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Setting the Scene

• Australia has a universal healthcare system

• About half of all Australians also have private 
health insurance (PHI)

• PHI is hospital and limited ancillary cover only 
and excludes primary care and pharmaceuticals

• Consequently, a mix of public and private 
hospital systems

• Can be fragmented and there are lots of 
perverse incentives



Medical Technologies in Private Hospitals

• Medical Benefits Schedule (MBS) - List of medical 
procedures subsidised by Medicare

• A procedure must be included on the MBS to be 
covered by PHI

• Implantable devices – hips, pacemakers, vascular 
grafts etc. receive a payment over and above any 
other reimbursement – PRESCRIBED LIST

• Devices that are not implanted are at a disadvantage



Politics 2024

• Last full year of first term Labor Government – mainly 
implementation of 2023 policy announcements:

 - One-Stop Shop clinical trials

 - Implementation of Prescribed List Reforms

 - Additional 29 Medicare Urgent Care Clinics to 
  relieve pressure on public hospitals

• Additional funding of MRIs so that all practices with an 
MRI have access to Medicare funding.



Politics 2024

• Federal opposition has released little policy 
other than a promise to provide incentives for 
young doctors to enter general practice.

• Election to be held by May 2025.

• Reasonable chance of a minority government.



Prescribed List - General Use Items (GUIs)

• In 2023 it was planned that GUIs were to be removed 
from the PL

• Hospitals and insurers were required to come to 
alternative arrangements.

• In May this year, the Minister announced that GUIs would 
continue to be funded under the PL arrangements and 
included in Part D .

• The Catch – No new clinical groups will be considered.

• The industry has pushed back on this, so far, without 
success.



Prescribed List – Evidence Requirements

▪ Draft PL Guide released in December 2023. 

▪ Unanticipated and onerous evidence requirements for 

 - Ophthalmic devices (no Tier 1 applications)

 - Neurosurgical implantable pulse generators 
   (published comparative clinical trials for each new      

  device)

▪ Despite considerable industry lobbying, these 
requirements have not been modified.

▪ As there is a proviso in all evidence requirements that the 
‘final conclusion regarding acceptance will always be 
made in the context of the specific device’, there is a high 
degree of unpredictability.



Prescribed List – Part C

• The evaluation of Part C products has proved extremely 
disappointing for the industry

• Most, if not all Part C applications have been deferred 
primarily due to not being ‘exceptional’ enough.

• MDHTAC noted there is a ‘lack of clarity on the methods 
of assessing information provided’  and ‘the expectations 
to the minimum level and quality of evidence….are 
required to be clarified’

• There have been no public updates or consultation on 
this clarification.

• Part C applications may not be assessed.



Prescribed List – Other Issues

Surgical guides and biomodels

• Post-listing review in 2023

• Implemented February 2024

• Limit of 3 biomodels and 3 guides per procedure

• Limited to craniofacial procedures

• Must only be used in a specific device

• Stage 2 post-listing review focussing on cost-
effectiveness announced a few days ago.



Prescribed List – Other Issues

Cardiac Implantable Electronic Devices (CIEDs)

• Cost of support services for CIEDs in the private sector 
included in PL benefit.

• Same services not offered in public. 

• MSAC evaluated what proportion of the benefit can be 
allocated to the device and support services.

• Industry contends that MSAC made unreasonable and 
unsupported assumptions about the salaries of 
technicians and the cost of training.

• 56% of the benefit is allocated to the cost of the device 
and is subject to mandated price decreases.



New Fees



Cost Recovery Impact Statement (CRIS)
Pathway Standard Fee Clinical 

Assessment 

Fee

Economic 

Assessment Fee

Total

Tier 1 $1,420 n/a n/a $1,420

Tier 2a - Focussed 

HTA (Clinical only)

$1,420 $3,970 n/a $5,390

Tier 2b -Focussed 

HTA (Clinical and 

Economic)

$1,420 $3,970 Simple -$9,250 $14,640

Complex - $17,680 $23,070

Other -$28,920 $34,310

Full HTA $1,370 $2,990 n/a $4,410



Practicalities

• Do applications early

• HPP is clunky and there are numerous glitches

• It can take several days to resolve an issue as 
support is random, although much improved

• The Secretariat response time has worsened, and 
responses are often non-existent.

• Invoicing is also quite random. Applications can be 
upgraded to Tier 2, incurring additional fees, 
without consultation with sponsor. 

• Invoices received up to 10 months after 
application.



HTA Review

‘Health Technology Assessment Policy and 
Methods Review’

• Technical review of HTA methodology

• Reported in 2024

• Highly technical recommendations 

• Mainly in pharmaceuticals but with implications for 
MSAC,



Political Predictions for 2025

• Must be an election by May 2025

• High probability of hung Parliament with minority 
government

• Likely to be crisis in private hospital access - 
Current BUPA –Healthscope dispute

• Outcome of election unlikely to derail ongoing 
reforms in PL, overall HTA

• PHI will continue to lobby for further price 
decreases.



Thank you !

And over to George……….



Let’s just repeat our webinar title…

TENTH Annual!! 

That’s November 2015 to November 2024

Australian Reimbursement 

Update: Latest issues in Medical 

Technology Reimbursement

13th November 2015
Presented by Sarah Griffin and George Papadopoulos
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Major Policy Issues in Pharmaceutical 

Reimbursement in Australia in 2015

PBAC 
Guidelines 

Review

PBAC 
Stakeholder 

Meetings

Update

Life Savings 
Drug 

Program 
Review

Managed 
Access 

Programme

Framework

Experience in Australia with 

MAP is still not extensive and 

there are limited publicly 

available learnings

Revisiting via HTA Review and 

Bridging Fund 

Recommendation

Norgine EAP with DoHAC 

Survived Review and still operational

BUT HTA Review Recommendations

Developing a statement of rationale for the 

LSDP, covering principles and eligibility 

criteria, including value-for-money 

considerations

(Recommendation 14).  

Streamlining processes for the LSDP

(Recommendation 4) 

Expanding the role of the PBAC beyond the 

PBS to allow it to recommend medicines for 

inclusion on the LSDP (Recommendation 6). 

Version 5.0, September 2016

BUT HTA Review Recommendations

Discount Rate
Comparator Selection



Source: https://www.aihw.gov.au/reports/medicines/medicines-in-the-health-system

Source: https://www.pbs.gov.au/info/statistics/asm/asm-2015
Top 10 Drugs by prescription counts 2023



MBS PBS
Public 

Hospitals
Aged Care

Australia’s Public Healthcare System

• Medicare is a universal healthcare system

• And nearly half of all Australians also have private health 

insurance (PHI)

• PHI is hospital and limited ancillary cover only 

• excludes primary care and pharmaceuticals

• Consequently, in Australia we have a mix of public and private 

hospital systems

• Somewhat fragmented – lots of perverse incentives

Private Hospitals

Private Health Insurance



Experience Matters.

Assessment routes for health technology (drug, devices, diagnostics)

HTA Assessment routes applicable to health technologies include the 
PBAC for PBS, MSAC Assessments for the MBS and PLAC for Prosthesis

List

36

PBAC assessment

PBS listing

Therapeutic Goods Administration 

(TGA)

Market 

Regulation

Negotiate 

prices and 

obtain 

reimbursement

Department of Health and Aged Care (DoHAC)

NHRA

funding

Prescribed List of Medical 

Devices and Human Tissue 

Products (PLMDHT or PL)

MSAC assessment

1

MBS

scheme

MDHTAC

Medical services, devices, 

consultation or allied services 

requiring new MBS item no.

New Devices with existing 

MBS item no.
Medicines / Vaccines

Australian Register of Therapeutic 

Goods (ARTG)

Adverse events notification 

(TGA)

Proactive post market 

surveillance (TGA) e.g. 

performance data

Post market surveillance for 

reimbursement decisions

Post Market 

Surveillance

Other Reimbursement Programs 
administered by the DoHAC

• Life Savings Drug Program (LSDP)
• LSDP pays for specific 

essential medicines to treat 
patients with rare and life-
threatening diseases.

• National Immunisation Program 
(NIP) Schedule

• NIP Schedule is a series of 
immunisations given at 
specific times throughout your 
life. The immunisations range 
from birth through to 
adulthood.

• National Blood Authority (NBA)
• NBA is a statutory agency 

within the Australian 
Government Health portfolio 
that manages and coordinates 
arrangements for the supply 
of blood and blood products 
and services on behalf of the 
Australian Government and 
state and territory 
governments.
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Superiority claim

Non-inferiority claim

Inferiority claim

Submission’s 
clinical claim

PBAC 
recommendation

Superiority 

Non-inferiority 

Inferiority 

Form of economic 
evaluation

Cost-utility analysis 

Cost-minimization 
analysis 

Cost-minimization 
analysis 

Basis of pricing

Price based on an 
acceptable ICER 

Same cost as the lowest 
cost comparator

Lower cost than the 
lowest cost comparator

Key decision driver for 
PBAC: clinical and
economic uncertainty

Reference pricing

The Pharmaceutical Benefits Scheme (PBS) and Reimbursement System
Introduction to the Australian HTA and pricing system

> The submission is evaluated by an 

academic center plus an assessment by 
the PBAC’s Economic Sub-Committee

> Decision-making process considers:
o clinical need and effectiveness

o cost-effectiveness

o overall financial implications

o uncertainty around the clinical, 
economic and financial evidence

> Particularly for products with non-

inferior efficacy (and safety) with 
pricing based on a cost-minimization 
analysis

Recommends  

> Upon positive recommendations, a new 
medicine will be listed on the national 
reimbursement scheme (PBS).

> Annual net expenditure is approximately 
$14B AUD (9 B USD)

PBS
Pharmaceutical Benefits 

Scheme (PBS)

PBAC
Pharmaceutical Benefits 

Advisory Committee (PBAC)

Reference 

Pricing System
Influences

Increasingly, the PBAC may consider a risk-sharing agreement (RSA) to deal with specific 
areas of uncertainty that are covered under a Deed of Agreement , a commercial 
agreement between the Commonwealth Government and medicine’s sponsor.

Australia has a rigorous HTA system based on cost-effectiveness and reference pricing

Abbreviations: HTA: Health Technology Assessment; PBAC: Pharmaceutical Benefits Advisory Committee; PBS: Pharmaceutical Benefits Scheme

Source: Slides prepared by S. Crowley, Lucid Health Consulting, presented at Global Payer Forum



Even though historically PBS prices have been relatively stable until patent expiry, the PBS system is associated with dynamic prices, 
where prices reduce over time or may vary by year

Dynamic pricing examples

25% price cut 

upon entry of 

generics

Risk-sharing 

agreements 

and budget 

caps

Anniversary 

price cut of 

5% at 10 years

Anniversary price 

cut of 5% at  15 
years + catch-up 

price reductions

Init ial price sett ing

During patent period

Post-patent period

Price 

negotiations 

and 

assumptions in 

the economic 

model

Lowest cost 

comparator
(more relevant 

for cost 
minimization 
submissions)

Anniversary 

price cut of 5% 

at 5 years Price disclosure

> In risk-sharing agreements (RSAs): medicines that are subject to financial-based or outcome-based RSAs, may have different “effective” prices 
each year depending on whether financial caps are exceeded or health outcomes in the real world are less than that specified in the sponsor’s 
submission to the PBAC.

> Administrative price reductions: if an on-patent product with the same efficacy and safety as existing PBS listed product(s) is listed on the PBS at 
a lower price, the price may flow onto the existing PBS product(s).

5-, 10- and 15-year PBS anniversary price 

reductions of 5% plus a catch-up price 
reduction of 26% at 15 years of PBS listing

25% price reduction initiated when 
the product goes off-patent and 
the first generic/biosimilar is listed

Price Evolution of Drugs on the Pharmaceutical Benefits Scheme (PBS) list
Overview of dynamic pricing in Australia

Source: Slides prepared by S. Crowley, Lucid Health Consulting, presented at Global Payer Forum



New HTA Committee Announcements:

PBAC

• Professor Robyn Ward AM as the Chair of PBAC 
from 5 May 2024

MSAC

• Professor Jonathan Craig as the Chair of MSAC 
from 1 April 2024

• Professor Kwun Fong as Co-Deputy Chair of 
MSAC from 1 April 2024

• Associate Professor Sarah Norris as Co-Deputy 
Chair of MSAC from 1 July 2024.



Submission Types to the PBAC

Source: Analyses via MAOSS https://maoss.com.au/dashboard/



Therapeutic Area Submissions to the PBAC (1)

Source: Analyses via MAOSS https://maoss.com.au/dashboard/



Therapeutic Area Submissions to the PBAC (2)

Source: Analyses via MAOSS https://maoss.com.au/dashboard/





• Last year we said….

• Looking forward to 2024…..



The review was one of the main 

commitments under the 2022–27 

Strategic Agreement between the 

Commonwealth and Medicines Australia. 

Under the agreement, the Australian 

Government committed to supporting 

and resourcing the review, overseen by 

the HTA Review Reference Committee. 

• The HTA Review started on 27 

October 2022 and was completed on 

4 May 2024.

• The HTA Review Report made 50 

recommendations across a range of 

areas, including improving access to 

new technologies, ensuring equity, 

and making HTA processes simpler 

for consumers and clinicians.



7 main areas of recommendations

Providing more 
equitable access to 
under-represented 

patient groups

Streamlined pathways 
for more timely 

access

Policies, methods and 
processes supporting 
the translation of HTA 
recommendations into 

patient access

Transparency and 
stakeholder 
involvement

Enhancing real-word 
data and real-world 
evidence for HTAs

Methods for confident 
decisions

Supporting 
architecture for HTAs



Health Technology Assessment (HTA) Review 
Implementation Advisory Group (IAG) includes a 
robust mix of representatives from government, 
industry, consumers and clinical.

The HTA Review Report made 50 recommendations 
across a range of areas, including improving access 
to new technologies, ensuring equity, and making 
HTA processes simpler for consumers and clinicians.

The IAG will also consider the findings of 
the Enhance HTA and the new frontier – Delivering 
better health for all Australians (Nov 2021) report.

The IAG will co-design a draft Government 
response to the HTA review.



Expanded Access Program (EAP) organized by DoHAC and Norgine

• Every Australian young adult and child with the rare cancer has free access to the treatment DFMO (eflornithine) in 
hospitals across the country. 

• The drug is “not otherwise available in Australia”.

• DFMO, an orphan drug shown to improve survival and reduce the risk of relapse, costs between $500,000 and 
$700,000.

• The fully Commonwealth-funded scheme can begin immediately, as soon as the Committees of the major public 
hospitals approve the administration of DFMO in their hospitals. The Government has committed to reimburse states 
and territories for the costs of purchasing the medicine for eligible patients and is further supporting treatment through 
the national public hospital funding agreement.

• In parallel, Norgine is pursuing regulatory approvals from the Therapeutic Goods Administration (TGA) and listing on 
the Pharmaceutical Benefits Scheme (PBS).

• Around 20 patients are expected to benefit each year over the next two years.

• The one-off funding will remove the financial barriers to DFMO access while Norgine’s compassionate access scheme is 
established and the application is considered by the Therapeutic Goods Administration.



The Evolution of MES/MAP in Australia

2015

> PBAC infrequently adopts 
innovative reimbursement 
approaches based on value-based 
contracts 

> Aim: overcome the tension between 
funding new but high-cost 
medicines while obtaining value for 
money.

> Traditionally, PBAC 
reimbursement 
decisions have fallen 
into one of three 
categories:

1. Recommended

2. Not recommended

3. Deferred 

> Reimbursement of the medicine

> Tracking actual utilization or performance of the 
product in a clearly specified patient population,

> Tie the level of reimbursement to an outcome.

> Both parties share the risk in case the medicine 
does not perform to expectation or according to 

expected utilization or budget impact, as agreed to 
in advance between manufacturer and payer.

Other names:
• Risk-sharing agreements (RSA), Coverage with evidence development (CED), Access with evidence development (AED), Payment 

for outcomes or performance-based reimbursement schemes

Major reason: uncertainty regarding clinical, 

economic and financial data

“Managed Access Programs” (MAPs) “Managed Entry Schemes” (MESs)

MESs/MAPs between manufacturers 

and payers allow for:



Historical Review of Managed Entry Schemes (MES) in 
Australia 

References: 1. Int J Technol Assess Health Care. 2018 Jan;34(1):46-55

81%

14%

5…

Finance-based Pay for performance Outcome-based

• Discount on the published price (negotiated “cost-
effective” price not disclosed) - Special Pricing 
Arrangements

• Agreed % expenditure reimbursed to the payer by the 
sponsor if the government spend on the relevant 
indication exceeded the agreed to yearly capsFinancial agreement with data on medicine 

performance or patient performance 
required (e.g., continuation rules, pay-for-
responder)

The recommendation to list a medicine is 
reviewed once additional outcome data from 
a clinical study are available

Analysis of Managed Entry Schemes

(January 2012 to May 2016)

Robinson 20181 –MESs are categorized as:

Financial agreements that reduce the payer’s 

expenditure

Financial agreements with payments 

adjusted according to real-life health 
outcomes data from patients (i.e. “pay-for-

performance”)

Outcome-based agreements that collect 

information on outcomes (“coverage with 
evidence development”) with consequent 

effect on payments after review

• References: 1. Int J Technol Assess Health Care. 2018 Jan;34(1):46-55



Managed Access Program (MAP) Framework in Australia

A MAP is a mechanism that enables PBS listing of products, under special circumstances of high unmet clinical need, on terms that 

allow for the resolution of otherwise unacceptable clinical or economic uncertainty for the PBAC

MAP

01

07

06

05 04

03

02

Implement the RSA
Implementation through the 
Deed of Agreement

Recommendation of the 

list ing and price
Price is usually at the level agreed by 
the PBAC as being cost-effective 
taking uncertainty into account

Identification of the key 

areas of uncertainty 
PBAC negotiates with the company 
on areas of clinical and economic 
uncertainty that require post-PBAC 
listing evidence generation

Identificat ion of the evidence 

planIdentify evidence requirements to resolve 
areas of uncertainty, the time frame for 
submission of that evidence, and the potential 
consequences of the evidence outcomes

The PBAC determines if a MAP is appropriate

High unmet clinical need, on terms that 
allow for the resolution of otherwise 
unacceptable clinical or economic 
uncertainty

The company submits data 
and the PBAC recommends 
whether the price (rebate) 
or conditions of stay the 
same or change

Specific to each product, 
usually 12 or 24 months

Data collection period 

Sponsor submission and 

PBAC appraisal 

The PBAC determines if a MAP is appropriate and may:

Make a recommendation on listing and price 

based on the evidence available at the time of 
its initial consideration

Identify the key areas of uncertainty and 

required evidence, the timeframe for 
submission of that evidence, and the potential 
consequences of the evidence outcomes

Review a submission once the additional 

evidence becomes available and to reconsider 
the listing in light of the new evidence

Articulate the risk-sharing agreement in a Deed 

of Agreement



Managed Access Program: the Deed of Agreement

• Abbreviation: ICER: incremental cost-effectiveness ratio

Two broad types of arrangements which are covered by a ‘Deed’

• Agreed init ial price

• Areas of uncertainty

• Time frame for resubmission

• Statement of intent by the PBAC to reconsider the submission once the 
evidence to support the clinical and economic claim becomes available

• Acknowledgment of other areas of uncertainty yet to be identified 
which could impact the initial ICER

• Customised renegotiat ion clause acknowledging managed entry as a 
trigger (currently change in the ICER or an increase in price is a trigger for 
renegotiations) 

• Guarantee of supply at  the original price agreed to by the company if it 
fails to produce satisfactory evidence

• Commitment by the sponsor to disclose information, in the 
resubmission, about anticipated/unanticipated changes that impact the 
clinical effect or evidence

A Deed of Agreement (legal contract) between the 

Commonwealth Government and the sponsor contains:
Special Pricing Arrangements

The sponsor negotiates a higher ‘published’ vs ‘effective’ 
(cost-effective) price, managed through a rebate arrangement

1

Risk-sharing Agreements 

Managing Uncertainty

Uncertainty in the extent of overall gain in health 
outcomes (e.g., immature trial data, single-arm study, 
reliance on surrogate endpoints, long-term safety)

Uncertainty in cost-effectiveness (ICER) (time horizon, 
extrapolation methods, cost-offsets, duration of use, utilities etc)

Uncertainty in estimating the overall financial cost to the 
PBS (prevalence/incidence, duration of use, dose, potential 
out-of-indication use)

2



Pros and Cons of Managed Access Programs for Industry and 
Government

PROS CONS

> Early access to innovative medicines for 

patients in Australia in the face of clinical and/or 

economic uncertainty at a price that may not be 

warranted by existing evidence

> Allows evidence generation in real world that can 

support commercial and medical strategies in 

increasing market uptake and share of market

> Setting up a MAP can be both resource intensive 

and costly

> The inability of real-world data to mirror the strong 

internal validity of a clinical trial

• Risk of evidence and ICERs that are worse 

than in the initial application for reimbursement 

possibly resulting in rebates or price 

decreases

> Ability to share the risks with industry in case of 

reimbursement decisions based on uncertain 

evidence

> Provides mechanisms to list products with high 

clinical need but with immature or uncertain 

evidence and cost-effectiveness

> Reluctancy of manufacturers to take on the risk of a 

MAP when they cannot predict how their product will 

be used and how it will perform in the real-world

> Difficulty (politically) to significantly change the 

reimbursement conditions if the evidence is worse 

than in the reimbursement application and the product 

is shown to not be effective or cost-effective

Industry

Payer

Source: Slides prepared by S. Crowley, Lucid Health Consulting, presented at Global Payer Forum



Key Implications of Managed Access Programs: Risks & Mitigations 

Recent trend of sponsors having 

immature evidence at launch

Increasing role of MAPs in early 

patient access to innovative medicines

Increased uncertainty in clinical 

and economic evidence

> Experience in Australia with MAP is not extensive and there 
are limited publicly available learnings 

> Industry appears to be reluctant to proactively offer MAPs in 
their reimbursement applications, in part due to risks 
associated with entering such agreements:

> Implementing a MAP can be both resource-intensive 
and costly

> Australia does NOT have an integrated and linked 
healthcare and drug utilization dataset, and patient 
registries may not be available for some disease areas

> Real world evidence may not reflect outcomes found in 
regulatory RCTs, and thus future product prices may 
be unpredictable and/or reduced

> Transparency is needed on when a MAP would be 

considered appropriate to solve issues of uncertainty 

> Given the complexity and high cost of establishing a MAP 

and the lack of routine datasets to collect high-quality 

evidence, pragmatic solutions need to be found to solve 
any remaining clinical and/or economic uncertainty

> Given the reluctance from the industry to offer MAPs as part 

of the reimbursement package, the PBAC considers 
providing incentives to companies:

• E.g., reduced time to reimbursement, offering 
“acceptable” initial listing prices to industry, and the 

potential to increase price if real-world evidence 

exceeds expectations.

MITIGATIONS RISKS



Managed Entry Schemes / Managed Access Programs in Australia

Abbreviation: NSCLC: Non-small cell lung cancer; PfP: pay for performance 



• The five-year agreement on public hospital funding between the Australian Government and all 
states and territories is being independently reviewed as agreed and commissioned by all 
Australian Health Ministers.

• The funding and delivery of public hospital services in Australia is governed by the National Health 
Reform Agreement (NHRA), as agreed by all state and territory governments with the 
Commonwealth in 2020 and runs to 2025.

• Under Clause 21 of the Addendum an external review process started in February 2023 to 
be completed by December 2023 and will involve the Commonwealth, States &Territories 
and IHACPA

• Two independent reviewers, Ms Rosemary Huxtable PSM and Mr Michael Walsh PSM, have been 
appointed to the review and will commence work immediately.

• Report Expected December 2023

ADDENDUM TO NATIONAL HEALTH 
REFORM AGREEMENT 2020-2025 

Funding arrangements for new high cost, 
highly specialised therapies (HSTs, eg 

CAR-Ts), recommended for delivery in a 
public hospital setting by the Medical 
Services Advisory Committee, will be 
determined on the basis of hospital 
funding contributions specified in 

Schedule A with the following exceptions 
for the term of this Addendum

Interim review, potentially, implications for 
CAR-T funding in Australia after 30 June 

2025

Source: https://www.health.gov.au/ministers/the-hon-mark-butler-mp/media/review-of-national-hospital-funding-agreement

https://federalfinancialrelations.gov.au/sites/federalfinancialrelations.gov.au/files/2021-07/NHRA_2020-25_Addendum_consolidated.pdf

• Last year we said….

• Looking forward to 2024…..

https://www.health.gov.au/ministers/the-hon-mark-butler-mp/media/review-of-national-hospital-funding-agreement
https://federalfinancialrelations.gov.au/sites/federalfinancialrelations.gov.au/files/2021-07/NHRA_2020-25_Addendum_consolidated.pdf


2020–25 National Health Reform Agreement (NHRA)

The NHRA recognises the states and 

territories as system managers of public 

hospitals. As such, the states and 

territories are responsible for:

• determining the mix of the services and 

functions delivered in their jurisdiction

• system-wide public hospital service 

planning and performance.

The Australian Government will 

contribute about $133.6 billion between 1 

July 2020 and 30 June 2025 for public 

hospital services.

Source:
https://www.health.gov.au/sites/default/files/2023-12/nhra-mid-term-review-final-report-october-2023.pdf
https://www.health.gov.au/our-work/2020-25-national-health-reform-agreement-nhra

https://www.health.gov.au/sites/default/files/2023-12/nhra-mid-term-review-final-report-october-2023.pdf




And much more we can’t 

cover today……



Forecasts for the 20th Annual Annual Drug and
Devices Australia Webinar

 
Year 2033

30M 

Population



2033 – 67 not out and still riding



QUESTIONS ???

WE’RE SURE YOU HAVE NONE, RIGHT?
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W: lucidhealthcon.com
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E: george@lucidhealthcon.com

Connect with George on LinkedIn:
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