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Executive summary

It is widely acknowledged that the rising cost of treating lifestyle-
related chronic disease threatens to increase the unsustainability of
Medicare as the population continues to age in coming decades. Public
health experts routinely advise governments that the best way to ad-
dress the long-term challenges facing the health system is to ‘invest’
more taxpayer’s money in public health education and promotion poli-
cies. The latest version of this advice is that governments should invest
more money in ‘preventive’ primary care to control the prevalence and
contain the cost of ‘lifestyle disease.’

Yet the evidence—major reports on public health policy in Australia
and the United Kingdom, as well as studies of community-wide and
high-intensity lifestyle interventions—suggests that decades of spend-
ing on prevention has not worked and is unlikely to work in the future.
Spiralling rates of obesity and lifestyle-related chronic disease suggest
that forty years of public health policies that have targeted diet and ex-
ercise habits have had limited effect on behaviour, especially in relation
to long-term retention of lifestyle modification.

The evidence points to the demonstrated limits of prevention. It directs
attention to the three basic reasons why health education and promo-
tion campaigns have not been as successful as hoped, and have been
expected to achieve outcomes they are not capable of in all cases. These
reasons are:

1. Governments have extremely limited authority over the individ-
ual behaviours that cause and can prevent lifestyle disease.

2. Lifestyle modification and sustaining changes to unhealthy but
often pleasurable behaviours is principally an individual respon-
sibility. '

3. Success in avoiding lifestyle disease ultimately depends on per-
sonal qualities—will, self-discipline, and impulse control—that
public health policies struggle to instil in people who do not al-
ready possess them.

Nevertheless, the prevailing assumption remains that more spending
on ‘preventive care’ will tackle obesity, lower chronic disease rates, and
reduce health costs, as if this process is sure and seamless. For exam-
ple, a paper published last year by the Centre for Policy Development
claimed that international evidence shows health systems oriented to-
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ward lower cost primary care, rather than higher-cost hospital care,
achieve better health outcomes for less, due to the preventive care—
advice about lifestyle modification—delivered in the primary care set-
ting. ‘Stronger’ primary care, the claim goes, has a primary preventive
effect that reduces lifestyle disease and health costs. This is the argu-
ment on which the Rudd government came to base its GP Super Clinics
and preventive health policy.

The international evidence is not as authoritative as claimed. Studies
that show higher provision of primary care produces better health out-
comes—because it allows more patients to receive timely diagnosis and
referral to secondary care by other specialists and then to necessary
tertiary, predominantly hospital-based treatments—contain no evi-
dence that receipt of preventive care prevented chronic illness. This
suggests that the advocates of ‘stronger’ primary care have mistakenly
attributed the effect of the traditional role of primary care—diagnosis
and referral—to preventive care. Furthermore, a 2002 cross-country
analysis of thirteen OECD countries actually revealed that those with
comparatively weaker primary care systems—including Australia—that
spent more on hospital care achieved better health outcomes than
those with stronger orientations to primary care. In other words, more
spending on higher cost hospital care, rather than less spending on
lower cost ‘preventive’ primary care, appears to have produced better
health outcomes. International comparisons do not show that countries
with stronger primary care and ‘less focus on specialist/hospital care’
achieve better health outcomes at lower cost.

Nevertheless, based on the rationale that ‘stronger’ primary care has a
preventive effect that improves health outcomes and lowers health
costs, the Rudd government has committed an initial $220 million to
establish a national network of GP Super Clinics, to reorient the health
system away from hospitals and towards primary care. Part of the gov-
ernment’s plan is to boost the primary prevention of lifestyle disease by
increasing community access to preventive care. Consistent with the
contemporary public health discourse, which redefines obesity and life-
style disease as epidemics that governments have failed to intervene to
control, the government’s preventive healthcare policy maintains that
‘ordinary Australians’ cannot modify their unhealthy lifestyles unless
the government provides access to preventive health services. This ig-
nores the fact that studies have shown even high-intensity lifestyle
interventions of the kind GP Super Clinics are currently designed to de-
liver have had a low impact on behaviour, particularly with regard to
the key challenge: ensuring the long-term retention of lifestyle changes.

The evidence, therefore, suggests that many recipients of Medicare-
funded preventive health services will fail to change their unhealthy
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lifestyle, and future governments will have to fund the recurring costs
of ineffective preventive care that yields negligible health and cost
benefits. The evidence suggests that GP Super Clinics delivering ‘pre-
ventive care’ will only accentuate the challenges facing Medicare.
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Introduction: Prevention is the new black

Prevention—in relation to obesity and ‘lifestyle disease’—has been de-
scribed as the ‘new black’ in Australian health policy. But little about
this agenda is new.

As modern medicine has developed more expensive ways to improve
our health, health costs have inexorably risen and placed greater pres-
sure on government budgets. In countries such as Australia, which
offer citizens ‘free and universal’ taxpayer-funded health care, govern-
ments of all persuasions have increasingly come to resent having to
fund all the health care they promise to deliver. As the bill has
mounted, politicians have grown more desperate to find a circuit
breaker.

Enter the public health experts. For the last thirty or forty years, they
have argued that if governments took their advice and spent more
money on public health education campaigns (that tell people to eat
less and exercise more) this would prevent obesity and lifestyle-related
illness and contain health costs in the ‘long run.” Governments of all
persuasions have understandably been attracted to the idea that sav-
ings could be achieved simply by ‘investing’ more in prevention.

It is very difficult to argue against what appears to be a common-sense
course. Our course prevention is better than cure, and if individuals did
take better care to promote their own health, governments would have
to spend less money treating the sick.
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But the point constantly overlooked is that preventive programs target-
ing diet and exercise lifestyle behaviours continue to consume millions
of taxpayers’ dollars each year despite failing to deliver the promised
outcomes.

Australia is now experiencing rising levels of obesity, which is leading
to accelerating rates of ‘lifestyle’-related chronic disease. This is placing
ever-greater pressure on the health and hospital systems. Piled on top
of the ageing of the population and the high cost of new medical tech-
nology, it is widely acknowledged that without change, this
combination of challenges means Medicare is going to impose intoler-
able burdens on future generations of taxpayers.

These challenges have, however, given the push to spend even more on
‘prevention’ a second wind. Public health experts—keen to retain their
influence over government policy —keep chanting their mantra about
the need to focus more on lower-cost prevention. Politicians—
determined to avoid the difficult political issue of health reform—are
even keener to tell us that Medicare will be sustainable so long as the
experts’ advice is heeded.

Thus the merry-go-round continues. Governments readily look to
spend even more on prevention policies that have not improved the
overall health of the population, and which have actually presided over
the emergence of the so-called obesity ‘epidemic.’

The problem is that few have been prepared to look squarely at the evi-
dence and question the assumptions that lie behind the perennial claim
that more spending on prevention will reduce illness and health costs.

A policy looking for an evidence base—
not ‘evidence-based policy’

The paper this submission is based upon was highly sceptical of the
push for Australian governments to ‘invest’ greater amounts of tax-
payer’s dollars on public health campaigns and fund so-called
‘preventive care,” based on the poor track record such measures have in
combating obesity.! The evidence suggests that it is unrealistic to ex-
pect many of those suffering or at risk of lifestyle disease in the short to
near term to change longstanding unhealthy behaviours in response to
preventive initiatives conducted by governments.

1 Jeremy Sammut, The False Promise of GP Super Clinics Part 1: Preventive Care,
CIS Policy Monograph 84 (Sydney: CIS, 2008)
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