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Health workforce
	Key points

	· In 2008, Australian, State and Territory governments agreed to implement a new, nationally consistent system of registration and accreditation of health professionals. The new Scheme commenced on 1 July 2010.

· It is intended that the new Scheme will reduce the administrative burden, improve labour mobility, and increase the consistency and quality of training.
· This reform should improve the productivity of the health sector over the long term.
·  An increase in total factor productivity of around 0.2 per cent would generate ongoing savings in health service provision of around $160 million per year.
· The introduction of the new Scheme was also associated with significant, one-off costs.
· Around $20 million was provided by Australian, State and Territory governments to facilitate the implementation of the new Scheme.
· Disruptions for practitioners with the bedding down of the new Scheme also came at some cost to business. It is estimated these costs could be around $24 million.
· Implementation of the reform depended on broad-based and sustained commitment of government and the sector. 
· A more gradual approach to that adopted could have risked the opportunity for change. 

	

	


The delivery of health care services relies heavily on appropriately skilled, effective and flexible practitioners. The requirements for accreditation and professional registration are key regulatory devices underpinning the quality and the efficient deployment of the health workforce. 
· Registration is the process through which practitioners’ qualifications, experience and conduct are deemed to be suitable for practice and legally recognised. Registration systems require adherence to standards, the maintenance of registers, the collection of data, and the administration of disciplinary procedures. 

· Accreditation is the process that ensures that education and training institutions provide practitioners with the knowledge, skills and competencies required of their profession. This involves the assessment and approval of the curriculum, course requirements and facilities of education and training institutions against specified standards.
Until recently, registration occurred on a state-by-state, and profession-by-profession basis, with an array of government bodies and specific legislation. While accreditation was mainly undertaken on a national basis, there were still over 20 different bodies, with considerable differences in approaches across professions. Some were established in cooperation with peak professional associations while others had explicit statutory functions or had responsibilities delegated from registering authorities. 

The Commission (2006c) found that this fragmented approach: resulted in duplication and higher administrative costs (in terms of the various organisations processing the registrations and the practitioners who often had to register in multiple jurisdictions); undermined geographical mobility of practitioners; and resulted in inconsistencies in the standards of registration and accreditation applying to practitioners.
Subsequently, COAG implemented substantial reforms to the system of registration and accreditation in Australia (CRC 2009a). The objectives and the key features of the health workforce reform are outlined in section 10.1, while section 10.2 identifies the groups most affected by the changes. The impacts of the reform and the associated costs are discussed in sections 10.3 to 10.7. 
As no empirically based estimates of the potential impacts of the reform exist, a conjectural approach is adopted, which is guided by previous studies and the scale of the sector affected. The results are exploratory and should be regarded as broadly indicative of the likely effects of the reform.
Many of the issues examined in this chapter were also considered in the recent report by the Senate Finance and Public Administration References Committee (2011). This chapter draws upon the Committee’s report, and the submissions to it.
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Reform objectives and changes
On 26 March 2008, the Council of Australian Governments (COAG) signed an intergovernmental agreement to establish a National Registration and Accreditation Scheme (the new Scheme) for health professions, commencing on 1 July 2010. The ten health professions included in the new Scheme are: chiropractors, dental practitioners, medical practitioners, nurses and midwives, optometrists, osteopaths, pharmacists, physiotherapists, podiatrists and psychologists. From 1 July 2012, Aboriginal and Torres Strait Islander health practitioners, Chinese medicine practitioners, medical radiation practitioners and occupational therapists will also be included.
The scheme is designed to provide a nationally consistent system of registration and accreditation for health professionals. The underlying goals include: reducing the administrative burden of registration and accreditation, improving labour mobility of health professionals, increasing the consistency and quality of their training and, in turn, the quality of health services generally (box 10.1).
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Objectives of the Intergovernmental Agreement

	The Intergovernmental Agreement for a National Registration and Accreditation Scheme for the Health Professions states that its objectives are to:
· provide for the protection of the public by ensuring that only practitioners who are suitably trained and qualified to practise in a competent and ethical manner are registered;
· facilitate workforce mobility across Australia and reduce red tape for practitioners;
· facilitate the provision of high quality education and training and rigorous and responsive assessment of overseas-trained practitioners;
· have regard to the public interest in promoting access to health services; and
· have regard to the need to enable the continuous development of a flexible, responsive and sustainable Australian health workforce and enable innovation in education and service delivery.

	Source: COAG (2008h, p. 3).

	

	


Where is it up to?

Under the National Partnership Agreement to Deliver a Seamless National Economy, specific milestones for this reform were identified:

· 2009-10 — Queensland to enact template legislation, and all other jurisdictions to enact referencing legislation by the end of 2009. The Commonwealth to amend any relevant legislation by the end of 2009. 

· 2010-11 — All jurisdictions to implement the registration and accreditation scheme and complete all related transitional arrangements by 1 July 2010.

The Ministerial Council has reported these milestones as completed (CRC 2010). The scheme was implemented using a ‘template legislation’ model (see box 1.2), where template legislation was enacted in Queensland, then subsequently enacted in other jurisdictions.

In the first stage, the Health Practitioner Regulation (Administrative Arrangements) National Law Act 2008 (Qld) received Royal Ascent in the Queensland Parliament on 25 November 2008. This identified the framework for the scheme and the national bodies responsible for administering it, but did not give effect to their substantive function. Following further consultation, the Health Practitioner Regulation National Law Act 2009 (Qld) received Royal Assent on 3 November 2009. This detailed the substantive provisions for registration and accreditation and replaced the initial legislation. Finally, all jurisdictions drafted and enacted legislation referencing the national law. While there were some minor alterations to existing federal legislation, there is no specific federal legislation underpinning the new Scheme.
The new Scheme commenced on 1 July 2010 in all jurisdictions except Western Australia, which joined the Scheme on 18 October 2010. Since commencement, responsibility for the implementation of the new Scheme has been with the Australian Health Workforce Ministerial Council, which is comprised of the Australian Government Health Minister and the ministers responsible for the health portfolio in each jurisdiction.
 A detailed timeline is set out in table 10.1.
While all jurisdictions have now joined the new Scheme, New South Wales and the Australian Capital Territory included provisions within their legislations to allow for the continued operation of state-based complaints bodies.

Key features of the new system

The new Scheme, under a single nationally-consistent law and one national agency, replaced eight separate regulatory systems, 65 pieces of legislation, 85 health practitioner registration boards and 38 regulatory organisations (AHPRA 2011a). The 1.2 million data items held by the 85 boards were consolidated into a single national registry and a single national fee structure was adopted for each profession.

Table 10.
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Passage of health workforce reform

	Date
	Event

	19 Jan 2006
	Productivity Commission Research Report — Australia's Health Workforce recommended the establishment of a single national registration board for health professionals, and a single national accreditation board for health professional education and training.

	14 July 2006
	COAG Response to the Productivity Commission Report.

	26 Mar 2008
	COAG signed an Intergovernmental Agreement (IGA) for the creation of a National Registration and Accreditation Scheme for the Health Professions from 1 July 2010.

	26 May 2008
	The National Registration and Accreditation Implementation Project (NRAIP) was established to provide the support required for an effective and stable transition.

	25 Nov 2008
	The Queensland Health Practitioner Regulation (Administrative Arrangements) National Law Bill 2008 (Bill A) received Royal Assent, giving effect to the new national law.

	5 Mar 2009
	Australian Health Workforce Ministerial Council announced appointments to the AHPRA Management Committee and decisions on mandatory reporting, criminal history and identity checks.

	12 June 2009
	Health Ministers released Exposure draft of Health Practitioner Regulation National Law Bill 2009 (Bill B) for consultation.

	6 Aug 2009
	The Senate Standing Committee on Community Affairs reported its findings on the Inquiry into National Registration and Accreditation Scheme for Doctors and Other Health Workers.

	31 Aug 2009
	Health Ministers announce appointments to national boards for the National Registration and Accreditation Scheme.

	9 Sept 2009
	Regulatory Impact Statement released to public to support the Australian Health Ministers' Advisory Council's decision to implement the Health Practitioner Regulation National Law.

	3 Nov 2009
	The Health Practitioner Regulation National Law Act 2009 (Qld) received Royal Assent on 3 November 2009. This details the substantive provision for registration and accreditation and replaced the initial legislation passed in 2008.

	1 July 2010
	National Registration and Accreditation Scheme for the Health Professions commences in all jurisdictions except for Western Australia.

	18 Oct 2010
	Western Australian joins the scheme.

	
	


These changes enabled:

· Australia wide-registration for all practitioners covered by the new scheme (replacing separate requirements for registration in each jurisdiction);

· one annual renewal date for each profession (replacing different renewal dates between jurisdictions);

· national consistency as registration conditions and types are standardised within and across professions (replacing differences in conditions within and across professions);

· uniform registration standards within professions and broad consistency across professions (replacing different requirements for eligibility);

· nationally consistent data on the regulated professions (national data was limited prior to the new Scheme); and

· digitisation of registration processes, expanded online services and improved community accessibility (previous arrangements were largely paper based) (AHPRA 2011a).

The administrative structure (figure 10.1) of the new Scheme is comprised of:

· The Australian Health Workforce Ministerial Council (AHWMC). The AHWMC appoints National Board members and the Australian Health Practitioner Regulation Agency Management Committee. It approves registration standards and specialty lists and titles, and has the capacity to give direction to AHPRA and the Boards as to the policy they must apply in exercising their functions.

· The Health Workforce Advisory Council. This council provides independent advice to the AHWMC.

· The Australian Health Practitioner Regulation Agency (AHPRA). The AHPRA is governed by the AHPRA Management Committee. In addition to providing operational and administrative support to the Boards (see below), AHPRA manages applications and enquiries about registration, and receives and processes complaints about practitioners. AHPRA has offices in each State and Territory and a national office in Melbourne. It also maintains and publishes the national registers of practitioners.
· The National Boards. There are 10 National Boards — one for each of the health professions included in the new Scheme. The National Boards have responsibility for developing standards of registration and accreditation, registering health practitioners who meet these standards, setting national fees and investigating and managing notifications about performance or conduct of practitioners. Two jurisdictions have retained some independence over the management of complaints. New South Wales entered the new Scheme as a ‘co-regulatory jurisdiction’, with complaints, performance and health matters to operate under NSW law and be dealt with by the NSW Health Care Complaints Commission. In the Australian Capital Territory, there are provisions for the joint consideration of complaints by the National Boards and the ACT Health Services Commissioner (CRC 2010). The National Boards also have power to delegate responsibilities to AHPRA, as well as to national or jurisdictional committees.
Figure 10.
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Architecture of the National Registration and Accreditation Scheme
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Data source: AHPRA (2011a).
Other changes

The new Scheme is also designed to improve the regulatory oversight of health professionals. As noted by McLean and Bennet:

The lack of a mandatory national consistent assessment process and local workforce requirements have, in some cases, led to unintended consequences; in the most notable case — that of Doctor Jayant Patel in Queensland — there have been adverse effects on patient outcomes. (2008, p. 464)
The national requirements for registration of health practitioners have been based on the States and Territories judged to have the highest standards of public safety, and in some cases going beyond this (AHPRA 2011b). This represents an increase in the regulatory stringency of measures aimed at public protection across jurisdictions and professions.

Areas where requirements have been substantially strengthened include:
· English language skills. Practitioners who did not undertake their secondary and tertiary education in English must demonstrate they meet the standard through completing an English language test.
· Criminal history. A criminal history check must be completed for each new application and National Boards may undertake ad hoc checks of existing registered health practitioners.
· Recency of practice. The new Scheme requires practitioners to meet the recency-of-practice requirements set out by their National Board.
· Continuing professional development. The new Scheme introduced requirements for all practitioners to undertake mandatory continuing professional development that meet the relevant National Board’s requirements.
· Professional indemnity insurance. Practitioners must not practise unless appropriate professional indemnity insurance arrangements are in place.
· Automatic expiry of registration. The national law provides for automatic lapsing of registration at the end of the late period, one month after the registration expiry date. Prior to the new Scheme, some boards had greater discretion about when/if health professionals would be de-registered.
· Mandatory reporting requirements. Practitioners and employers must notify AHPRA of conduct that would place the public at risk of harm, such as practising while intoxicated, or with an impairment or health condition that compromised their ability to fulfil their duties.
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Who will be affected by the reform?
Health practitioners and service users are the main groups affected by this reform. Health practitioners will be subject to changing fees and processes, a new administrative system and stricter registration requirements. Consumers of health practitioners’ services will be affected by greater consumer-protection measures, improved labour force flexibility and greater consistency in service quality. The large numbers of practitioners and consumers, along with the importance of health services to people’s wellbeing and productive capacity, suggest that even small changes can have material impacts.
Health practitioners
Health practitioners are a subset of the greater health workforce, which totals around 825 000 persons (AIHW 2010). There are over 530 000 registered practitioners in the ten health professions covered under the new Scheme (table 10.2). Of these, around 332 000 (63 per cent) are nurses and midwives, and 88 000 (17 per cent) are medical practitioners (AHPRA 2011a). This workforce has grown by around 13 000 since July 2010 (AHPRA 2011b) and there are currently around 99 000 students on the student register. To varying degrees, practitioners will be affected by: the additional regulatory requirements placed on them; the short-term transition costs associated with implementing the new Scheme; and longer-term improvements in the form of improved administrative processes and economies of scale (described in sections 11.3 to 11.5 below).
Table 10.
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Number of registrants, before and after implementation of the new Scheme
	Eligible professional
	2009
	2011

	
	
	

	Nurse/Midwife
	326 571
	331 885

	Dentist
	17 166
	18 319

	Optometrist
	4399
	4442

	Chiropractor
	4093
	4350

	Medical practitioner
	93 060
	88 293

	Osteopath
	1414
	1595

	Pharmacist
	23 542
	25 944

	Physiotherapist
	20 142
	22 384

	Podiatrist
	3081
	3461

	Psychologist
	25 367
	29 142

	Total
	518 835
	530 115


Sources:  AHPRA (2011b); Australian Health Ministers’ Advisory Council (2009).
Consumers

All Australians will require the services of health care professionals at some point in their lives. Consumers stand to benefit from the new Scheme to the extent that it increases the quality of — or access to — health care services, or decreases the costs of delivering these services. Over the last decade, national expenditure on health has increased from around 8 per cent of GDP to over 9 per cent of GDP, amounting to around $120 billion per year, or $550 per Australian. A significant amount of this expenditure is in areas other than the direct services of health professionals (for example, medication accounts for around 13 per cent of the total). Expenditure on hospitals, medical and dental services and other health practitioners totalled around $79 billion in 2009-10.
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Understanding the direct impacts of the reform
A number of potential benefits have been associated with this reform (PC 2006c; Australian Health Ministers’ Advisory Council 2009). Broadly, these can be described as productivity benefits that improve the value derived from inputs into the health sector (dollars spent on labour and capital) in terms of the quantity and quality of services delivered (that is, health service outputs). This can be expressed in two ways:
· a given amount of resources can be used to produce more (or better quality) health services; or

· fewer resources can be used to produce a given amount (or level of quality) of health services.

The following sections describe the origins of productivity improvements that impact on the quantity and quality of health services.

Sources of productivity improvement
The new Scheme is designed to improve the efficiency of the system of accreditation and registration, as well as the labour market for health professionals more generally. These benefits are derived from:
· Achieving economies of scale. Registration boards generally performed similar functions (for example, processing registrations, collecting data, maintaining registries and administering disciplinary procedures). Under a national system, it is possible to derive cost savings from reducing the duplication of infrastructure and processes underlying the regulatory system (for example, it is easier to maintain one IT system than several dozen). Similarly, registration and accreditation of smaller professions in smaller jurisdictions is likely to have been below ‘efficient scale’. To the extent that administrative effort and resources, including overhead costs, could be spread more efficiently, national arrangements offer the potential to reduce costs of regulatory oversight. Additionally, as a single national purchaser, AHPRA may be able to negotiate substantial savings in the procurement of external legal services (compared to the multiple, lower volume arrangements under the previous system).
· Reducing administrative burden. Whereas, prior to the new Scheme most boards used paper-based systems, AHPRA is now achieving around 85 per cent up-take of online registration renewal. As these new online system becomes established, registration processes should become more efficient, reducing administrative costs for both practitioners and AHPRA. Available information suggests that the cost of online processing is around $0.35 per application, compared to $4.60 for paper based applications.
· Reducing barriers to workforce mobility. This affects practitioners operating on jurisdictional borders, those on ‘fly in, fly out’ arrangements, and those seeking to move from one jurisdiction to another to provide health services. As tele-health technology matures, it may also impact on practitioners remotely practicing in multiple jurisdictions. The new Scheme reduces barriers to workforce mobility for these groups in two ways:
· under the new arrangements, practitioners need only register once and can practice anywhere in Australia (reducing the financial costs, and time of registering to practice in more than one jurisdiction); and

· the new Scheme further improves labour mobility by eliminating inter-jurisdictional differences in recognition or categorisation of specialties.
· Enhancing governance incentives. The new Scheme allows the publication of performance indicators for AHPRA at a national level. This allows a greater degree of scrutiny than the previous, more diffuse arrangements, and facilitates analysis of performance and continuous improvement at an organisational level. Similarly, the costs of the new Scheme are now fully covered by registration fees and are easily observed by stakeholders, rather than being covered through a combination of fees and government subsidies. The greater transparency and accountability of the new arrangements provides an ongoing impetus to improve performance.
· Using the improved data to assist with workforce planning and other functions of the health system. Forty two different State and Territory registration board databases, with varying accuracy, completeness and data management practices, were consolidated into a single, uniform national registry. This should improve the accuracy, accessibility and timeliness of data about the workforce in the health professions in a number of ways.
· The National Statistical Resource is using this data (along with data from a number of other sources) to analyse the demand for services, entrants and exits from the workforce, and to provide an interactive tool projecting workforce demand and supply.
,
 The registration of students allows for much more reliable ‘pipeline’ analysis of the future supply of health practitioners.
· Improved data collection will also assist other government agencies. For example, a single consistent database reduces costs and the risk of errors associated with Medicare accessing registration data.

· Health Workforce Australia can also draw upon the results of a non-compulsory survey, which health practitioners are requested to complete at the time of their online registration renewal. This has a response rate of 98 per cent of online registrants (or about 85 per cent of total registrants).

Quality of health services
The quality of services from health practitioners is ultimately reflected in effectiveness of treatments as measured by the health outcomes of patients. In addition to the welfare effects associated with improving people’s health and wellbeing, improved healthcare quality can also benefit the broader economy through improved employment outcomes or reducing sick leave. There are several ways that the new Scheme may foster quality improvement.
More thorough and consistent registration requirements, such as criminal history checks and reporting of impairment, should reduce the occurrence of errors, patients receiving inappropriate treatment, or missed opportunities for treatment. Other related requirements, such as continuing professional development, should also contribute to practitioners’ use of contemporary best practice.
The consistent registration requirements of the new system should enhance safeguards even in jurisdictions where public protection measures were already strong. This is because under the previous arrangements, practitioners could seek registration in jurisdictions with less strict requirements (for example, less rigorous testing of English language skills), and then practise elsewhere in Australia under mutual recognition agreements.

The introduction of a national administrative approach to accreditation should also provide a platform for greater collaboration and learning between the health professions, and may also improve curriculums, teaching practices and the transmission of international best practice. In turn, this can increase the calibre of graduating health practitioners, role innovation and team based healthcare.
While these influences relate to the professions transitioning from the old to the new Scheme, the addition of four professions to the new Scheme — Aboriginal and Torres Strait Islander health practitioners, Chinese medicine practitioners, medical radiation practitioners and occupational therapists — in July 2012 should further improve the quality, consistency and safety of these health services. In some jurisdictions, this will be the first time some of these professions are subject to registration and accreditation requirements, implying a greater regulatory adjustment for practitioners and regulators.
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What are the direct impacts of the reform?
No empirically based estimates of the potential economic impact of the new Scheme exist. In large part, this is due to the fact that, although the reform is complete, the ongoing fine tuning of the new regulatory system means its long-run operation is still very much a work in progress. For this reason, it also too early for ex-post evaluation to be able to observe and attribute changes to the reform. The benefits of the new Scheme are largely prospective.
As discussed above, the introduction of the new Scheme will have productivity impacts that could either occur in terms of the level of output (or its quality) for a given level of inputs, or the level of inputs required to produce a given level of output. Evaluating the productivity impact from either perspective is problematic, especially in regards to aspects of the reform specifically designed to improve quality.

It is often not clear which indicators of health output should be used and how to appropriately attach value to them. In practice, it is also hard to separate demand and supply factors in determining what is influencing observed changes in industry output and input. Finally, it is very difficult to apportion impact to a particular reform from other factors, such as health sector resourcing, technological change, numerous other concurrent health sector reforms,
 and other lifestyle factors.

Notwithstanding this, the productivity effects on the level of production for a given level of health service inputs can be more simply described, and there is some evidence as to what could plausibly be achieved by the introduction of the new Scheme. As part of the National Reform Agenda (NRA) modelling, the Commission (2006c) examined the economic impact of a range of proposed changes to the health sector. The health sector reforms considered arose from Australia’s Health Workforce (PC 2005) which included establishing a national registration and accreditation scheme. Other potential reforms considered in the NRA analysis included:

· better cooperation between Australian, State and Territory governments in the funding and provision of health care to reduce cost-shifting and fragmentation of service delivery;

· better utilisation of e-health information and communication technologies;

· more patient orientated health care and greater competition in the acute care sector;

· removing impediments to more effective and efficient scopes of practice, appropriate mixes of competencies and job redesign; and

· improvements to the efficiency of the Medicare Benefits Scheme.
A range of econometric studies were sampled in order to estimate a productivity frontier. The gap between average productivity and the ‘outer limit’ was then used as a proxy for the potential for improvement under the proposed reforms. It was then calculated that if the combined impact of the implementation of all reforms bridged one-fifth of the productivity gap in the hospital sector, and one-tenth of the productivity gap in the non-hospital sector then overall health sector productivity would increase by around 5 per cent. This equated to a saving of around $3 billion in health sector costs (PC 2006c).
The new Scheme represents a small but significant component of the reforms considered in the NRA analysis of health reform. As such, the NRA estimates are a useful guide as to possible effects of the new Scheme. As an upper bound, given the combined scale of the other health sector reforms considered, it is unlikely that the new Scheme could account for more than 10 per cent of the NRA estimate.
For the purposes of this study, half of this possible value is canvassed here — five per cent of the NRA estimate. This equates to a 0.23 per cent increase in total factor productivity in the health sector, or a cost saving of around $160 million (2010-11 dollars) per year.
Alternatively, the direct impacts could be considered in terms of labour productivity. In this context, if the introduction of the new Scheme improved labour productivity of health practitioners by around 1 per cent, this would yield a saving to the health sector of around $240 million per year (in 2010-11 dollars) in the long run.
In time, the benefits described in section 10.3 strongly suggest the new Scheme should yield some positive impact. This is further evidenced in the near universal support for the new Scheme reported by health practitioners and their associated industry bodies, despite the significant disruption experienced during implementation (Senate Finance and Public Administration References Committee 2011). 

Given the considerable uncertainty around these impacts, the Commission has adopted the lower figure (that is, long-run savings of around $160 million per year).
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Indicative costs of achieving reform
Transition costs

As specified in the Intergovernmental Agreement, $19.8 million was provided by Commonwealth and State and Territory governments for the implementation of the new Scheme (COAG 2008h). The Australian Government paid half of this ($9.9 m) and the State and Territory governments paid the other half.
 
Beyond these direct financial costs, there have been considerable transition costs associated with the implementation of the new Scheme. While large-scale changes to regulatory systems are invariably associated with disruption to the sectors involved, the Senate Finance and Public Administration References Committee (2011) document the particularly acute issues that arose with the introduction of the new Scheme. Health practitioners and peak bodies reported serious difficulties in accessing accurate information, including:
· very long periods of time spent on hold when contacting the AHPRA call centre and long response times for email inquiries. For example, Ramsay Health Care Australia (the largest operator of private hospitals in Australia) suggested their employees waited an average of 29 days for emails or phone calls to be returned. In many cases, it was reported that responses were never received (sub. 35, p. 4);
· inadequate and infrequently updated information on the AHPRA website; and
· inadequately trained or informed staff that were unable to provide accurate information or updates on registration progress.
They also reported administrative problems, including:
· practitioners not receiving notifications of renewal;
· incorrect forms being sent out;
· incorrect information being entered on databases and difficulty having errors corrected;
· loss of documents relating to payment and registration; and
· long processing times for applications.
In addition to the magnitude and complexity of the reform itself, several factors exacerbated these transitional difficulties and administrative problems. First, the timeframe for implementation was relatively short
 and limited staff were available prior to commencement as most were still employed to administer the State and Territory registration schemes.  Second, delays to key pieces of legislation hindered early preparation.
 Third, transition and implementation costs were greater than anticipated (AHPRA 2011b, p. 24) and exceeded the amount earmarked under the Intergovernmental Agreement.

The majority of the costs of transitioning to the new Scheme have been imposed on health practitioners in terms of the time, energy and inconvenience associated with registration (table 10.3). Also, long registration times for new graduates and overseas trained practitioners have delayed commencement of employment, resulting in lost income and unnecessarily reducing, at the margin, Australia’s health workforce during this period (Senate Finance and Public Administration References Committee 2011).

Table 10.
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Difficulties with registration reported by samples of health practitioners
	Body
	Member’s issue
	Number

	
	
	

	Royal Australian College of General Practitioners
	Having difficulties with their registration and contacting AHPRA

Not informed of their registration renewal
	100

Several hundred

	MDA National Insurance
	General difficulties
	15-20

	Australian Dental Association
	Difficulty communicating with AHPRA to check the status of their registration

Sent wrong information about their registration even though they had put in paperwork and paid fees
	500

20-30

	Ramsay Health Care Australia
	Unsure if they were able to practise as names not appearing on AHPRA’s register
Had to cease practise for a period of between 3 days to 5 weeks due to de-registration
	234

34

	Australian Physiotherapy Association
	Did not get a renewal notice

Paid renewal fees but not processed

Made an online query and did not receive a reply
	18 (30% of survey)
36 (60% of survey)
15 (25% of survey)

	Australian Private Midwives Association
	Not notified of renewal, or given incorrect paperwork

	50 (Qld)
30-50 (Vic)

	Australian Psychological Society
	Failed to renew registration
Contacted APA with concerns about the registration process
	500
50-100 (Vic)

	
	
	


Source: Senate Finance and Public Administration References Committee (2011).
In some cases, administrative errors have also resulted in health practitioners being inadvertently de-registered, causing some loss of income and possible impacts in other areas: the reputation of the health practitioner, staff shortages at health organisations, patient treatment times and coverage of indemnity insurance. However, it is not clear how widespread or severe the impacts of inadvertent de-registrations have been. AHPRA has argued that the overall rate of lapsed registration did not appear to deviate greatly from historical trends (AHPRA 2011b). Using the number of people who lapsed and have reapplied as a proxy for those unintentionally deregistered, it was estimated that around 3800 practitioners may have been unintentionally deregistered (around 1 per cent of those scheduled for renewal). 
While the Senate Finance and Public Administration References Committee (2011) provides detailed anecdotal data around transition issues, it does not attempt to aggregate system wide transition costs. Nevertheless, some ‘back of the envelope’ calculations suggest the transitional cost could be substantial. For the purpose of this study an indicative estimate of around $24 million has been adopted (box 10.2).
	Box 10.
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‘Back of the envelope’ calculation of transition costs on health professionals

	Two key components of the transition costs on health practitioners during the implementation of the new Scheme are the additional time spent registering and the time lost by those inadvertently de-registered.

In order to estimate an indicative transition cost, it is assumed that, on average, health practitioners took 2 hours longer to register in the first year of the new Scheme than they did under previous arrangements. In part, this simply reflects that new regulatory requirements typically take some time to understand. It also encompasses the registration issues that some health professionals experienced. While some would have spent longer than two hours, for others the time spent may have been comparable or even reduced in the first year of the new Scheme (due to the availability of online registration). In 2010-11, there were around 530 000 registered practitioners in Australia, implying an additional 1 060 000 hours spent registering, or 26 500 weeks of total labour. Average weekly earnings for health care and social assistance workers in this period was around $870 dollars. This suggest a total cost of around $23 million in labour costs.
While practitioners may have missed key registration dates from time-to-time under the old arrangements, the consequences for doing so are more severe under the new Scheme (practitioners’ registration now automatically expires following a one month grace period after the nominated expiry date). In order to minimise the impact on practitioners who may have been unaware of this change, AHPRA implemented a ‘fast-track’ application process’ from September 2010. This allowed practitioners whose registration had expired the capacity to re-register within 72 hours of submitting the required documentation to AHPRA. Around 3 900 practitioners applied for re-registration through the fast track process. Assuming the average time between practitioners discovering they had been de-registered, and re-registering via the fast track process was 48 hours, this suggest a loss of around 7 800 working days. Valued at average weekly earnings for health care and social assistance workers this suggests a total costs of around $1.4 million.
Combined, these calculations suggest a total additional cost of around $24 million for health practitioners during the implementation period.

	Sources: ABS (Average Weekly Earning Australia, Cat. no. 6302, November, 2011); AHPRA (2011a); Commission calculations.

	

	


Ongoing costs
Registration fees have increased for all health professions, ranging from an increase of $26 per year on average for nurses and midwives (a 29 per cent increase) to $315 per year on average for medical practitioners (a 89 per cent increase) (table 10.4). 
Table 10.

 SEQ Table \* ARABIC 4
Annual renewal fee for general registration before and after implementation of the new Scheme
$ per year
	Eligible professional
	2009a
	2011

	
	
	

	Nurse/Midwife
	89
	115

	Dentistb
	302
	563

	Optometrist
	199
	408

	Chiropractor
	352
	510

	Medical practitioner
	355
	670

	Osteopath
	353
	496

	Pharmacist
	225
	305

	Physiotherapist
	116
	196

	Podiatrist
	234
	362

	Psychologist
	216
	403


a(Weighted average of all States and Territories. b Lower weighted averages apply for certain types of dental registrations, such as hygienist, therapist, and prosthetist.
Sources: Australian Health Ministers’ Advisory Council (2009); National Board Websites.
The Australian Medical Association has drawn attention to these increases in renewal fees for medical practitioners and expressed concern that fees paid by medical practitioners were subsidising the costs of regulating other health professions. Concerning fee relativities, AHPRA has stated that the costs of administering the new Scheme for the medical profession is in line with the fees paid (AHPRA 2011a). That is, while fees paid by the medical profession are relatively high, so are the costs — despite making up only 16 per cent of registered practitioners, AHPRA spends 39 per cent of its budget on medical practitioners. 

Some of the increase in fees is being driven by the higher regulatory standard embodied by the new Scheme. In this regard, AHPRA has noted:

The National Scheme provides for a more robust and protective regulatory environment than was in place previously... In some areas, new registration standards have added costs to the system… these requirements create new demands in the complexity of administration and the effort per practitioner to assess and process applications. (AHPRA 2011a, p. 19)

More broadly, changes to fee structures reflect a number of influences and are not necessarily due to increased overall costs under the new system, including: 
· registration and accreditation systems already experiencing significant cost pressures prior to the introduction of the new Scheme (in particular due to legal fees). Increasing fees reflect increasing cost pressures that are not related to the introduction of the new Scheme.
· the withdrawal of subsidies provided by State and Territory governments to local registration boards under the old system (either through direct funding, or indirectly through the provision of legal or other services). In effect, this cost has been transferred from taxpayers to health professionals, but is not an additional net cost.
· the need to develop an adequate level of financial reserves, given that lower than expected reserves were transferred from State and Territory bodies at the commencement of the new Scheme (AHPRA 2011b, pp. 19–20).
Over time, the intended administrative efficiencies could lower fees in the future. For example, the Dental Board of Australia has announced it will no longer require State, Territory or regional boards from 1 July 2011 (AHPRA 2011a). Similarly, the introduction of the new Scheme has been accompanied by technological improvements in several areas (section 10.1) which should deliver further efficiencies over time.
The reform and rebalancing of the fee structure will reduce fees to certain groups. In particular, health professionals who practise in multiple jurisdictions will be financially better off, as they now only need to pay to register once nation-wide. While data on multi-jurisdiction practitioners was not available for all health professions prior to the introduction of the new Scheme, the AIHW has published data on medical practitioners, nurses and midwives (who together make up around 80 per cent of all health professionals). This suggests that around 8.2 per cent of medical practitioners and around 3.9 per cent of nurses and midwives were registered in multiple jurisdictions (equating to 7216 medical professionals and 12 870 nurses and midwives).
Overall, it is not clear whether increased fees imply an overall cost increase, or (if it does) whether the increase will persist in the long run.
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Summary of effects

Table 10.5 summarises the assessment of impacts arising from the new Scheme. Because the new Scheme only came into effect in July 2010, it is unlikely substantive gains have been realised to date. Accordingly, the benefits are assessed as prospective. With the system now up and running, it is the Commission’s assessment that the ongoing benefits could progressively accrue over the next twenty years. For the purposes of this study, it assumed that new Scheme will generate an increase in total factor productivity of around 0.23 per cent, which corresponds to savings of around $160 million per year in the long term.

Available information suggests that significant transition costs are being incurred by health professions and governments, of the order of $24 million and $20 million respectively. For this study, the Commission has assessed that the bulk of these costs were incurred over several years leading up to its commencement in 2011. At this stage, it is not clear that there will be net increases in on-going administrative and compliance costs to the professions or governments. 
Table 10.

 SEQ Table \* ARABIC 5
Summary of effects of introduction of national accreditation and registration scheme

$ million (2010-11 dollars)
	
	Annual longer-run ongoing direct impactsa
	One-off direct impacts  (transition costs)

	
	Realised
	Prospective
	Realised and prospective
	Potentialb
	

	Increase in productivity of health service provision
	..
	160
	160
	..
	..

	Government administration costs
	
	
	
	
	

	
Australian Government
	..
	..
	..
	..
	(10)

	
State governments
	..
	..
	..
	..
	(10)

	Cost to health practitioners
	..
	..
	..
	..
	(24)


.. zero or none estimated. Estimates in brackets ( ) represent cost increases.  a In addition to the productivity effects described, the new Scheme will also have implications for the ongoing costs of administering the regulatory regime. However, it is unclear what these will be over the long run. On the one hand, scale and efficiency measures should drive cost savings. On the other, stricter registration requirements increase the resources required to administer the new Scheme, compared to previous arrangements. b Potential impacts relate to measures that are yet to be implemented, but which are sufficiently likely to be implemented in the future. Realisation of potential direct impacts will require continued commitment and sustained effort. 
Source: Commission estimates.
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Opportunities for improvement
For the purposes of the National Partnership Agreement to Deliver a Seamless National Economy, the health workforce reforms are complete and no further actions are scheduled. Governments will continue to play a role through the Australian Health Workforce Ministerial Council, and the nature of its relationship with the National Boards and AHPRA itself may continue to evolve over time.

There is scope for AHPRA to continue to develop its administrative processes and organisational capabilities (a number of past and ongoing measures are detailed in AHPRA 2011a and 2011b). The Australian Medical Association (sub. R.5) points to a number of specific issues, such as:
· inefficient administrative processes not well suited to the tiered registration structure of the medical profession;

· little information about the process of notifications, who the decision makers are and how matters are escalated; and

· mandatory reporting requirements, aimed at monitoring practitioners with health conditions or impairments that may undermine their ability to treat patients, may increase risk to patients, rather than decrease it. This is because the mandatory reporting requirements may discourage practitioners from seeking treatment, or from divulging all necessary information to permit appropriate care.

Many of the stated concerns should be abated over time as the operation of the new Scheme becomes more widely understood, and AHPRA’s administration processes become fully established. Further improvements in performance are appropriately based on the experiences garnered by the management of the accreditation and registration system over time, and the evidence unveiled through the course of its operations. AHPRA states that it:

… has a significant program of work to continue to develop business processes and capacity. AHPRA has made strong progress in relation to the reliability and performance of its operational systems and processes. It has also made substantial progress to further standardize national processes for dealing with notifications about the health, performance or conduct of individual practitioners. Over the last year, AHPRA has also had a clear focus on improving customer service, particularly in responding to community and practitioner phone calls, emails and counter enquiries. (sub. DR-R15, p. 1)

Further work will also be required with the inclusion of four new professions in the new Scheme from July 2012 onwards. For some of these (such as podiatrists), this will involve transitioning from state-based regulatory frameworks to nationally consistent arrangements. However, for others (such as Chinese Medicine Practitioners and Aboriginal and Torres Strait Islander Health Practitioners) many jurisdictions do not have registration and accreditation requirements. The absence of experience with registration and accreditation systems means that additional care will be required in transitioning practitioners in these jurisdictions, and establishing effective quality assurance mechanisms.
As noted by the COAG Reform Council (CRC 2010), the continued operation of local complaints bodies in New South Wales and the Australian Capital Territory potentially undermines one element of the harmonisation objectives of the reform. Once the new Scheme has become firmly established, there is merit in reviewing the desirability of separate complaints bodies, the costs and benefits of the arrangement, and the possible integration into the national framework.
There may also be scope to improve the harmonization of regulatory systems that connect with the new Scheme. For example, while the new Scheme makes it easier for dentists and medical practitioners to operate in more than one jurisdiction, in doing so they are likely to encounter different legislative requirements around prescription, supply, possession and administration of drugs. This can reduce their capacity to effectively practise in more than one jurisdiction, and may also undermine their geographic mobility.

In many cases, the mobility of health professionals is not matched by the mobility of patient information that they need to practise effectively. As such, the objective of more efficiently aligning the supply of health professionals to patient demand is likely to be assisted by the introduction of E-health technology such as personally controlled electronic health records.

Lessons learned from the implementation of the new Scheme

The new Scheme represents a large scale change, completed in just over 2 years following the signing of the Intergovernmental Agreement (although COAG had signalled its intention in this area from mid-2006). The Australian Medical Council describes this as ‘the most radical reform of regulation of the health professions in Australia since the first Act of Parliament to regulate the practice of medicines in the British dominion was passed in 1873’ (2011, p. 1).

Morauta (2011) examines the ‘adoption of laws’ model used to implement the new Scheme and identifies several critical factors contributing to the completion of the reform within the tight time-frame. These include:
· extensive and iterative consultation that was responsive to stakeholder concerns;

· a high level of consensus between jurisdictions;
· effective collaboration between departments, ministers and COAG, including strong ministerial leadership, having dedicated avenues to advance reform (beyond the usual inter-jurisdictional arrangements), and having specifically funded support structures to enable effective development and implementation; and
· a high level of commitment to advancing the reform, such as holding to the nominated commencement date for the scheme was seen as a key strategy for maintaining reform momentum.
The importance of these factors was also reaffirmed in consultation during the course of this study.

On the other hand, the introduction of the new Scheme was associated with considerable transition costs, most evident in the disruptions to practitioners registering with AHPRA for the first time. It is possible, in hindsight, to identify particular areas where the transition could have been improved on (for example, additional resourcing of call centres). However, the extent to which this can provide useful generalisation to other reforms is limited by the disparate nature, environment and objectives of the reforms themselves. In any event, even the best planned reforms are vulnerable to unforeseen problems — minimisation of the costs associated with these will be a function of the timeliness of their identification and the effectiveness of the response. 
It will rarely be the case that disruption to sectors undergoing reform can be entirely eliminated, and typical responses to such risks carry their own costs. For example, while longer lead times and more gradual transitions can reduce the intensity of the transitionary costs experienced, this carries costs such as:
· deferring the benefits of the reform; and 
· the risk of losing momentum and not achieving meaningful reform at all.
The experience with the implementation of the new Scheme highlights this important trade-off. During consultations, the Commission was advised that a more gradual approach in the case of the new Scheme would have risked missing a window of opportunity for change — thereby risking the reform itself. 
� 	This  legislative model is also referred to as an ‘adoption of laws’ model.


�	Prior to this, responsibility lay with the Australian Health Ministers Conference.


�	The dataset will also hold data from the Australia Institute of Health and Welfare (AIHW), Australian Bureau of Statistics (ABS), Medicare Australia Department of Immigration and Citizenship (DIAC) and the Department of Education, Employment and Workplace Relations (DEEWR).


�	www.hwa.gov.au/work-programs/information-analysis-and-planning/national-statistical-resource


�	The Australian Medical Council found evidence that shortcomings with data systems prior to the new Scheme led to some practitioners having the authority to bill Medicare, despite not being currently registered as legally qualified medical practitioners (2011, p. 4).


�	Such as the National Health and Hospitals Agreement, the National Partnership Agreement on Hospital and Health Workforce Reform and the National Health Reform Agreement.


�	Answers to questions on notice to the Department of Health and Ageing, taken at the public hearing on 5 May 2011 and provided on 23 May. 


� For example, changes to mutual recognition in 1992 were implemented over three years and did not entail any changes to existing organisational structure. 


� Only New South Wales, Victoria and Queensland passed their referencing legislation by the end of 2009 as set out in milestone two of the National Partnership Agreement to Deliver a Seamless National Economy.
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