


 

Important Notice 

The information contained in this document originally produced by AECOM Australia Pty Ltd (AECOM) and 

PricewaterhouseCoopers Consulting Australia Pty Ltd (PwC) together referred to as AECOM/PWC, was 

produced solely for the use of Infrastructure Victoria and was prepared for the specific purpose outlined in the 

contract dated 23 February 2016. No third party may use or rely on this document. AECOM/PwC has used its 

reasonable endeavours to ensure this document is based on information current as at the date of this document.  

AECOM/PwC’s assessments represent its reasonable judgments within the time and budget constraints of its 

commission and using information available to it at the time within those constraints. 

Information contained in this document takes precedence over any later verbal or written presentation, 

representation, clarification or advice.  Unless contained within this document, information included in any verbal 

or written presentation, representation, clarification, or amendment made after the date of the Report may not be 

relied upon unless the same has been issued in writing by AECOM/PwC as a formal numbered addendum to the 

Report.  

AECOM/PwC has relied on information provided by Infrastructure Victoria and by third parties (Information 

Providers) to produce this document and arrive at its conclusions. AECOM/PwC has not verified information 

provided by the Information Providers (unless expressly stated otherwise) and we assume no responsibility and 

make no representations as to the adequacy, accuracy or completeness of such information. No responsibility is 

assumed for inaccuracies in reporting by the Information Providers including, without limitation, by Infrastructure 

Victoria’s employees or representatives or for inaccuracies in any other data source whether provided in writing 

or orally used in preparing or presenting the document. 

Unless required by law, Infrastructure Victoria shall not provide this document to any third party without 

AECOM/PwC’s prior written consent which AECOM/PwC may, in their sole discretion grant, withhold or grant 

subject to conditions. Possession of this document does not carry with it the right to commercially reproduce, 

publish, sell, hire, lend, redistribute, abstract, excerpt or summarise this document or to use the name of 

AECOM/PwC in any manner without first obtaining the prior written consent of AECOM/PwC. This document 

does not purport to give legal advice.  

Subject to AECOM/PwC’s obligations to Infrastructure Victoria: 

a. any other recipient of this document, by their acceptance or use of this document, releases AECOM/PwC, 

their parent corporation and its and their affiliates from any liability for direct, indirect, consequential or 

special loss or damage whether arising in contract, warranty, express or implied, tort or otherwise, and 

irrespective of fault, negligence and strict liability.  

b. AECOM/PwC undertakes no duty to, nor accepts any responsibility to, any other party who may use or rely 

upon this document.  

c. If anyone other than Infrastructure Victoria chooses to use or rely on this document they do so at their own 

risk. 

d. AECOM/PwC undertakes no duty to and accepts no responsibility for impacts on any findings from changes 

in "external" factors such as changes in GDP, terms of trade, changes in government policy or the 

behaviour of markets.  

e. This document may include “forward-looking statements”. These statements relate to AECOM/PwC’s 

expectations, beliefs, intentions or strategies regarding the future.  These statements may be identified by 

the use of words like “anticipate,” “believe,” “estimate,” “expect,” “intend,” “may,” “plan,” “project,” “will,” 

“should,” “seek,” and similar expressions. The forward-looking statements reflect AECOM/PwC’s views and 

assumptions with respect to future events as of the date of this document and are subject to future 

conditions, other risks and uncertainties, including but not limited to economic and political conditions and 

sovereign risk.  Circumstances and events will occur following the date on which such information was 

obtained that are beyond AECOM/PwC’s control or knowledge and which may affect the findings or 

projections contained in this document. We may not be held responsible for and specifically disclaim any 

responsibility for such circumstances or events. 

No section or element of this document may be removed, reproduced, electronically stored or transmitted in any 

form by parties other than those for whom the document has been prepared without the written permission of 

AECOM.  All sections in this document must be viewed in the context of the entire document including, without 

limitation, any assumptions made and disclaimers provided.  No section in this document may be excised from 

the body of the document without AECOM’s prior written consent.  

PwC’s liability is limited by a scheme approved under Professional Standards Legislation. 
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1.0 Purpose of the addendum 

The purpose of this addendum is to provide the rationale for the potential health options to be considered as part 

of Infrastructure Victoria’s 30 year infrastructure strategy.  

This paper primarily considers the needs underpinning the infrastructure solutions required to meet the forecast 

demand for health services over the coming years. However, it is acknowledged that the effective management 

of health care demand will only be achieved through a holistic change to the health system. This includes the 

development of alternative and innovative models of care, strong leadership and a capable and agile workforce. 

Therefore health infrastructure should be considered an enabler to the realisation of the future of health service 

delivery. 

1.1 Introduction 

Victoria is Australia’s fastest growing capital city with population forecast to grow more than 55 percent over the 

next 30 years, resulting in growth in core health service need, such as emergency, maternity, medical and 

surgical services across the State. Further, the Victorian population is ageing, with the profile of our population 

shifting with the old-age dependency ratio (people of working age (15 – 64) to every person over the age of 65) 

increasing from 50 dependents for every 100 workers in 2013 to 59 dependents to 100 workers in 2033. In 

addition, the prevalence of chronic and complex disease is likely to continue to increase
1
.  

These factors contribute to an unsustainable demand growth for health services. Victoria’s health resources are 

already constrained and further demand will likely result in increased waits for services. As such, traditional 

modes of service delivery are required to shift to better meet the needs of our population. This includes a range 

of interventions, such as shifting the models of care outside of the hospital walls, changing workforce profiles and 

improving our ageing infrastructure.  

Any future investment in infrastructure therefore must reflect contemporary practices, reflect the health needs of 

the community and cater for those with a disability, creating appropriately designed and accessible services.  

2.0 Victoria’s growing population 

Figures from the 2015 Travis Review found that in 2014 there were more than 1.6 million admissions to Victorian 

hospitals (half of which were for same-day treatment) and 1.5 million presentations to accident and emergency 

departments (Travis Review data taken from the Victorian Admitted Episodes Dataset (VAED), which includes all 

health services). While 2014 data is not available for outpatient and non-admitted occasions of service, in 

2012/13, 3.6 million outpatient occasions of service were provided as well as 2.6 million non-admitted occasions 

of service (such as allied health services).
2
 

2.1 Chronic and complex disease is increasing 

While we are living longer, we are living more sedentary and unhealthy lifestyles. As such the prevalence of 

complex and chronic diseases within the community is increasing with approximately 35 percent of all Australians 

living with a chronic condition. The prevalence of many of these conditions is projected to grow (as displayed in 

Figure 1).  

                                                           
1
 Australian Bureau of Statistics 4102.0 Australian Social Trends 2014, accessed at: http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0main+features82014, 8 

June 2016 
2
 Travis Review (June 2015) Increasing the capacity of the Victorian public hospital system for better patient outcomes 

http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0main+features82014


 

Supplement D – Addendum to Need 3 Page 3 

Figure 1 Estimated and projected prevalence (%) of selected chronic diseases (2014 to 2025)
3
 

 

With many patients often experiencing multiple conditions at once, these conditions are adding to a growing 

demand in the health system. For example, in 2013/14, 48 percent of potentially avoidable hospitalisations were 

for chronic conditions.
4
 By 2022, up to 70 percent of health care costs are projected to be associated with chronic 

and complex conditions.
5
 

The prevalence of chronic and complex disease is significant, particularly in the outer west and outer north-west 

of metropolitan Melbourne where, as an example, the prevalence of diabetes is between 5 percent to over 9 

percent
6
. In addition, many people often suffer from a combination of these diseases. At present there is limited 

coordination of care amongst practitioners and clinicians, often resulting in gaps or overlaps in service delivery.  

As diseases progress, without early intervention from the primary and community health care providers, there is 

an increasing reliance on acute care. There is evidence to suggest that once the disease progresses to a point of 

an acute admission, a rapid deterioration in health outcomes often occurs.  

We also know that many of those who experience multiple chronic illnesses often require a broader support 

system, including social supports like housing and welfare. Therefore, the consideration of an integrated social 

and health community precinct would enhance access and promote care coordination.  

2.2 Increasing demand for health services 

2.2.1 Primary and community health services 

The number of Victorians accessing primary care is growing. Between 2011/12 and 2014/15, the number of 

occasions of GP service in Victoria grew from 5,763 to 6,078 for every 1,000 people.
7
  

There is a breadth of general practitioner (GP) services provided across Victoria however the location and scope 

of the facilities are not well documented. In Victoria there are: 

- 88 community health services 

- 79 community dental clinics 

- 1,300 community pharmacies 

Access to primary healthcare metrics provide a useful proxy of current supply. Figure 2 shows that across major 

cities and inner regional areas, access to primary care is reasonably similar and outer regional areas have lower 

than average access. 

                                                           
3
 Department of Health and Human Services (2016) 

4
 Primary Health Care Advisory Group (December 2015) Better Outcomes for People with Chronic and Complex Health Conditions, prepared for the Minister for Health, 

the Hon Sussan Ley MP 
5
 Department of Health (2011) Metropolitan Health Plan 

6
 Metropolitan health plan technical paper, 2011 (DHHS) 

7
 Productivity Commission (2016) Report on Government Services, Chapter 10- Primary and Community Healthcare, Table 10A.11 
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Figure 2 Availability of primary healthcare services per 100,000 population 
8
 

 

Access rates to services such as Nurse-on-call provide an indication of the level of face to face 24/7 primary 

healthcare available to Victorians. Despite the numbers above, residents of inner rural regions called at a rate of 

70 per 1000 population, followed by middle rural (just under 60 calls per 1000 population) and approximately 50 

calls per thousand population in both outer rural and metropolitan regions.
9
 These rates are likely a combination 

of the demographic mix in these areas as well as the lack of access to 24/7 primary healthcare in their local 

areas. 

Access to GPs is an indication of the gap likely experienced in broader community and primary health care. 

Figure 3 illustrates where current GP services are located, measured against the projected growth in population 

across Victoria to 2021/22 in Figure 4.  

Figure 3 Projected population at 2022 and the location of current GP services
10

 

 

  

                                                           
8
 Productivity Commission (2016) Report on Government Services, Chapter 10- Primary and Community Healthcare 

9
 Department of Health (November 2014) Rural and Regional Health Plan Technical Update  

10
 Department of Health (2014) Metropolitan Health Plan Technical Paper update 
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Figure 4 Projected population at 2022 and current location of GP services across Victoria
11

 

 

This indicates that there are regions where there is a substantial gap in the service profile, in particular in the 

outer-north, west and east of Melbourne and in regional locations throughout Victoria such as north-west Victoria, 

Latrobe and Gippsland regions
12

.  

Providing integrated facilities that provide a combination of primary and community care is one element in 

assisting with improving access to appropriate and timely services for those most in need. Modern facilities that 

provide suitable access, particularly for those suffering a disability or the elderly will be important. The facility 

would also provide a range of services and enable integrated care provision, using seamless information transfer.  

While this is a statewide approach to providing community and primary care, this should be focused where there 

are the largest gaps in accessing community and primary care. There is also the opportunity to repurpose 

existing regional and rural acute / hospital facilities into integrated care facilities (similar to that identified for the 

WA Health Southern Inland Health Initiative shown in Box 1). 

Box 1 Southern Inland Health Initiative 

Example in practice 

Southern Inland Health Initiative (SIHI) commenced in July 2011 and includes a capital works 

program and a health workforce and health services improvement program. 

The strategic outcomes of the program are: 

- sustainable, safe, high quality emergency and acute services 

- primary health care services that integrate with and reduce reliance on emergency and 

hospital care 

- increase telehealth enabled services closer to home 

- health related infrastructure improvements supporting contemporary clinical and support 

services. 

A preliminary evaluation in 2014/15 indicated that there was demonstrable, measurable benefits 

identified that indicate service improvements and program effectiveness. This includes significant 

increases in the range of local health services that bring care closer to home and are having a 

positive effect on helping people avoid hospital
13

. 

 

                                                           
11

 Department of Health and Human Services Regional and Rural Health Plan Technical Paper Update, November 2014 
12

 Refer to NHS Future Forward, Kings Fund http://www.kingsfund.org.uk/sites/files/kf/media/Housing-care-and-health-infographics.pdf 
13

 Southern Inland Health Initiative Program Evaluation – Preliminary Key Findings; WA Country Health Service (2016); 

http://ww2.health.wa.gov.au/~/media/Files/Corporate/general%20documents/SIHI/SIHI-Eval-report.ashx 
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Another example is the current development in Melton, discussed in Box 2.  

Box 2 Melton Ambulatory Care Centre 

Example in practice 

Due for completion in 2017, the Melton Ambulatory Care Centre will provide adult community mental 

health and youth mental health services, a range of adult health, children and family services, drug and 

alcohol services, and Aboriginal health services.  

The Melton Ambulatory Care Centre is being developed with strong collaboration and contribution from 

several local agencies, including Midwest Area Mental Health, CoHealth, Breakthru People Solutions, 

Odyssey House, Victorian Aboriginal Health Services, MacKillop Family services and Pinarc. 

The aim of this facility is to bring together a range of health and community services ensuring services 

are better coordinated, more efficient and more convenient for locals
14

.  

 

2.2.2 Acute and sub-acute health services 

Health services measure their capacity and capability to provide health services to their local catchment in terms 

of ‘self-sufficiency’, that is the number of people within the catchment receiving healthcare as a proportion of the 

number of services provided by the health service. As highlighted previously, the population is expected to grow 

significantly over the next thirty years, from approximately 6.0m people to 9.4m people
15

. As the population 

continues to grow, there will be an inherent growth in demand for health services across the State.  

The rates of growth result in increases in demand for core health service need, such as emergency, maternity, 

medical and surgical services across the State. It’s expected that the overall number of patients seeking care in 

an inpatient (i.e. hospital) environment is expected to increase at an average annual rate of 3.3 percent per 

annum (from 2013 – 2022).  

Much of the forecast demand will come from patients over the age of 70 who will use 45 percent of hospital 

beds.
16

 Significantly, annual growth for palliative care, chemotherapy and renal and peritoneal dialysis treatments 

are projected to grow particularly. Displayed in Table 1, these projections indicate a significant growth in demand 

for renal services in particular, as well as for emergency services across the Victorian health system.  

Table 1 Projected health separations to 2021/22
17

 

Program/treatment 2012/13 2021/22 
Growth (2012/13-
21/22) 

Emergency Multiday Medical 217,369 283,739 31% 

Chemotherapy 84,436 113,557 34% 

Renal and Peritoneal Dialysis 283,748 378,705 33% 

Mental Health 22,875 27,496 20% 

Palliative Care 7,304 10,657 46% 

 

This additional patient load on our hospitals prompts consideration of how health services are configured to 

provide the most efficient and effective services for patients when and where they need it.  

Demand flows across the State 

When compared against the projected change in population, without intervention self-sufficiency for public health 

services is likely to continue to decline, placing strain on the broader system. The boundaries are not precisely 

aligned, but show that there will likely be a potential demand-supply gap in the northern and western corridors of 

Melbourne for patients seeking treatment within their catchment. Similarly, projected demand for primary 

                                                           
14

 Planning progresses for new Melton health hub; Planning progresses for new Melton health hub; (2015) available at: http://donnardella.com.au/latest-

news/2015/10/planning-progresses-for-new-melton-health-hub/ 
15

 Victoria in the Future, ABS projections 2016 and 2046, accessed at: http://www.dtpli.vic.gov.au/data-and-research/population/census-2011/victoria-in-future-2015 
16

 Department of Health (2011) Metropolitan Health Plan  
17

 Department of Health (2014) Metropolitan Health Plan Technical Paper Update 

http://www.dtpli.vic.gov.au/data-and-research/population/census-2011/victoria-in-future-2015
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healthcare services may outweigh the extent of current services available in regions, particularly in the outer 

west, north and south east of metropolitan Melbourne
18

 (displayed in Table 2).  

Table 2 Current self-sufficiency (public hospitals) 

Metropolitan 
planning area 

Self-sufficiency 
(residents receiving care within 
their planning area)

19
 Region Population change

20
 

Inner East 58.9% 

Central 230,000 – 280,000 
Inner North 76.1% 

Inner Southeast 29.7%
21

 

Inner West 54.6% 

Northeast 62.2% 
Northern 400,000 – 470,000 

Outer Northwest 56.2% 

Outer East 70.6% Eastern 150,000 – 200,000 

Outer West 60.5% Western 370,000 – 430,000 

Peninsula 82.4% 
Southern 400,000 – 480,000 

Southeast 66.8% 

 

Table 2 above illustrates that geographically, changes in population profiles across Victoria will present differing 

levels of demand. This is due to a combination of factors including population growth and ageing. Projected bed 

gaps for hospital beds have been projected by DHHS to 2021/22 and can be found in Table 3. The data 

presented does not account for the recent budget commitments for the redevelopment of several health services 

in metropolitan and regional Victoria
22

.  

  

                                                           
18

 Area profiles against which DHHS reports against is derived from the area boundaries as per its Victorian Health Plan Technical Paper 2011 
19

 Department of Health (2011) Metropolitan Health Plan Technical Paper 
20

 Interpolated from graphic in Department of Health (2011) Metropolitan Health Plan 
21

 Does not account for high usage of the Alfred Hospital which sits just outside this planning area boundary 
22

 Budget Paper 4: 2016/17 Budget, Department of Treasury and Finance (2016) 
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Table 3 Additional beds required (based on resident demand) by region (public and private) 

Location 2021/22 

Per cent annual 

growth 2010/22 

Metropolitan profile area 

Inner East 90 0.9 

Inner North 162 1.8 

Inner Southeast 134 1.4 

Inner West 60 1.6 

Northeast 91 1.3 

Outer East 126 1.6 

Outer Northwest 441 4.5 

Outer West 426 3.9 

Peninsula 131 1.9 

Southeast 375 3.6 

Total forecast bed gap 2036  

Regional profile area 

Central and Upper Hume 15 0.5 

Central and West Gippsland 55 1.7 

Central Highlands 63 1.7 

Central Victoria 66 1.1 

East Gippsland-Wellington 29 1 

Geelong and Coast 107 1.8 

Goulburn Valley and Lower Hume 64 1.5 

Mallee 11 0.4 

Pyrenees and Wimmera -14 -0.6 

South Coast 17 0.9 

South West 12 0.4 

Total forecast bed gap 425  

 

The average growth per annum to 2021/22 can be extrapolated to provide highly indicative estimates for demand 

in 2046/47. The rudimentary estimates indicate that the current number of points of care (defined as inpatient 

services or selected infrastructure used to deliver care) would need to increase by about 1.5 times the current 

infrastructure over the next 30 years (assuming no changes to the models of care in place). While some of this 

demand is currently being delivered within major capital developments across the State, the requirements are 

unsustainable. Therefore, alternative models of service delivery must be considered to provide a substitute for 

such levels of investment.  

3.0 Victoria’s ageing population 

The growing life expectancy within the population is changing the needs of the community as a whole. While we 

live longer lives the prevalence of chronic disease and other illnesses increase as we get older. This has an 

impact on disability within Victoria’s community, which is significantly more prevalent among our aged population 

than in other age cohorts.  
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3.1 People with disabilities 

About one percent of all Victorians suffer from a disability, with the proportion of people experiencing disability 

increasing as the population ages. This data is displayed in Figure 5.  

Figure 5 Proportion (%) of Victorians living with a disability 2012
23

 

 

The prevalence of those with profound or severe disability exponentially increases with age, as shown in Figure 6 

below
24

. 

Figure 6 Snapshot of disability prevalence by age (2008/09) 

 

Appropriate supports (non-infrastructure and infrastructure) are required to enhance social inclusion and improve 

outcomes for those with a disability
25

. Similarly, consumer expectations are changing with an expectation that 

they be informed and involved in their own care – challenging the traditional patient-clinician divide.  

From 1 July the National Disability Insurance Scheme (NDIS) will progressively roll out across Australia. The 

NDIS is a new way of delivering services and support for people with permanent and significant disability in 

Australia. The NDIS enables people with a disability to choose support and services to meet their individual 

needs. While it is likely that this will enable more people to live as independently as possible, there will be a 

continued need for appropriate supports in a local and easy to access setting.  

3.2 Demand from the ageing population 

The changing population profile, where there are fewer people of working age as compared to the older 

population, will drive demand in all aspects of care delivery including hospitals, primary care, disability services 

and residential aged care.  

                                                           
23

 ABS 4430.0 Disability, Ageing and Carers, accessed at: http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4430.02012?OpenDocument 
24

 Extract from CEPAR research brief 2014/01 Aged care in Australia 
25

 Inquiry into social inclusion and Victorians with a disability, Family and Community Development Committee, Parliament of Victoria (2014) 
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There is a fundamental need to provide continued investment to support modifying infrastructure in the home. 

Funding for such modifications is available under existing aged care funding arrangements, however, there are 

limitations. With this brings the need to provide increased services to support ageing in the home environment, 

thus reducing the reliance on aged care places. 

Notwithstanding this, there will be a continued need for residential aged care. At 30 June 2015, there were 

51,131 residential operational places in Victoria.
26

 Of these, 11.5 percent were government places, with the 

remainder supported by religious, private for-profit, charitable or community based organisations. Of all 

residential places in 2014, 24,284 were high care, and 25,637 positions were low care. One thousand transition 

care places are provided in Victoria. The occupancy rate of residential care services in Victoria is 91.6 percent
27

. 

To provide a sense of how the projected population intersects with the current location of aged care services, the 

Department of Health and Human Services collated population projections at 2022 against service locations in 

2014 (displayed in Figure 7 and Figure 8). 

Figure 7 Projected population (2022) and current regional aged care services
28

 

 

  

                                                           
26

 Productivity Commission (2016) Report on Government Services, Table 13A.14 
27

 Productivity Commission (2016) Report on Government Services, Table 13A.17 
28

 Department of Health and Human Services Regional and Rural Health Plan Technical Paper Update, November 2014 
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Figure 8 Projected population (2022) and current aged care services
29

 

 

Appropriate ongoing support will be increasingly required given over 45 percent of over 85 year old Victorians 

experience profound or severe core activity limitations. Of 75 – 79 year olds in 2014/15, 17 percent also 

experience profound or severe core activity limitations.
30

 

3.3 Meeting the demand gaps 

In 2015, in response to the growing demand for aged care in Australia, the Aged Care Financing Authority 

recommended a shift in the planning ratio target from 86 residential care places per 1,000 people over the age of 

70 to 80 residential places by 2021/22
31

. Extrapolating this to 2046 provides an indication of the total care 

requirements for the aging population which is presented in Table 4 and Table 5. This provides a significant 

infrastructure burden to the State. As the population is likely to live longer into the future, by altering the 

estimations to represent the same proportion of the population, the bed forecasts reflect a more sustainable level 

of investment. It should be noted that these estimates require further refinement and are based on extrapolations 

using the most recent information available on the sector planning.  

Table 4 Residential current and forecast requirements 

Residential care bed estimate Current (2015) Forecast (2046)
32

 Approximate gap 

Scenario 1: 

80 beds per 100,000 aged 70 years or 

older 

51,131 ~120,000 ~70,000 

Scenario 2: 

80 beds per 100,000 aged 75 years or 

older 

51,131 ~89,000 ~37,000 

Scenario 3: 

80 beds per 100,000 aged 80 years or 

older 

51,131 ~58,000 ~7,000 

 

Similarly, the Aged Care Financing Authority recommended a shift in the planning ratio target from 27 home care 

places per 1,000 people over the age of 70 to 45 home care places per 1,000 people by 2021/22
33

. 

  

                                                           
29

 Department of Health and Human Services Metropolitan Health Plan Technical Paper Update, November 2014 
30

 ABS 4430.0 Disability, Ageing and Carers, available at: http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4430.02012?OpenDocument 
31

 Aged Care Financing Authority (2015) Third report on the funding and financing of the aged care sector, available at: 
https://www.dss.gov.au/sites/default/files/documents/10_2015/2015_report_on_the_funding_and_financing_of_the_aged_care_sector.pdf 
32

 Projected estimates using ACFA and VIF population projection data 
33

 Aged Care Financing Authority (2015) Third report on the funding and financing of the aged care sector, available at: 

https://www.dss.gov.au/sites/default/files/documents/10_2015/2015_report_on_the_funding_and_financing_of_the_aged_care_sector.pdf 

https://www.dss.gov.au/sites/default/files/documents/10_2015/2015_report_on_the_funding_and_financing_of_the_aged_care_sector.pdf
https://www.dss.gov.au/sites/default/files/documents/10_2015/2015_report_on_the_funding_and_financing_of_the_aged_care_sector.pdf
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Table 5 Home care current and forecast requirements  

Home care packages
34

  Current (2015) Forecast (2046)
35

 Approximate gap 

Scenario 1: 

45 packages per 100,000 aged 70 years or 

older 

18,902 ~70,000 ~51,000 

Scenario 2: 

45 packages per 100,000 aged 75 years or 

older 

18,902 ~50,000 ~31,000 

Scenario 3: 

45 packages per 100,000 aged 80 years or 

older 

18,902 ~33,000 ~15,000 

 

Based on the analysis above, the provision of community and home based services is required to almost triple. 

Further, the forecasts show that demand for aged care infrastructure will dramatically increase to support the 

ongoing care needs of the ageing population throughout Victoria. To effectively meet this demand requires 

transitioning to a fully collaborative model of care
36

, with the consumer at the centre. 

Presently, the State Government is responsible for providing approximately 14 percent of the aged care bed 

profile, particularly in regional and rural areas across Victoria
37

. There is likely to be a continued need for 

investment to ensure adequate access to appropriate aged care services for all Victorians.  

Respite is a core element of service provision, enabling people to stay at home longer with their families or paid 

carers. In 2011 almost 60,000 respite admissions were recorded across Australia with an average length of stay 

of 3.5 weeks
38

. While limited data exists to support the demand profile, extrapolating the growth profile in the over 

70s to 2046 indicates that the total number of admissions in Victoria could be around 25,000 (up from about 

15,000 in 2011). At the average length of stay this translates to about 1,600 beds servicing respite needs across 

the State
39

.  

One way to provide ongoing support is to provide integrated aged care hubs (or precincts), which connect health 

and wellbeing services with other support services integrated with aged care or retirement villages
40

. These 

services must also cater for those suffering from mild, profound or severe disability, creating appropriately 

designed and accessible services.  

  

                                                           
34 Includes high and low home care and transition care allocations as per the Aged Care Service List (Victoria) (2015); available at https://www.dss.gov.au/ageing-and-

aged-care-overview/about-aged-care/aged-care-service-list-victoria 
35 Projected estimates using ACFA and VIF population projection data 
36

 Connected and coordinated: Personalised service delivery for the elderly, PwC (2015) 
37

 Victorian Health Priorities Framework, Regional and Rural Health Plan; Department of Health and Human Services (2011). 
38 Residential aged care in Australia 2010–11: A statistical overview, Australian Institute of Health and Welfare (2011), available at: 

http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=10737422896 
39

 These estimates are based only on projected population growth and therefore further refinement is required to determine the actual amount required.  
40

 Insights: Aged Care, NAB (2015) 
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4.0 The prevalence of mental illness 

Approximately 45 percent of Victorian’s will experience mental illness in their lifetime, with 11 percent of the 

population experiencing mild mental illness each year, six percent experiencing moderate mental illness each 

year and three percent of the population experiencing severe mental illness each year. Despite the prevalence of 

mental illness, in 2016, only about 1.1 percent of the population are treated within the State-funded clinical 

mental health services and 0.45 percent of Victorians received publicly funded community support. While some 

receive private support, there is still a significant gap in service provision.  

Both mental health and alcohol and other drug (AOD) acute services are significantly limited. As a result, there is 

often a long wait to access acute treatment services and higher thresholds for entry. People often experience 

long and inappropriate stays in the emergency department and often require transfer to alternative facilities 

where capacity exists. The demand pressures created mean that people may receive less timely, less intensive 

and/ or shorter treatment than they need
41

. This is further exacerbated with clients increasingly suffering from 

highly complex issues that go beyond mental illness or alcohol and other drug dependence. 

Step-down services are often required, enabling clients to transition from acute hospital based services to 

community based services. AOD treatment services often require long and intensive periods of support and 

occurrences of relapse is common. This is further exacerbated with clients increasingly suffering from highly 

complex issues that go beyond mental illness or AOD dependence.
42

 

As Australia’s clinical mental health bed occupancy rates are high, clinical mental health patients often have a 

short average length of stay (LOS) and many are discharged before treatment regimens are optimally effective
43

. 

The 30-day hospital readmission data is an indicator of the effectiveness of these treatments. Australia has the 

highest readmission rate among OECD countries for patients diagnosed with schizophrenia, the fourth highest for 

bipolar disorder
44

 and unfortunately those who experience mental illness often have more frequent emergency 

service interventions.
45

 

In addition, to improve the health outcomes for those suffering from mental health or an AOD reliance, there is a 

need to increase the capacity of community bed-based services across Victoria. Access to services is a priority 

and should be accessible for individuals, their families and carers. Services should have good linkage, 

communication flow, coordination and integration. The current capacity can be seen below in Figure 9. 

As prevalence of mental health is likely to continue to grow, there is a continued need for mental health and AOD 

service support. 

Figure 9 Current acute mental health beds per 100,000 people
46

 (public) 

 

There are almost 210 funded residential rehabilitation beds across the State, compared to 900 beds in NSW 

(data displayed in Table 6). This translates to 15.98 beds per 100,000 people in New South Wales, while Victoria 

                                                           
41

 Victoria’s 10-year mental health plan; DHHS (2016) available at: https://www2.health.vic.gov.au/mental-health/priorities-and-transformation/mental-health-plan 
42

 http://www.health.vic.gov.au/mentalhealthservices/adult/ 
43

 Mental health services reach the tipping point in Australian acute hospitals; Stephen Allison and Tarun Bastiampillai; Med J Aust 2015; 203 (11): 432-434. 
44

 Organisation for Economic Co-operation and Development. Health at a glance 2013: OECD indicators. Paris: OECD, (2013). available at: 

http://dx.doi.org/10.1787/health_glance-2013-en . 
45

 Victoria’s 10-year mental health plan; DHHS (2016); available at: https://www2.health.vic.gov.au/mental-health/priorities-and-transformation/mental-health-plan 
46

 Australian Institute of Health and Welfare (2014), accessed at: https://mhsa.aihw.gov.au/resources/facilities/beds/ 
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only has 4.7 per 100,000. While Victoria has a well-developed community-based service response, the current 

bed-based services is insufficient to meet demand.
47

  

The Metropolitan Health Plan forecast the total number of public acute mental health Points of Care (PoC) to 

2021/22. To date no projections have been completed to support the growth in public mental health and AOD 

community-based beds. This is currently being undertaken by the Department of Health and Human Services. 

Table 6 Mental health and alcohol and other drug bed forecasts (public) 

Additional PoC Historical (2014) Forecast (2046)
48

 Gap 

Acute mental health PoC 938 ~1,700 ~700 

Community mental health PoC
49

 1,536 ~2,400 ~1,000 

Alcohol and other drugs PoC
50

 210 ~325 ~100 

 

It is acknowledged that, based on demand, in the short term, particular gaps include:  

- Outer metropolitan Melbourne, including the north-west and south-east of Melbourne.  

- Regional locations including Traralgon, Shepparton and Geelong
51

.  

Forensic mental health patients – patients whom have had contact with the court or criminal system – are 

supported by Victoria’s Thomas Embling psychiatric hospital’s 152 beds.
52

 The hospital supports acute and 

continuing care patients and is run by Forensicare who also provide a series of community-based clinical and 

support services for forensic mental health patients released from the acute bed setting.
53

 There is no available 

information regarding the future needs for forensic beds, however recent publications suggest that there is a 

significant gap in the current forensic treatment system to support dependent AOD and high offending patients in 

particular.
54

  

In the absence of reliable data, the total number of beds today has been scaled against population growth. This 

does not address the demand gaps highlighted today, but provides the estimated number of future beds that 

could be required simply to addressing population growth. Further modelling is required to refine these numbers. 

In particular, a focus should be on the level of unmet demand currently across the system, which would likely 

increase these numbers substantially.  

5.0 Existing Health infrastructure 

Victoria’s public hospital infrastructure currently dates as far back as 1850, with a mix of infrastructure that has 

been developed over time to meet the growing population needs. 

While the State has continued to invest in health infrastructure over the last 10 years to meet ongoing health 

service demand
55

, many assets continue to be well below the desired standard. As such many of the hospitals 

throughout Victoria are at the end of their useful life or are no longer fit for purpose, constraining the provision of 

efficient and effective care.  

Victorian hospitals have evolved gradually over time and consequently the existing configuration of services may 

not fully reflect best practice models of care and service efficiencies. For example there is an opportunity to 

reconfigure facilities for greater levels of ‘step-down’ facilities to enhance transition back to the community. 

Current outpatient clinics within the existing hospital environment reflect historical configuration. As a result, as 

demand has grown, the expansion or modernisation of such services is constrained by the infrastructure 

configuration. 
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 Based on Productivity Commission (2016) Report on Government Services, Chapter 12 Mental Health Management, Table 12A.26 
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 Based on Productivity Commission (2016) Report on Government Services, Chapter 12 Mental Health Management, Table 12A.26 
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Several acute facilities across Victoria (both metropolitan and regional Victoria) require redevelopment and 

potential repurposing to better meet the needs of catchment areas, to respond to developments in technology, 

and reflect the changing models of care.  

Examples of facilities requiring modernisation include Footscray Hospital, Royal Park and the reconfiguration of 

sub-acute and rehabilitation services at Caulfield.  

5.1 Planned upgrades to the public health system 

Shorter term near completed or planned infrastructure modernisation and expansions include: 

- Austin Hospital upgrades 

- Ballarat Hospital expansion 

- Bendigo Hospital redevelopment 

- Box Hill Hospital redevelopment  

- Casey Hospital expansion 

- Goulburn Valley Health redevelopment 

- Latrobe Regional Hospital 

- Monash Children’s Hospital redevelopment 

- Werribee Mercy Hospital expansion 

- Western Health (Footscray and Sunshine) urgent upgrades (limited scope for repurposing) and the Joan 

Kirner Women’s and Children’s Hospital at Sunshine.  

These developments will meet some of the growing demand in the east and west (particularly maternity and 

paediatric services) of metropolitan Melbourne and in regional Victoria, however, a significant gap in service 

provision remains. Further, there continues to be a need to repurpose existing facilities to optimise asset 

utilisation and better meet the health needs of the community.  

5.2 Tertiary and quaternary referral hospitals 

Given the geographic dispersion of our population many hospitals provide some tertiary services at low volumes 

bringing unnecessary clinical risk. Further, there is often limited support for specialists to learn leading practices, 

particularly for those located in regional areas across Victoria.  

Specialist centres are an increasing trend globally, providing the opportunity for specialists to lead research, 

teaching and training in designated specialities. Centres provide the direction for leading practice and protocols in 

service delivery to other services and are the referring hospital for particularly complex cases. This is a key 

direction for the NHS in their Five Year Forward View. The NHS has identified that improved patient outcomes 

can be derived from better experienced clinicians who have access to costly specialised facilities and equipment 

and providing greater standardisation in care.
56

 An example of this can be seen below in Box 3. 

Box 3 Denmark case study 

Example in practice 

In Denmark reducing by two thirds the number of hospitals that perform colorectal cancer surgery 

has improved post-operative mortality after two years by 62 percent.
57

  

 

In Victoria, we have several specialist centres, providing statewide services for highly unique or complex 

conditions. These include: 

- Royal Children’s Hospital, specialising in paediatric services 

- Royal Women’s Hospital, specialising in women’s health including maternity services 

- The Royal Victorian Eye and Ear Hospital, providing specialty eye, ear, nose and throat services 

- Victorian Comprehensive Cancer Centre, including the Peter MacCallum Cancer Centre  
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 Five Year Forward, NHS (2015) 
57

 Ibid 



 

Supplement D – Addendum to Need 3 Page 16 

- Royal Melbourne Hospital, providing specialist statewide services such as organ transplantation, coronary 

care, renal and trauma 

- Alfred Hospital, statewide trauma specialist and organ transplantation 

- Monash Health Precinct (including the planned Monash Heart Hospital), and  

- Austin Hospital, providing specialist care including the Victorian Liver Transplant Unit, Victorian Spinal Cord 

Service and Victorian Respiratory Support Service. 

As highlighted previously, while several new developments have been undertaken over the last five to ten years, 

many of those listed above are constrained by infrastructure conditions and design.  

To provide better patient outcomes, for each speciality at least two designated ‘centres of excellence’ in care 

should be established to provide the opportunity for specialists to lead research, teaching and training in 

designated specialities.  

As such, there is a need to continue to develop the ‘centres of excellence’ model, with key principles around 

location and focus. While there are several sites that exist across Victoria, many existing services are aged and 

inappropriately designed to accommodate the volume and complexity of care requirements. Therefore these 

facilities require repurposing / expansion to support the appropriate provision of services. In particular, these 

include the Royal Melbourne Hospital and the Alfred Hospital.  

In addition, as the population grows and expands to outer metropolitan regions, there is the opportunity to 

establish additional centres of excellence (potentially at existing health services). 

5.3 Private sector service provision 

As at 2012/13, there were 165 private hospitals and 6,700 private hospital beds, delivering approximately 1/3 of 

the hospital-based points of care to Victorians
58

. Approximately 74 medical centres were registered as a Private 

Hospital and 89 medical centres were registered as Day Procedure Units
59

. These are operated by private sector 

or not-for-profit providers. Recurrent funding sources range from the Commonwealth, Private Health Insurers and 

individuals.  

The private / not for profit sector also provides primary care services like for example, general practitioners, 

optometry, dentistry, psychology and physiotherapy, with recurrent funding derived again from the 

Commonwealth, private health insurers and individuals. The majority of aged care is provided by private or not-

for-profit providers (only about 10 percent of total bed capacity is provided by the State Government, despite the 

predominant source of recurrent funding being provided by the Commonwealth Government). 

In addition, there are several examples of Public-Private Partnerships across Victoria and the private sector 

currently provides a number of services to the public sector under contract (both core clinical services such as 

elective surgical services and support services like pathology and radiology).  

The private sector brings ready access to alternative sources of funding and is often able to expedite the 

development process, bringing services online at a much faster rate and lower cost compared to the public 

sector. As capital and recurrent government funding sources are constrained, there is an opportunity to leverage 

the private sector to assist with meeting demand gap.  

The private sector has advised that a major impediment to private sector development is the planning and 

approvals process currently in place. While the Department of Health and Human Services is responsible for the 

regulation of private health services, development planning must be approved by local government. Often this 

process is lengthy and requires substantial investment from the private sector. This constrains the level of 

investment in the sector.  

There is a continued need for private sector health service provision in Victoria, particularly as demand grows 

from ageing, chronic and complex disease profiles and population growth.  

The level of potential private and not-for-profit sector investment is unable to be quantified, however, it is 

understood that there is substantial appetite and reliability in funding sources to promote greater investment.  

A longer term collaborative planning approach with the private and public sectors will enable the opportunity to 

enhance the access to high quality services and utilising resources efficiently. Issues identified include greater 

transparency in State Government health service planning, longer term contracts rather than short term tendered 
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contracts to fill public health service gaps, and greater coordination around the shared use of specialist facilities 

and equipment. 

6.0 Technology 

Currently many hospitals (public and private) operate with paper-based files with limited ability to provide timely 

communication within the hospital walls. 

Further, when the patient leaves the hospital environment there is limited communication between the 

discharging health service to community and primary health care providers, often resulting in limited coordination 

in care delivery. Appropriate, timely sharing of vital patient information can better inform decision making at the 

point of care and allow providers to: 

- Avoid readmissions 

- Avoid medication errors 

- Improve diagnoses 

- Decrease inappropriate and duplicate testing.
60

 

The lack of coordinated care planning enabled by efficient information flow is a core contributor to poor health 

outcomes, particularly for those suffering from multiple chronic conditions and the elderly.  

This problem also extends beyond the health system, with many of these complex patients often using other 

social support services. The lack of information flow often inhibits the timely provision of services and can at 

times also result in the provision of inappropriate services to meet the patient’s needs.  

At a larger scale this inhibits effective service planning and demand management.  

eHealth provides the ability for the healthcare system to be:  

- Knowledge and information-centric 

- Consumer-centric 

- Empowering of clinicians in clinical decision making 

- Dynamic in both knowledge capture and knowledge application
61

.  

The Statewide ICT Strategic Framework identified three stages: 

1. Digitise and build core ICT foundations 

2. Connect the system  

3. Empower through knowledge.  

An example of this can be seen below in Box 4. 

Box 4 Royal Children's Hospital Electronic Medical Record 

Example in practice 

The Royal Children’s Hospital launched its Electronic Medical Record in April 2016, being one 

of the first paediatric hospitals in Australia to replace paper-based medical records to a 

comprehensive electronic record. The system improves communication among doctors, nurses, 

allied health professionals and other members of the care team. Further, it enables consumers 

to access information through the ‘My RCH Portal’.
62
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6.1 Patient Administration Systems and Electronic Medical Records 

implementation 

Patient administration systems and electronic medical records across the health system is fundamental to 

transitioning away from the traditional paper-based to digital records. This includes enabling the referral, 

management and discharge (including prescribing) within an integrated solution.  

The Victorian Government is committed to facilitating the adoption of electronic medical records within its 

“Digitise and build core ICT foundations” priority in the ICT Strategic Framework. A few health services already 

use electronic medical records and funding has been allocated for the progression of several electronic medical 

record implementations across the health services including Royal Children’s Hospital, Monash Health, Western 

Health and other hospitals located in Parkville (Royal Melbourne Hospital, Royal Women’s Hospital and Peter 

MacCallum).
63

  

6.2 Health Information Exchange and Research Information Exchange 

Establishing the Health Information Exchange (HIE) and the Research Information Exchange enables the 

electronic transfer of information across organisations within a region, community or hospital system.  

By implementing an HIE doctors, nurses, pharmacists, other health professionals and patients can access and 

securely share important medical information electronically. This means that information regarding a patient is 

available to those who need it, when they need it, increasing the quality and safety of patient care
64

. This also 

means clinicians are able to coordinate and communicate more effectively – enhancing experience and 

outcomes for patients and their families. 

DHHS has commenced work on scoping the requirements of the HIE in Victoria.  

The Research Information Exchange enables people who are interested or involved in research and products to 

receive, store, and send information to other parties in a regulated way. This essentially links the entire research 

value chain – patients, hospitals, academic research centre, funders and regulators together. The exchange 

means that researchers can collaborate better, derive efficiencies by leveraging existing information within the 

exchange and expedite the research process
65

.  

Linking these two exchanges together, provides the opportunity to collect large amounts of data (big data) to 

create a strong evidence base around disease profiles which informs the development and delivery of 

Personalised Healthcare.  

Personalised Healthcare can be defined as a platform that includes genetics and genomics and other biologic 

information to help predict risk of a disease or how a patient will respond to treatment. It is a rapidly expanding 

industry and improves the efficiency and effectiveness of care delivery
66

.  

This data also enables providers and planners to better understand catchment health needs and can assist with 

infrastructure and service planning. 

6.3 Other eHealth and broader technology initiatives 

Technology will be a fundamental enabler to transforming health service delivery into the future. It will remove 

barriers such as time and distance, increasing access to timely health care services – ultimately improving health 

outcomes and experiences.  

Technology is being increasingly used by a number of industries, including health to drive consumer-centred 

service delivery. In health, there is an increasing trend to improve knowledge, increase access and better utilise 

resources by providing online information, remote monitoring, and mobile health apps
67

.  

The ability to substitute traditional face to face service demand requires the development of a statewide 

technology solution that enables activity like videoconferencing and remote monitoring. It would enable 

technologies to ‘plug-in’ and share information. Additional upfront investment in establishing minimum capability 

in mobile healthcare is required.  
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To date, the Department of Health and Human Services has developed a Telehealth Strategy that outlines the 

proposed way forward for telehealth in public health services. In addition, in 2016/17 the Government allocated 

$5m in output funding to grow telehealth services in specialist clinics
68

.  

An example of this can be found in Box 5. 

Box 5 Victorian Stroke Telemedicine program 

Example in practice 

The Victorian Stroke Telemedicine (VST) program provides a virtual system linking doctors in rural Victorian 

hospitals to a network of Melbourne-based neurologists. Neurologists have high quality audio-visual 

communication, real-time access to vital patient data and brain imaging to facilitate remote consultations.  

The establishment and provision of these services have enabled the development of the statewide 

Endovascular Clot Retrieval (ECR) protocol, leading to substantial improvements in outcomes for patients 

suffering from a stroke
69

. 

 

Technology also provides the ability to assist with prevention, providing mechanisms to monitor key health 

indicators (such as nutrition and mobility) and assist with early identification and intervention. We see this 

already, with approximately 28 percent of consumers identifying that they have a healthcare, wellness or medical 

app on their mobile device in the US
70

.  

Correspondingly, it is likely that apps and other digital technologies will be increasingly used / prescribed as part 

of disease management and treatment protocols. There is particular evidence of success around diabetes 

management and rehabilitation apps that have shown larger compliance rates in treatment protocols compared to 

traditional mechanisms
71

.  

In the future, mobile devices will provide the ability for seamless collection of health data, which will be used to 

monitor patient vitals and predict the likelihood of deterioration. It will enable clinicians to provide clinical advice 

remotely (directly into a patients home if preferred) and ultimately reduce the reliance on the acute health system. 

In Denmark the Epital System focusses on providing those suffering with a complex chronic disease (such as 

COPD) with in-home support, almost eliminating the need for hospital care
72

.  

These aspects draw on the principles of personalised healthcare where diagnosis and treatment decisions are 

tailored based on the individual patient and the predicted response or risk of disease
73

. This can include genetics 

and genomics as well as broader biological information.  

Further, diagnosis, management and treatment processes are becoming much more advanced using robotics, 

3D printing and gamification. These aim to improve health outcomes and reduce the burden on the health 

system
74

.  

Figure 10 provides an illustration where technology could be provided across the care continuum.  
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Figure 10 Potential technology use across the care continuum 

 

An example of the application of health games achieving measurable results is illustrated in Box 6.  

Box 6 TALI training and diagnostic tool 

Example in practice 

TALI is an attention training and diagnostic tool for children with developmental 

disabilities.  

TALI was developed through the collaborative contributions of Monash 

University, Grey Innovation and Torus Games. It is a gaming system to clinically 

assess, diagnose and train attention among children with developmental 

disabilities.  

Preliminary results show that it is possible to group children with developmental 

disabilities and identify which group an unknown child will fit with (provide 

diagnosis). The results also point to a trend for attention improvements and 

training to extend outside the game and into standard attention tests as well as the classroom and home.
75

 

 

7.0 Fostering health research and education 

Advancements in clinical practice become increasingly important in attempting to address the increasing the 

health outcomes of the community as well as providing efficient care delivery.  

There is a recognised the need to foster the expansion of medical technology, biotechnology and 

pharmaceuticals industries and the health and research industry as articulated in the Future Industries – Sector 

Strategy.  

Together these industries enable the development and realisation of the healthcare of tomorrow and provide the 

ability to build Victoria’s economic prosperity for Victoria.  

At present Victoria struggles to commercialise many of the locally developed innovations, despite the production 

of many innovative solutions to enhance health outcomes of the population. Further, researchers often find it is 
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difficult to undertake translational research with limited access appropriate patient cohorts to assist with clinical 

trials.
 76

  

Precincts that include a combination of health service provision, research (including clinical trials), education and 

training institutes, innovation / accelerators with ready access to funding (i.e. via venture capital) have the 

potential to enhance economic activity and jobs.  

Already, there are several key locations across Victoria seen as innovative and integrated precincts. These 

include the Parkville Precinct (with over 25 participants with key partners being the University of Melbourne, 

Royal Melbourne Hospital, Peter MacCallum Cancer Centre, Royal Women’s Hospital, Royal Children’s Hospital, 

Murdoch Children’s Research Institute, the Florey Institute and Walter and Eliza Hall), the Alfred Medical 

Research and Education Precinct and the Austin LifeSciences (bringing over 800 researchers and collaborators 

together), and many others.  

Notwithstanding these developments there are substantial opportunities to expand the viability and economic 

contribution of these precincts, through bringing together a wider range of providers (including the private sector) 

and broadening the supply chain (such as incorporating manufacturing and commercialisation opportunities). In 

addition, improving networks and linkages between precincts enables greater collaboration and innovation 

opportunities.  

The long term goal from Government is to build the scale and capability of the medical technology, 

pharmaceuticals, health and research precincts across Victoria, promoting economic growth. 

8.0 Broader service delivery considerations 

Traditionally, service planners have considered infrastructure solutions as the basis for effectively meeting the 

needs of the population. However, as our demand for healthcare continues to grow beyond manageable levels, 

there is a need to think differently. To effectively meet the growing complexity in the health service needs of 

Victorians requires a comprehensive and coordinated response.  

In Victoria, health services are provided by both the public and private sector, with a range of providers across 

the care continuum. This brings inherent complexity in delivering coordinated care. In particular, there are 

constraints in the way information is collected, shared and used that must be overcome.  

Despite these deficiencies we are becoming more technologically-advanced in the way we treat illnesses, again 

requiring a shift in the traditional approach to care design and implementation. Further, soon we will need to be 

able to predict and interpret vast amounts of data and be more aware of the nuances of the human body. 

Fundamentally it is impossible to predict the future of healthcare, however, we must enable the system to better 

respond to deliver better health outcomes for Victorians.  

8.1 Potential shifts in models of care 

8.1.1 Population based approach 

As the population ages and the disease burden becomes more complex there is an increased need for 

coordination of health and social care. This is particularly important for those with multiple chronic and complex 

conditions, where they require frequent contact with a number of care providers.  

When a system is able to achieve high levels of integration there is an ability to realise improved health outcomes 

for patients as well as better using constrained resources
77

.  

In coming years, we will begin to see a trend towards population health, where providers (or a group of providers) 

will be responsible for all the health and care needs for a defined population group. This may apply to the care of 

a population within a specific geography, a clearly defined segment or a group of related conditions
78

.  

Fundamentally, improving the health outcomes can only occur through integrating the system. Linking health 

services like aged, primary care, community care and hospitals with other services such as disability and housing 

provides the opportunity to coordinate appropriate interventions in a timely way – improving outcomes for all 

Victorians. For example, better integration of services will enable people to remain living independently in their 
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own homes for longer and reduce the use of some hospital services. These models place the consumer at the 

centre, considering the whole person and their care needs.  

To drive down the burden of disease also requires a systematic approach to prevention and early intervention.  

The Kings Fund, a leading agency in health system design, outlines a population based approach to health care 

and the core elements where interventions are focussed on the individuals. It also highlights that integrated 

services must occur for key population groups, but it must be part of the broader focus on promoting health and 

reducing health inequalities across the population
79

.  

Figure 11 King’s Fund’s Population Health Model 

 

An example of an alternative model is illustrated in Box 7. 

Box 7 Kaiser Permanente 

Example in practice 

For the last 10 years, Kaiser Permanente (a non-profit health maintenance organisation in the US with 

9.5 million members) has shifted its focus from people suffering with long-term illnesses and most 

complex needs to the broader population.  

Kaiser uses data about the population it serves, available through its system-wide electronic health 

record, to understand members’ health needs and the distribution of health outcomes. 

Kaiser uses this data to offer a range of interventions tailored to the needs of different individuals and 

population groups to support people to remain healthy and to deliver the right treatments when they 

become ill. 

This is having a dramatic effect on the health outcomes for their members.
80

  

 

8.1.2 Pathway based approach 

This occurs when a provider (or group of providers) is responsible for outcomes related to a particular condition 

over a specified period of time. Providers are incentivised to choose the right intervention and to focus on 

prevention, re-enablement and co-ordination across the pathway. This generally occurs when there is no 

confusion about the clinical problem being addressed.  
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8.2 Funding 

Currently the health system is funded by a variety of payers including the Commonwealth Government, State 

Government, Local Governments, private health insurers and consumers.  

There are difficulties in the way funding flows are integrated and accountability is established. This creates 

barriers in the integration of service delivery, in particular between the private and public sector and the primary 

and tertiary service providers. 

As we shift to a greater focus on population health, the funding structures are no longer sustainable and require 

realignment. 

8.3 Workforce 

Health service provision is dependent on a capable and agile workforce (including doctors, nurses, allied health 

professionals, administration, scientists, cleaners and many others).  

The Victorian health system employs more than 130,000 people, with approximately 77,000 individuals employed 

in the Victorian public health system
81

. Victoria’s health workforce is ageing, with 4.6 percent of the health 

workforce projected to be over 65 by 2022.  

A systematic approach to training, upskilling and educating the health workforce is required. Without the right 

skills and the right mix, a change in the models of care required to improve health service delivery into the future 

will not occur.  
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