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Terms ofReference
TheCommitteeshall inquireinto andreportonhowtheCommonwealthgovernmentcantakea
leadingrole in improvingthe efficient andeffectivedeliveryofhighest-qualityhealthcareto all
Australians.

TheCommitteeshallhavereferenceto theuniquecharacteristicsof theAustralianhealthsystem,
particularlyits strongmix ofpublic andprivatefunding and servicedelivery.

TheCommitteeshallgive particularconsiderationto:

a) examiningtherolesandresponsibilitiesofthedifferentlevelsof government(includinglocal
government)for healthandrelatedservices;

b) simplifying fundingarrangements,andbetterdefiningrolesandresponsibilities,betweenthe
differentlevelsofgovernment,with aparticularemphasisonhospitals;

c) consideringhow andwhetheraccountabilityto theAustraliancommunityfor thequality and
deliveryof public hospitalsandmedicalservicescanbe improved;

d) howbestto ensurethat a strongprivatehealthsectorcanbesustainedinto thefuture,basedon
positiverelationshipsbetweenprivatehealthfunds,privateandpublichospitals,medical
practitioners,otherhealthprofessionalsandagenciesin variouslevelsof government;and

e) while acceptingthecontinuationoftheCommonwealthcommitmentto the30 percentand
Senior’sPrivateHealthInsuranceRebates,andLifetime HealthCover,identify innovativewaysto
makeprivatehealthinsurancea still moreattractiveoptionto Australianswho canafford to take
someresponsibilityfor theirownhealthcover.

Purpose
This paperprovidesbackgroundinformationon theRepatriationCommission,theMilitary
RehabilitationandCompensationCommissionandtheDepartmentof Veterans’Affairs’ (DVA) roles
in arrangingtheprovisionof treatmentin theAustralianhealthcaresystemfor entitledveterans,war
widows/widowersandtheireligibledependantsaccordingto theprovisionsofthe Veterans’

DepartmentofVeterans’Affairssubmission— Inquimy into HealthFunding



EntitlementAct, 1986. In additionit providesbackgroundinformationon DVA’s arrangementsfor
theprovisionof healthcarefor entitledpersonsundertheSafetyRehabilitationand Compensation
Act, 1988andthenewMilitary Rehabilitationand CompensationAct, 2004 for both servingand
formermembersof theAustralianDefenceForce. In doingso it addressesthetermsofreference
above.

Introduction
DVA seeksto beadiscerningpurchaserof servicesfrom bothpublic andprivatehealthcare
providers. DVA’s aim is to providetimely,highquality accessibleservicesfor veteransin theirlocal
communitiesandaccordingto theirclinical needs,andalso,in relationto programssuchasVeterans
HomeCare,socialandpersonalneeds.This .is ensuredin themainby DVA procuringnecessary
veteranservicesfrom both privateandpublic sectorprovidersin aninformedandcosteffective
manner,meetingappropriategovernmentprocurementguidelines.

Background
Thehealthneedsof theveterancommunityaremetby:
• Providingaccessto medical,hospitalandallied healthcareservicesfor entitledbeneficiaries

througharrangementswith hospitalsandhealthcareprovidersin boththepublic andprivate
sectors;

• ProvidingeffectiveprocurementandmanagementofDVA’s communitysupportandresidential
careprograms,includingdevelopmentandreview ofpolicy andoperationalguidelinesand
procedures,andassessmentofprogrameffectiveness;and

• Developingstrategicdirectionsin agedcarefor theveterancommunityandcontinuingto define
DVA’s role in ensuringveterans’agedcareneedsaremet in achanginghealthandagedcare
environment,in cooperationwith otherkey agencies.

DVA achievesthis, notthroughdirectserviceprovisionbutthroughcontracts,memorandumsof
understandingandstandingoffers with awide rangeofserviceproviders,including hospitals,
doctors,specialists,communitynursingprovidersandalliedhealthprofessionals.The oneexception
to this is theVietnamVeteransCounsellingService(VYCS), throughwhich DVA provideshighly
specialisedcounsellingandrelatedservicesnotreadily availablein thegeneralcommunity.

The role ofthe generalpractitioner(GP) is integralto theprovisionofhealthcareservicesto
veterans.Local MedicalOfficers(LMOs),that is thoseGPswhohaveregisteredto participatein the
Department’sLocal MedicalOfficer arrangements,musthavethecapacityto be centralto thecareof
eligible veterans.LMOsplay akey role in thedeliveryof primaryhealthcareto veterans,through
thecoordinationoftheirhealthcareandby providinga supportbasefor theirpatients.An example
ofthis carecoordinationrole is therequirementfor thehospitalto providea reportbackto theLMO
within two daysofa veteran’shospitalepisode.

The Departmentis oneof thelargestsinglepurchasersofhealthcareservicesin Australiawith an
annualhealthcarebudgetof $4.1billion in the2004/05financial year,projectedto increaseto
around$4.6billion in 2005/06.Approximately$1.6billion of theexpenditurein 2004/05wasfor
public andprivatehospitalservicesconsistingof approximately380,000separationsandnearly2
million occupiedbeddays.
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Table 1 givesabreakdownofthemajorDVA healthexpenditureitems for 2004/05by servicetype.

HealthServiceType Cost2004/05
$ million

Privateandpublic hospitaltreatment 1,642.876
Residentialcare 750.290
Consultationsandmedicalpractitionerservices 687.453
Veterans’pharmaceuticalservices 471.533
Allied HealthServices 119.094
Travel& subsistence 100.321
RehabilitationAppliancesProgram 85.179
Veterans’HomeCare 80.451
CommunityNursing 73.192
Dental 73.157
Other(includingVVCS) 35 .753
Total 4,119.299

Table 1: Major health expenditure itemsin 2004/05 P

DVA alsoreimbursespayments,at reasonablecost,madeby entitledpersonsfor healthservices,
receivedthroughcompensationentitlementsundertheSafetyRehabilitationand CompensationAct,
1988, totalling around$18 million in 2003/04.

Todayourveteransandwar widowsaccountfor 30% oftheAustralianpopulationovertheageof75.
Thenumberof veteransentitledto DVA healthcoverageis showinga slowbut steadydeclinedueto
ageingandmortality ratesof theveteranpopulation.However,the ageingofourpopulationmeans
thatwhilewe will havefewerveterans,overall theyarerequiringmoreservicesas theybecome
frailer.

The gendermix of ourpopulationis alsochanging,with anincreasingproportionofthepopulation
beingmadeup of warwidows (thewives of thoseveteranswho died from war causeddisabilities).

While theprocurementof healthservicesby DVA hasto be setin thecontextoftheAustralian
HealthCareAgreementsthattheAustralianGovernmenthaswith eachstate/territory,DVA should
notbelookedon asa Commonwealthfunderofpublic andprivatehealthcareservices. It is an
importantpurchasercompetingin thevariousmarketsfor healthcareservices,accountableto
Parliamentandhighly consciousoftheneedto deliveracceptableandresponsiblefinancial
outcomes.A recentindependentreviewof theprocurementof hospitalservicesconcludedthatDVA
showeda capacityto managesensitiveandcomplexissueswith signalsuccess,achievingfinancial
outcomesequalto or lessthanprivatehealthinsurancepurchasersof like hospitalservices.

Eligibility
Eligible veteransanddependantsareissuedwith RepatriationHealthandpharmaceuticalCardsthat
identify thelevel of healthcarecoverageto whichtheyareentitled.
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Thesecardsare:
• RepatriationHealthCard—forall conditions(GoldCard),which entitleseligibleveterans,war

widows/widowersandeligible dependantsto treatmentandcarefor all medicalconditions,
regardlessofwhetherthey areservice-related.

• RepatriationHealth Card—forspecificconditions(WhiteCard),which entitleseligible veterans
to treatmentfor medicalconditionsthatareacceptedasservice-related.The White Cardis also
issuedto all Australianveteranssufferingfrom malignantneoplasia,pulmonarytuberculosisand
post-traumaticstressdisorderregardlessof whethertheseconditionsareservice-related.

• RepatriationPharmaceuticalBenefitsCard (OrangeCard),whichgiveseligible British,
CommonwealthandAllied (BCAL) veteransaccessto RepatriationPharmaceuticalBenefits
Scheme(RPBS)itemsat concessionalrates. This carddoesnotentitletheholderto treatmentat
Commissionexpense,otherthanaccessto subsidisedpharmaceuticals.

At 30June2005 the totalnumberofRepatriationHealthCardholderswas
334,207,comprising260,864Gold Cardholders,55,469White Cardholdersand17,874Orange
Cardholders(2,958oftheseOrangeCardholdersalsoholdaWhite Card).

TheaverageandestimatedcostsperyearoftheGold andWhite Card,for theyearsfrom 2002/03to
2008/09,aresummarisedin Table2 below.

Financial year Av costper
Gold Card

Av costper
White Card

2002-03 $10,250 $1,100
2003-04 $11,450 $1,200
2004-05(estimate) $12,400 $1,300
2005-06(estimate) $13,900 $1,500
2006-07(estimate) $15,200 $1,600
2007/08(estimate) $16,800 $1,800
2008/09(estimate) $18,450 $1,950

Table 2: Averagecostof a Gold Card and a White Card

Theprojectedtreatmentpopulation(GoldandWhite cardholdersonly) for theyearsfrom 2005to
2014,areat Table3 below.

Year Treatment Population
(Gold & White Cards)

2005 317,000
2006 307,900
2007 298,700
2008 289,400
2009 280,000
2010 270,400
2011 260,600
2012 250,800
2013 240,900
2014 231,300

Table 3: Projected Treatment Population
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The costsat Table2 aboveincludeLMO/Specialistconsultationsandservices;Hospitals;
CommunityNursing,RehabilitationAppliances;RepatriationPharmaceuticalBenefitsScheme;
VeteransHomeCare;VVCS andexcludeResidentialCareSubsidyandvariousminor itemsnot
directly relatedto veteranhealthcare(egHealthResearch).It shouldalsobenotedthat thesefigures
aregrossofanyMedicareoffsets.

As well asensuringadequatetreatmentoptionsareavailablethroughaccessto doctors,specialists
andhospitals,theDepartmentplacesa strongemphasison preventivehealthinitiatives,suchas
Veterans’HomeCare,which provideslow level careandassistance,aimedat enablingveteransto
live independentlyin theirlocal communitiesfor aslong aspossible.

With theintroductionoftheMilitary Rehabilitation& CompensationSchemein 2004 thereis an
increasedfocuson rehabilitationandgreaterrecognitionof theimportanceofvocational
rehabilitationasavital partof a comprehensivetreatmentplan.

UndertheMilitay Rehabilitationand CompensationAct, 2004(MRCA), theCommonwealthmeets
thereasonabletreatmentcostsfor acceptedshort-termoracuteconditions.If treatmentis requiredfor
acceptedlong-termorchronicconditionsclientsareableto accesstreatmentin asimilarmannerto
theholderofa RepatriationHealthCard— for specificconditions(White Card).In thecaseof more
seriousinjury, the Commonwealthwill allow similaraccessto treatmentasthataccessedby the
holderofaRepatriationHealthCard— for all conditions(Gold Card).

It is importantto notethatarecentcomparisonofveteransandwarwidows/widowerswith the rest
of thecommunityconductedby theAustralianInstituteof Health& Welfareshowedthatthepatterns
of healthserviceuseby theveterancommunity,afteradjustingfor disabilityandotherkey factors,
showssimilarity with therestofthe community.

DVA’s procurement approachand philosophy
DVA hasworkedwith thehealthindustryovermanyyearsto improveaccessfor veterans,establish
andmaintainquality carestandardsandto determineappropriatepricing regimesandstructuresfor
the servicesit procuresfor veteransandtheireligible dependants.Theselong-standingrelationships
haveensuredthatveteransareableto receivethecaretheyneed,whentheyneedit, andgenerally
obtainservicesin theirlocal environments.The arrangementsthattheDepartmenthasin placeto
procuretherequiredservicesalsogenerallyreflect an approachthatensuresthatDVA’s procurement
arrangementsarecloseto marketrates,andtheyessentiallyensurethatcost-recoveryis themain
outcomefor public sectorproviders. In theprivatesector,discountedmarketpriceis theobjective,
ratherthanprofit perse.

In thehospitalsectorin particular,whereDVA is a significantprocurer,arrangementshavebeen
struckwith privatehospitalsthatarebasedonafeefor service,andwhich includestep-downrates
reflectingthechangingnatureof carefor veteransastheirhospitalstaybecomeslonger. In the
public sector,fundingarrangementsgenerallyreflect throughput(ie numberofveteranstreated)and
arebasedon thatjurisdiction’sapplicationof casemixprinciplesto theactualpaymentfor the
treatmentprovided. As DVA is seekingto providea cost-recoverymechanismfor thepublic hospital
providers,DVA is careful,to theextentpossible,notto providefundingorcross-subsidisationto the
Statehealthsystemin generalthroughpaymentsmadeonbehalfof veteransreceivingcarein the
publichospitalsystem. Somefurtherwork in this regardis,however,still requiredasbetterdata
becomesavailablefor analysisby DVA.
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HealthCareServicesavailableto Veterans

Medical
TheRepatriationComprehensiveCareScheme,~establishedin 1996,requiresparticipatingLocal
Medical Officers’ (LMO)s to ensurethateligible veteransandwarwidows/widowersreceive
integratedcarewithin theRepatriationCommission’streatmentguidelines.TheLMO is at thecentre
of carefor veteransasa communitycasemanagerandarepaidaccordingto Cabinet-approved
arrangementsthatareconsistentacrossAustralia. The Commissionhascontractswith LMOsfor
servicesto theveterancommunitybutnotwith specialists.Commissionhasunderstandingswith the
specialistColleges.Similarly for dentalservicesprovidedto theveterancommunitywe have
understandingswith dentalprovidersasto the level of feesto bepaidandtherelatedlimitationson
theservicesto beprovided.

Thesepaymentsarebelowthatpaidby privatehealthinsurancefunds,butabovetheMedicare
BenefitsSchedule(MBS) fees.

Priorto 1 January2005,LMOs andmedicalspecialiststreatingeligible veteransreceived100%of
theMBS fee.From 1 January2005,thepaymentto eligible LMOs for thetreatmentofveterans
increasedfrom 100percentoftheMBS feeto 115 percent. Similarly, feespaid to mostmedical
specialistsalsoincreasedon 1 January2005to 115%of theMBS feefor consultationsand120% for
procedures.

DVA-fundedalliedhealthandsupportservices
Healthandsupportservicesfundedby DVA aremostlyprovidedatno costto the veteran.Accessto
servicesis dependenton theavailability oftheservicein thecommunity,andon theskills and
specialisationofthelocalhealthpractitioner. This is particularlyevidentin thealliedhealthservice
area.Thereis a contractualrelationshipwith eachalliedhealthprovider,basedon anational
scheduleof feessetby DVA, togetherwith Guidelinesissuedby DVA on theservicesto beprovided.
DVA’s paymentsarewell belowmarketrates.

While DVA generallyprocuresalliedhealthservicesavailablein theprivatesector,theveteranmay
needto accessa serviceat apublichospital if it is not availableprivately,or if no privateprovider
candeliverthetypeof serviceor level ofexpertiserequiredby theveteran.A rangeofalliedhealth
servicesis availableto veteransunderRepatriationhealthcarearrangementsincluding:

• Chiropracticandosteopathic
• Occupationaltherapy
• Optometry
• Physiotherapy
• Podiatry
• Psychology
• Socialwork
• Speechpathology.

A numberof othercommunity-basedhealthservicescanbe accessedby veteransatDVA’s expense,
including communitynursing,carersupportandcommunitysupportservices,convalescentand
respitecare,dentalservices,hearingservices,palliativecare,pharmaceuticals(throughthe
RepatriationPharmaceuticalBenefitsScheme),rehabilitationandrehabilitationaids,residentialaged
care,transportandtravelassistance,Veterans’HomeCareandtheVietnamVeteransCounselling
Service(availableto all veterans).More informationis available,if required,on theseservices.

‘Vocationallyregisteredgeneralpractitioners.
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Public Hospitals
Traditionally,DVA deliveredhospitalservicesto veteransandtheir eligible dependantsthrougha
networkof departmentalfacilities, includingamajorRepatriationGeneralHospital (RGH) in each
Statecapitalcity. The provisionof hospitalisationthroughthesefacilitieswas complementedby
arrangementswherebypatientscouldbe admittedto otherpublic andprivatefacilities whentheRGH
couldnotprovidea serviceor it wasimpracticalfor thepatientto be admittedto theRGH.

In 1989theCommonwealthdecidedto divestitselfofthe remainingRGHsandintegratethemwith
theStatehealthsystems.To facilitatethis integration,theCommonwealthentered
10-yeararrangementswith four Statesto incorporatetheRGHs into their Statehealthsystems.The
Commonwealthtransferredthesehospitalsandenteredinto 10-yearcontractualarrangementswith
theStatesfor theprovisionoftreatmentfor veterans.

In WA andQLD, therespectiveStategovernmentsdeclinedtheopportunityofintegratingthe
Repatriationfacility into theirStatehealthsystemandtheRGHsin theseStates(Hollywood and
GreenslopesHospitalsrespectively)weresold,following tender,to theRamsayHealthCareGroup
Pty Ltd. In NSWtheStateGovernmentalsodeclinedto integrateRepatriationAuxillary Hospital
(RAH) LadyDavidsoninto the statehealthsystemandit wassoldto AustralianHospitalCare,which
is now apart oftheAffinity HealthLtd groupof hospitals.

I
The dateswheneachhospitalwastransferredorsoldareasfollows:
— RGH Hobart - integratedinto theTasmanianstatehealthsystemon 1 July 1992.
— RAH Macleod- closed27 January1993.
- RGHConcord(renamedConcordRGH) - integratedinto theNSWStatehealthsystemon 1 July

1993.
- RGHHollywood (renamedHollywood PrivateHospital) - sold to RamsayHealthCareGroupPty

Ltd (aprivatecompany)on 24 February1994.
- RGH Heidelbergsubsumedinto theAustin andRepatriationMedicalCentreand integratedinto

theVIC statehealthsystemon 1 January1995.
— RGH Greenslopes(renamedGreenslopesPrivateHospital) - sold to RamsayHealthCareGroup

PtyLtd (a privatecompany)on 6 January1995.
— RGH Daw Park - integratedinto the SAstatehealthsystemon 9 March 1995.
— RAH Lady Davidson(renamedLady DavidsonPrivateHospital) - soldon 1 October1997 to

AustralianHospitalCare(aprivatecompany),now controlledby Affinity HealthLtd.

DVA seestheservicesprovidedby public andprivatehospitalsascomplementary,ratherthanas
competitors,for veteranpatients.DVA strivesto ensurethatveteransaccessclinically necessary
carein theappropriatesetting,whetherthatbe for complexsurgeryin amajortertiarypublic hospital
(suchasan organtransplant)or for a minorprocedurein aprivatedayprocedurecentre(suchasan
endoscopy).TheratesthatDVA negotiatesandpaysthevariousprivatefacilities takeinto account
eachfacility’s infrastructure,thedifferent tax regimes,its casemixandthequalityof theservices
provided. In thepublic sector,paymentarrangementsarebasedonafull costrecoverymodel. State
and/ornationalmorbidityandcostdatais usedto arrive at acceptablefinancial outcomeswith
individual State/Territorygovernments.

Private Hospitals
The RepatriationPrivatePatientScheme(RPPS)providesacutehospitalcarefor veteransor war
widows/widowersin local facilities. UndertheScheme,aveteranorwarwidow/widowermaybe
admitteddirectlyto a localpublichospital,asaprivatepatient,formerRepatriationHospital (RH) or
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acontractedprivateTier 1 VeteranPartnering2(VP) hospital,asaprivatepatient,in asharedward,
with thedoctorofhis orherchoice.

In short,theRPPShasanorderof preferencefor hospitaladmissionsaccordingto threeTiers:
• Tier 1 - all public hospitals,all formerRHs andVP privatehospitals;
• Tier2 - contractedprivatehospitals;and
• Tier 3 - non-contractedprivatehospitals.

Financialresponsibilityfor hospitalandmedicaltreatmentin apublichospital,a formerRH oraVP
privatehospitalis acceptedby theDepartment.Shouldaveteranrequirehospitalcare,thetreating
doctorwould be ableto arrangetreatmentat an appropriatelocal facility.

Whilst theaimoftheRPPSis to usepublic hospitals,formerRHsorVP privatehospitalswherever
possible,the Schemealsoprovidesa safetynetof contractedprivatehospitalsanddaysurgery
centres. If anadmissionto a Tier 1 hospitalcannotbe arrangedwithin a reasonabletime,thetreating
doctormayobtainfinancial authorisationfrom the Departmentfor admissionto aTier2 private
hospital. The decisionis madeon thegroundsof medicalneedafterthe circumstancesofthe
individual casehavebeenconsidered.In theunlikely eventthatabedis not availablein aTier 1 or
Tier 2 hospital,authorisationmaybe givenfor an admissionto aTier 3 privatehospital.

I
On astateby statebasistheRepatriationCommissionsoughttendersfrom privatehospitalsto be
selectedasVPhospitals,which allowsthe sameaccessaspublic hospitalsandformerRHs (ie where
no prior financial authorisationis requiredfor admission,onceeligibility is established).

Thesehospitalshavebeenselectedby theDepartmentbecausetheyareconvenientlylocatedfor most
veterans,offer a full rangeofservicesatcompetitiverates,andperformconsistentlyto industry
approvedstandards.Thesearrangements,four yearcontractswith anoptionto extendfor a further
two years,havebeensuccessfullyimplementedcommencingin Victoria in 1999,Tasmania,
metropolitanSouthAustralia,non-metropolitanQueensland,NewSouthWales,theAustralian
CapitalTerritoryandmostrecentlyin WesternAustraliaoutermetropolitanandrural areasin 2003.

DVAs currentexpenditureon hospitalservicesat $1 .643billion in 2004/05represents40%of the
totalDVA healthcarebudget.

The diagrambelowshowsDVAs expenditureon privatehospitalservicesasapercentageof thetotal
market,for themostrecentlyavailableyear(2000-2001).

DVA

Other 23%
28%

AXA
10%

Medibank
24%

Diagram1: Expenditureon hospitalservicesby DVA andprivatehealthinsurancefundsin
2000/01.

2 VeteranPartneringarrangementsareexplainedin moredetailonpage5.
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DVA’s Future
In general,theissuesfacingDVA now andin the immediatefuture arethosethatwill befacingthe
widerAustraliancommunityin themediumto long-termfuture — an ageingpopulation,
improvementsin medicaltechnologythathavethepotentialto addconsiderablyto thecostofcare,
highcommunityexpectationsasto thequality andtimelinessofcareandtheneedto providethatcare
in a costeffectivemannerandin theappropriatesetting.

Theageprofile of theDVA treatmentpopulationis changingrapidlyas thenumberofcardholders
from theWorld War II conflict,who currentlymakeup around70%oftheoverall treatment
population,continuesto decline. Table4, at Attachmenti, showsthecurrentmake-upofthe
treatmentpopulationby conflictasat 1 April 2005. Table5 belowshowsthechangingtrendofthe
treatmentpopulationby conflict overtheprecedingyear.

Conflict Mar-04 Mar-05
Change

1. World WarI 941 805 -14.45%
2. World War II 233,305 221,865 -4.90%
3. Korea/Malaya 10,374 10,311 -0.61%
4. Far East Strategic Reserve 2,671 2,754 3.11%
5. Spec.O’seasServ.(incVietnam) 28,606 29,294 2.41%
6. Defence/PeaceKeeping 42,133 43,789 3.93%
7. Seamen’sWarPension1939 2,181 2,094 -3.99%
8. GulfWar 18 16 -11.11%
9. British Commonwealth & Allied 7,943 7,700 -3.06%

Table 5: Treatment population by conflict (total)

In 2000 thehighestproportionof Gold andWhite cardholderswasin the75-79 agegroup(36% of
thetreatmentpopulation),by theendof2005the80-84yearagegroupwill representthehighest
proportion(34%) andby 2014,thehighestproportionwill be in the 85-89agegroup(23%)followed
bythe90+agegroup(21%). The overall treatmentpopulationis alsoprojectedto declinefrom
348,996cardholdersin 2000to 225,500by 2014,aoveralldecreaseof35%. Table6 at Attachment
ii showsthechangingageprofile ofthetreatmentpopulation. Table7 belowshowsthetrendover
thepreviousyear.

Age Mar-04 Mar-05 % Change
~55 30,570 28,458 -6.91%

55-64 34,759 37,384 7.55%
65-74 30,677 27,724 -9.63%
75-84 175,836 161,727 -8.02%
85> 56,265 63,275 12.46%
Total 328,172 318,628 -2.91%

Table 7: Treatment population by agegroup: Mar—04 and Mar — 05; total and % change
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Table8 providesdetailsoftheDVA treatmentpopulationcomparedwith theAustralianpopulation,
asat April 2005.

Age
Group

Males Females Persons

Total Treatment % of Total Total Treatment % of Total Total Treatment % of Total
Pj7— Pop. Pop. Pop. Pop. ~ Pop. Population

65-69 367,833 7,093 2% 377,414 3,395 1% 745,247 10,526 1%

70-74 300,211 7,839 3% 325,913 9,397 3% 626,124 17,836 3%
75-79 247,065 22,811 9% 301,772 30,272 10% 548,837 56,967 10%

80-84 155,521 65,933 42% 230,853 42,711 19% 386,374 108,373 28%

85&
over

94,832 33,881 36% 203,471 29,394 14% 298,303 61,187 21%

1Source:AustralianDemographicStatisticsJuneQuarter2004ABS Cat.No. 3101.0(table6)
Table8 : DVA treatment population comparedwithAustralianpopulationby agegroupover 64 andsex,asat 1Apr11 2005

The ageingveteranpopulationwill continueto placegreaterdemandon healthservicesfor individual
veterans,in particularin theareaof agedcare.Howevertheoverall decreasingveteranpopulation
will reduceDVA’s purchasingpowerin thehealthcaresystemdueto thesmallervolumeof services
requiredfor thediminishingclientbase.

DVA is turningits attentionto theareasof sub-acuteandtransitionalcare,building on thePathways
HomeProgramsbuilt into the currentAustralianHealthCareAgreementsbetweentheAustralian
GovernmentandeachState/Territory,aswell asworking with industryorganisationsandcommittees
to definethevarioustypesof sub-andnon-acutecare,with the aimofimproving theinterface
betweenacuteandcommunitycare.

A recentreview of theservicedeliverymodel3,commissionedby DVA, identifiedtheneedfor better
carecoordinationandpost-acutecaremanagementfor olderpeopleto assistthemto navigatethrough
thearrayofhealthcareservicesto preventprematurehospitalisations.TheReportalso
recommendedimproveddischargeplanningfor theelderlyat risk, to preventreadmissions.This care
coordinationis aimedat ensuringimprovedhealthoutcomesandreturnto a betterqualityoflife.
DVA hasrecentlycommencedtrialling two alternativecarecoordinationprojectsin responseto the
review.

It is alsofocussingon the quality ofhealthcareprovidedto veterans.ForexampletheMedication
Managementprogramaimsto improvethewell-beingof veteransthroughthequalityuseof
medicines.The programfocuseson reducingdrug-relatedillnessandadverseconsequences(suchas
falls) andimproving themanagementofcostsof pharmaceuticalsusedby theveterancommunity.

DVA is alsoworking on reformsto its arrangementsfor theprovisionof mentalhealthcareservices.
Theproposedreformswill strengthenassessment,treatmentandcontinuityof careandimprove
accessto abroaderrangeofmentalhealthcarefor veterans.This will encourageprovidersto offer a
bettermix ofhospitalandcommunitybasedmentalhealthservicesandwhereclinically appropriate,
useof communitybasedalternativesto inpatientmentalhealthservices.

~UniquestPtyLtd & AcademicUnit in GeriatricMedicineandtheSchoolof PopulationHealth,Uni of QId,Reviewof
theServiceDeliveryModel:Final Report, June2004.
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In summaryDVA is wantingto:

• Improvetheunderstandingofmentalhealthin theveterancommunity;
• Encourageamorepositiveapproachto recoveringmentalhealthandwellbeing;
• Allow flexibility andinnovationto tailor servicesto individual needs;
• Facilitatebettertargetingof acuteinpatientpsychiatriccare;
• Encouragemoreeffectiveassessment,treatmentanddischargeplanning;
• Strengthencontinuityofcareandimprovedintegrationbetweenspecialisthospitalbasedservices

andcommunitybasedandprimarymentalhealthcareservices;and
• Encourageinnovativeprogramsandservicedelivery thatstrengthencommunity-based

alternativesthatwill deliverprevention,earlyintervention,treatment,rehabilitationandrelapse
preventionservices.

Conclusion
It canbe seenthatDVA playsanimportantrole in thehealthcareindustrybothasa procurerof
healthcareservicesandasaninnovatorworking with serviceprovidersto developimproveddelivery
of quality healthservices.DVA seeksto influencepriceas well asindustrypolicy throughthe
strengthof its presenceas aprocurer. Whilst seekingto influenceprice,at theendoftheday,DVA
is, in anumberof cases,aprice-taker.With theageingof theveteranpopulationDVA canalsobe
seenasaleaderin thecareofolderpeople,dealingin thepresentwith theproblemsthatthe wider
Australiancommunitywill encounterin thefuture.
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Attachmenti

Sex Card CONFLICTS — AUSTRALIAN FORCES
World
War I

World
War II

Korea
Malaya

Far EastStrategic
Reserve

SpecialOverseas
Service (inc Vietnam)

Defence!
PeaceKeeping

Seamen’sWar
Pension1939

Australian
Gulf War

Total

j~~TERANS
MALE GOLD 3 100,748 7,474 1,990 20,290 12,880 1,405 5 144,795

WhITE 0 9,809 227 402 6,697 26,498 19 11 43,663
TOTAL 3 110,557 7,791 2,392 26,987 39,378 1,424 16 188,458

FEMALE GOLD 0 5,217 55 15 52 297 1 0 5,637
WhITE 0 2,526 10 3 8 2,079 0 0 4,626
TOTAL 0 7,743 65 18 60 2,376 1 0 10,263

TOTAL GOLD 3 105,965 7,529 2,005 20,342 13,177 1,406 5 150,432
WhITE 0 12,335 237 405 6,705 28,577 19 11 48,289
TOTAL 3 118,300 7,766 2,410 27,047 41,754 1,425 16 198,721

(DVM DEPENDENTS
MALE GOLD 23 247 8 2 80 83 2 0 445

WHITE 0 0 0 0 0 0 0 0 0
TOTAL 23 247 8 2 80 83 2 0 445

FEMALE GOLD 779 103,316 2,537 342 2,167 1,952 667 0 111,760
WHITE 0 2 0 0 0 0 0 0 2
TOTAL 779 103,318 2,537 342 2,167 1,952 667 0 111,762

TOTAL 318,628

TOTAL GOLD 802 103,563 2,545 344 2.247 2,035 669 0 112,205
WHITE 0 2 0 0 0 0 0 0 2
TOTAL 802 103,565 2,545 344 2.247 2,035 669 0 112,207

DVA TOTAL 805 221,865 10,311 2,754 29,294 43,789 2.094 16 310,928

OTHERS TOTAL BRITISH, NEW ZEALAND, OVERSEASFORCES, MISCELLANEOUS AND COMMONWEALTH COUNTRIES FORCES

TOTAL GOLD 262
7,438
7,700

WHITE
TOTAL

Note: theconflict categorieshavebeenderivedfrom theClient File Number.Becauseof this, thefiguresdo notreflectthetotalnumberof veteranswho served.
Table 4: Treatment population by conflict, cardandsex,asat 1 April, 2005
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Attachmentii

ACTUALS PROJECTIONS
2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

CARD
Gold 287,066 283,925 281,448 277,747 269,544 260,900 252,300 243,600 234,900 226,100 217,100 208,100 199,000 190,000 181,200
White 61,930 61,206 59,268 57,413 56,254 55,500 54,500 53,400 52,200 50,900 49,700 48,400 47,100 45,700 44,300

GENDER
Male 233,427 227,093 218,798 212,370 202,925 193,800 184,500 175,200 166,100 157,200 148,600 140,400 132,800 125,800 119,500

Female 115,569 118,038 121,918 122,790 122,873 122,600 122,300 121,800 121,000 119,800 118,200 116,000 113,200 109,800 105,900

AVERAGEAGE
Male 72.5 72.7 72.9 73.1 73.2 73.3 73.2 73.1 73.0 72.7 72.4 72.0 71.6 71.2 70.7

Female 76.8 77.4 78.1 78.7 79.3 80.0 80.6 81.1 81.6 82.1 82.5 82.9 83.2 83.5 83.7

GOLD AND WHITE CARDS
AGE GROUP
<55 41,516 39,685 .36,514 33,139 29,931 28,300 27,200 26,400 25,800 25,100 24,400 23,700 22,900 22,000 21,100

11,000
19,600
30,400
13,900
12,800
18,900

55-59 9,948 13,569 17,987 22,269 25,517 25,000 22,300 19,400 16,500 14,100 12,700 11,900 11,400 11,100
60-64 8,144 8,855 9,328 9,628 10,103 12,900 17,400 21,700 25,700 28,900 28,800 26,700 24,200 21,900

27,00065-69 13,171 11,926 11,240 10,638 10,490 10,700 10,900 11,100 11,300 11,900 14,900 19,100 23,200
70-74 45,187 32,672 25,588 22,934 19,391 16,600 14,600 13,500 13,000 12,800 12,800 13,000 13,200 13,300

13,000
24,400

75-79 125,965 118,326 103,081 84,890 66,122 49,500 37,500 29,800 24,200 19,800 16,500 14,400 13,400
31,20080-84 70,891 80,938 91,303 100,221 106,438 107,100 101,300 90,100 76,600 62,800 50,000 39,300

85-89 26,409 30,366 35,421 39,793 44,189 50,400 57,400 64,300 70,400 75,000 76,500
30,200
266,800

73,900
34,500

256,400

67,800
38,800
246,000

60,100
42,800
235,700

51,600
46,300
225,500

90+ 7,766 8,794 10,255
340,716

11,648
335,160

13,615 16,000 18,300
306,800

20,800
297,000

23,600
287,100

26,500
277,000Total 348,996 345,131 325,798 316,500

Notes: .1 Projected client numbers may not add exactly to totals due to rounding.
2. All forecast figures are current as at 28 January 2005.

Table 6: Treatment Population Trends — Actual and Projections asat 30June
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