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Abstract:   The aim of this article is to use Australian examples to make the case for development of government and industry project management structures and related funds, which are designed to promote productivity and meet national and international health and sustainable development goals through more effective competition.  This would require the replacement of some inefficient and inequitable management structures, including some current submission based models of providing taxpayers’ funds for business and research.  The article argues that quality management to achieve national objectives can most effectively be achieved through nationally and regionally coordinated duty of care approaches to implementing projects and related research.  These should be based on consultative and effective systems for identification, prioritization and control of risks to the health of workers, communities, clients and the environment.  Recommendations are consistent with Australian competition policy requirements, principles of the United Nations (UN) declaration on environment and development, major World Health Organization (WHO) agreements, relevant international management system guidelines and key International Labour Organization (ILO) Conventions.  
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The Australian response to international health, environment and competition 

Work can injure individuals or communities and degrade the natural environment. For example, it is included among the most significant risks of premature death internationally, after malnutrition, poor water supply, sanitation and hygiene, unsafe sex, tobacco use, and alcohol. These hazards account for more than one third of the global disease burden.1  However, production is necessary to sustain human life and there generally appears to be a positive relationship between economic development and physical health. The average life expectancy at birth in the least developed countries ranges from thirty-eight to fifty-two years, in comparison with a range of between seventy-five and eighty years for developed nations. 

Unemployment and poverty are highly correlated with poor health internationally and in Australia, where there is a clear and consistent relationship between social class and health, whether the former is measured by income, education level or occupation.2   Unemployment and work both contribute to Australian disability levels, and to nationally identified major health problems, such as injuries, cardiovascular disease, cancer, and poor mental health.   People of Aboriginal descent comprise about 2% of the Australian population and are likely to die eighteen years earlier, on average.  They are also more likely to die from avoidable conditions, to suffer from disabilities and to lack work and essential services. Aboriginal health is the subject of special national consideration in order to address major health problems.3  This is consistent with the first goal of the ninth general program of work of the WHO which is to increase the span of healthy life for all people in such a way that the health disparities between social groups are reduced.4
Health and environment problems are also linked and pressures are often greatest for the landless poor.  The 1992 U.N. declaration on environment and development followed a report on Asia and the Pacific which showed a serious deterioration of the environment and resources upon which economic growth and human life depend.5   It noted rapid urban population growth and the development of increasingly polluted mega-cities and social inequality.  It discussed problems arising from the exploitation of energy sources such as coal and wood fuel, which have an effect on air quality and contribute to the problem of global warming.  Deforestation and the increasing use of fertilizers and pesticides result in reductions in land quality and biodiversity, with additional problematic implications for rural productivity and the quality of inland and coastal waterways.   Marine and aquatic resources are increasingly under pressure from intensive fishing practices and other forms of economic development.

The first principle of the UN declaration on environment and development put human beings at the center of concerns for sustainable development, and stated that people are entitled to a healthy and productive life in harmony with nature.6   The declaration indicates that development should equitably meet the developmental and environmental needs of present and future generations, and that sustainable development and environmental protection should constitute an integral part of the development process and cannot be considered in isolation from it. This approach is consistent with the 1978 WHO declaration which established health as a fundamental human right and a vital world goal, and with the 1986 WHO Ottawa Charter for health promotion which called for the development of public policy and the reorientation of health services, as well as community action and education to support health goals.7  

Such international developments have been supported by major policy change in Australia.  In 1983 the Medicare system, which guarantees provision of taxpayer-funded hospital and medical services to all Australian residents, was introduced.  In 1986 the first national goals, targets and strategies were established to reduce major national health risks and ensure that all people have access to a comprehensive range of high quality health care services regardless of financial status, race, culture or language.  Fostering participation of communities and individuals in decision making at all levels of health service planning and delivery is also a key goal.3  In 1990 the Council of Australian Governments agreed to the development of national standards for health and environment protection8 and in 1994 a national strategy for ecologically sustainable development (ESD) was established 'to improve the total quality of life, now and in the future, in a way that maintains the ecological processes on which life depends'.9  All areas of government must set environment goals and strategies for achieving them.  

In 1994 Australia also agreed to the further development of global free trade when it signed the Uruguay round of the general agreement on trade and tariffs, followed by the Asia Pacific economic cooperation (APEC) agreement. The APEC investment code seeks free trade throughout the region by 2020 and establishes equal treatment, access to information and the need for cost-effective dispute resolution as guiding principles.10  In 1995 Australia passed the Competition Policy Reform Act which requires national competition on a level playing field unless another course of action can be shown to be in the public interest.  All legislation is currently being reviewed to meet these requirements.11  The 1997 WHO conference recommended development of health promotion through cooperation between government and the private sector.12  

Lack of national management and funding structures which support national goals

Australia cannot compete with low wage economies.  Because of this a strong government focus should be placed on encouraging the Australian ability to effectively and competitively develop and deliver high value added goods and services in areas such as health, education, research, environment protection, communication and financial management.  There is, therefore, a general need for Australian government and industry partnerships to implement effectively coordinated management strategies and to fund the additional development, education, research and evaluation projects which are necessary to achieve national health and environment goals as well as a generally higher quality of competitive business management.  

Lack of appropriately coordinated structures for data driven management and related research remains a major impediment to the development of national economic planning, effective competition, and fund management in the community interest.  Without systematic information about the quality and outcome of services, competition must invariably be based on price.  Traditional accounting systems address economic viability but overlook the effects of production on the comparative health of communities and the environment unless these effects are reflected in costs to the business which are translated into prices.  Review of Australian injury insurance systems shows that the combination of private sector underwriting and price competition may promote comparative lack of interest in injury prevention, delay rehabilitation after injury, and have other unintended adverse consequences such as increasing levels of disability, cost shifting, loss of investment potential to government and industry, and increased administrative and other cost for taxpayers and premium holders.13 Management structures which avoid such risks, and which are also consistent with the current directions of Australian competition policy and legislative development are discussed later.  They are also consistent with international guidelines on quality management (ISO 9004.1) and environment management (ISO 14004), as well as with requirements of key ILO Conventions such as 155 (1981) concerning occupational health and safety (OHS) in the working environment and 121 (1967) concerning benefits in the case of employment injury.

Review of Australian aid14 and discussion of research programs15 suggests that traditional submission based funding models used in these areas are inefficient and inequitable.  A review of business programs recently recommended that all government support to business should be focused and delivered through five key programs of investment, innovation, exports, business development and sustainable development.16 A nationally planned approach to the implementation of international health and environment goals by government and industry, in cooperation with research institutions and community representatives, could promote competition which continuously enhances health and environment outcomes.  The approach would also allow the Australian community to avoid the risky and inequitable process of anyone trying to pick winners from all those making submissions to seek funding for proposals which have been driven primarily by sectional or professional interest rather than the national community interest.

Duty of care and worker protection

Good management should rest on the protection of the business through the general avoidance of risks.  The key principles of worker protection in Australia are found in state occupational health and safety (OHS) acts which were introduced during the 1980s.  They are modeled on the recommendations of the British Robens committee report of 197217  and provide all employers with a duty to provide a safe place of work.  Workers must work safely and there are provisions for their representation.  Manufacturers and suppliers to the workplace are expected to ensure that their products are safe when properly used.  They must provide information on correct product use and potential associated hazards.  Employers must undertake identification, prioritization and control of workplace risks in consultation with workers who have been provided with appropriate education.  Recommended work practices are increasingly outlined in codes of practice which are comprehensive guidelines for the achievement of OHS standards approved by the relevant government minister as a result of industry consultation.  They can be used in court as evidence of implementation of the duty of care.  Managers are expected to follow them unless they can show that an alternative method of work is just as safe.   Prosecutions can be mounted by government inspectors or by approved representatives of trade unions or the minister. 

All employers are required to have workers’ compensation insurance.  Aggregated claims data provide a national but flawed source of information about high-risk areas of industry operation so that prevention programs can be targeted to them.   During the 1980s requirements for workplace based rehabilitation were added to all workers’ compensation acts.18  An employer must not dismiss a person because of their work-related injuries within six months of when they became unfit for work.  A worker cannot unreasonably refuse to participate in rehabilitation.  They must also be prepared to seek suitable employment elsewhere if their original employer cannot provide it.  They may be entitled to a range of medical and rehabilitation related assistance including therapeutic treatment, artificial aids, retraining, care at home and modifications to a workplace, home or vehicle under doctor’s direction. Seriously injured workers are entitled to access common law processes but in lieu of all other benefits.  

Risk rated premiums and benefits are established by government, and thirteen insurance companies are paid to administer the collection and investment of premiums and the handling of claims and related issues on government behalf.   Regulation and risk rating of premium price is designed to provide insurers with incentives to compete for the employer’s 19 business through the provision of effective risk and rehabilitation management services to employers.  Apparent lack of sufficient commitment to managing health risks at the enterprise level, and lack of effective communication and transparent outcome data gathering on the competitive performance of health, rehabilitation, dispute resolution, employment and insurance providers, currently hinders achievement of this goal.20 However, the structure ensures that the periodic risks of insurer insolvency and business instability related to the international underwriting cycle are reduced, and that benefits of premium investment accrue to industry and the community rather than insurance companies.  Government inquiry into the motor accident insurance scheme has recommended increased consistency with workers’ compensation insurance.21 

The 1998 Workplace and Injury management Act established an Industry Advisory Council and thirteen industry reference groups composed of employer and worker representatives.  This increases the potential for development of industry based risk and fund management in line with national health and environment development goals. To provide incentives for better risk management, particularly by small employers whose premiums are not individually risk rated, a premium discount scheme is being established to reward those employers whom approved auditors indicate have implemented effective programs to improve workplace safety and return to work strategies for injured workers.22  The continuing delays, hindrance to rehabilitation and high costs of adversarial court systems which deal with disputed claims, are being addressed partly by provision of government support to unions and employers so they can offer early assistance to those in dispute.  All have the assistance of medical panels which operate in a non-adversarial context and use a common standard of injury assessment.23 This is consistent with requirements of ILO convention 121 concerning benefits in the case of employment injury which indicates that in cases of dispute there must be an appeals process involving representatives of the parties in dispute.  When administration of benefits to injured workers is not undertaken by government or under government regulation, representatives of the people to be protected must be involved in the management of the services.

A coordinated management approach to health and environment protection 

Under Australian OHS acts, manufacturers and service providers may owe a duty of care to members of the public as well as to workers. For example, major public safety and health issues have for over a century been addressed in state construction safety acts and factories shops and industries acts. This outdated prescriptive legislation is being replaced by a single national duty of care regulation under state OHS acts.24  Many public health and safety hazards arise from the working environment and from the use of plant and chemicals.  Dangerous processes may have related licensing and/or inspection requirements.  For example, these may apply in regard to some building or maintenance work, including demolition, and the use of cranes, hoists, lifts, escalators, moving walks, ski-field equipment, amusement devices, boilers and pressure vessels.  Licensing is required for asbestos removal, pesticide spraying, the use of carcinogenic substances and when handling a range of other hazardous substances. Licensing requirements related to the export, import, transport, storage, manufacture and usage of dangerous goods are found in dangerous goods acts.   

The management of risks to the environment may be effectively coordinated with the management of risks to the safety of workers and the public.  For example, objectives of the Environment Protection Act are to protect, restore and enhance the quality of the environment while having regard to the need to maintain ecologically sustainable development. The Australian Manufacturing Council's report on best practice environmental management discusses prevention of environmental destruction through strategies related to waste reduction at material source, waste treatment, recycling and disposal of waste.  It addresses internal management and reporting systems, and environmental management and audit plans which could be integrated with the requirements of OHS acts.  It notes the importance, at the mining stage, of integrated management to obtain extractive efficiency, biodiversity and rehabilitation of the environment.  At the process stage, resource use efficiency, waste disposal and pollution, including greenhouse emissions need close consideration.  In general, plant location, infrastructure services, recyclability and accountability for products used in production all need to be managed in an integrated way. An open door to the community is recommended.25 In 1998 the Australia and New Zealand Environment and Conservation Council produced a national strategy for cleaner production26, which outlined environmental management systems which could be implemented in a consistent manner with OHS management requirements. The strategy addressed standards, codes of practice and training; cleaner production measurement and reporting; product and service life cycle assessments; environmental licensing and audit; and the provision of appropriate financial incentives. 

The establishment of a nationally integrated risk management approach that deals with public safety and environmental hazards as well as OHS problems appears  practical and cost-effective. There is already legislation in some states to protect public sector workers who make complaints about apparent corruption, maladministration or serious and substantial waste.27 National commitments to competition on a level playing field and to health and environment protection suggest that concerns about such matters should generally be dealt with in a coordinated manner which is consistent with requirements regarding apparent OHS breaches, whether they occur in either public or private sector contexts.

Improving the health of communities and protecting clients

For over a century state public health acts have dealt with the regulation and inspection of health risks to the community.  For example, the NSW Public Health Act (1991) provides for general directions to public authorities during states of emergency and for public health risks. It outlines requirements for the safety of drinking water, for the notification and treatment of sexually transmissible medical conditions and for the control of vaccine preventable diseases.  It addresses the requirements for cancer screening, microbial control, and other health issues such as the use of tobacco.  If a person’s health breaks down the Commonwealth Medicare system guarantees provision of taxpayer-funded hospital or medical services.  Health care consumers may purchase additional benefits through taking out extra private health insurance.  The Medicare system depresses the overall cost of health care by linking government reimbursements for the price of health services provided in the public or private sector to the Commonwealth medical benefit schedule and disallowing insurer coverage of the total price of the provider’s service, unless it conforms to government pricing requirements.28 During the 1980s Health Ministers established regional health management structures called area health services.  

Comparison of the Australian health care system with its US counterpart suggests the former is superior in terms of population coverage, equity and cost but inferior in terms of quality.29  This shortcoming appears substantially related to lack of political will to achieve the potential  for data driven management.  For example, a review of professional indemnity arrangements for health care professionals found inadequate accessible information for both health professionals and health care consumers on risks, benefits and treatment options in health care.  It found a lack of meaningful performance information upon which consumers could base their choice of health care provider and upon which health care institutions could grant practicing rights.30 The task force on quality in Australian health care came to similar conclusions.  It recommended a study of the information technology needed to improve links between health care providers, with special attention to hospitals, general practice, pharmacies and home and community care.31  The expert advisory group on safety and quality in Australian health care accordingly recommended that health ministers lead the way in promoting a safety and quality enhancement ethos through the whole health system. They suggested that national requirements for health care and related organizations should be specified through government health care agreements and contracts.32 

The common law avenues open to the person who claims to have been injured by their health care are inadequate for injury prevention, rehabilitation, educational or punitive purpose.33 Doctors and some other registered professionals have access to professional indemnity cover through membership of mutual defense organizations but this does not afford the quality of protection, either for injury claimants or health practitioners, that the combination of the OHS act and workers compensation insurance affords the injured worker and their employer.31 There are no requirements for mutual defense organizations to adopt the accounting, prudential and reporting requirements of insurance companies.  They retain exclusive discretion over whether they will indemnify the negligent acts of a member and, if so, for how much. The review of professional indemnity arrangements concluded that professional indemnity cover should be required for all health care providers, not merely for those who are registered, that it should be compulsory rather than discretionary, and fully funded from premiums covered for this purpose, without cross subsidy.  This is consistent with the approach taken to workers compensation premiums and has also been supported by the Law Reform Committee of the Victorian Parliament.34  In 1994, a Professional Standards Act was passed in NSW and similar legislation was established by the Commonwealth.  It enables the creation of schemes to limit the civil liability of professionals, to facilitate the improvement of their occupational standards, and to protect the consumers of services provided by such people.  This development could assist the adoption of a consistent approach to the management of professional and industry based funds to support national health and environment goals.  

The review of professional indemnity arrangements recommended that all states establish complaint mechanisms similar to those available in NSW under the Health Care Complaints Act which establishes the Health Care Complaints Commission. The aims of the Commission include facilitating the maintenance of standards of health services, promoting the rights of clients by providing mechanisms for resolution of complaints, and providing an independent mechanism for assessing whether disciplinary action should be taken against health practitioners.  The Commission is the complainant in all disciplinary inquiries. The most recent evidence appears yet again to support the findings of the professional indemnity review and favours routine reporting of adverse events by practitioners and others, in order to assist a data driven approach to identification and control of health risks.35 The provision of inspection, investigation and prosecution rights to appropriately trained representatives of health consumer groups may be an effective ways of assisting the improvement of health standards which would be consistent with the rights already afforded to representatives of trade unions under state OHS acts.

Local governments are responsible for carrying out activities necessary to meet current and future needs of Australian communities. Their role is therefore central to the development of regional management structures to achieve national health and environment goals. They provide a range of welfare services and have established local environment plans following public consultation. Some have made agreements with Aboriginal communities about infrastructure needs and maintainance.36  Regionally based health service management structures also provide opportunities for improving the identification and control of risks to community health through comparative analysis of competing health and environment related service provision. The development of health management plans based on regional population data has recently been their focus.37 However, this planning appears to be primarily patient and hospital based rather than focused on family, community or environment related health management.  The emphasis also appears to be on the needs of the aged, rather than on child health or other community health problems which may be associated with unemployment and poverty.  The Commonwealth Department of Social Security provides the great majority of Australian government pensions through Centrelink offices which also oversee the provision of employment search and related training and assistance delivered by approximately 300 contractors who operate competitively across Australia on a fee for service basis.38  

Government bodies such as the three discussed above appear to be obvious potential partners with industry and research institutions, in order to establish a data driven and planned approach to the competitive delivery of regional health and environment development programs, designed to achieve national health and environment goals, in consultation with relevant communities.  It is also necessary that contracts have integrated duty of care, consultation and information requirements which apply to the relationship between practitioners, clients and the community, and which operate in an effectively coordinated way with the duty of care requirements of OHS acts.  This should be supported by the identification, prioritization and control of health and environment risks, in order to competitively improve work outcomes, unless another course of action can be shown to be in the public interest. Appropriately coordinated and equitable industry and regional dispute resolution mechanisms are also needed, so that analysis of their case throughput and outcome can further assist the identification and control of risks to health, environment, and productivity.

Conclusion

Australia cannot compete with low wage economies and has signed international agreements to promote health, environment protection and increased competition.  Because of this, government should encourage the national ability to effectively develop and deliver high quality goods and services, especially in areas such as health, education, research, environment protection, communication and financial management.   National government and industry partnerships to develop and fund regional programs to achieve health and environment goals and related research are also necessary.  Attainment of this is currently hindered by outdated submission based approaches to the allocation of taxpayer funds, and by lack of an effectively coordinated and evidence based approach to identification and control of risks of production, including in relation to health professional practice. Consistent national approaches to the design of contractual requirements for the attainment of national health and environment goals are required.   They  should include requirements for implementation of the duty of care owed by employers and providers of goods and services towards workers, consumers, communities and the natural environment.   Coordinated national and regional research related to establishment of data driven injury prevention, consultation, training, audit, rehabilitation and dispute resolution services is necessary.   In order to contain cost the design of related insurance or levy systems should also promote effective risk management rather than premium price competition.  
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