,268)

64,981 12,425

Office machines—at 1999–2002 valuation 667,808 628,916
Accumulated depreciation (558,898) (455,078)

108,910 173,838

Laboratory equipment—at cost 460,396 577,065
Accumulated depreciation (14,004) (142,727)

446,392 434,338
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2001–02 2000–01
$ $

Note 5. Non-Financial Assets (cont’d)

Note 5A. Property, Plant and Equipment (cont’d)

Laboratory equipment—at 1999–2002 valuation 6,722,728 4,930,467
Accumulated depreciation (5,056,696) (3,969,801)

1,666,032 960,666

Leasehold improvements—at cost 229,050 3,014,595
Accumulated amortisation – (165,889)

229,050 2,848,706

Leasehold improvements—at 1999–2002 valuation 1,881,529 2,294,090
Accumulated amortisation (457,569) (424,645)

1,423,960 1,869,445

Total Property, Plant and Equipment (Non-Current) 4,123,915 6,556,156

The revaluations were in accordance with the revaluation policy stated at Note 1.5 and were completed by an independent valuer, The
Australian Valuation Office. Revaluation increment of property, plant and equipment of $1,243,270 (2000–01 increment $0) were
made to asset revaluation reserve.
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NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’d)

Note 5. Non-Financial Assets (cont’d)

Note 5B. Analysis of Property, Plant, Equipment and Intangibles

TABLE A

2001–02 movement summary for all assets irrespective of valuation basis

Computer
Buildings– Software
Leasehold Total

Plant Improvements Intangibles Total
Item $ $ $ $

Gross value as at 1 July 2001 6,835,204 5,308,684 7,533,017 19,676,905
Additions: Acquisition of new assets 538,919 229,050 1,021,656 1,789,625
Revaluations: write-ups/(write-downs) 1,182,322 292,566 – 1,474,888
Disposals (3,719,720) – (3,719,720)

Gross value as at 30 June 2002 8,556,445 2,110,580 8,554,673 19,221,698

Accumulated Depreciation charge 
as at 1 July 2001 4,997,199 590,534 3,370,122 8,957,855

Depreciation/amortisation charge for the year 910,748 285,529 308,050 1,504,327
Revaluations: write-up/(write-downs) 177,593 54,018 – 231,611
Disposal – (472,511) – (472,511)

Accumulated depreciation/
Amortisation as at 30 June 2002 6,085,540 457,570 3,678,172 10,221,282

Net book value as at 30 June 2002 2,470,905 1,653,010 4,876,501 9,000,416

Net book value as at 1 July 2001 1,838,005 4,718,151 4,162,896 10,719,052
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Note 5. Non-Financial Assets (cont’d)

Note 5C. Analysis of Property, Plant, Equipment and Intangibles

TABLE B

Summary of balances of assets at valuation as at 30 June 2002

Computer
Buildings– Software
Leasehold Total

Plant Improvements Intangibles Total
Item $ $ $ $

As at 30 June 2002

Gross value 8,017,527 1,881,529 – 9,899,056
Accumulated depreciation/amortisation (6,067,650) (457,569) – (6,525,219)

Net book value 1,949,877 1,423,960 – 3,373,837

As at 30 June 2001

Gross value 6,092,166 2,294,090 – 8,386,256
Accumulated depreciation/amortisation (4,771,184) (424,645) – (5,195,829)

Net book value 1,320,982 1,869,445 – 3,190,427
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NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’d)

Note 5. Non-Financial Assets (cont’d)

Note 5C. Analysis of Property, Plant, Equipment and Intangibles

TABLE C

Asset under construction

Computer
Buildings– Software
Leasehold Total

Plant Improvements Intangibles Total
Item $ $ $ $

As at 30 June 2002

Gross Value – – 4,497,905 4,497,905
Accumulated depreciation/amortisation – – – –

– – –
Net book value – – 4,497,905 4,497,905

As at 30 June 2001

Gross value – – 3,476,251 3,476,251
Accumulated depreciation/amortisation – – 3,476,251 3,476,251

Net book value – – 3,476,251 3,476,251

2001–02 2000–01
$ $

Note 5D. Inventories
Inventories not held for sale (cost) 126,952 111,843

Total Inventories 126,952 111,843

All inventories are current assets.

Note 5E  Intangible
Internally developed software—at cost 4,056,766 4,056,766
Accumulated amortisation (3,678,170) (3,370,121)

378,596 686,645

Internally developed software—in progress at cost 4,497,905 3,476,251

Total Intangible 4,876,501 4,162,896

All intangibles are non-current assets.
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Note 5. Non-Financial Assets (cont’d)

2001–02 2000–01
$ $

Note 5F. Other Non-Financial Assets
Prepaid property rentals – 174,772
Other prepayments 116,537 97,141

Total Other 116,537 271,913

All other non-financial assets are current assets.

Note 6. Provisions

Note 6A. Employee Provisions
Salaries and wages 723,032 694,464
Superannuation 909,405 200,000
Annual leave 2,970,548 3,272,247
Long service leave 5,645,111 5,026,325

Aggregate Employee Entitlement Liability 10,248,096 9,193,036

Current 3,080,428 2,408,491
Non-current 7,167,668 6,784,545

Note 7. Payables

Note 7A. Suppliers
Trade creditors 2,849,405 1,926,119

Total Suppliers 2,849,405 1,926,116

Supplier payables are represented by:
Current 2,849,405 1,926,119
Non-current – –

Note 7B. Other Payables
Unearned income 7,712,559 7,163,025

Total Others 7,712,559 7,163,025

All other payables are current liabilities.
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Note 8. Equity
Analysis of Equity
Item Accumulated Asset Revaluation Total TOTAL 

Results Reserves Reserves EQUITY
2002 2001 2002 2001 2002 2001 2002 2001

$ $ $ $ $ $ $ $

Opening balance 
as at 1 July 6,008,924 4,540,429 356,588 356,588 356,588 356,588 6,365,512 4,897,017

Net result (1,080,108) 1,468,495 – – – – (1,080,108) 1,468,495

Net revaluation 
increment – – 1,243,270 – 1,243,270 – 1,243,270 –

Closing balance 
as at 30 June 4,298,816 6,008,924 1,599,858 356,588 1,599,858 356,588 6,528,674 6,365,512

Total equity 
attributable to the 
Commonwealth 4,298,816 6,008,924 1,599,858 356,588 1,599,858 356,588 6,528,674 6,365,512

2001–02 2000–01
$ $

Note 9. Cash Flow Reconciliation

Reconciliation of Cash per Statement of Financial Position 
to  Statement of Cash Flows

• Cash at year end per Statement of Cash Flows 14,729,953 10,011,120
• Statement of Financial Position items comprising above cash:

‘Financial Asset—Cash’ 14,729,953 10,011,120

Reconciliation of net surplus to net cash from operating activities:

Net surplus (deficit) (1,080,108) 1,468,495
Depreciation/amortisation of infrastructure, plant, equipment and intangibles 1,504,327 1,992,377
Loss on sale of non-current assets – 22,250
Write down of non-current assets 27,931 (52,482)
Gain on disposal of assets (449,039) –
Increase/(decrease) in employee liabilities 1,055,062 289,613
(Increase)/decrease in inventories (15,109) 8,263
(Increase)/decrease in receivables 140,956 (301,408)
(Increase)/decrease in other assets 155,376 25,714
Increase/(decrease) in liability to suppliers 923,286 109,454
Increase/(decrease) in other payables 549,534 2,131,567

Net Cash from / (used by) operating activities 2,812,216 5,693,843
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2001–02 2000–01
$ $

Note 10. Remuneration of Auditors
The auditing of the TGA’s financial statements for the reporting period has been 
provided free of charge by the Australian National Audit Office.
The fair value of the services provided was: 60,000 60,000

The Auditor-General provided no other services.

Note 11. Executive Remuneration
The number of executives who received or were due to receive total remuneration Number Number
of $100,000 or more:
$110,001–$120,000 – 2
$120,001–$130,000 – 1
$130,001–$140,000 – 1
$140,001–$150,000 1 1
$150,001–$160,000 1 –
$160,001–$170,000 1 1
$170,001–$180,000 1 –
$180,001–$190.000 1 1
$200,001–$210,000 2 –
$230,001–$240,000 1 –
$260,001–$270,000 – 1

8 8

The aggregate amount of total remuneration of executives shown above 1,472,239 1,275,966

Note 12. Economic Dependency
For the year ended 30 June 2002 the TGA was economically dependent on a 100% cost recovery to fund its 
operation plus an appropriation for rental supplementation to its office accommodation (refer Note 1.4).

Note 13. Average Staffing Levels
2001–02 2000–01

The average staffing levels for the business operation during the year were: 381 375

Note 14. Credit Risk Exposure
The TGA’s maximum exposures to credit risk at the reporting date in relation to each class of recognised financial 
assets is the carrying amount of those assets as indicated in the Statement of Financial Position.

The TGA has no significant exposure to any concentrations of credit risk.

All figures for credit risk referred to do not take into account the value of any collateral or other security.
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Note 15. Financial Instruments

(a) Terms, conditions and accounting policies
Financial Instrument

Financial Instrument Notes Accounting Policies and Methods Nature of underlying instrument (including 
(including recognition criteria significant terms & conditions affecting the 
and measurement basis) amount, timing and certainty of cash flows)

Financial Assets Financial assets are recognised when 
control over future economic benefits is 
established and the amount of the benefit 
can be reliably measured.

Cash 4A The deposits are recognised at their Temporarily surplus funds are placed on short 
nominal amounts. Interest is credited term commercial bank bills and deposits at call
to revenue as it accrues. with Australian banks. Interest is earned at

the prevailing rate and paid at maturity from 
commercial bank bills and at month end for 
deposits at call. Rates have averaged 4.53% 
(2000–01: 5.71%)

Monies in the TGA’s bank account are swept into 
the Department of Health and Ageing account 
nightly and interest is earned on the daily balance 
at rate of 2% (2000–01: 2%) with the Reserve 
Bank of Australia

Receivables for 4B These receivables are recognised at the Credit terms are nett 28 days with the exception
nominal amounts due less any provision of evaluation fee debtors at net 60 days.
for bad and doubtful debts. Provisions are 
made when collection of the debt is 
judged to be less rather than more likely.

Other debtors 4B As for receivables for goods and services. As for receivables for goods and services.
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NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’d)

Note 15. Financial Instruments (cont’d)

(a) Terms, conditions and accounting policies (cont’d)

Financial Instrument Notes Accounting Policies and Methods Nature of underlying instrument (including 
(including recognition criteria significant terms & conditions affecting the
and measurement basis) amount, timing and certainty of cash flows)

Financial Liabilities Financial liabilities are recognised when 
a present obligation to another party is 
entered into and the amount of the 
liability can be reliably measured.

Trade creditors 7A Creditors and accruals are recognised at Settlement is usually made nett 30 days.
their nominal amounts, being the amounts 
at which the liabilities will be settled.
Liabilities are recognised to the extent 
that the goods or services have been 
received (and irrespective of having 
been invoiced).

Other— 7B Where a service has been invoiced in The provision of service is only recognised
advance or a service payment has been as revenue when the service has been provided.
received in advance, the relevant 
amount is disclosed as unearned income.
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’d)

Note 15. Financial Instruments (cont’d)

(c) Net fair value of Financial Assets and Liabilities

2001–02 2000–01
Total Aggregate Total Aggregate

carrying net fair carrying net fair
Note amount value amount value

Financial Assets
Cash at Bank 4A 2,965,906 2,965,906 1,879,593 1,879,593
Cash on Hand 4A 11,080 11,080 11,080 11,080
Investments 4A 11,752,967 11,752,967 8,120,447 8,120,447
Receivables for goods

and services 4B 3,269,180 3,269,180 3,469,416 3,469,416
Other debtors 4B 95,697 95,697 64,348 64,348

Total Financial Assets 18,094,830 18,094,830 13,544,884 13,544,884

Financial Liabilities 
(Recognised)

Trade creditors 7A 2,849,405 2,849,405 1,926,119 1,926,119
Unearned income 7B 7,712,559 7,712,559 7,163,025 7,163,025

Total Financial Liabilities
(Recognised) 10,561,964 10,561,964 9,089,144 9,089,144

Financial Liabilities Schedule of
(Unrecognised) Contingencies

Total Financial Liabilities
(Unrecognised) – – – –
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THERAPEUTIC GOODS ADMINISTRATION SPECIAL ACCOUNT
NOTES TO AND FORMING PART OF THE FINANCIAL STATEMENTS
for the year ended 30 June 2002 (cont’)

Note 15. Financial Instruments (cont’d)

(c) Net fair value of Financial Assets and Liabilities (cont’d)

Financial Assets

The net fair value of cash, deposits on call and non-interest bearing monetary financial assets approximate their
carrying amounts.

The net fair value for interest bearing investments is the quoted market price at reporting date adjusted for the
transaction costs necessary for realisation.

Financial Liabilities

The net fair value for trade creditors is short term in nature and is the approximated carrying amounts.

None of the classes of financial liabilities is readily traded on organised markets in standardised form.

(d) Credit risk exposures

The economic entity’s maximum exposures to credit risk at reporting date in relation to each class of recognised
financial assets is the carrying amount of those assets as indicated in the Statement of Financial Position.

The economic entity has no significant exposures to any concentrations of credit risk.

All figures for credit risk referred to do not take into account the value of any collateral or other security.

Note 16. Events Occurring after Balance Date

On 1 July 2002, the Trans Tasman Group, working on behalf of the Commonwealth Government to harmonise the
regulatory controls on therapeutic goods and other related activities between Australia and New Zealand, has been
transferred from the Department of Health and Ageing to the TGA. The move necessitates the transfer of an
appropriation funding of $2.037m to the TGA.

The event occurred after the balance date and has not been brought to account in the 2001–02 financial statements.
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This annual report is prepared in accordance
with the Requirements for Departmental Annual
Reports, as issued by the Department of the
Prime Minister and Cabinet. Below is a checklist
of the major requirements and their page
references.This is not an exhaustive list and
readers are directed to the Table of Contents and
the Index for comprehensive details of
information contained in the report.

General
• Letter of transmittal (v)

• Table of contents (vii)

• Index (477)

• Compliance index (399)

• Glossary (470)

• Contact details (iv)

• Internet home page address and internet
address for report (iv)

Review by Secretary (1)

Departmental overview (7)

Report on performance (30)

Management accountability (7)

Financial statements (293)

Other information
• Occupational Health and Safety (422)

• Freedom of Information (424)

• Advertising and market research (431)

• Ecologically sustainable development and
environmental performance (463)

• Discretionary grants (430)

• Commonwealth Disability Strategy (417)

• Competitive tendering (462)

• Errors and omissions from 2000–01 (475) 

Compliance with 
annual reporting requirements
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Senator the Hon Kay Patterson,
Minister for Health and Ageing 
Senator the Hon Kay Patterson, as senior Minister,
has overall responsibility for the Portfolio
including Cabinet and issues with significant or
strategic implications, and has specific
responsibility for:

• Medicare benefits, hospitals, medical
indemnity, private health insurance and
medical workforce issues;

• the Pharmaceutical Benefits Scheme;
• population health, including issues concerning

HIV/AIDS and other communicable diseases,
immunisation, specific women’s and men’s
health issues, mental illness and suicide
prevention, environmental health issues and
drug abuse reduction;

• national health priorities;
• rural and regional health;
• blood and organ donation;
• medical research and biotechnology;
• gene technology;
• health research;
• Indigenous health issues;
• Commonwealth/State relationships in the

Portfolio;
• strategic policy analysis and evaluation;
• corporate leadership and resource

management; and 
• the Health Insurance Commission.

The Hon Kevin Andrews MP,
Minister for Ageing 
As Minister for Ageing, Mr Andrews has specific
responsibility for:

• the National Strategy for an Ageing
Australia;

• the National Continence Management
Strategy;

• a range of programs to meet the needs of
Australia’s ageing population, including:
– Home and Community Care
– Residential Care
– National Respite for Carers—including

the Carer Information and Support
Program, Carer Respite Centres and
Carer Resource Centres

– Aged Care Assessment
– Community Care Packages
– Assistance with Care and Housing for

the Aged
– Complaints Resolution Scheme
– Dementia Support Services
– Advocacy Services
– Aged Care Standards and Accreditation

Agency
– Safe at Home Program
– Oral Hygiene for Ageing Australians in

Residential Care
– Hearing Services Program
– Australian Hearing Services

• human cloning.

Ministerial responsibilities at 30 June 2002
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The Hon Trish Worth MP,
Parliamentary Secretary to the
Minister for Health and Ageing 
Ms Worth assists Senator Patterson by assuming
direct carriage of matters relating to:

• Therapeutic Goods Administration;
• Office of the Gene Technology Regulator;
• National Industrial Chemicals Notification

and Assessment Scheme;
• Food Standards Australia New Zealand

(formerly the Australia New Zealand Food
Authority);

• food policy;
• the Australian Radiation Protection and

Nuclear Safety Agency;
• Health Services Australia Limited;
• CRS Australia;
• Alcohol;
• Tobacco; and 
• Illicit drugs.

Prior to the election in November 2001, the
Department was responsible to the Minister for
Health and Aged Care,
Dr Michael Wooldridge, and the Minister for
Aged Care, Mrs Bronwyn Bishop. Senator Grant
Tambling was Parliamentary Secretary.
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Note:The following staffing tables are based on actual classification.This means that they are not
directly comparable with the staffing statistics in the 2000–01 Annual Report, which are based on
nominal classification, but they will be consistent with previous Annual Report staffing statistics.These
tables include all paid and unpaid, operative and inoperative, ongoing and non-ongoing staff.

Table A1: Distribution of staff by Unit, 30 June 2002
Female Male

Unit Ongoing Non-ongoing Ongoing Non-ongoing Total

Aged and Community Care 184 24 97 11 316

Audit and Fraud Control 3 1 8 – 12

Business Group* 254 38 164 10 466

Executive 9 – – 2 11

Health Access and Financing 189 17 115 5 326

Health Industry and Investment 172 17 46 5 240

Health Services 241 23 77 7 348

Office of Aboriginal and 
Torres Strait Islander Health 67 11 32 2 112

National Health and 
Medical Research Council 67 16 34 7 124

Portfolio Strategies 81 6 57 4 148

Population Health 237 20 60 5 322

TGA non-trust 52 4 46 4 106

Central Office Total 1,556 177 736 62 2,531

Australian Capital Territory Office 24 4 5 1 34

New South Wales Office 120 12 55 6 193

Northern Territory Office 32 6 12 3 53

Queensland Office 86 21 26 6 139

South Australia Office 45 5 36 4 90

Tasmania Office 26 11 14 – 51

Victoria Office 95 11 54 4 164

Western Australia Office 63 5 31 99

State Office Total 491 75 233 24 823

Core Department Total 2,047 252 969 86 3,354

TGA Trust 194 22 189 10 415

AHCA Taskforce** 1 – – – 1

Unattached – – 1 – 1

Departmental Total 2,242 274 1,159 96 3,771

* Includes staff in Ministers’ and Parliamentary Secretary’s Offices
** Note that there are additional staff working in the Taskforce who are paid for by their home Divisions

Staffing information
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Table A2: Distribution of staff by State, 30 June 2002
State Core TGA Trust Total

ACT* 2567 408 2,975

NSW 193 3 196

Vic 164 4 168

Qld 139 – 139

SA 90 – 90

WA 99 – 99

Tas 51 – 51

NT 53 – 53

Total 3,356 415 3,771 

* Includes ACT Office 34 staff

Table A3: Gender breakdown, 30 June 2002
Totals by gender Female Male Department total

2,516 1,255 3,771 

Table A4: Staff Numbers by Actual Classification, 30 June 2002
Female Male

Unit Full time Part time Full time Part time Total

Secretary 1 – – – 1

SES 3 2 – 1 – 3

SES 2 2 – 13 – 15

SES 1 30 – 29 1 60

EL2 171 16 130 – 317

EL1 392 66 252 7 717

APS6 445 86 210 6 747

APS5 345 40 147 3 535

APS4 230 21 63 4 318

APS3 216 25 67 1 309

APS2 54 11 34 2 101

APS1 12 1 8 2 23

Medical 13 2 30 1 46

Nursing 59 9 4 – 72

Professional* 153 38 155 1 347

Research Scientist 1 – 2 – 3

Technical** 36 10 65 3 114

Other*** 29 – 14 – 43

Grand Total 2,191 325 1,224 31 3,771

* Includes Legal Officers and Public Affairs Officers
** Includes Information Technology Officers
*** Includes Cadets and Graduates
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Table A5: SES and Executive Professional Officers, 30 June 2002*
Actual Classification Female Male Total

Senior Executive Band 3 2 1 3

Senior Executive Band 2 2 13 15

Senior Executive Band 1 30 30 60

Chief Medical Officer – 1 1

Medical Officer Class 6 1 2 3

Medical Officer Class 5 4 12 16

Senior Principal Research Scientist – 1 1

Holder of Public Office 1 1 2

Total 40 61 101

* Includes inoperative staff, excludes short-term acting <3 months

Table A6: SES performance-based payments, 1 July 2001 to 30 June 2002
Rating Rating Rating

Fully Effective Superior Outstanding

Classification Gender No. Total $ No. Total $ No. Total $

SES Bands 2 and 3 M 3 20,077 4 44,428 – Nil

SES Bands 2 and 3 F 2 9,585 5 57,861 1 20,670

SES Band 1 M 21 98,576 12 103,676 2 23,148

SES Band 1 F 13 55,370 7 59,881 5 64,398

Total 39 183,608 28 265,846 8 108,216

Notes:
The above figures include Executive Professional classifications.
Ratings and performance payments made in 2001–02 relate to assessments for the 2000–01 cycle.
Staff eligible for performance payments in the cycle comprised SES Band 1 (and equivalent) staff and SES Band 2 and 3 (and equivalent) staff.
Due to the small numbers of staff at the SES Band 3 level, details for SES Bands 2 and 3 have been combined.
The table does not include ratings for staff assessed below Fully Effective as their ratings did not attract performance payments.
Staff rated as Fully Effective received 4 to 6 per cent of base salary, staff rated as Superior received 7 to 10 per cent of base salary and staff rated
as Outstanding received 12 to 15 per cent of base salary. Some staff received payments on a pro rata basis.

Table A7: SES performance-based payments in 2001–02
*Total Number of Eligible Staff 98

Amount Paid $557,670

Distribution: Rating (Fully Effective) 40 per cent

Rating (Superior) 29 per cent

Rating (Outstanding) 8 per cent

Notes:
Performance payments made in 2001–02 relate to assessments for the 2000–01 cycle.
* The total number of eligible staff includes those SES and equivalent Executive Professional staff who were paid performance pay as a result

of being rated Outstanding, Superior or Fully Effective.The figure also includes other SES and equivalent Executive Professional staff with
Australian Workplace Agreements who were rated Partially Effective.
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Table A8: SES and equivalent Executive Professionals with Australian Workplace
Agreements (AWA) current at 30 June 2002
Classification Gender Number of Approved AWAs

Senior Executive Band 1 M 25

Senior Executive Band 1 F 24

Senior Executive Band 2 M 8

Senior Executive Band 2 F 3

Senior Executive Band 3 M 0

Senior Executive Band 3 F 1

Medical Officers 5 and 6 F 5

Medical Officers 5 and 6 M 11

Chief Medical Officer M 1

Senior Principal Research Scientist M 1

Senior Principal Research Scientist F 1

Total 80

Note:
This table includes SES and equivalent Executive Professional who had an approved AWA and were employed by the Department at 30 June 2002.

Table A9: Non-SES performance-based payments, 1 July 2001 to 30 June 2002
Rating Rating Rating

Fully Effective Superior Outstanding

Classification Gender No. Total $ No. Total $ No. Total $

Executive Level 2 M 77 188,892 51 259,365 12 112,064

(including Legal 2 and

other APS classifications)

Executive Level 2 F 63 147,600 49 249,754 10 87,581

(including Legal 2 and

other APS classifications)

Medical Officers 3 and 4 M 7 16,960 2 7,957 1 7,554

Medical Officers 3 and 4 F 2 6,463 1 7,101 0 Nil

Principal and Senior M 0 Nil 0 Nil 0 Nil

Research Scientists

Principal and Senior F 0 Nil 0 Nil 0 Nil

Research Scientists

Total 149 359,915 103 524,177 23 207,199

Notes:
Performance payments made in 2001–02 relate to assessments for the 2000–01 cycle.
The table does not include ratings for staff assessed below Fully Effective as their ratings did not attract performance payments.
Staff rated Fully Effective received 3.5 per cent of base salary, staff rated Superior 7.0 per cent and staff rated Outstanding received 12.0 per
cent of base salary. Some staff received payments on a pro rata basis.
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Table A10: Non-SES performance-based payments in 2001–02
*Total Number of Eligible Staff 276

Amount Paid $1,091,291

Distribution: Rating (Fully Effective) 51.5 per cent

Rating (Superior) 36.5 per cent

Rating (Outstanding) 8.1 per cent

Notes:
Performance payments made in 2001–02 relate to assessments for the 2000–01 cycle.
* The total number of eligible staff includes those Executive Level 2 and equivalent who were paid performance pay as a result of being rated

Outstanding, Superior or Fully Effective.The figure also includes other Executive Level 2 and equivalent staff with Australian Workplace
Agreements who were rated Satisfactory or Not Entirely Satisfactory.

Table A11: Non-SES with Australian Workplace Agreements (AWA) 
current at 30 June 2002
Classification Gender Number of Approved AWAs

Executive Level 2 M 144

(including Legal 2 and 

other APS classifications)

Executive Level 2 F 131

(including Legal 2 and 

other APS classifications)

Medical Officers 1–4 M 13

Medical Officers 1–4 F 5

Total 293

Notes:
This table includes staff who had an approved AWA and were employed by the Department at 30 June 2002.
Staff who were on leave at 30 June 2002 have been included in the figures.
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Departmental awards and
recognition of achievement 
The Department recognises and supports
achievement by its staff, both as individuals and
as members of teams, and has both an Awards
and Recognition Program, and a Development
Awards program.

Awards and Recognition Program
The purpose of the Awards and Recognition
Program is to identify and reward outstanding
performance and contributions made by
individuals and teams.The scheme complements
other feedback and reward processes in the
Department, and is overseen by an awards
committee.The committee has seven members
including two medical/technical officers, an
Australian Public Service level representative as
well as State and Territory Office representation.

The committee meets to assess nominations
and make recommendations to the Secretary on
nominations for internal and external awards.

Departmental Awards
There are two categories to the Departmental
Awards:

Departmental Awards (Best Practice) recognise
the role played by staff in meeting the
Department’s corporate objectives.They are
awarded to individuals and teams who make an
outstanding contribution to innovation, client
service, corporate achievement or public
administration.

Departmental Awards (Expertise) recognise
outstanding contributions made by staff in a
particular area of expertise, including research,
technical development or policy development.
In addition to these, the Secretary has the
discretion to grant additional awards for
outstanding achievement.

During 2001–02 awards were presented 
as follows:

Departmental Awards (Best Practice)

Titi Alexander within Corporate Services
Division, was commended for her outstanding
client service and leadership in her role as
Library Manager.

Michel Lok from the National Health
Medical & Research Council was commended
for his management of the provision of policy
advice as well as the development and
implementation of revised Fringe Benefits Tax
(FBT) arrangements for Aboriginal organisations
when working in Office for Aboriginal and
Torres Strait Islander Health.

Patsy Morgan from Corporate Services Division
was commended for her professionalism and
outstanding client service in her role as the
Legislation Liaison Officer over the past two years
that has led to a significant improvement in the
success of the legislative process for the Department.

The Ministerial Correspondence Minutes Unit,
Corporate Services Division received recognition
for their outstanding level of client service.This
team included: Carolyn Driessen, Bill Lang, Lisa
Van Dyke,Anna Dimkovski, Millie Hurt, Penni
Moore, Phil Bee, Michelle Simons, Eugenie
Robinson, Joanne Sparkes, Di McDevitt, Stacey
Blake, Karen O’Malley, Gill Cotter.

Departmental Awards (Expertise)

The Payroll Tax Supplement Redesign Team,
Aged and Community Care Division was
awarded in recognition of the team’s technical
expertise in developing a cost neutral change to
the payroll tax supplement arrangements with
aged care service providers.This team included:
David Cullen, Jennifer Wade, Ben Leitch, Pauline
Dunworth,Andrew Campbell,Tony Krizan.

The Regional Health Service Team from
Victorian State Office was commended for their
outstanding work towards advancing the
Department’s corporate objective of improved
health for Australians living in rural Victoria.The
team included:Annabel Thorpe, Mila Cichello,
Pauline Donnelly, Elizabeth Batchelor, John Fell,
Phil Ryan, Ismail Bekir.

Australia Day Achievement Medallions
As part of the annual Australia Day celebrations,
the Department recognises the contribution and
achievements of staff in serving the government
and the Australian Community through the
presentation of Australia Day Achievement
Medallions.
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In 2002,Australia Day Achievement
Medallions were awarded as follows:

• Carole Hollomby from Aged & Community
Care Branch,WA State Office was
recognised for her dedication and
commitment in maintaining a very accurate
and successful aged care payment system—
System Payment Aged Residential Care
which she has been coordinator of since its
introduction in 1997;

• Interim Office of the Gene Technology
Regulator Team from the Therapeutic
Goods Administration was presented with a
medallion recognising the team as a whole
for their achievement in the workplace;

• Ross Saunders from Health Industry &
Investment Division received an award in
recognition of his contribution to the
Department in his work that forms the basis
for monitoring, evaluating and improving
the Medicare Benefits Schedule; and

• Frank Hinchey from the Commonwealth
Rehabilitation Service in Newcastle was
commended for his professionalism,
leadership and outstanding contribution to
the success of the rehabilitation programs.

Development Awards Program
The Department has a commitment to further
develop its people and meet emerging and
current skills gaps.The Department offers a range
of development awards that enable selected
individuals to enhance their capacity to
contribute to the Department’s role as a leader in
the field of health and ageing.

The Development Award Program is aimed at
contributing to excellence in future departmental
innovation and/or advance in the following areas:

• a particular area of health and/or ageing and
aged care policy, service delivery or
administration;

• the Department’s relationship with, and
understanding of, its major stakeholders; and

• the Department’s core skills such as:
– strategic planning, including articulating

targets, performance management,
evaluation and reporting against
outcome;

– project management and financial
management;

– commercial skills; and
– research, analytical and quantitative skills.

The following Development Awards were
granted to staff in 2001–02.

Post Graduate Study Award

The Post Graduate Study Award focuses on the
development of high level abilities that relate to
the management, development and review of the
programs, policies and administrative work of the
Department through provision of support for
full-time study.Awards were granted to:

• Noela Lippert, Health Services Division;
• Fiona Dalton, Population Health Division;

and
• Jane Cook, Health Access & Financing

Division.

Developmental Awards carried over from
previous years
The following staff were granted developmental
awards in previous years, but continued
throughout the 2001–02 financial year.

Post Graduate Study Award
• Brendan Gibson, Population Health

Division; and
• Angela Greening, Queensland State Office.

Indigenous Undergraduate Study Award
The Indigenous Undergraduate Study Award is
aimed at increasing the competitiveness of
Indigenous staff who wish to enter managerial
level in the Department, by providing the
opportunity to gain relevant tertiary
qualifications.This award was granted to:

• Lisa Carstairs, New South Wales State
Office;

• Greg Hazel, New South Wales State Office;
and

• Edward Hollingsworth, Office for
Aboriginal and Torres Strait Islander Health.
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Workplace diversity program
Section 18 of the Public Service Act 1999 states
that an Agency Head must establish a workplace
diversity program to assist in giving effect to the
APS Values. Under the Public Service
Commissioner’s Directions (clause 3.6) an
Agency Head must review the program at least
once every 4 years to ensure that it continues to
assist in giving effect to the APS Values, and to
achieve the following:

• the corporate, business and human resource
plans of the Agency demonstrate that the
Agency values the diverse backgrounds of
its employees and values, and is able to
access and make use of, the diverse skills and
experience of its employees;

• workplace structures, systems and
procedures assist employees in balancing
their work, family and other caring
responsibilities effectively;

• engagement decisions in the Agency are
made taking into account the diversity of
the Australian community, as well as the
organisational and business goals of the
Agency and the skills required to perform
the relevant duties; and

• equity in employment is promoted and
upheld, including by taking measures to
eliminate any employment-related
disadvantages in the Agency on the basis of:
– being an Aboriginal or a Torres Strait

Islander within the meaning of the
Racial Discrimination Act 1975; or

– gender; or
– race or ethnicity; or
– physical or mental disability.

The Department’s Workplace Diversity Program
was launched in 1998, and is to be reviewed in
2002, with a new program developed.As at 

30 June 2002 a draft program had been
developed in consultation with the Department’s
internal Human Resource Managers’ Forum,
comprising representatives from all business units.
The new program will be incorporated into a
new, comprehensive organisational workforce
plan to be launched later in 2002.

Performance during 2001–02
As the Department’s new program is not yet in
place, and for consistency purposes in future
years, reporting in this Appendix is against the
broad performance measures for workplace
diversity specified in the Public Service
Commissioner’s Directions.

Performance measure:The corporate,
business and human resource plans of the
Agency demonstrate that the Agency
values the diverse backgrounds of its
employees and values, and is able to access
and make use of, the diverse skills and
experience of its employees.

The Department’s commitment to valuing
diversity and accessing the diverse skills and
experience of its employees is reflected in its
major corporate documents and management
tools, including the Certified Agreement
2000–02, People Management Framework,
Performance Development Scheme and
Management Matrix Model. In addition, the
Department’s Workplace Diversity Program and
National Aboriginal and Torres Strait Islander
Workforce Strategy detail specific goals,
commitments and actions.The latter strategy was
launched by the Department in September 2001
with the aim of improving recruitment, retention
and development of Aboriginal and Torres Strait

Workplace diversity
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Islander staff as a corporate priority.
During 2001–02 the Department monitored

its ability to access and make use of the diverse
skills and experience of its employees through:

• regular internal Quarterly HR reports
covering a range of quantitative and
qualitative HR measures aligned to the
objectives in the People Management
Framework, and through a Departmental
Balanced Scorecard, incorporating
performance indicators on the usage of
complaints and review mechanisms such as
review of promotions decisions and review
of actions, workplace harassment contacts,
and formal workplace harassment
complaints; and

• gathering and analysing diversity outcomes
for major HR programs such as the
graduate APS recruitment program.

With the aim of improving the quality and
accuracy of workplace diversity and other data
held on employees in the HR management
information system, the Department in June 2002
conducted an electronic staff census to encourage
staff to update their personal records.The staff
census update achieved a 75 per cent return rate,
which resulted in a significant improvement in the
coverage of workplace diversity data, from a
previous level of 44 per cent coverage. During
2001–02 the Department also joined an HR
benchmarking program which provides the
Department with quarterly results against a range
of detailed workplace diversity indicators,
including staffing rates for each target group, the
rate of return from maternity leave, and the male
to female breakdown by occupational group.

Performance measure:Workplace
structures, systems and procedures assist
employees in balancing their work, family
and other caring responsibilities effectively.

A major goal of the Department’s Certified
Agreement 2000–02 and People Management
Framework is to have a flexible and quality work
environment.The Department provides a range
of flexible working conditions and arrangements

to assist employees balance their work, family and
other caring responsibilities effectively. During
2001–02 the Department developed a Health
and Life Strategy to further this goal.

As at 30 June 2002:
• 9.4 per cent of Departmental employees

were working on a part-time basis, an
increase from 8.5 per cent in June 2000,
prior to the implementation of CA2000;

• 15 staff were utilising the formal home
based work arrangements, with many more
on the informal arrangements as agreed
locally between staff and their team leader;
and

• feedback provided by staff completing exit
surveys during the preceding 12 months had
consistently rated as “very satisfactory” the
use of flexible working practices for staff
with family and/or cultural responsibilities.

While the above indicators suggest that staff are
increasingly using the employment flexibilities, in
the lead-up to the negotiation of a new Certified
Agreement in the 2002–03 financial year, staff
have indicated a strong interest in further
measures to assist employees in balancing their
work, family and other caring responsibilities
effectively.This will be further pursued in the
next Certified Agreement.

Performance measure: Engagement
decisions in the Agency are made taking
into account the diversity of the Australian
community, as well as the organisational
and business goals of the Agency and the
skills required to perform the relevant
duties.

During 2001–02 the Department took a number
of actions aimed at ensuring that the above
factors were taken into account in making
engagement decisions.

For graduate recruitment, the Department’s
main targeted recruitment program, marketing
strategies were specifically designed to target
people of diverse backgrounds and facilitate their
access to the recruitment process. Of the 80
graduates recruited during 2001–02, three were
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Aboriginal and Torres Strait Islander people,
compared to no recruits in this group in the
previous two financial years.

Positions requiring knowledge or skills
relating to Aboriginal and Torres Strait Islander
issues were advertised in relevant media such as
the Koori Mail, in addition to the standard
advertising via the Gazette, media and
departmental website.

The Department continued to include a
mandatory criterion relating to workplace
diversity in the selection criteria for all positions,
and to include reference in media advertising to
the Department’s commitment to upholding the
principles and practices of workplace diversity.
Reference to these principles and practices was
also included in the Department’s Staff Selection
Guidelines, which were reviewed and updated
during the year.

Performance measure: Equity in
employment is promoted and upheld,
including by taking measures to eliminate
any employment-related disadvantages in
the Agency on the basis of being an
Aboriginal or a Torres Strait Islander
within the meaning of the Racial
Discrimination Act 1975, gender, race or
ethnicity, or physical or mental disability.

During the year the Department continued
actions aimed at improving employment
outcomes for Aboriginal and Torres Strait
Islander staff in the Department.These included:

• continuing support for an Aboriginal and
Torres Strait Islander staff network, and the
celebration of NAIDOC week within the
Department;

• the launch of a National Aboriginal and
Torres Strait Islander Workforce Strategy, in
September 2001; and

• the establishment of a Peer Support
Program to provide Indigenous staff with
greater support mechanisms if they are
experiencing work-related or personal
issues.

The following table indicates that the
representation of women in Health and Ageing is
higher than for the APS overall, while the
representation of people with a disability and
people from a non-English speaking background
is broadly comparable to the rest of the APS.The
representation of Aboriginal and Torres Strait
Islander people is slightly lower than the APS
average.

Category Health profile at 30 June 2002 APS profile at 30 June 2001 
(all employees) (ongoing employees)#

Women 66.7% 51.4%

Aboriginal & Torres Strait Islander people 1.9% 2.2%

People with a disability 3.7% 3.7%

People from a non-English speaking background 10.9%* 10.7%**

# 2002 data for APS not currently available.
* Based on staff whose first language was a language other than English, or English and another language.
** Based on Australian Public Service Commission algorithm which captures information on first language, place of birth and parental heritage.
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The Department has a demonstrated commitment
to workplace participation to facilitate achievement
of its business objectives.Through the establishment
and on-going support of staff participation at the
national level and in each Division and
State/Territory Office, staff are able to contribute
and play a direct role in the management of the
Department, as well as through regular local level
Branch, Section and team meetings.

This consultative framework enables the
Department to consult and communicate with
staff and their representatives at the earliest
possible time on issues affecting them in the
workplace, particularly the Department’s business
planning processes, workplace change and
conditions of employment. Departmental
management regularly meets with representatives
of staff to discuss strategic issues, exchange views,
increase mutual understanding, and provide input
into the development of management thinking
on these issues.

The Department’s peak consultative body of
staff, unions and management—the National
Staff Participation Forum—has been a successful
tool in communicating with staff and promoting
good workplace relations in the organisation.

Certified agreement
The Department ‘s current (second) Certified
Agreement came into effect on 12 May 2000.
The Agreement is comprehensive in that it
displaces the Award. It covers non-SES staff in
the Department (approximately 3,500 staff) and
expires in September 2002. It is the Department’s
intention to have another Agreement in place by
October 2002.

The Agreement provided for pay increases of
8.5 per cent over 28 months, or an annualised
increase of 3.6 per cent. Individual salary
advancement is in accordance with the
Performance Development Scheme (PDS) and
occurs in August each year based on the rating
against a five-point rating scale.

The Agreement has a range of employment
flexibilities around leave, part-time work, home
based work and a Department-specific initiative
called ‘Health and Life’. Under the Agreement, a
new Fair Treatment system has been developed
which complements the Public Service Act 1999,
and Review of Actions provisions.The
Agreement also provided for a number of
reviews, which have been completed during the
life of the Agreement. One key review—the ‘Job
Level Description and Evaluation Project’—has
produced new Work Level Standards and a
Classification Guide.

Australian Workplace Agreements
(AWAs)
AWAs have been offered to all SES Officers,
Medical Officers Class 1–6, Executive Level 2
(EL2) and some other staff.The Department’s
ability to attract and retain high calibre senior
staff is improved through the use of these
agreements, especially where the Department
requires specialist skills and knowledge not easily
obtainable from the general labour market.

AWAs for SES and equivalent staff
AWAs offered to the SES have a strong link
between individual performance and the
Department’s performance improvement strategy,
in line with the SES Remuneration Policy. Salary
reviews and performance payments are also based
on assessments made under the terms of the SES
Remuneration Policy.

Main features are performance payments and
performance linked salary advancement, and
non-salary benefits such as provision of a private
plated vehicle, business class travel, airport lounge
membership, mobile phone and PC (business use
only) and a flexible package of conditions of
service, including a special annual leave bank.

Approximately 84 SES and equivalent staff are
covered by AWAs in the Department.

Workplace participation 
(and agreement making under the Workplace Relations Act 1996)
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AWAs for non-SES and 
equivalent staff
Main features are performance payments and
attraction/retention allowances. Professional staff
also receive an annual skills allowance or

professional development allowance. Non-salary
benefits include the flexible package of conditions
of service as provided by the Certified Agreement.

Approximately 300 non-SES and equivalent
staff are covered by AWAs in the Department.

Salary ranges available for employees by classification structure

APS levels salary structures
On certification October 2000 October 2001

Before certification 3.5% increase 2.5% increase 2.5% increase
Classification $ $ $ $
Executive Level 2 77,063 *

75,772
73,320
67,229
63,726

79,760 *
78,424
75,886
69,582
65,956

81,754*
80,385
77,783
71,322
67,605

83,798*
82,395
79,728
73,105
69,295

Executive Level 1 61,549 
58,401 
55,252

63,703
60,445
57,186

65,296
61,956
58,616

66,928
63,505
60,081

APS 6 50,877 **
50,244
47,664
45,382
44,172
43,100

52,658 **
52,003
49,332
46,970
45,718
44,609

53,974**
53,303
50,565
48,144
46,861
45,724

55,323**
54,636
51,829
49,348
48,033
46,867

APS 5 42,942
41,155
39,905

44,445
42,595
41,302

45,556
43,660
42,335

46,695
44,752
43,392

APS 4 39,423
37,875
36,916
35,777

40,803
39,201
38,208
37,029

41,823
40,181
39,163
37,955

42,869
41,186
40,142
38,904

APS 3 36,974 ***
35,161
33,771
32,935
32,101

38,268 ***
36,392
34,953
34,088
33,225

39,225***
37,302
35,827
34,940
34,056

40,206**
38,234
36,723
35,814
34,907

APS 2 31,717
30,491
29,719
28,959
28,183

32,827
31,558
30,759
29,973
29169

33,648
32,347
31,528
30,722
29898

34,489
33,156
32,316
31,490
30,645

APS 1

At 20 years
At 19 years 
At 18 years

Under 18 years

27,932
26,436
25,739
24,903
22,662
20,171
17,432
14,942

28,910
27,361
26,640
25,775
23,455
20,877
18,042
15,465

29,633
28,045
27,306
26,419
24,041
21,399
18,493
15,852

30,374
28,746
27,989
27,079
24,642
21,934
18,955
16,248

* Retention point for staff classified as Senior Professional Officer Engineering Grade A at the time of translation to the APS Classification
Structure.

** Retention point for staff classified as Registered Nurse Level 3 at the time of translation to the APS Classification Structure.
*** Retention point for Technical Officer Level 2 at the time of translation to the APS Classification Structure.
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Medical Officer
Class 4

95,615
90,251
86,866

98,962
93,410
89,906

101,436
95,745
92,154

103,972
98,139
94,458

Medical Officer
Class 3

83,402
79,656

86,321
82,444

88,479
84,505

90,691
86,618

Medical Officer
Class 2

75,062
71,242

77,689
73,735

79,631
75,578

81,622
77,467

Medical Officer
Class 1

64,738
61,387
58,977
56,886
54,798
52,697
50,584
47,565

67,004
63,536
61,041
58,877
56,716
54,541
52,354
49,230

68,679
65,124
62,567
60,349
58,134
55,905
53,663
50,461

70,396
66,752
64,131
61,858
59,587
57,303
55,005
51,723

Legal 2 –
77,708
73,392

82966*
80,428
75,961

85040*
82,439
77,860

87,166*
84,500
79,807

Medical Officer salary structures
On certification October 2000 October 2001

Before certification 3.5% increase 2.5% increase 2.5% increase
Classification $ $ $ $

Legal Officer salary structures
Before On certification October 2000 October 2001

APS certification 3.5% increase 2.5% increase 2.5% increase
Local title classification $ $ $ $

Executive Level 2

Legal 1 68,227
59,663
55,252
48,166
45,647
43,100
40,167
37,748
35,280
33,074

70,615
61,751
57,186
49,852
47,245
44,609
41,573
39,069
36,515
34,232

72,380
63,295
58,616
51,098
48,426
45,724
42,612
40,046
37,428
35,088

74,190
64,877
60,081
52,375
49,637
46,867
43,677
41,047
38,364
35,964

Executive Level 1
Executive Level 1
Executive Level 1
APS 6
APS 6
APS 6
APS 5
APS 4
APS 3
APS 3

* Access to this point only on or after August 2000.
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Graduate APS 31,562
30,793
30,014
29,245
28,462

32,667
31,871
31,064
30,269
29,458

33,484
32,668
31,841
31,026
30,194

34,321
33,485
32,637
31,803
30,949

Senior Public 
Affairs Officer 2

–
77,063

82,298*
79,760

84,355*
81,754

86,464*
83,798

Executive Level 2

Senior Public 
Affairs Officer 1

73,320 75,886 77,783 79,728Executive Level 2

Public Affairs 
Officer Grade 3

68,227
63,726
59,663

70,615
65,956
61,751

72,380
67,605
63,295

74,190
69,295
64,877

Executive Level 1

Public Affairs 
Officer Grade 2

51,773
47,664
45,382

53,585
49,332
46,970

54,925
50,565
48,144

56,298
51,829
49,348

APS 6

Public Affairs 
Officer Grade 1

42,942
41,155
39,423
36,916**

44,445
42,595
40,803
38,208**

45,556
43,660
41,823
39,163**

46,695
44,752
42,869
40,142**

APS 5
APS 5
APS 4
APS 4

Public Affairs Officer salary structure
Before On certification October 2000 October 2001

APS certification 3.5% increase 2.5% increase 2.5% increase
Local title classification $ $ $ $

* Access to this point only on or after August 2000 
** This level is generally reserved for staff with less than two years experience.

Graduate APS salary structure
On certification October 2000 October 2001

Before certification 3.5% increase 2.5% increase 2.5% increase
Classification $ $ $ $

Cadet full time study 13,960
12,704 (at 20 yrs)
11,308 (at 19 yrs)
9,772 (at 18 yrs)
8,376 (under 18 yrs)

14,449
13,149
11,704
10,114
8,669

14,810
13,478
11,997
10,367
8,886

15,180
13,815
12,297
10,626
9,108

Cadet Practical
Training

27,932
26,436
25,739
24,903 (adult)
22,662 (at 20 yrs)
20,171 (at 19 yrs)
17,432 (at 18 yrs)
14,942 (under 18 yrs)

28,910
27,361
26,640
25,775
23,455
20,877
18,042
15,465

29,633
28,045
27,306
26,419
24,041
21,399
18,493
15,852

30,374
28,746
27,988
27,079
24,642
21,934
18,955
16,248

Cadet APS salary structure
On certification October 2000 October 2001

Before certification 3.5% increase 2.5% increase 2.5% increase
Classification $ $ $ $
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SES and equivalent salaries

Determined salary point SES B1 SES B2 SES B3
(i) Base 89,983 109,440 –

(ii) Base 93,318 114,364 142,671

97,051 120,082 149,804

100,784 125,800 156,938

104,516 131,518 164,071

Determined salary point MO5 MO6 SPRS
(i) Base 115,324 127,398 98,489

119,937 132,494 102,428

– – 106,368

– – 110,307

– – 114,247#

Note:
(i) base is the normal point for HDA and newly promoted employees (ie. within first performance cycle)
# access to this point may only be via negotiation of an employee-specific tailored AWA.
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The Government introduced the Commonwealth
Disability Strategy in 1994 to help Commonwealth
organisations meet their obligations under the
Disability Discrimination Act 1992.
This appendix has been prepared in accordance
with the Guide to the Performance Reporting
Framework, which forms part of the October
2000 revisions to the Strategy.
The strategy identifies five key roles that
Commonwealth organisations may perform:
policy advisor, regulator, employer, purchaser and
provider.The four roles relevant to the
Department’s activities are reported against below.

Policy advisor role

1. New or revised policy/program proposals
assess impact on the lives of people with
disabilities prior to decision.

Performance Measure
Percentage of new or revised policy/program
proposals that document that the impact of the
proposal was considered prior to the decision
making stage.

Current level of performance
When creating and revising policy and program
proposals the Department takes into account the
impact on people with disabilities. Specific
examples below note the breadth of context in
which such impacts are considered.

• A framework for communication and
education of screening pilots incorporated
strategies to encourage the participation of
traditionally underscreened groups
(including people with disabilities) in the
pilot sites.

• The Principal Committees of the National
Health and Medical Research Council
(NHMRC) are responsible for ensuring that
policy and program proposals assess the
impact of people with disabilities.

• New programs/policies proposed by the
Office for Aboriginal and Torres Strait
Islander Health in 2001–02 were aimed at
addressing systemic disadvantages to
Aboriginal and Torres Strait Islander people,
a significant proportion of whom have acute
or chronic health needs which include
physical and mental health issues.

• The Department collaborates with
international organisations such as the World
Health Organization and the Organisation
for Economic Co-operation and
Development, and contributes to policy and
programs which aim to ensure equity of
access and ameliorate health outcomes for
special needs groups, including people with
disabilities. eg collaboration with Japan on a
joint research project focussing on
community attitudes to mental health issues.

• The NHMRC’s peer assessment processes
take account of the intended benefits to the
community arising from its research, and
ensure appropriate consideration of
disability issues.

2. People with disabilities are included in
consultation about new or revised
policy/program proposals.

Performance Measure:
Percentage of consultations about new or revised
policy/program proposals that are developed in
consultation with people with disabilities.

Current level of performance
Where appropriate, the Department includes
people with disabilities and peak disability groups
in consultations. Some examples are:

• the NHMRC consults with the community
in setting strategic research priorities and
formulating health and ethics advice and
guidelines as required in the National Health

Commonwealth Disability Strategy
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and Medical Research Council Act 1992
(NHMRC Act), engaging people with a
disability as appropriate;

• people with disabilities are included on
NHMRC committees and working parties
where their knowledge and expertise assist
the processes;

• members of NHMRC committees who
have disabilities are fully supported to
facilitate their attendance and participation;

• under the Australian Health Ethics
Committee legislated membership, it
includes as one of its members a person
with an understanding of the concerns of
people with a disability.This position advises
on the implications of its work to people
with a disability; and

• where pertinent, all policy development
projects include consultation specific to
people with disabilities. For example,
consumer research surveys include queries
to provide people with disabilities and other
special needs groups with the opportunity
to report on their health status. Complaint
mechanisms are available at either
Commonwealth or State level.

3. Public announcements of new, revised or
proposed policy/program initiatives are
available in accessible formats for people with
disabilities in a timely manner.

Performance Measures:
Percentage of new, revised or proposed
policy/program announcements available in a
range of accessible formats.

Time taken in providing announcements in
accessible formats.

Current level of performance
• The Department currently provides

information on new policy and programs in
a range of accessible formats.The most
accessible format is the Internet.The
Department’s internet site complies with
primary requirements of the World Wide
Web Consortium Web Accessibility
Initiative (W3C–WAI) and the National
Office for the Information Economy.

• Details of new policy forming part of
Departmental Budget announcements are
detailed in the Portfolio Budget Statements
following their tabling in Parliament.The
Portfolio Budget Statements are available via
the Department’s internet site.

• New policy and programs announced by
the Minister are made available in accessible
formats.

• The NHMRC maintains a communication
strategy that endeavours to ensure that all
information is available in an accessible
format. Formats are regularly reviewed as
part of this strategy.

• The NHMRC has a range of information
placed on its website, including calls for
public submissions, published reports,
guidelines and general information. Calls for
submission are also advertised in print media.
Submissions may be lodged in writing, on
audio or video tape, or via email.

Regulator role

1. Publicly available information on
regulations and quasi-regulations is available
in accessible formats for people with
disabilities.

Performance Measures:
Percentage of publicly available information on
regulations and quasi-regulations requested and
provided in:

• accessible electronic formats; and
• accessible formats other than electronic.

Average time taken to provide accessible 
material in:

• electronic format; and
• formats other than electronic.

Current level of performance
• The Therapeutic Goods Administration

(TGA) has primary responsibility for
providing information on the regulation of
therapeutic goods.TGA provides a freecall
information line, a separate Teletype (TTY)
information line and an email address,
where individuals can request publicly
available documents.
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• During 2001–02 TGA responded to 2,530
requests for information.This is a reduction
from 3,739 requests in 2000–01, consistent
with the increased availability of
information on the TGA Internet site and
the greater number of people using the site
to download information directly.

• None of the requests for these documents
required the information to be provided in
accessible formats (electronic or otherwise).
Of the 2,530 requests, all were sent within
24 hours of the initial request.

• The NHMRC Act is available in an
accessible electronic format from a link
available on the NHMRC website.The
NHMRC will be undertaking a website
useability review, as part of its
communication plan. One aim will be
increased services for people with disabilities
in accessing on-line information about the
NHMRC.

• The NHMRC proposes to update its
website to provide a link to the National
Health and Medical Research Council
Regulations 1993.

2. Publicly available regulatory compliance
reporting is available in accessible formats for
people with disabilities.

Performance Measures:
Percentage of publicly available information on
regulations and quasi-regulations requested and
provided in:

• accessible electronic formats; and
• accessible formats other than electronic.

Average time taken to provide accessible 
material in:

• electronic format; and
• formats other than electronic.

Current level of performance
• The NHMRC’s Communication Strategy

endeavours to ensure that all information is
available in an accessible format.To enable
this, formats are regularly reviewed as part of
this strategy. For example the NHMRC
produces an annual report that provides up-

to-date information on NHMRC
functions, structure, strategic directions and
performance. Other regulatory compliant
documents include the NHMRC Strategic
Plan 2000–03 and the Health and Medical
Research Strategic Review (Wills Review).

Employer role

1. Employment policies, procedures and
practices comply with the requirements of the
Disability Discrimination Act 1992.

Performance Measure:
Number of employment policies, procedures and
practices that meet the requirements of the
Disability Discrimination Act 1992.

Current level of performance
• The Department ensures that it’s Human

Resource (HR) policies and programs
comply with the principles of the Disability
Discrimination Act 1992. Examples include
guidelines on workplace harassment and the
orientation program for new starters.

2. Recruitment information for potential job
applicants is available in accessible formats on
request.

Performance Measures:
Percentage of recruitment information requested
and provided in:

• accessible electronic formats; and
• accessible formats other than electronic.

Average time taken to provide accessible
information in:

• electronic formats; and
• formats other than electronic.

Current level of performance
• All employment opportunities appear on

the Department’s website and in the
Commonwealth Gazette (hard copy and
electronic).A proportion of vacancies also
appears in the Australian press.

• The ‘Personal Particulars’ form for job
applications asks applicants to identify
whether they need any special requirements
for interview.
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• No requests for recruitment information in
accessible formats other than electronic
were received during 2001–02. However,
the target response time for such a request is
within one working day.

3.Agency recruiters and managers apply the
principle of reasonable adjustment.

Performance Measure:
Percentage of recruiters and managers provided
with information on reasonable adjustment.

Current level of performance
• Advice on reasonable adjustment for

managers is available on the Department’s
intranet.

4.Training and development programs
consider the needs of staff with disabilities.

Performance Measure
Percentage of training and development
programs that consider the needs of staff with
disabilities.

Current level of performance
• Staff training nomination forms ask staff to

identify access requirements.

5.Training and development programs include
information on disability issues as they relate
to the content of the program.

Performance Measure:
Percentage of training and development
programs that include information on disability
issues as they relate to the program.

Current level of performance
• Where applicable, information about

disability issues is incorporated into training
and development programs.As mentioned,
the orientation program provided for new
starters includes coverage of workplace
diversity issues.

6. Complaint/grievance mechanism, including
access to external mechanisms, in place to
address issues and concerns by staff.

Performance Measure:
Established complaints/grievance mechanisms,
including access to external mechanisms in
operation.

Current level of performance
• The Department has an established process

for complaints and grievances, the ‘Fair
Treatment and Review of Actions’ policy.

Purchaser role

1. Publicly available information on agreed
purchasing specifications are available in
accessible formats for people with disabilities.

Performance Measures:
Percentage of publicly available purchasing
specifications requested and provided in:

• accessible electronic formats; and
• accessible formats other than electronic.
Average time taken to provide accessible

material in:
• electronic formats; and
• formats other than electronic.

Current level of performance
• Publicly available purchasing specifications

are generally part of open request for tender
(RFT) documents, which are available in
printed format or (often) electronically
through the Department’s internet tender
page.All RFTs have details of a contact
officer who can provide information in
accessible formats.

• All requests for RFT documents (including
those in special formats) are actioned
promptly, but it is not possible to give an
average time taken to provide material.
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2. Processes for purchasing goods or services
with a direct impact on the lives of people
with disabilities are developed in consultation
with people with disabilities.

Performance Measures:
Percentage of processes for purchasing goods or
services that directly impact on the lives of
people with disabilities that are developed in
consultation with people with disabilities

Current level of performance
• Consideration of the concerns and interests

of stakeholders when developing purchasing
specifications is a requirement of the
Department’s Procurement Plan Template.
This consideration includes people with
disabilities (if appropriate). However, it is
uncommon for such goods and services to
be purchased by this Department.

3. Purchasing specifications and contract
requirements for the purchase of goods and
services are consistent with the requirements of
the Disability Discrimination Act 1992.

Performance Measures:
Percentage of purchasing specifications for 
goods and services that specify that tender
organisations must comply with the Disability
Discrimination Act 1992.

Percentage of contracts for the purchase of
goods and services that require the contractor to
comply with the Disability Discrimination
Act 1992.

Current level of performance
• The Department’s procedural rules (PR 5.6,

paragraphs 72 and 79) require purchasing
officials to consider including references to
specific legislation, as appropriate, in
specifications and contract documents.

• Present and former versions of the long
form Departmental Contracts for Services
and Consultancy Contracts (contracts in
excess of $20,000) each contain provisions
in which the Contractor agrees to comply
with the Disability Discrimination Act 1992.
This Act is mentioned by name in these
standard contracts.The extent to which the
Department uses these contracts,
unamended, is not measured but assumed to
be high.

• The short form versions of standard
contracts do not contain a provision that
mentions the Disability Discrimination Act
1992 or that a contractor must comply with
this Act.The extent that the Department
uses these contracts, unamended, is not
measured.
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This appendix meets the Department’s reporting
requirements under Section 74 of the Occupational
Health and Safety (Commonwealth Employment Act)
1991 (the Act).

The Department is committed to providing a
safe and healthy work environment for staff,
contractors and visitors at or near our
workplaces.This commitment is reflected in our
Occupational Health and Safety Policy 2002 and
our Occupational Health and Safety Agreement
2002. Both of these documents were developed
in consultation with staff and their representatives
as required under the Act.

The commitment to Occupational Health and
Safety (OH&S) is further highlighted in the
Department’s Certified Agreement and identifies:

• roles and responsibilities;
• a significant investment in a Workplace

Injury Prevention and Management
Strategy;

• the Department’s Health and Life strategy;
and 

• a variety of programs that support these
strategies.

In line with its legislative requirement to consult
with staff and their representatives on OH&S
issues, the Department continues to convene
health and safety committees and maintains
trained health and safety representatives within the
central office and each State and Territory Office.

A significant event in 2001–02 was the
inclusion of a five year Workplace Injury,
Prevention and Management (WIPM) strategy
which is aimed at reducing the Department’s
workers’ compensation premium and change the
‘safety’ culture of the Department.The strategy is
being implemented in partnership with Comcare
Australia.

The WIPM strategy will link essential safety,
prevention and injury management systems with
financial and non-financial performance. In line
with continuous improvement methodologies,
the WIPM strategy will also assist the
Department to obtain 100 per cent compliance
under the SafetyMap Initial Level Audit within
the next two years.

During 2001–02 the Department continued
with a range of national programs targeting
identified injury prevention and management
issues including:

• eyesight testing for screen based work;
• employee assistance/counselling services;
• expert assistance to staff with workstation

ergonomics;
• reasonable adjustment initiatives for staff

with special needs or injury;
• first aid services;
• staff induction training in OH&S; and
• fire warden services.

Other important OH&S activities conducted
during the year included:

• health and safety inspection of all Central
Office workplaces;

• an in-house Quit smoking course
conducted by the ACT Cancer Council;

• an ergonomic chair replacement program in
our South Australian Office and the
Therapeutic Goods Administration (TGA);

• continuation of the Aboriginal and Torres
Strait Islander peer support program;

• lunchtime ‘well being’ programs conducted
in our NSW State Office; and

• resolution of a wide range of hazard
situations including:
– air quality
– chemical exposure
– accommodation
– laboratory processes risk assessment

(TGA)

Occupational Health and Safety
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Workplace incidents requiring notification to
Comcare during the year were:

• 7 dangerous occurrences;
• 7 serious personal injuries; and
• 11 injuries involving 30 days or more 

off work.
There were no directions given to the
Department under Section 45 and no provisional
improvement, improvement or prohibition
notices were issued.
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Section 8 of the Freedom of Information Act 1982
(the FOI Act) requires a Commonwealth agency
to publish, in an annual report, information about:

• its functions;
• its decision-making powers that affect the

public;
• arrangements for public participation in the

formulation of policy;
• the categories of documents that are held by

the agency; and 
• how these documents can be accessed by

the public.
The following prescribed authorities (as

defined by the FOI Act) in the Health and
Ageing Portfolio are separate agencies for the
purpose of the FOI Act and publish their own
annual report and are therefore not covered by
this statement:

• Food Standards Australia New Zealand
(formerly Australia New Zealand Food
Authority)

• Australian Hearing Services;
• Australian Institute of Health and Welfare;
• Australian Radiation Protection and

Nuclear Safety Agency;
• Health Insurance Commission;
• National Health and Medical Research

Council;
• National Industrial Chemicals and

Notification Assessment Scheme;
• Private Health Insurance Administration

Council;
• Private Health Insurance Ombudsman; and 
• Professional Services Review.
The Aged Care Standards and Accreditation

Agency, CSL Limited and Health Services
Australia are not subject to the FOI Act.

The Therapeutic Goods Administration is a
division of the Department and its documents
are considered documents of the Department.

For the purposes of the administration of the
FOI Act, the documents of the following
prescribed authorities (as defined by the FOI
Act) are considered documents of the
Department:

• Acute Care Advisory Committee;
• Aged Care Commissioner for Complaints;
• Aged Care Complaints Resolution

Committees;
• Aged Care Planning Advisory Committees;
• Australian Community Pharmacy

Authority;
• Australian Drug Evaluation Committee;
• Complementary Medicines Evaluation

Committee;
• Gene Technology Regulator;
• Gene Technology Community Consultative

Committee;
• Gene Technology Ethics Committee;
• Gene Technology Technical Advisory

Committee;
• Medicines Evaluation Committee;
• National Drugs and Poisons Schedule

Committee;
• National Pathology Accreditation Advisory

Council;
• Nursing Homes Fee Review Committees

of Inquiry;
• Pathology Services Table Committee;
• Pharmaceutical Benefits Advisory

Committee;
• Pharmaceutical Benefits Remuneration

Tribunal;
• Therapeutic Device Evaluation Committee;
• Therapeutic Goods Advertising Codes

Council;
• Therapeutic Goods Committee; and 
• Therapeutic Goods Complaints Resolution

Panel.

Freedom of Information
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Particulars of the Department
Information about the structure of the
Department can be found in the Departmental
Overview in Part 1 of this report, while
organisational functions are explained in the
Outcome Performance Reports in Part 2.
Information can also be found on the
Department’s internet site: <www.health.gov.au>

Decision-making powers
Ministers and/or departmental officers exercise
decision-making powers under the following
Acts, or parts of Acts, which are administered by
the Department:

• Aged or Disabled Persons Care Act 1954;
• Aged Care Act 1997;
• Aged Persons Hostels Act 1972;
• Delivered Meals Subsidy Act 1970;
• Epidemiological Studies (Confidentiality) Act

1981;
• Gene Technology Act 2000;
• Health Care (Appropriation) Act 1998;
• Health Insurance Act 1973;
• Hearing Services Administration Act 1997;
• Home and Community Care Act 1985;
• Home Nursing Subsidy Act 1956;
• Industrial Chemicals (Notification & Assessment)

Act 1989;
• Narcotic Drugs Act 1967—sections 9, 10, 11,

13, 19 and 23 and subsection 24(1), and so
much of the remaining provisions of the Act
[other than sections 12 and 22 and
subsection 24(2)] as relates to powers and
functions under those sections;

• National Health Act 1953;
• National Health and Medical Research Council

Act 1992;
• Nursing Homes Assistance Act 1974;
• Quarantine Act 1908—in relation to human

quarantine;
• States Grants (Home Care) Act 1969;
• States Grants (Nurse Education Transfer

Assistance) Act 1985;
• States Grants (Paramedical Services) Act 1969;
• Therapeutic Goods Act 1989; and 
• Tobacco Advertising Prohibition Act 1992.

Arrangements for outside participation
in the formulation of policy
The Department welcomes views and comments
from members of the public and bodies outside
the Commonwealth on its policy formulation
and administration of portfolio legislation. Public
consultation, consumer and stakeholder
participation is widely encouraged at varying
levels, across all fields of policy and output
delivery. Formal arrangements for outside
participation include cross-portfolio bodies and
bodies specific to outcome classes. Further
information regarding formal arrangements can
be obtained from the Australian Government
Directory and from the Department’s internet
site at <www.health.gov.au>

Categories of documents
The Department maintains records in various
forms and locations relating to the functions of
the Health and Ageing Portfolio. Records are
retained for varying periods, depending on their
administrative and historical value, and are
disposed of in accordance with standards and
practices approved by National Archives of
Australia.The following categories of documents
are common throughout the Department:

• briefing papers and submissions prepared for
the Ministers, Parliamentary Secretary and
senior departmental officers;

• Cabinet documents, including draft Cabinet
submissions and documents submitted to
Cabinet;

• documents prepared for Executive Council;
• documents relating to the development of,

and explanatory memoranda to,Acts,
Ordinances and Regulations;

• internal administration documents relating
to staff management and the organisation
and operation of the Department.These
documents include personnel records,
organisational and staffing records, financial
and resource management records, audit
records and internal operating procedures,
instructions and indexes;
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• Ministerial responses to parliamentary
questions, inter-departmental and general
correspondence and papers;

• policy documents, including the
development and implementation of
Government and departmental policy,
recommendations and decisions;

• working papers covering functions and
issues handled by the Department, including
program, fund and grant administration and
planning documents;

• documents relating to complaints about
Commonwealth funded services;

• agreements, memoranda of understanding
and contracts between the Commonwealth,
States,Territories and other bodies and
organisations;

• legal documents, including legislation,
contracts, leases and court documents;

• briefing notes, standard operating
procedures and fact sheets;

• maps, charts, photographs, technical
drawings, specifications and technical
manuals;

• statistics and databases;
• documents prepared by international

agencies;
• reports prepared by other government

agencies and consultants;
• international agreements, memoranda of

understanding and treaties;
• documents submitted by third parties;
• departmental publications and occasional

papers;
• committee records; and
• mailing lists.

FOI procedures and contact details
A request for access to documents under the FOI
Act must be in writing, enclosing the $30
application fee and state an address in Australia to
which notices can be sent. In certain
circumstances the fee is not required or can be
remitted.To enable a prompt response and to
help the Department meet its obligations under
the FOI Act, you should provide as much
information as possible about the documents you

are seeking. It is also advisable to include a
telephone number or an electronic mail address
to allow officers handling your request to contact
you in case clarification is needed.Applicants
may be liable to pay charges at rates prescribed
by the Freedom of Information (Fees and
Charges) Regulations.

Inquiries regarding making a formal request
under the Act should be directed to the
Department’s FOI Coordinator or
State/Territory FOI Contact officers at:

FOI Coordinator (Central Office) (02) 6289 1666
New South Wales (02) 9263 3858
Victoria (03) 9665 8872
Queensland (07) 3360 2724
South Australia (08) 8237 8025
Western Australia (08) 9346 5413
Tasmania (03) 6221 1435
Northern Territory (08) 8946 3450
Australian Capital Territory (02) 6274 5113

Requests should be sent to the appropriate office
of the Department at the following address:

Department of Health and Ageing
GPO Box 9848
CAPITAL CITY

In accordance with the Electronic Transactions Act
1999, FOI requests may be made via electronic
mail addressed to FOI@health.gov.au. However,
as a request must be accompanied by an
application fee, in most cases no action will be
taken on a request received by electronic mail
until the application fee is received by post or a
request has been made for the remission of the
application fee.The Department does not have
secure facilities in place at present to accept
payments electronically.

Authorised FOI decision-makers
The authority to provide access to documents is
held widely throughout the Department at
section-head level (Executive Level 2) and above.
Occupants of positions classified as Band 1 or
higher in the Senior Executive Service are
authorised to provide and refuse access to
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documents under the FOI Act.Authority to
make other decisions, such as imposing and
remitting charges, has also been given to
appropriate officers.

Facilities for access
Facilities for inspecting documents to which
access is given under the FOI Act are provided
by the Department in each State and Territory
capital city and in Central Office.

Departmental manuals
In accordance with section 9 of the FOI Act, a
list has been compiled of unpublished manuals
and other documents provided by the
Department to officers to assist in making
decisions or recommendations that affect the
public.The list, as at 31 May 2001, is available on
request from the FOI Coordinator or any office
of National Archives of Australia.

Freedom of Information statistics
2001–02
At the beginning of 2001–02, the Department
had on hand 21 requests for documents under the

provisions of the FOI Act.The Department
received a further 104 requests for access to
documents during 2001–02. Of the 100 requests
that were finalised, 21 were withdrawn by the
applicant before a decision on access was made,
access was provided in full to the documents
requested in 20 cases, while access in part was
granted in 40 cases.Access was refused in full in
16 cases.Three requests for access were transferred
to other agencies in whole.Twenty-five requests
remained current as at 30 June 2002.

Three applications for internal review were
current as at 30 June 2001. Eight requests for
internal review were received during 2001–02.
Of the ten internal review requests completed,
three reviews affirmed original decisions and
seven reviews gave greater access. One
application for internal review was current as at
30 June 2002.

Three appeals lodged with the Administrative
Appeals Tribunal were current at the beginning
of 2001–02 and had not been finalised as of 
30 June 2001.There were two appeals submitted
during 2001–02, one of which is still current.
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Audit Committee
The Audit Committee met five times during the
year. It currently comprises the following
membership:

• a Deputy Secretary (Chair);
• the Department’s Chief Operating Officer;
• the unit head of the Health Industry and

Investment Division;
• a State Office Manager; and
• an independent member appointed from

outside the Department.
In addition a representative from the Australian
National Audit Office attended each meeting in
the capacity of ‘participating observer’.

In accordance with its charter, approved by the
Secretary of the Department, the Audit Committee
approves the strategic direction of the Audit and
Fraud Control Branch (AFC Branch).

The Audit Committee also:
• assesses the performance of the AFC

Branch;
• considers the outcomes of audits and

reviews undertaken by the AFC Branch,
including the appropriateness of subsequent
follow-up action by managers;

• provides advice to the Secretary on signing
the Department’s financial statements;

• assesses the outcomes of external reviews of
departmental programs, including any
follow-up action; and

• provides direction to the AFC Branch’s risk
management and workplace ethics
programs.

Corporate issues
The AFC Branch continued to monitor and
audit the operation of key departmental controls,
including IT access controls and controls relating
to the Department’s various payment systems.

Risk management and ethical
standards
The Branch continued with its risk management
and ethics awareness training programs that have
been ongoing since 1998–99.

Regulatory role
The Branch also undertook audits of the
Department’s regulatory role in respect of
Therapeutic Goods.

Grants and contract administration
The Branch continued its program of reviews of
grants and contracts administered within the
Department.The objective of the reviews is to
make recommendations as to how grant and
contract management within the Department
might be made more efficient and accountable,
where required.

Fraud minimisation strategies
As part of its responsibilities to protect the public
interest, the Department pursues a fraud control
program that complies with the Commonwealth
Fraud Control Guidelines.

In the program:
• fraud risk assessments and fraud control

plans have been prepared that comply with
the Commonwealth Fraud Control
Guidelines;

• appropriate fraud prevention, detection,
investigation and reporting procedures and
processes are in place; and

• annual fraud data has been collected and
reported that complies with the
Commonwealth Fraud Control Guidelines.

Twenty fraud allegations were investigated
during the year.While some of these investigations
are continuing, outcomes of completed
investigations included a number of matters being
referred to the Australian Federal Police, State

Internal scrutiny
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Police or Departmental employees with powers
authorised under the Public Service Act 1999.

Ethics
The Department has completed a comprehensive
program of ethics awareness training for all staff,
and continues to provide training for new staff.
In addition, a number of staff forums were held
to discuss specific ethical issues and articles on
ethics were included in the staff newsletter.

External liaison 
The Branch was responsible for liaison between
the Australian National Audit Office and the
Department, and providing coordinated
departmental responses to preliminary audit
findings and recommendations, prior to the
Auditor-General presenting his reports to
Parliament.

The Branch was also responsible for the
coordination of arrangements between the
Department and the Joint Committee of Public
Accounts and Audit and the Commonwealth
Ombudsman’s Office. Details of Australian
National Audit Office reports, Joint Committee
matters and complaints made to the Ombudsman
affecting the Department are provided in the
Departmental Overview of this Annual Report.
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The Department funds three discretionary grant
programs.

Discretionary grants are payments where the
Minister of the paying agency has discretion in
determining whether or not a particular
applicant receives funding.The payment can be
made to an organisation or individual and is
provided without expectation of a service to
government in return for the grant.This
definition includes program grants as well as ad-
hoc and one-off payments and excludes:

• payments directly associated with the
provision of government services via
contracting out arrangements;

• grants to other government agencies and
overseas aid organisations;

• various Department of Family and
Community Services, Department of
Veterans’Affairs,ABSTUDY and
Department of Education, Science and
Training income support and emergency
payments; grants under commercial industry
development programs (including to
increase research and development and assist
exporters); and

• grants to educational and medical research
institutions.

Grants funded for more than one year are
classified as multi-year grants.

The following list details the discretionary
grants programs within the Department, a brief
description of the program and the total
aggregate payments made in 2001–02.

Discretionary grant programs

Outcome Title of Brief description/rationale Total aggregate
grant program of grant program payments in 2001–02 ($)

4 General Practice Funding to the Divisions of General Nil
Innovations Funding Pool Practice (administered by the Australian 

Division of General Practice) to conduct 
projects under the General Practice 
Innovations Funding Pool.

4 National Mental Health To support sponsorship, and increase 208,637
Strategy Project Funding participation for carers and mental health 

consumers, for conferences which have 
significant national or international 
relevance to the National Mental 
Health Strategy.

9 Community Sector Support The CSSS provides national secretariat 3,088,594
Scheme (CSSS) funding to secretariats of community 

organisations, which focus on the health 
and aged care needs of the community, 
to act as a conduit for information flow 
between the Government and the their 
membership; to draw together views on 
issues of relevance to their membership; 
and to provide a consultative mechanism 
for the Department.
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Advertising Agencies 
Amount Paid ($) 

Organisation Service Provided (GST Inclusive)

Bates Healthworld Pty Ltd Improved Monitoring of Entitlements measure 137,500

Batey Kazoo Communications Pty Ltd Agency fees for the National Alcohol Campaign 74,180

Batey Kazoo Communications Pty Ltd Pitch fee to present an advertising proposal for 
the Pharmaceutical Benefits Scheme Community 
Awareness campaign 6,189

Continence Foundation of Australia† Develop a continence awareness strategy for new mothers 27,500

DDB Sydney Pitch fee to present an advertising proposal for the 
Pharmaceutical Benefits Scheme Community 
Awareness campaign 5,500

Design Direction Medicare Enhanced Primary Care information 
materials for use by workers involved in Indigenous 
Health—design and artwork 5,390

Hill and Knowlton Pitch fee to present a public relations proposal for 
the Pharmaceutical Benefits Scheme Community 
Awareness campaign 1,766

Young and Rubicam Sydney Pitch fee to present an advertising proposal for the 
Pharmaceutical Benefits Scheme Community 
Awareness campaign 5,500

Advertising and market research

† This has also been reported in the Consultancy Services Appendix.
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Market Research Organisations 
Amount Paid ($) 

Organisation Service Provided (GST Inclusive)

A C Nielsen Pty Ltd† Purchase of online health consumers 2000 report 
and further analysis of data specific to HealthInsite 44,000

Albert Research and Associates Pty Ltd Developmental research to assist with the 
development of the communication strategy 
for HealthConnect 82,596

Albert Research and Associates Pty Ltd† Research into the Naming of the Better Medication 
Management System 38,940

Albert Research and Associates Pty Ltd† Undertake e-commerce readiness survey of 
aged care homes 12,554

Colmar Brunton Social Research† Quantitative and qualitative research into 
community attitudes and awareness of rural health
issues—benchmark research 127,150

Colmar Brunton Social Research† Quantitative and qualitative research into 
community attitudes and awareness of rural 
health issues—tracking research 95,696

Colmar Brunton Social Research† Research into community attitudes towards 
content, accessibility and useability of rural health website 47,448

Elliott and Shanahan Research Research into consumer response to proposed 
new Australian health warnings and explanatory 
messages on tobacco products 66,000   

Gavin Jones Communication Market research on communication materials 2,585

Healthcare Management Advisors Pty Ltd Evaluation of development and distribution 
options for Australian Refined Diagnosis 
Related Groups products 88,000

Newton Wayman Chong and Asthma market research 29,205
Associates Pty Ltd†

NFO Donovan Research Pty Ltd† Focus testing of HealthInsite’s name and 
communication products 23,932

NFO Donovan Research Pty Ltd Undertake Strategy Evaluation Research 10,487

Quantum Market Research Market research for the ‘No Gaps’ advertising 
campaign 64,750

Wendy Bloom and Associates Testing/research of information kits—
changes to funding of pathology services 26,622

Wendy Bloom and Associates Focus testing of public attitudes to the 
Pharmaceutical Benefits Scheme 32,744

Wendy Bloom and Associates Benchmark Research to inform the Evaluation 
of the Communication campaign for Improved 
Monitoring of Entitlements to Pharmaceutical Benefits 3,583

† This has also been reported in the Consultancy Services Appendix.
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Wendy Bloom and Associates Research to Track Consumer Awareness of the 
Advertising Campaign for the Improved 
Monitoring of Entitlements to the Pharmaceutical 
Benefits Scheme 8,412

Wendy Bloom and Associates Additional Focus Testing for Communication 
Material for the Improved Monitoring of 
Entitlements Measure 5,720

Wendy Bloom and Associates Qualitative Research for information materials 
for the Voluntary Indigenous Identifier 12,999

Wendy Bloom and Associates Conducting focus groups on the development 
of options regarding the implementation and 
operation of 2001–02 Budget Practice Incentives 
Program initiatives 12,100

Wendy Bloom and Associates† Market research of Indigenous Consumers and 
Health Care Workers to Inform a Communication 
Campaign for the Improved Monitoring of 
Entitlements Measure 54,560

Wendy Bloom and Associates† Qualitative research on Medicare Enhanced 
Primary Care information materials for use by 
workers involved in Indigenous health 27,592

Woolcott and Associates Undertake a benchmarking survey on continence 
awareness in the community 18,402

Woolcott Research Conduct qualitative and quantitative research 
as part of the Pharmaceutical Benefits Scheme 
community awareness campaign 112,559

Worthington Di Marzio Research report on awareness and attitudes 
of Australian health professionals towards drug 
safety monitoring, reporting and feedback 39,985

† This has also been reported in the Consultancy Services Appendix.
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Direct Mail Organisations
Amount Paid ($) 

Organisation Service Provided (GST Inclusive)

Canberra Envelopes Basic mailing service, computer service 
and supply plastic envelopes for Better 
Health Outcomes editions during 2001–02 6,790

Canberra Mailing Mailing out TGA News 5,293

Canberra Mailing Improved Monitoring of Entitlements General 
Practitioners Communication Strategy mailout 11,518

Canberra Mailing Mail-out to GPs of Home Medicines Review 
letter and fact sheet 2,472

Canberra Mailing Distribution of the Regional Health Check
newsletter (October, March and May issues issue) 13,140

Canberra Mailing Addressing, mailing and computer services 
for Better Health Outcomes editions during 2001–02 17,858

CPP Instant Printing Printing Senator Kay Patterson letterhead to be 
used for letters to GPs and Pharmacists as part 
of the communication around the 2002–03 Federal 
Budget and proposed changes to the Pharmaceutical 
Benefits Scheme 2,904

Design Direction Artwork for posters, pens and flyers 5,421

Griffiths and Young Design Design of promotional materials to promote 
the changes to the Pharmaceutical Benefits Scheme 5,341

Health Insurance Commission Mail out of information relating to the new Practice 
Incentives Program incentives for diabetes, asthma, 
cervical screening, practice nurses and mental health 32,607

Health Insurance Commission Mail out of information relating to practice nurse initiative 22,437

Health Insurance Commission Mail out of information relating to asthma initiative 18,565

Health Insurance Commission Distribution of 22,000 Pay Doctor Cheque Guide to 
General Practice kits 23,194

Lane Print Group Direct mail of fee advice letters to aged care 
providers and residents of aged care homes 254,066

Lane Print Group Printing and distribution of the Office of Hearing 
Services Voucher packs to eligible clients and requests 
for printing material 69,684

Leigh Mardon Collating and mail-out of Home Medicines Review
Information Kits to Divisions of General Practice 10,265

National Capital Printing Printing presentation folders to contain information 
materials as part of the 2002–03 Federal Budget 56,979

National Capital Printing Printing Pharmaceutical Benefits Scheme booklets 
to be circulated as information following the 
2002–03 Federal Budget 56,420
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National Mailing and Marketing Pty Ltd Preparation and distribution of Improved 
Monitoring of Entitlements Indigenous kits 2,439

National Mailing and Marketing Pty Ltd Preparation and distribution of Pathology 
information kits 1,720

National Mailing and Marketing Pty Ltd Preparation and distribution of Pharmaceutical 
Benefits Scheme information kits as part of the 
2002–03 Federal Budget 110,147

National Mailing and Marketing Pty Ltd Distribution of continence facts sheets 2,541

National Mailing and Marketing Pty Ltd Comprehensive direct mail service for the Aged 
and Community Care Division, including inventory 
monitoring and management, on demand ‘pick 
and pack’ of Divisional publication range and 
direct mailing to divisional clients as required 216,998

National Mailing and Marketing Pty Ltd Preparation of National Indigenous Pneumococcal 
and Influenza Immunisation Program 2001–02 
national communication campaign materials for 
national mail out 3,353

PMP Print Changes to the Medicare Benefits Schedule, 
Sonographer Accreditation—October 2001 4,802

PMP Print Changes to the Medicare Benefits Schedule, 
Sonographer Accreditation—December 2001 4,665

The Mailing House Distribution of Perception, the newsletter of the 
National Mental Health Strategy 4,884
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Media Advertising Organisations
Amount Paid ($) 

Organisation Service Provided (GST Inclusive)

AAP Information Services Pty Ltd Distribution of media releases 8,095

Ausinfo Gazette notices (TGA)—includes recruitment 21,406

AusInfo Advertising of recruitment related activities 
in the Commonwealth of Australia Gazette 51,928

D&D Darlinghurst Pathology flyer insert in Deadly Vibe magazine 9,900

DPS Publishing Advertising in aged care publications 27,720

Gazette Advertising Gazette notices (TGA)—includes recruitment 13,029

Mitchell and Partners Australia Pty Ltd Media Buy for the National Alcohol Campaign 2,092,135

Mitchell and Partners Australia Pty Ltd Media Buy for the National Tobacco Campaign 2,438,946

Mitchell and Partners Australia Pty Ltd Media advertising buy for Improved Monitoring 
of Entitlements campaign 1,164,358

Retirement Publishing Pty Ltd Advertising in aged care publications 73,925

Starcom Worldwide (Australia) Pty Ltd Arranging notices in Newspapers inviting public 
comment on gene technology issues 104,982

Starcom Worldwide (Australia) Pty Ltd EOI Advertisement for National Suicide Prevention 2,058

Starcom Worldwide (Australia) Pty Ltd EOI Advertisement for National Suicide Prevention 2,214

Starcom Worldwide (Australia) Pty Ltd Advertising in major metropolitan newspapers—
request for public submissions into the Radiation 
Oncology 31,325

Starcom Worldwide (Australia) Pty Ltd Advertising in major metropolitan newspapers—
request for tender for consultancy to investigate 
the non-medical workforce for the Radiation 
Oncology Inquiry 22,941

Starcom Worldwide (Australia) Pty Ltd Advertising in major metropolitan newspapers—
request for tender for the provision of Positron 
Emission Tomography services under the Medicare 
Benefits Schedule 16,720

Starcom Worldwide (Australia) Pty Ltd Advertising in Sydney Morning Herald—relativity 
study of vascular ultrasound items in the Medicare 
Benefits Schedule 1,501

Starcom Worldwide (Australia) Pty Ltd Placement of the 2001 Aged Care Approvals Round 
advertisement in national newspapers 25,448

Starcom Worldwide (Australia) Pty Ltd Placement of RFT 171/0102 advertisement in 
national newspapers 1,940

Starcom Worldwide (Australia) Pty Ltd Non-campaign media buying services 23,172

Starcom Worldwide (Australia) Pty Ltd Placement of Complaints Resolution Scheme 
Committees advertisement in national newspapers 22,297
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Starcom Worldwide (Australia) Pty Ltd Placement of Carelink advertisements in national 
newspapers 99,706

Starcom Worldwide (Australia) Pty Ltd Tender advertisement for evaluators for the fourth 
phase of the National Demonstration Hospitals Program 14,916

Starcom Worldwide (Australia) Pty Ltd Placement of ads for the Rural Australia Medical 
Undergraduate Scholarship Scheme in Australian newspapers 61,980

Starcom Worldwide (Australia) Pty Ltd Advertisement for the tender for the review of National Health
Information Management Advisory Council 3,794

Starcom Worldwide (Australia) Pty Ltd Tender to develop a research and evaluation 
methodology for the HealthConnect project 4,903

Starcom Worldwide (Australia) Pty Ltd Tender to report on electronic decision support 
activities in different health care settings in Australia 9,341

Starcom Worldwide (Australia) Pty Ltd Advertisements for advance notice for Property 
Services RFT, Provision of Property RFT and Provision 
of Office Services RFT 7,081

Starcom Worldwide (Australia) Pty Ltd Media advertising of job vacancies (Central Office 
and State and Territory Offices, excluding TGA) 696,793

Starcom Worldwide (Australia) Pty Ltd Advertising for working party to consider a 
draft model for medical registration 14,398

Public Relations Organisations
Amount Paid ($) 

Organisation Service Provided (GST Inclusive)

Turnbull Porter Novelli Public relations for the ‘no gaps’ advertising campaign 8,340
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Outcome expenditure 2001–02 
The following table shows, by outcome, the number of consultants under engagement and total
payments to consultants during the year.

Consultancies Approved in 2001–02
The following list shows all consultancies approved during 2001–02 and the agreed contract price for
each whole consultancy.This is not necessarily the same as the cost of the consultancy during
2001–02, nor does the sum of these amounts represent the Department’s expenditure on consultancies
in 2001–02. Some of the consultancies approved will extend over more than one year, with phased
payments; conversely there was expenditure in 2001–02 on consultancies approved in previous years
and published in previous annual reports.

Consultancy services

Amount Paid ($)
Outcome Number of Consultancies (GST Inclusive)

1—Population Health and Safety 55 2,827,021

2—Access to Medicare 40 5,738,720

3—Enhanced Quality of Life for Older Australians 53 3,198,243

4—Quality Health Care 45 2,477,028

5—Rural Health 10 595,125

6—Hearing Services – –

7—Aboriginal and Torres Strait Islander Health 28 2,096,530

8—Choice Through Private Health 16 1,604,900

9—Health Investment 39 3,231,408

Whole of Portfolio 19 1,218,370

Total 305 22,987,345
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Guide to interpreting the justification and selection process of consultancies
The letter(s) in the ‘Justification’ column refer(s) to the following set of justifications.
The number(s) in the ‘Purpose’ column refer(s) to the following selection process.

Justification

a The project required specialist knowledge and/or skills not available within the
Department.

b The Project required the collection of quantitative and/or qualitative information
by a person or organisation who/which would be accepted as impartial and
independent of the Department.

c The project required the gathering of views of consumers and this was done most
effectively by using the services of a consumer representative organisation.

d A Commonwealth–State joint program which was established with a requirement
for independent evaluation.

e The Consultant is a recognised Australian/world expert in the field and uniquely
able to contribute to the development of the program.

f The Government specifically requests an independent, external report.

Selection Process

1 Public tender.The Consultancy was advertised in the daily press with an
invitation to submit proposals.

2 Selective tender.A limited number (from three to 20 or more) of individuals or
organisations considered to possess the necessary skills and/or experience was
invited to submit proposals.

3 Direct engagement of a recognised and pre-eminent expert.
4 Direct engagement of a consultant who had previously undertaken closely related

work for the Department.
5 Direct engagement of an organisation recognised as representing the community

sector being examined.
6 Direct engagement of an individual known to have the requisite skills where

value of the project did not justify the expense or delay associated with seeking
tenders.

7 State and Territory government nominated persons known to have undertaken
work in the respective field(s) to a representative national committee which made
the selection. Each selection was endorsed by the Department before the
consultancy was awarded.
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Following a detailed analysis of the Department’s
corporate activities a comprehensive program of
market testing and re-engineering of corporate
services is being implemented.

During the year the provision of Office
Services and Property Management and Real
Estate Services were offered to the external
market.As at 30 June 2002, the tenders received
in respect of these services were being evaluated.

It is expected that a decision relating to the
future delivery of these services will be made
early in the 2002–03 year.

Financial Management and People
Management Services are in the process of being
re-engineered.The re-engineering process will
determine the future bundling strategy for any
approach to the market for these services.

Competitive tendering
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Section 516A of the Environment Protection and
Biodiversity Conservation Act 1999 (EPBC Act)
requires Commonwealth organisations to include
in their annual reports a section detailing the
environmental performance of the organisation
and its contribution to Ecologically Sustainable
Development (ESD).

The EPBC Act notes five principles of ESD:
• Broader decision-making: Decision-making

processes should effectively integrate both
long and short term economic,
environmental, social and equity
considerations.

• A precautionary approach: Lack of full
scientific certainty should not be used as a
reason for postponing measures to prevent
environmental degradation.

• Intergenerational equity:To ensure that the
health, diversity and productivity of the
environment is maintained or enhanced for
the benefit of future generations.

• Preservation of diversity: Conservation of
biological diversity and ecological integrity.

• Use of better measures: Promote improved
valuation, pricing and incentive
mechanisms.

In order to comply with section 516A,
Commonwealth organisations are required to
report on:

• how their activities accord with the
principles of ESD;

• how legislation administered accords with
the principles of ESD;

• how their outcomes contribute to ESD; and
• the effect of their activities on the

environment, the measures taken to
minimise this impact, and mechanisms in
place for reviewing and increasing the
effectiveness of those measures.

The Department’s Activities
In its administration of policy and programs, the
Department engages in a range of activities that
accord with ESD principles. Some examples
include:
Research funding

• The National Health and Medical Research
Council (NHMRC) undertakes a rigorous
peer-review process as part of its assessment
of all applications for research funding.The
peer-review process consists of a panel of
world-leading experts who assess the
benefits and risks associated with all aspects
of proposed research, including
environmental impacts.

Liaison with other agencies
• Through collaboration and direct

involvement in information-sharing and
projects in the region, and with
international organisations such as the World
Health Organization and the Organisation
for Economic Co-operation and
Development, the Department contributes
to outcomes which promote the valuation
of health resources and reduced
disadvantage to population sub-groups by
improved access to health programs.

• The NHMRC Health Advisory Committee
collaborates with external agencies to
provide input and develop advice on various
environmental issues. Examples of some
collaborative projects include a scoping
study for a possible National Protection
Measure on Clinical Waste (with the
National Environment Protection Council)
and the National Water Quality
Management Strategy.

Ecologically sustainable development
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Information management
• A stakeholder reference group was

established in July 2001 to oversee
HealthConnect, a proposed health
information network.This group comprises
a broad range of provider, industry and
consumer representatives, supporting the
ESD principle of integrated decision-
making processes.

• The continued development of the
HealthConnect website as the principal
means of disseminating information about
HealthConnect and related e-health activities
supports environmental sustainability by
reducing the use of paper and other
consumables. More broadly, the
Department’s use of electronic media such
as email also supports this end.

Environmental health activities
• The Department’s dedicated Environmental

Health Section conducts and/or contributes
to a number of programs which have
beneficial environmental consequences,
including the development of economic
evaluation guidelines for environmental
health interventions, improving air quality,
health impact of intensive animal husbandry
and better management of soil
contamination.

Legislation
The Department administers legislation that accords
with ESD principles in the following ways:

• The NHMRC administers the National
Health and Medical Research Council Act 1992.
The provisions of this Act include a
legislative requirement for a member of its
Council to be a person with knowledge of
environmental issues. Further, the Health
Advisory Committee (the Council’s
overarching committee for provision of
health advice), includes a person and a co-
opted person with expertise in
environmental health.

• Section 4 of the Gene Technology Act 2000
provides that ‘where there are threats of
serious or irreversible environmental

damage, a lack of full scientific certainty
should not be used as a reason for
postponing cost-effective measures to
prevent environmental degradation’.

Contribution by Outcomes
The Department’s diverse range of outcomes
makes various contributions to Ecologically
Sustainable Development. Some examples are:

Gene Technology
• The Gene Technology Regulator is required

under the Gene Technology Act 2000 to assess
risks posed by genetically modified
organisms to public health and safety and
the environment, including considering the
preservation of biological diversity.

Population health
• Promoting the rational use of antibiotics has

the benefit of reducing the overall pool of
antibiotic-resistant organisms in the
environment. It is anticipated that this
program has a wider benefit for fauna.

• Infection control guidelines have an impact
in reducing environmental pollution, and so
accord with the preservation of biological
diversity.

• A key activity under the Human
Quarantine program is the disinsection of
international aircraft arriving from overseas
to prevent the entry of disease vector
insects.This action has the additional benefit
of preventing the entry of a wide range of
exotic insects in aircraft cabins, serving to
preserve biological diversity.

• An indirect outcome of programs
promoting physical activity and healthy
weight is the potential for reducing private
motor vehicle use, particularly for short
distance travel, with benefits for pollution
reduction, conservation of ecological
integrity and protecting the health of the
environment for future generations.

• Tobacco control initiatives are expected to
lead to significant ongoing reductions in the
growing of tobacco and consequent positive
environmental impacts (reduced use of
pesticides and fuel wood for curing).
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Effect of the Department’s Activities
A number of the Department’s logistical and
operational functions have an impact on the
environment, as detailed below.

• The Department employs around 3,400 staff
(excluding Therapeutic Goods Administration
(TGA)), located in 25 air-conditioned
buildings in all States and Territories, with
staff occupying multiple buildings in the ACT,
Queensland and NSW.

• The majority of greenhouse emissions are
generated by electricity consumption, with
the remaining emissions accounted for by
ground transport and waste sent to landfill.

• In 2001–02, the Department’s electricity
energy costs totalled approximately 
$1.32 million, and resultant greenhouse
emissions were estimated at 9,805.35 
tonnes of carbon dioxide.

Specific programs may have particular ESD
implications in environmental, economic and
wider social arenas. Considering potential
negative impacts, when striving for positive and
sustainable health outcomes, calls for a balancing
of the positive and negative aspects.

• For example, an activity that may warrant
attention regarding negative impacts is Eat
Well Australia (a national nutrition strategy)
which promotes the increased consumption
of fruit and vegetables.As a consequence, by
possibly affecting agricultural land and water
use, the strategy may have potential
environmental impacts that warrant
attention.Taking these possible impacts into
consideration when managing the strategy
would ensure consistency with the
principles of ESD.

Measures Taken to Address Impacts
While recognising that the environment is only
one component of ESD, a range of measures
have been pursued to minimise the impact of
Departmental actions on the environment.The
following initiatives are already in place:

Energy usage
• The Department has entered into a contract

between the Australian Greenhouse Office

and ActewAGL; approximately four per cent
of the power utilised by the
Commonwealth under this contract is now
‘Green Power’.

• To reduce future petrol consumption, when
entering into new vehicle lease
arrangements, the Department uses energy-
efficient gas, wherever possible.

• The Department uses energy-efficient light
fittings and globes and has installed sensors
to control lighting in conference rooms and
non-office areas. Staff are encouraged to
switch off appliances, machinery and
lighting when not in use or at close of
business.

• To reduce lighting power consumption,
arrangements have been made for office
cleaners to commence as close as possible to
normal office hours, and lighting is initiated
on demand at the start of each working day.
Cleaning staff and security guards are also
asked to switch off lighting at night.

• The Department is an active participant in
the Energy and Environment Forums
hosted by the Australian Greenhouse Office.

Environmental Management System
• The Department is preparing to develop

and implement an Environmental
Management System (EMS) with a view to
further reducing energy consumption and
accrediting at least one major lease holding
before December 2003. In relation to
accrediting a major site, the Department
plans to develop an overall accommodation
strategy that will take into account other
likely property movements in the Woden
area (ACT), where most Central Office staff
are accommodated.This strategy will
identify which of our larger sites will be
best suited for accreditation as soon as
possible.

Recycling
• Waste minimisation has been a key issue

within the Department for several years.
Facilities have been provided for the
successful recycling of paper, co-mingled
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material, compostable waste and toner
cartridges and bottles, resulting in a
significant reduction in waste going to
landfill.

The Department continues to work with other
Commonwealth and non-government agencies
to develop a methodology and monitoring
mechanism to ensure ESD considerations are
more effectively included in managing the work
of the Department. In the first instance, the aim
is to broaden decision making beyond short and
long-term social considerations and economic
considerations to include environmental aspects.

A current example is that in designing
tobacco control policies, the Department liaises
(where relevant) with other agencies, including
those responsible for agriculture and the
environment to ensure that the impacts on those
portfolios are identified.

Review Mechanisms
The following initiatives are designed to further
minimise the impact of the Department’s
activities on the environment:

• The Department is committed to
consolidating current accommodation
arrangements for staff in the ACT, NSW
and Queensland Offices. It is anticipated
that through consolidation and an overall
improvement in the standard of

accommodation, the Department will be
able to reduce fuel consumption associated
with travel between multiple sites.

• The Department is in the process of
evaluating a strategy to improve lighting and
lighting control systems in approximately 50
per cent of Central Office accommodation.
If implemented, the lighting upgrade is
expected to reduce per capita energy
consumption to below the government’s
consumption target of 10,000 megajoules
per annum.The lighting upgrade will be
trialled with a view to implementing similar
systems in the Department’s
accommodation nationally, subject to the
outcome of a cost-benefit analysis.

• Although the Department is heavily reliant
on private building owners to control the
level of energy consumption through
existing heating, cooling and lighting
facilities, the Department will endeavour to
ensure that future leasing arrangements will
reflect the objectives of the Act in relation
to energy reduction strategies.

• Bicycle storage facilities have been
upgraded. Future accommodation strategy
and lease consolidation required in Central
Office will consider the provision of
appropriate shower facilities to further
encourage staff use of bicycles.
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Information officers in the Department may be contacted by telephoning the following offices.Written
requests for information should be forwarded to the Public Affairs Section in the relevant State,
Territory or Central Office.

Central Office
Alexander Building Fishburn House Bonner House
Furzer Street Furzer Street PHILLIP ACT 2606
WODEN ACT 2606 WODEN ACT 2606 Ph: (02) 6289 1555
GPO Box 9848 GPO Box 9848 Fax: (02) 6281 6946
CANBERRA ACT 2601 CANBERRA ACT 2601
Ph: (02) 6289 1555 Ph: (02) 6289 1555
Fax: (02) 6281 6946 Fax: (02) 6281 6946

Albemarle Building Symonston Stores 
Furzer Street Narrabundah Lane 130–132 Gladstone Street
WODEN ACT 2606 SYMONSTON ACT 2609 FYSHWICK ACT 2609
GPO Box 9848 PO Box 100 Ph: (02) 6232 8444
CANBERRA ACT 2601 CANBERRA ACT 2601 Fax: (02) 6281 6946
Ph: (02) 6289 1555 Ph: (02) 6232 8444
Fax: (02) 6281 6946 Fax: (02) 6281 6946

Penrhyn House Edmund Barton Building Guardian House
Bowes Street Wing 4 Bowes Street
WODEN ACT 2606 Kings Avenue WODEN ACT 2606
GPO Box 9848 BARTON ACT 2600 Ph: (02) 6289 1555
CANBERRA ACT 2601 Ph: (02) 6289 1555 Fax: (02) 6281 6946
Ph: (02) 6289 1555 Fax: (02) 6281 6946
Fax: (02) 6281 6946

8–10 Hobart Place Commonwealth Bank Building Borrowdale House
University Avenue Woden Square Furzer Street
CIVIC ACT 2608 WODEN ACT 2606 WODEN ACT 2606
Ph: (02) 6289 1555 Ph: (02) 6289 1555 Ph: (02) 6289 1555
Fax: (02) 6281 6946 Fax: (02) 6281 6946 Fax: (02) 6281 6946

Woden Plaza Pharmacy Guild House
Keltie Street Brisbane Avenue
WODEN ACT 2606 BARTON ACT 2600
Ph: (02) 6289 1555 Ph: (02) 6289 1555
Fax: (02) 6281 6946 Fax: (02) 6281 6946

10 Corinna Street 32 Corinna Street
WODEN ACT 2606 WODEN ACT 2606
Ph: (02) 6289 1555 Ph: (02) 6289 1555
Fax: (02) 6281 6946 Fax: (02) 6281 6946

Location of Central,
State and Territory offices
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State and Territory Offices

New South Wales New South Wales New South Wales
1 Oxford Street 280 Pitt Street Commonwealth Centre
DARLINGHURST NSW 2010 SYDNEY NSW 2001 Cnr of Macquarie and 
Ph: (02) 9263 3555 Ph: (02) 9263 3555 Wingewarra Streets
Fax: (02) 9263 3997 Fax: (02) 9263 3997 DUBBO NSW 2830

Ph: (02) 9263 3555
Fax: (02) 9263 3997

Victoria
Casselden Place
2 Lonsdale Street
MELBOURNE VIC 3000
GPO Box 9848
MELBOURNE VIC 3001
Ph: (03) 9665 8888
Fax: (03) 9665 8181

Tasmania
Montpelier Building 3rd Floor
21 Kirksway Place
BATTERY POINT TAS 7004
GPO Box 9848
HOBART TAS 7001
Ph: (03) 6221 1411
Fax: (03) 6221 1412

Queensland Area Office,Townsville
340 Adelaide Street 155 Hugh Street
BRISBANE QLD 4000 CURRAJONG QLD 4812
GPO Box 9848 PO Box 1656
BRISBANE QLD 4001 AITKENVALE QLD 4814
Ph: (07) 3360 2555 Ph: (07) 4727 2219
Fax: (07) 3360 2999 Fax: (07) 4727 2245

Northern Territory Area Office, Alice Springs
The Met Building 2nd Floor, Heenan House
13 Scaturchio Street Cnr Gregory Terrace and Ruth Street
CASUARINA NT 0810 ALICE SPRINGS NT 0870
GPO Box 9848 PO Box 8091
DARWIN NT 0811 ALICE SPRINGS NT 0871
Ph: (08) 8946 3444 Ph: (08) 8950 1618
Fax: (08) 8946 3400 Fax: (08) 8950 1655

South Australia
55 Currie Street
ADELAIDE SA 5000
GPO Box 9848
ADELAIDE SA 5001
Ph: (08) 8237 8111
Fax: (08) 8237 8000
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Western Australia Western Australia Western Australia Western Australia
12th Floor and 14th Floor Cnr of Weld Street and Kalgoorlie Business Centre 2/6 Wedge Street
Central Park Napier Terrace 47 Brockman Street PORT HEDLAND WA 6721
152–158 St Georges Terrace BROOME WA 6725 KALGOORLIE WA 6433 Ph: (08) 9346 5111
PERTH WA 6000 Ph: (08) 9346 5111 Ph: (08) 9346 5111 Fax: (08) 9346 5222
GPO Box 9848 Fax: (08) 9346 5222 Fax: (08) 9346 5222
PERTH WA 6001
Ph: (08) 9346 5111
Fax: (08) 9346 5222

Australian Capital Territory
8–10 Hobart Place, University Avenue
CANBERRA ACT 2601
PO Box 634
CANBERRA ACT 2601
Ph: (02) 6274 5111
Fax: (02) 6274 5119
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Glossary 

Outcomes Outcomes are the results, impacts or consequences of actions by the
Commonwealth on the Australian community.

Output groups The aggregation based on homogeneity of product and/or resource usage
of outputs.

Outputs The goods or services produced by individual Commonwealth agencies on
behalf of the Government for external organisations or individuals.

Performance indicators A concise list of indicators, which are used to measure agency effectiveness
in achieving the Government’s outcomes.

Performance measures A concise list of measures that are more precise than indicators.
Performance measures are used to provide information on administered
items and outputs in terms of quality, quantity and efficiency.

Portfolio Budget Statements Statements prepared by portfolios to explain the Budget appropriations in
terms of outcomes and outputs.

Major acronyms and abbreviations

AACAP ATSIC Army Community Assistance Program

AAT Administrative Appeals Tribunal

ABS Australian Bureau of Statistics

ACAM Australian Centre for Asthma Monitoring

ACAT Aged Care Assessment Teams

ACCHS Aboriginal Community Controlled Health Services

ACHSE Australian College of Health Service Executives

ACT Australian Capital Territory

ADGP Australian Divisions of General Practice

ADI Acceptable Daily Intake

AFC Audit and Fraud Control

AHCA Australian Health Care Agreements

AHEC Australian Health Ethics Committee

AHMAC Australian Health Ministers’Advisory Council

AHPMC After Hours Primary Medical Care

AHS Australian Hearing Services

AHWOC Australian Health Workforce Officials Committee

AIDS Acquired Immune Deficiency Syndrome

Glossary, acronyms and abbreviations



– 471 –

APPENDIX 

16

AIHW Australian Institute of Health and Welfare

ALRC Australian Law Reform Commission

AMA Australian Medical Association

AMC Australian Medical Council

AMWAC Australian Medical Workforce Advisory Committee

ANAO Australian National Audit Office

ANAPHI Australian Network of Academic Public Health Institutions

ANCAHRD Australian National Council for AIDS, Hepatitis C and Related Diseases

ANZFA Australia New Zealand Food Authority

APS Australian Public Service

ARCBS Australian Red Cross Blood Service

ARCHI Australian Resource Centre for Hospital Innovation

AR-DRG Australian Refined Diagnosis Related Groups Classification

ARHEN Australian Rural Health Education Network

AROC Australasian Rehabilitation Outcomes Centre

ARPANSA Australian Radiation Protection and Nuclear Safety Agency

ART Assisted Reproductive Technology

ARTG Australian Register of Therapeutic Goods

ATSIC Aboriginal and Torres Strait Islander Commission

AusAID Australian Agency for International Development

Auseinet Australian Network for Promotion, Prevention and Early Intervention

AWA Australian Workplace Agreement

BI Business Intelligence

BMMS Better Medication Management System

BNSCRPH Bush Nursing, Small Community and Regional Private Hospitals

BSE Bovine Spongiform Encephalopathy

CACP Community Aged Care Packages

CMO Chief Medical Officer

COAG Council of Australian Governments

CRS Commonwealth Rehabilitation Service

CSL Commonwealth Serum Laboratories

CSO Community Service Obligation

CSSS Community Sector Support Scheme

DIA Drug Information Association

DMMR Domiciliary Medication Management Review

DoFA Department of Finance and Administration

DTC Day Therapy Centres

DVA Department of Veterans’Affairs

DVDC Diabetes Vaccine Development Centre
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EACH Extended Aged Care at Home

EL Executive Level

EMS Environmental Management System

EPBC Act Environment Protection and Biodiversity Conservation Act

EPC Enhanced Primary Care

ESD Ecologically Sustainable Development

FaCS Department of Family and Community Services

FBT Fringe Benefits Tax

FCTC Framework Convention for Tobacco Control

FOI Freedom of Information

FSANZ Food Standards Australia New Zealand

GDP Gross Domestic Product

GHTF Global Harmonisation Task Force

GMO Genetically Modified Organism

GMP Good Manufacturing Practice

GP General Practitioner, General Practice

GPCG General Practice Computing Group

GST Goods and Services Tax

GTCCC Gene Technology Community Consultative Committee

GTEC Gene Technology Ethics Committee

GTTAC Gene Technology Technical Advisory Committee

HAC Health Advisory Committee

HACC Home and Community Care

HCV Hepatitis C Virus

HDA Higher Duties Allowance

HECS Higher Education Contribution Scheme

HIC Health Insurance Commission

HIID Health Industry and Investment Division

HIV Human Immunodeficiency Virus 

HR Human Resources

IARC International Agency for Research on Cancer

ICRS Innovative Care (Rehabilitation) Service

IM Information Management

IME Improved Monitoring of Entitlements

IPCS International Program for Chemical Safety

IT Information Technology

IVF In Vitro Fertilisation

JAG Joint Advisory Group

JCPAA Joint Committee of Public Accounts and Audit
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JDRF Juvenile Diabetes Research Foundation International

MBS Medicare Benefits Schedule

MDS Minimum Data Set

MO Medical Officer

MoU Memorandum of Understanding

MP Member of Parliament

MRB Medical Rural Bonded

MSAC Medical Services Advisory Committee

NAC National Advisory Committee

NACCHO National Aboriginal Community Controlled Health Organisation

NAIDOC National Aboriginal and Islander Day of Observance Committee

NAL National Acoustic Laboratories

NBCC National Breast Cancer Centre

NDSF National Drug Strategic Framework

NHCDC National Hospital Cost Data Collection

NHFA National Heart Foundation of Australia

NHIMAC National Health Information Management Advisory Council

NHMRC National Health and Medical Research Council

NHPA National Health Priority Areas

NICNAS National Industrial Chemicals Notification and Assessment Scheme

NICS National Institute of Clinical Studies

NMF National Managed Fund

NPHP National Public Health Partnership

NPS National Prescribing Service

NRCCPH National Resource Centre for Consumer Participation

NSPs Needle and Syringe Programs

NSW New South Wales

NT Northern Territory

OATSIH Office for Aboriginal and Torres Strait Islander Health

OECD Organisation for Economic Cooperation and Development

OGTR Office of the Gene Technology Regulator

OHS Office of Hearing Services

OTC over-the-counter

PBS Pharmaceutical Benefits Scheme

PBS Portfolio Budget Statements

PC Personal Computer

PET Positron Emission Tomography

PHAT Private Hospital Access Taskforce

PHCAP Primary Health Care Access Program
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PHIAC Private Health Insurance Administration Council

PHIO Private Health Insurance Ombudsman

PHIQS Private Health Industry Quality and Safety Committee

PHOFA Public Health Outcome Funding Agreements

PIC/S Pharmaceutical Inspection Cooperation Scheme

PIP Practice Incentive Program

PR Procedural Rules

PSR Professional Services Review

QTB Question Time Brief

RACGP Royal Australian College of General Practitioners

RAMUS Rural Australian Medical Undergraduate Scholarship

RAWG Research Agenda Working Group

RCS Residential Classification Scale

RFDS Royal Flying Doctor Service

RFT Request for Tender

RHS Regional Health Services

RRMA Rural, Remote and Metropolitan Areas

SA South Australia

SAR Service Activity Reporting

SBO State Based Organisation

SES Senior Executive Service

SIDS Sudden Infant Death Syndrome

SNAP Smoking, Nutrition,Alcohol and Physical Activity

SRDC Strategic Research Development Committee

STI Sexually Transmitted Infection

TGA Therapeutic Goods Administration

TTY Teletype

UDRH University Departments of Rural Health

UK United Kingdom

UNSW University of New South Wales

US United States

vCJD variant Creutzfeldt-Jacob Disease

W3C-WAI World Wide Web Consortium Web Accessibility Initiative

WA Western Australia

WHO World Health Organization

WIPM Workplace Injury, Prevention and Management

WONCA World Organisation of National Colleges,Academies and Academic Associations of
General Practitioners/Family Physicians

WPRO Western Pacific Regional Office
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Page 516 (volume 2)
The following revised table should have appeared under Outcome expenditure 2000–01.

Amount Paid ($)
Outcome Number of Consultancies (GST Inclusive)

Population health and safety 100 5,556,280

Access to Medicare 27 1,864,257

Enhanced quality of life for older Australians 40 2,543,235

Quality health care 74 4,177,447

Rural health care 7 190,249

Hearing services 2 72,000

Aboriginal and Torres Strait Islander Health 27 1,710,568

Choice through private health 9 566,135

Health investment 48 2,379,999

Cross portfolio 18 3,013,721

Total 352 22,073,891

Page 527 (volume 2)

The following consultancies should have been included under Outcome 3: Enhanced quality of life for
older Australians.

Justification Selection Contract Price $
Consultant Process Purpose (GST Inclusive) Details

Aged Care Rights Advocacy Services Inc c 5 26,600 Consultation with residents
of residential aged care
homes, as part of Lessons
Learned from Accreditation:
Working Group examination
of the first round of
accreditation.

GR Consulting Pty Ltd b 3 21,450 Identification and
assessment of the suitability
of premises in Victoria for
the accommodation of frail
elderly people in emergency
circumstances.

Errors and omissions 
2000–01 Annual Report
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GR Consulting Pty Ltd b 4 31,240 Identification and
assessment of the suitability
of premises in Queensland
for the accommodation of
frail elderly people in
emergency circumstances.

La Trobe University a, b 1 298,444 Undertake research and
provide recommendations
on recruitment and retention
of nurses in residential aged
care.

Mioche and Associates b 4 16,100 Drafting of Aged Care
Complaints Resolution
Scheme Annual Report.

Mioche and Asssociates a 4 20,000 Development of a National
Service Charter for the Aged
Care Complaints Resolution
Scheme.

National Australia Day Council a 4 49,000 Provide advice and services
for the Member’s Awards for
Excellence in Residential
Aged Care 2000.

PriceWaterhouse a 2 15,015 PriceWaterhouse completed
consultancy undertaken by
Niki Ellis & Associates on
Occupational Health &
Safety strategies in aged
care.

Stay Tuned Productions a 1 83,200 Review of planning 
(T/A Origin Consulting Pty Ltd) processes across specified

Departmental programs.

Refer to page 439 for definitions of justification processes and selection purposes.
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summary, 222, 224–33

Aboriginal and Torres Strait Islander Health Research
Agenda Working Group, 229, 280

Aboriginal and Torres Strait Islander health services,
168, 221–41

aged care services, 134–5
cancer screening, 51–2, 232–3
complementary strategy, 64
hearing services, 4, 204, 207, 210, 222, 231

Aboriginal and Torres Strait Islander Health Workforce
National Strategic Framework, 2, 221, 228, 237,
239

Aboriginal and Torres Strait Islander peoples, 36–7
advocacy and representation, 224–5, 229
alcohol, 229, 230
asthma, 270
blood and blood products, 165
cardiovascular health, 271
child and maternal health, 51, 232–3
chronic diseases and conditions, 63, 231
donovanosis, 232
emotional and social wellbeing, 230
environmental health, 48, 60
eye health, 231
health promotion, 50–1, 66
health research, 229, 279, 280,
health workers, 48, 100, 193, 221, 228–9, 237, 275
HIV/AIDS, 232
injury prevention, 53
immunisation, 44–5, 231–2
kidney diseases, 231
life expectancy, 36–7, 224
Medicare, 94, 98, 116, 227
men’s health, 222, 230
nutrition, 51, 232
remote communities, 226
sexually transmitted diseases, 232
substance use, 63, 222, 230, 235–6
suicide prevention, 162
tobacco use, 50, 63
women’s health, 51, 63, 232–3

Aboriginal and Torres Strait Islander staff, 13, 228,
410–1

Aboriginal and Torres Strait Islander Women’s Forum,
51, 63

Aboriginal and Torres Strait Islander Working Group,
60

Aboriginal Health Services, 98, 227
Aboriginal Hostels Ltd, 135
Aboriginal Medical Services, 168
Access to Medicare (Outcome 2), 89–122

achievements and challenges, 89–90
consultancy services, 438, 443–5
financial resources, 107, 156
key strategies, 94–105
performance indicators, 90–1
performance measures and results, 108–22
portfolio agencies, 22
rural health initiatives, 181
satisfaction, 92, 112–3, 117–9
staffing resources, 107
summary, 92–106

access to services, 97–9, 130, 155–7, 205–6, 225
accident and emergency departments, 276
accidents, see injuries and injury prevention
accidents notifiable to Comcare, 423
accountability, 9, 15–18
accreditation of aged care facilities, 3, 23, 128–9, 146–7
achievements, see outcome performance reports
Achieving the Balance media resource kit, 175
Action Plan for Promotion, Prevention and Early

Intervention for Mental Health, 162
acute care, 163–6, 172–4
administered revenues and expenses, see expenses;

revenues
Administrative Arrangements Order, 8, 78
Administrative Appeals Tribunal, 19, 86, 149
ADRAC Bulletin, 83
advertising and market research, 57, 431–7
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