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Executive summary 
Providing a well-integrated, cost-effective, quality health care system that meets the needs of the 
population is challenging for governments worldwide. In Australia, this challenge is complicated by a 
geographically and culturally diverse population; and complex funding and responsibilities across 
different levels of government. Regionalisation in health care is about enabling appropriate 
allocation and integration of resources according to the local population health needs, and 
community engagement and quality improvement to optimise delivery. From a governance 
perspective, control and accountability for allocation of resources and delivery of services may be 
centralised, decentralised, or a mixture of both. This review examines the different approaches that 
have been used in Australia; and assesses what is known of their effectiveness in terms of: patient 
health outcomes and experience, cost containment, economies of scale, accountability, citizen 
participation in decision-making, integration of services, and quality and equity of care. An overview 
of the current global trends in regionalisation is also presented.  
 

Policy context 
Through the Building a 21st Century Primary Health Care System: Australia’s First National Primary 
Health Care Strategy (Commonwealth of Australia, 2010), the Commonwealth government specified 
regional integration as a key building block for a strong integrated primary health care system. They 
acknowledged the importance of improving access and reducing inequity, improving chronic disease 
management, increasing the focus on preventive care and improving the quality, safety, 
performance and accountability of the health care system. A more recent review, the Reform of the 
Federation Discussion Paper (Commonwealth of Australia, 2015), proposes that the Commonwealth 
and States/Territories share the responsibility for delivering health care services to defined 
populations through regional health entities. At the jurisdictional level, Area Health Services (AHS, or 
similar) have been established, with the primary aim to “promote, protect and maintain the health 
of the residents in its area” (e.g. Area Health Services Act NSW, 1986). In each area, AHS functions 
include: managing hospitals and other health services, assessing population health needs, planning 
development for future health needs and setting priorities relevant to those needs.  
 

Key findings 
Over the past 25 years, Australian Commonwealth governments have implemented several types of 
regional health care entities as meso level mechanisms to identify community needs, engage with 
relevant providers and facilitate coordination of effective, efficient and equitable health care. 
Starting in 1992, there have been three models of mainstream Primary Health Care Organisation 
(PHCO): Divisions of General Practice (DGP); Medicare Locals (MLs); and Primary Health Networks 
(PHNs). As PHNs were only established in July 2015, it is too early to determine their performance to
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date. For the DGP and MLs, there has been incremental improvement in integration across different 
parts of the primary health care sector (e.g. allied health, Indigenous health services) and between 
different levels of the health system (e.g. primary, secondary and tertiary sectors). There has also 
been improvement in accessibility due to implementation of a broad range of targeted programmes 
and services. At each transformation, successive PHCOs have changed in scope and focus and built 
on the work of the previous regional entity.  
 
Although not examples of regionalisation per se, a number of organisations have been established to 
facilitate tailoring of health care services to local/regional needs. These provide useful insights that 
may be applicable to broader, population-level reforms such as health care regionalisation. These 
regional health care organisations include: Aboriginal Community Controlled Health Services 
(ACCHS) and Multi-Purpose Services (MPS), which targeted Indigenous health and rural and remote 
communities, respectively; co-localised organisations, such as GP Super Clinics, which bring together 
a range of services into one location; and specific state/territory entities (e.g. HealthOne and GP 
Plus). Table 1 provides a summary of the benefits and impacts of regionalisation in Australia.  
 
Table 1 Summary of benefits and impacts of regionalisation in Australia 

Patient health outcomes 
and experience  

Overall, the extent to which regionalisation has improved patient health 
outcomes and experience is limited by the lack of appropriate indicators and 
poor reporting on patient-level data. For the most part, inferences can only be 
drawn from evidence that demonstrates the range of programmes and services 
supported by PHCOs to address the community’s needs (e.g. flexible hours and 
locum services, chronic disease management programmes, targeted services for 
vulnerable populations).  
For Indigenous health, although evaluations showed no significant difference 
between ACCHS and mainstream services, patients indicated increased demand 
and a strong preference for ACCHS; thus, improving access enables more 
opportunities for health care delivery.  

Cost containment Although there has been increasing focus on improving efficiency, there is little 
available data to demonstrate cost savings in any particular regional entities. 

Economies of scale Economies of scale are difficult to demonstrate due to context-specific 
characteristics that may not feasibly scale up or be transferable to a different 
context. 

Accountability  The unique governance structure of ACCHS ensures that each ACCHS is 
accountable to the local community. 

Citizen participation Citizen participation in decision-making is best demonstrated in organisations 
that are controlled by the local community and focus on the needs prioritised by 
them (i.e., ACCHS and MPS).   

Integration of services Each PHCO built on the integration efforts of the previous model. However, some 
barriers persist, such as the complex network of responsibilities between the 
Commonwealth and States and Territories, poorly linked and inadequate data, 
difficulties with information-sharing across providers, inter-professional 
differences, and poor alignment of incentives to encourage integrated care.  

Quality and equity of 
services 

Variability across PHCOs remains problematic. 

 
Internationally, there is considerable variability in the approaches to regionalisation, which span the 
centralisation-decentralisation continuum, and countries are shifting in both directions. Table 2 
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summarises the trends, but also provides a snapshot of the responsibilities of the different levels of 
government and regional health entities. For example, Australian PHNs are responsible for 
commissioning services, but have no authority over budget control; whereas the Clinical 
Commissioning Groups (CCGs) in the United Kingdom (UK) and Alliance Leadership Teams (ALTs) in 
New Zealand (NZ), which also commission services, do have budget control. A lack of levers and 
incentives to facilitate change was a barrier to MLs in Australia; and in Canada, lack of budget and 
organisational control for primary health care has impeded attempts by the Regional Health 
Authority (RHA) to better align services. In all countries apart from Australia and Canada, a regional 
agency has responsibility (sometimes shared) for both primary and secondary care, and this is 
generally coupled with some budgetary control. In contrast, responsibility for aged and long-term 
care varied from national (Australia, Germany), to regional (Spain, Ireland, Canada, New Zealand), 
local (Italy, Sweden, Denmark, Netherlands, France) or a mix of agencies (UK). The role of national 
authorities was largely for distribution of funds to regions and control of policy development and 
quality improvement measures; and often public health and prevention programmes. In terms of 
patient experience, available data were typically by country, rather than regional. Where data were 
available, it was variable across regions (and countries) and cannot be reliably attributed to any 
particular model of regionalisation. Some good examples of well-functioning regional health entities 
that had positive impact on patient outcomes and experience were identified (e.g. Jönköping County 
Council, Sweden). 
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Table 2 Summary of Australian and international regionalisation characteristics 

Country Organisation  Budget 
control 

Policy/ 
quality 
improve-
ment/ 
guidelines 

Primary 
health care 

Hospital 
care 

Public 
health/ 
preven-
tion 

Aged care/ 
long-term 
care 

Service 
contract-
ing/ 
commiss-
ioning 

Trend 

Australia Federal        Move to some 
decentralisation 
through PHNs, 
but retaining 
central oversight 

State        
PHN        
ACCHS        

Italy National        Highly 
decentralised ASL        

Districts        
Spain National        Highly 

decentralised ACS        
HCC        

Sweden National        Decentralised  
County Councils        
Local authority        

Denmark National        Decentralised, 
but moving 
toward 
centralised 
planning 

Regional        
Municipal        

Germany G-BA        Decentralised but 
centralising some 
financial and care 
elements 

Länder        
Corporatist 
bodies 
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Netherlands National        Decentralised  

Insurers        
GGD        

UK (England) NHS        Isolated cases of 
decentralisation CCGs        

Local 
Government 
Authorities 

       

France National        Centralised but 
ongoing 
deconcentration 
of responsibilities 

SHI        
ARS        
General Council        
Local delegates        

Ireland Directorate        Centralised but 
moving to greater 
decentralisation 
of planning 

CHOs        
Primary Health 
network 

       

Canada National        Decentralised but 
in state of flux RHA        

First Nations and 
Inuit Health 
Branch of Health 
Canada (FNIHB) 

       

New Zealand National        Decentralised but 
ALT aims to 
better coordinate 
through 
centralisation 

ALT        
DHB        
PHO        
Maori & Pacific 
providers 

       

This table is based on available published literature but the reader is advised to confirm information from relevant health authorities in the individual countrie 
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Policy considerations 
Finding the ‘sweet spot’ along the centralisation-decentralisation continuum remains a challenge for 
governments worldwide and, even if identified, it is likely to vary according to local context. Although 
there is a compelling argument for ensuring that local contextual factors are considered in policy 
decisions that impact on the local community (i.e., “no decisions about me, without me”1), there is 
also a strong imperative to achieve this with fiscal responsibility (efficiency, economies of scale) and 
ensuring quality, safety and equity of health care services for all. In developing policy to meet these 
needs a number of observations from real-world experience provide useful guidance. 
 

Take-home messages 
• A ‘one-size-fits-all’ approach to health service delivery is not feasible for Australia, where there is 

considerable geographic and cultural diversity.  
• Some elements of health care may suit a centralised approach (e.g. quality standards of care), while 

others may benefit from regional control (e.g. integration of services). Assuming responsibility for 
these elements is important for their meaningful delivery, and also depends on availability of levers 
and incentives to guide implementation (e.g. financial incentives and strategic authority). 

• Flexibility to adapt to changing needs, advances in health care, workforce fluctuations and 
social/environmental factors needs to be embedded in the health care system. 

• Ongoing support and buy-in across macro, meso and micro levels is essential for developing and 
sustaining partnerships and collaborations that will endure through economic fluctuations and 
changes in policy and politics. 

• Cross-sectoral collaborations need to be supported by coherent policies that are aligned across 
macro, meso and micro levels of the health system. For example, a common barrier at the regional 
level is a mismatch between the requirement to collaborate across sectors to improve integration and 
the lack of authority to control budgets or allocate resources to do so. 

• Community involvement and local cohesiveness are key enablers to regionalisation. 
• Aboriginal Community Controlled Services (ACCHS) and Multi-Purpose Services (MPS) are good 

examples of regional entities that demonstrate improvements in access to services, involve the 
community in decision-making, and prioritise the needs of the local community. Similar community-
controlled organisations in Canada and NZ have also shown improvements in patient health outcomes 
and experience, but are challenged by funding arrangements that do not consider the local context.  

• Appropriate measures of patient experience need to be developed; this may be facilitated by better 
data collection and improvements in data linkage technologies. However, the potential influence of 
factors beyond the health system’s control also needs to be acknowledged. 

• Experiences with regionalisation are very context-specific. Therefore, examination of local or regional 
approaches as distinct from country-level experience is likely to be informative, but not necessarily 
transferable.  

 
 
For more details, see Full Report. 
 

                                                           
1 (NHS, 2010) 


	Executive summary
	Policy context
	Key findings
	Policy considerations


