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	Abbreviation
	Term

	ABF
	Activity-based funding

	AI
	Artificial intelligence

	BI-RADS
	Breast Imaging Reporting and Data System

	BSA
	BreastScreen Australia

	CALD
	Culturally and linguistically diverse

	IHPA
	Independent Hospital Pricing Authority

	LHD
	Local Health District

	MBS
	Medicare Benefits Scheme

	MMM
	Modified Monash Model

	NHRA
	National Health Reform Agreement 

	NHRA-PHC
	National Health Reform Agreement – Public Health Component

	NPA
	National Partnership Agreement

	PHC
	Public Health Component

	SAS
	Screening and Assessment Service
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This report summarises the findings of the funding review of the BreastScreen Australia (BSA) Program. The funding review is one of three components of a broader BSA program review occurring over 2023 and 2024. 
The BreastScreen Australia (BSA) Review
The environment surrounding the BSA Program is constantly changing, with clinical advancements, workforce constraints and participation rates all impacting operations. Within this context, the Commonwealth in partnership with States and Territory governments is undertaking a comprehensive review of the BSA Program that will be delivered across three streams:
1. Funding - Responsible for informing a contemporary funding model for the Program that can support the current model and future evidence-based changes, and sustainably increases participation and equity of access (this report).
2. Evidence Synthesis and Review - Responsible for the non-biased consideration of research, including published and funded research that has not been peer reviewed.
3. Quality and safety - Responsible for assessing the effectiveness and efficiency of the current accreditation system, alongside alternative and hybrid options/models.
Funding Review project research objectives
Deloitte was engaged to undertake the funding component of the BSA Review. The key research questions included:
1. What is the current state total program cost, cost per screen, and cost per assessment across jurisdictions and priority populations?
2. What is the cost of screening in the private sector?
3. What is the impact of future state scenarios on the program costs identified in (1)?
4. What alternative funding mechanisms could allow the Commonwealth and State and Territory governments to fund the Program in a way that supports its ongoing, effective delivery?
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Figure E. 1 Project approach1
Planning
The first phase involved setting the foundations for the project, including the project approach and timelines.
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Discovery
The second phase focused on establishing the current state and cost structure of the BSA Program, as well as identifying issues with the current funding mechanism.
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Data collection
The third phase involved undertaking data collection and analysis, as well as developing and considering alternative funding mechanisms for the BSA Program.
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Analysis & reporting 
The final phase involved building the bottom-up BSA Program Cost Model to estimate the cost of delivering the BSA Program, evaluating alternative funding mechanism for the Program, and developing and delivering a report (this document) summarising the findings.






RQ1: Current state of the BSA Program
Current state BSA Program costs were estimated using a detailed cost model based on two years of Commonwealth and State/Territory data, capturing key cost drivers by jurisdiction and priority population.
Total cost of the BSA Program
Over the financial years 2021-23, the Commonwealth, State and Territory governments spent approximately $269.6 million per annum on the BSA Program. Approximately 77.2% of total costs were direct service delivery costs – spread across screening and assessment (54.2% for labour and 23.0% for overheads).


Chart E. 1 The total annual cost of the BSA Program ($ millions), by cost category 
Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Screening costs in the NT
The NT has the highest screening cost per screen at approximately $264.5. This is driven by a range of factors, including relatively low service utilisation (i.e., low volume of screens relative to clinical FTE), higher labour costs, and a high prevalence of priority cohorts, compared to other states.
Chart E. 2 The screening cost per screen in the BSA Program, by jurisdiction
Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
RQ2: The cost of breast screening in the private sector
Comparing evidence from Medicare data and the results of this report show that the BSA program tends to deliver initial diagnostic procedures for breast cancer at a lower cost than the private sector.
Breast cancer screening in the private sector
Some eligible women choose to screen for breast cancer in the private sector due to access to faster results, advanced technologies (e.g., tomosynthesis), and a preference for personalised care. 
A 2009 study by the Department of Health estimates that 4.3% to 48.6% of mammograms for women aged 40+ may be for screening, and consultations undertaken for this report suggest 5% of mammograms are fully out-of-pocket. This indicates that from 2021-22 to 2022-23, between 40,900–219,200 mammograms undertaken in the private sector could have been used for private breast cancer screening. However, it is likely that this range underestimates the number of women screening in the private sector due to the advancements in screening options in the private sector, and increased awareness of breast cancer risks since 2009.
Estimating private-sector breast cancer screening costs is challenging, given the limited publicly available data on both costs and pathways. However, it is possible to make approximate comparisons by looking at the direct cost per screen in the BSA program versus private-sector fees for mammography (MBS 59300), tomosynthesis (MBS 59302), and ultrasound (MBS 55076)—procedures primarily intended for diagnosing suspicious lesions but sometimes used for screening. These comparisons indicate that BSA typically offers lower per-procedure costs; for example, a mammogram in the BSA program costs about $40 less than an equivalent private-sector procedure (see Chart E. 3).
To understand how overall screening costs differ between BSA and the private sector from the initial procedure to diagnosis, the BSA screening pathway was compared to a potential private-sector pathway for individuals of similar (average) risk. Private-sector screening can be more customised and may leverage additional technologies, so identifying a “typical” pathway required triangulating data from the literature and consultations with private radiology providers. Under this modeled pathway, each procedure and its potential likelihood of use in the private sector were costed and weighted. The results suggest that screening privately could cost at least $200 more per person than through the BSA program for a person of a similar risk level, driven by newer technologies, more tailored pathways, and different overhead structures.
[bookmark: _Ref226645703]Chart E. 3 The estimated cost per screening procedure in the private sector and in BSA ($), 2022-23 
Source: Deloitte Access Economics analysis (2024); Medicare Cost Finder (2024).
Note: Cost per service for procedures delivered outside of the BSA program are sourced from Medicare Cost Finder. These costs take into consideration that some services are bulk-billed and assume out-of-pocket costs are normally distributed.
RQ3: The cost of future state scenarios of the BSA Program
This report costed three future state scenarios, each designed to represent a gradual movement towards a risk-based screening framework. Scenario 1 had the lowest total cost over 10 years, and scenario 2 the highest. 
[image: Coins outline]Chart E. 4 The total nominal cost of the BSA Program in the current state and scenario 2, 2024-2033 2033 - TOTAL COST PER SCREEN
Current state: $340.7
Scenario 1: $349.7
Scenario 2: $538.9
Scenario 3: $414.6

Source: Deloitte Access Economics analysis (2024) using the BSA Program Cost Model
Note: CS = Current state, FS = Future state
Figure E. 2 Description and total cost of scenarios
Scenario 1ADDITIONAL COST
(total over 10 years)
+$94.2
MILLION 

In Scenario 1, tomosynthesis (3D mammography) is introduced as the primary screening technology, replacing 2D mammography for biennial screenings. All other inputs, such as the target population and participation rates, align with the current program state.


Scenario 2ADDITIONAL COST
(total over 10 years)
+$2.0
BILLION 


Scenario 2 introduces a pathway aimed at enhancing cancer detection for women with high breast density (Breast Imaging Reporting and Data System (BI-RADS) C/D). The approach leverages biennial tomosynthesis supported by ultrasound. Screening commencement age is lowered to 45, with a preliminary health check starting at age 40, conducted by BSA.
ADDITIONAL COST
(total over 10 years)
+$763.6
MILLION 


Scenario 3
Scenario 3 introduces a risk-based pathway to prioritise screenings for women at higher risk. Comprehensive risk assessments, starting at age 40, replacing health checks. The starting age and frequency of screening is determined by risk. Tomosynthesis remains the primary screening technology, with no supplementary technologies.
RQ4: Review of funding mechanism options
This report evaluated the strengths and weaknesses of the current funding mechanism for the BSA Program and identified four potential alternative funding options to address shortcomings of current funding. 
Review of funding mechanism options to fund the BSA program
Through consultations with BSA Commonwealth and State and Territory stakeholders, the review identified four main issues in the current funding approach: lack of transparency, misalignment with cost drivers, and unclear roles and responsibilities. 
A high-level analysis of alternative funding approaches, such as National Partnership Agreements (NPAs) and National Health Reform Agreement (NHRA) Block funding, was conducted to evaluate the feasibility, benefits, and challenges of each option in supporting the program's goals.
Four funding options were developed to address identified gaps in the existing approach, each use a different mix of funding mechanisms to better support the BSA program to achieve its objectives. The options range from maintaining the current model, enhancing flexibility through NPAs, and introducing 
NHRA Block funding for screening-only or both screening and assessment (see Figure E. 3).



[bookmark: _Ref226645666]Figure E. 3 Summary of the funding options evaluated
	
	Mechanism for funding of BSA Program

	
	NHRA - Public Health Component (PHC)
A block funding mechanism within the NHRA where the Commonwealth allocates a lump-sum payment to States and Territories to cover public health services, including BSA.
	NHRA - Block
A block funding mechanism within the NHRA where the Commonwealth allocates funds to specific services or programs, such as the BSA Program, to ensure that funding is used for the intended purpose.
	NPAs
Bilateral or multilateral agreements between the Commonwealth and States and Territories, where funding is tied to achieving specific outcomes or milestones.

	FUNDING OPTIONS
	
	
	

	Current State
Both screening and assessment funded through NHRA-PHC.
	
	
	

	Current State + NPAs
Both screening and assessment primarily funded through NHRA-PHC with discretionary funding provided through NPAs.
	[image: Tick at the intersection of NHRA - Public Health Component (PHC) and Current State plus NPAs][image: Tick at the intersection of the NHRA – Public Health Component (PHC) and Current State.]
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]

	NHRA-Block + NPAs
Both screening and assessment primarily funded through NHRA-Block with discretionary funding provided through NPAs.
	
	
	

	NHRA-Block for Screening Only
The scope of the BSA Program is narrowed to screening only and is primarily funded through NHRA-Block. Assessment is funded through ‘usual care’ (i.e., MBS and public hospitals).
	
	[image: Tick at the intersection of NHRA - Block and NHRA- Block plus NPAs][image: Tick at the intersection of NPAs and NHRA-Block plus NPAs]
	[image: Tick at the intersection of NHRA-Block and NHRA-Block for Screening Only ][image: Tick at the intersection of NPAs and NHRA-Block for Screening Only ]


RQ4: Review of funding mechanism options 
The three funding mechanism alternatives were evaluated using five design principles developed through consultations with stakeholders. A trade-off between increased effectiveness and increased complexity and risk was identified.
Option evaluation
The analysis of alternative funding mechanism options for the allocation of Commonwealth and State and Territory Government BSA funding highlights the inherent trade-offs between improving the current approach and introducing complexity or risk to stakeholders.

Feedback from States and Territories suggests that Option 2 (current state + NPAs) and Option 3 (NHRA Block funding + NPAs) are the most viable alternative options to current funding. These options address the transparency, equity, and adaptability issues present in the current approach. Both establish frameworks for using NPAs to target specific program objectives, with Option 2 relying on internal, non-enforceable reporting mechanisms and Option 3 introducing a formal cost reconciliation process to better align indexation with cost drivers.

Option 3 presents greater adaptability but carries higher implementation complexity and risk. It requires additional administrative resources, particularly during transition, and potentially introduces financial risks to the Commonwealth through NPAs and the reallocation of PHC funds. This could limit flexibility for States and Territories.
Figure E. 4 Option evaluation 
	 [image: A color-coded legend chart illustrating alignment levels with five rectangular blocks ranging from dark red to dark green. Labels below blocks indicate alignment categories: low (dark red), low to moderate (yellow), moderate (mint green), moderate to high (light green and high (dark green).

] 
	1. Current State
	2. Current state + NPAs
	3. NHRA Block + NPAs
	4. NHRA Block for Screening Only

	Effectiveness and equity
The funding mechanism supports the BSA Program in achieving its overarching goals.
	
	
	
	

	Transparency
The funding mechanism is accessible, clear, and predictable for stakeholders.
	
	
	
	

	Adaptability
The funding mechanism can respond to changes in demand, evolving practices, and emerging needs, ensuring the Program can adapt and remain effective.
	
	
	
	

	Feasibility
The funding mechanism is viable and realistic to implement, considering available resources, financial sustainability, and operational capabilities.
	
	
	
	

	Financial risk to Govt.
The funding mechanism does not significantly shift financial responsibility between the Commonwealth and State and Territory governments.
	
	
	
	`

	Notes
	Provides a flexible funding mechanism that supports States and Territories to address local needs while minimising Commonwealth financial risk. However, it lacks transparency and has limited mechanisms to ensure funding is aligned with key cost drivers.
	Improves the transparency of the current system through internal reporting and enhances funding effectiveness via targeted NPAs. Despite these improvements, it still lacks robust mechanisms to align funding with actual cost drivers.
	Strengthens adaptability and effectiveness by linking funding to cost drivers and employing targeted NPAs. Enhances transparency but faces feasibility challenges due to increased administrative requirements, stakeholder resistance, and heightened financial risks.
	Encourages adaptability and private sector involvement, but raises concerns about equity, increased demand on public hospital services, and potential out-of-pocket expenses. Viewed as low feasibility given the extensive system changes required.
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This report summarises the findings of a costing and funding review of the BreastScreen Australia (BSA) Program.
BreastScreen Australia (BSA) and the BSA Review
The BSA Program is a national breast cancer screening initiative that was introduced in 1991.The Program invites non-symptomatic women aged between 50 to 74 years to undertake free screening every two years. The pathway taken by women participating in the BSA Program is depicted in Figure 1.1.

The environment surrounding the BSA Program is constantly changing, with clinical advancements, workforce constraints and participation rates all impacting operations. Within this context, the Commonwealth in partnership with States and Territory governments is undertaking a comprehensive review of the BSA Program that will be delivered across three streams:

1. Funding - Responsible for determining a contemporary funding model for the Program that can support the current model and future evidence-based changes and sustainably increase participation and equity of access.

2. Evidence Synthesis and Review - Responsible for the non-biased consideration of research, including published and funded research that has not been peer reviewed.

3. Quality and safety - Responsible for assessing the effectiveness and efficiency of the current accreditation system, alongside alternative and hybrid options/models.
 Project research objectives
Deloitte was engaged to undertake the funding component of the BSA review. The key research questions included:
1. What is the current state total program cost, cost per screen, and cost per assessment across jurisdictions and priority populations?

2. What is the cost of screening in the private sector?

3. What is the impact of future state scenarios on the program costs identified in (1)?

4. What alternative funding mechanisms could allow the Commonwealth and State and Territory governments to fund the Program in a way that supports its ongoing, effective delivery?














[bookmark: _Ref226644285]Figure 1.1 The BSA pathway
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Booking
Every two yearsa, women in the target population (50-74) are invited to a free screening mammogram. Women aged 40-49 and 75+ are also eligible but not actively invited. Appointments are booked through local screening organisations.
Screening
Screening mammograms are performed by a radiographer at a fixed or mobile screening clinic. Mammograms are read by two radiologists who give one of two possible results: 
· ‘no evidence of breast cancer’
· ‘recalled for further tests’
Results are mailed within two weeks.
Assessment
Some women require further testing, which is free and conducted at an assessment centre. These tests can include a physical examination of the breast, specialised diagnostic 
mammography, ultrasound or needle biopsy.
Diagnosis
A small number of women who complete further testing are diagnosed with breast cancer. While BSA does not offer treatment, they help arrange a woman’s future care by contacting their GP.












11.1% of women in the target population were recalled after their first screening and 4.0% were recalled after a subsequent screening in 2020-21.
1.71 million or 47.5% of women in the target population were screened through BSA in 2020-21.
0.8% of women in the target population who were screened in 2020-21 were diagnosed with breast cancer.




Women who recover from breast cancer wait 5 years before returning to regular screenings.


No evidence of breast cancer
Not diagnosed



Source: Deloitte Access Economics analysis (2024) using BSA monitoring report 2023 1
Notes: a) Some women with recognised risk factors may screen annually rather than biannually.
Project approach 
This project was delivered over a 11-month period (November 2023 to October 2024) across four key phases. 
1. Planning
The first phase involved setting the foundations for the project, including the project approach and timelines. This included:
· A Project Inception Meeting to discuss and confirm scope, outputs and outcomes of the project; and 
· Delivering a project plan with detailed Gantt workplans and consultation and risk plans. 
2. Discovery 
The second phase focused on establishing the current state and cost structure of the BSA Program (see consultation summary report), as well as identifying issues with the current funding mechanism. This phase included:
· A data and document request to collect relevant information and inputs for the project; 
· An environmental scan of the literature to establish a foundational understanding of the BSA environment; and
· Consultations with representatives from the Commonwealth BSA management team and each State and Territory’s BreastScreen Program. 
3. Data collection
The third phase involved undertaking data collection and analysis, as well as developing and considering alternative funding mechanisms for the BSA Program. This included: 
· Developing and disseminating a data collection tool to collect data on the costs of the BSA Program from the States and Territories (BSA Cost Survey);
· A future state workshop with other BSA review workstreams to agree on future state program scenarios; and
· Additional consultations with the Commonwealth BSA management team and State and Territory treasury departments to develop funding mechanism options.
4. Analysis and reporting 
The final phase involved:
· Developing a bottom-up cost model, the BSA Program Cost Model, to estimate the cost per screen of delivering the BSA Program under the current state, and how this differs under various future state scenarios;
· Evaluating alternative funding mechanism options that support the effective delivery of the Program in the future; and
· Developing and delivering a report (this document) to the Department, summarising the findings of the analysis.


About this report 
The project assesses the current and future costs of the BSA Program, examines private sector screening costs, and explores alternative Commonwealth funding options.
Structure of this report
This report brings together the research and analysis gathered in response to the funding review’s four key research objectives (refer to page 12).



[image: Presentation with bar chart outline]
Current state costing of the BSA Program (pg. 16-31)
Outlines the current structure and costs of the BSA Program, including overall program costs, costs of service delivery and Commonwealth costs.
2


Cost of breast screening in the private sector (pg. 32-35)
Presents a brief overview of the experiences, scale and costs of screening for breast cancer in the private sector. 

3

[image: Dance steps outline][image: Coins outline][image: Logarithmic Graph outline][image: Doctor female outline]Future state costing of the BSA Program (pg. 36-52)
Outlines the estimated future costs in the current state and under three potential scenarios. These scenarios involve changes to the participation rate, target population, and screening technologies.


Review of the government BSA funding mechanism (pg. 53-73)
Describes and evaluates potential alternative funding mechanisms for the BSA Program
Conclusion (pg. 74-75)
Provides an overview of the key findings of this report and outlines potential next steps the Commonwealth and State and Territory governments can pursue to design a new funding mechanism for the BSA Program.
5
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[bookmark: _Toc226649035]Current state of the BSA Program
2.0 Current state costing of the BSA Program | Overview
This section presents the total annual cost to Commonwealth, State and Territory governments associated with delivering the BSA Program, drawing on cost and activity data from the 2021-22 and 2022-23 financial years. 
Overview of this chapter
Chapter 2 presents the total current state cost of delivering the BSA Program (overall, total program cost per screen, screening cost per screen, and assessment cost per assessment), drawing on cost and activity data provided by the Commonwealth Government and the State and Territory BSA Program managers for the two-year period: FY 2021-22 to 2022-23. Cost outputs are presented at a national level, by jurisdiction, and in some cases, by priority population.
The two-year period was selected to capture fluctuations in program costs due to mobile screening schedules. It is important to note that several state and territory BSA managers have reported significant cost increases in the most recent financial year, which may limit the analysis's relevance for current program cost insights.
To generate the cost outputs presented in this chapter, a BSA Program Cost Model was developed from cost and activity data inputs provided by Commonwealth Government and the State and Territory BSA Program managers (BSA Cost Survey). The methodology for sourcing the cost and activity data inputs and building the cost model is described in the Appendix A. Limitations of the analysis is also provided in the Appendix A.
The structure of the BSA Program Cost Model is summarised in Figure 2.1. The cost model outputs presented throughout this section are disaggregated by the different cost components displayed under ‘inputs’ to show the key cost drivers of the Program and how this varies by jurisdiction.


[bookmark: _Ref226644517]Figure 2.1 BSA Program Cost Model – Current State Costs
[image: Diagram illustrating the structure of the BSA Program Cost Model for the current state. The model aggregates cost components from three main areas: screening, assessment, and program administration. ]
Notes on output metrics:
*Total annual program cost per screen = ((1) Cost of Screening + (2) Cost of Assessment + (3) Cost of Program Admin))/# of screens
^Annual screening cost per screen = ((1) Cost of Screening)/# of screens
#Annual assessment cost per screen = ((2) Cost of Assessment)/# of assessments
Structure of this chapterCost model cost components included in analysis:
Cost of Screening
Cost of Assessment
 Cost of Program Admin
Only some screening and assessment service delivery costs included (e.g., local health promotions, admin labour costs, facility costs etc.)
Cost of Screening
Cost of Assessment
Cost model cost components included in analysis:
Cost of Screening
Cost of Assessment
 Cost of Program Admin
Cost of Screening
Cost of Assessment
 Cost of Program Admin
Cost of Screening
Cost of Assessment
 Cost of Program Admin
Cost of Screening
Cost of Assessment
 Cost of Program Admin

2.1
Overall BSA Program costs. Key questions addressed:
· What is the overall annual cost of the BSA Program?
· What is the total program cost per screen, at an aggregate level and by jurisdiction? 
2.2

Cost of Assessment

Cost of Screening
 Cost of Program Admin
Only some screening and assessment service delivery costs included (e.g., local health promotions, admin labour costs, facility costs etc.)
Cost of Screening
2.3
Costs associated with administrative functions of a national screening program. Deep dive on all costs associated with any of the following categories: Program/service operations; quality and safety systems; data collection and reporting; health promotion; and communication. Key questions addressed:
· What are the overall administrative and support costs associated with delivering a national screening program (including program/service operations, quality and safety systems, data collection and reporting, health promotion, and communication)?
Cost of Screening
Cost of Assessment
 Cost of Program Admin
Cost of Screening
Cost of Assessment
 Cost of Program Admin
Costs of BSA service delivery. Deep dive on the costs associated with service delivery. Key questions addressed:
· What is the screening cost per screen, at an aggregate level and by jurisdiction? 
· What is the assessment cost per assessment, at an aggregate level and by jurisdiction? 
Cost of Screening
Cost of Assessment
 Cost of Program Admin
Cost of Screening
Cost of Assessment
 Cost of Program Admin

Overall BSA Program costs
Key insights:
· Over the period FY 2021-23, the Commonwealth, State and Territory governments spent $269.6 million per annum on the BSA Program, equating to a total program cost of $236.0 per screen.
· The largest cost component of the BSA Program was service delivery costs, which accounted for 77.2% of overall program costs. 
· Approximately 1.0% of program costs were provided through in-kind contributions from Local Health Districts (LHDs) and State/ Territory health departments.
Total program costs
Over the period FY 2021-23, the Commonwealth, State and Territory governments spent $269.6 million per annum on the BSA Program.
What is the overall annual cost of the BSA Program?
· Over the financial years 2021-23, the Commonwealth, State and Territory governments spent approximately $269.6 million per annum on the BSA Program (Chart 2.1). 
· Approximately 77.2% of total costs were service delivery costs – spread across screening and assessment (54.2% for labour and 23.0% for overheads). The remaining costs were associated with program administration, mainly at the jurisdictional level.
· Program spend across jurisdictions generally reflected variation in population size (Chart 2.2).
· Based on the cost information provided by State and Territory BSA Program managers, approximately $2.8 million, or 1.0% of total BSA costs, came from in-kind contributions or external funding sources. This included rent-free facilities in government-owned properties, support provided by government teams, and equipment. However, consultations with BSA managers suggest this is an underestimate as the type and value of all in-kind contributions is challenging to measure. Unpaid, overtime work from radiologists, for example, was noted as an additional unrecorded contribution in some jurisdiction’s budgets.
[bookmark: _Ref226644734]Chart 2.1 The total annual cost of the BSA Program ($ millions), by cost categoryService-delivery labour costs
54.2%
Service delivery overhead costs
23.0%

Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
[bookmark: _Ref226644741][image: Bar chart displaying the total annual cost of the BreastScreen Australia (BSA) Program, broken down by jurisdiction. Program spend across jurisdictions generally reflects variation in population size. ]Chart 2.2 The total annual cost of the BSA Program ($ millions), by jurisdiction
Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Total program costs
Over the period FY 2021-23, the annual program cost per screen was $236.0, on average.
What is the total annual program cost per screen? 
· The number of annual screens is considered a proxy for the number of unique participants in the BSA Program. Note, however, that some women may screen more than once within a two-year period.
· Over FY 2021-23, the annual program cost per screen was $236.0, on average. This disaggregates to $106.2 for screening costs, $75.9 for assessment costs, and $53.8 for program administration (across all jurisdictions) (Chart 2.3).
· Cost variation was evident across jurisdictions, largely driven by variation in service delivery labour costs per screen. Notably, the Northern Territory reported the highest program cost per screen at $398.7. Further analysis of the drivers behind higher costs in the NT is provided in section 2.2.
[bookmark: _Ref226644801]Chart 2.3 The total annual program cost per screen, by jurisdiction
Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Commonwealth Government program administration costs were distributed across jurisdictions by the distribution of screening
[bookmark: _Ref226646162]Costs of BSA service delivery
Key insights:
· Over the period FY 2021-23, the annual screening cost per screen was $106.2, on average. 
· The screening cost per screen was highest in the Northern Territory and lowest in NSW and Victoria, reflecting economies of scale reached in more populous areas. 
· Over the period FY 2021-23, the annual assessment cost per assessment was $1,582.9, on average. The assessment cost per assessment was highest in the ACT and Tasmania.
Costs of screening
Over the period FY 2021-23, the screening cost per screen was $106.2, on average. The screening cost per screen was highest in the Northern Territory and lowest in NSW. 
Chart 2.4 The screening cost per screen in the BSA Program, by cost category


























Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions.

Screening costs in the NT
The NT has the highest screening cost per screen at approximately $264.5. This is driven by a range of factors, including relatively low service utilisation (i.e., low volume of screens relative to clinical FTE), higher labour costs, and a high prevalence of priority cohorts, compared to other states. Pages 23-30 discuss the drivers of variation in screening costs in more detail.



Chart 2.5 The screening cost per screen in the BSA Program, by jurisdiction
Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Drivers of screening costs | Structural factors
Screening costs were higher for mobile facilities and facilities in remote areas due to higher travel costs, higher motor vehicle costs, and lower service utilisation. 
Service utilisation
· Higher service utilisation reduces costs per screen due to the fixed costs associated with service provision and the economies of scale that can be realised with each additional scan.
· Over the period FY 2021-23, cost data showed an elasticity of less than 1 (p<0.05), indicating that as screens increase, costs rise at a slower pace, allowing for efficiencies to be gained as service utilisation increases. 
· Mobile facilities and fixed facilities in remote areas tend to face lower radiographer utilisation rates.



Chart 2.6 The relationship between screening cost per screen and screens per radiographer FTE
Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions. MMM region groupings in Chart 2.8 are driven by a mathematical formula to ensure each cohort has a sufficient size for statistical comparison across groups.  
Fixed vs mobile facility
· The average screening cost of mobile facilities was $18 more than fixed facilities, on average.
· While mobile facilities typically benefited from lower direct occupancy costs (such as rent and utilities), they were significantly more costly to operate due to higher motor vehicle costs and staff travel costs required to support operations. 
Chart 2.7 The screening cost per screen in the BSA Program, fixed vs mobile facilities
Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions. MMM region groupings in Chart 2.8 are driven by a mathematical formula to ensure each cohort has a sufficient size for statistical comparison across groups.  
Remoteness
· Screening costs increase by remoteness. Fixed site facilities in Modified Monash Model (MMM) 2-3 regions cost $8 more per screen than those in metropolitan areas. Facilities in MMM 4-7 regions cost $24 more per screen than facilities in metropolitan areas. 
Chart 2.8 The screening cost per screen in the BSA Program, by facility remoteness











Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions. MMM region groupings in Chart 2.8 are driven by a mathematical formula to ensure each cohort has a sufficient size for statistical comparison across groups.  
Drivers of screening costs | Patient cohort
Screening costs were higher for Aboriginal and Torres Strait Islander and culturally and linguistically diverse (CALD) screeners, due to greater need for health promotion and alternative screening models (group and double bookings).
Aboriginal and Torres Straight Islanders
The cost per screen for Aboriginal and Torres Strait Islanders was derived by asking jurisdictions about the additional costs incurred specifically to screen this cohort. Based on this analysis, the screening cost per screen for Aboriginal and Torres Strait Islander women was $14 higher per screen relative to other women. This was driven by:
· Promotion costs: Providing culturally appropriate and targeted outreach for Aboriginal and Torres Strait Islander women can require additional investment, including tailored communication strategies, advertising, and community-based events.
· Alternative screening models: In some cases, more resource-intensive approaches—such as group bookings or partnerships with community-controlled health organizations—are needed to ensure culturally safe and equitable access for Aboriginal and Torres Strait Islander women.
Chart 2.9 The screening cost per screen in the BSA Program, Aboriginal and Torres Strait Islander screeners
$106.3
$120.4
Health promotion costs are $10 higher per screen for Aboriginal and Torres Strait Islanders.
Radiographer costs are $2 higher per screen for Aboriginal and Torres Strait Islanders.











Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions.
Culturally and linguistically diverse (CALD) people
The cost per screen for CALD person was derived by asking States and Territories about the additional costs incurred specifically to screen this cohort. These costs where then allocated to the cost of screening of CALD people only. The screening cost per screen for CALD women was $6 higher per screen relative to other women. This was driven by:
· Promotional costs: Providing culturally appropriate and targeted outreach for CALD women can require additional investment
· Increased support staff: The need for translators.
· Alternative screening models: As per Aboriginal and Torres Straight islander women, more resource-intensive approaches are needed to ensure culturally safe and equitable access for CALD women.
Chart 2.10 The screening cost per screen in the BSA Program, CALD screeners$112.3
$106.3
Radiographer costs are $3 higher per screen for people from CALD backgrounds.
Health promotion costs are $3 higher per screen for people from CALD backgrounds.









Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions.
Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions
Drivers of screening costs | Screening costs in the NT
The screening cost per screen in the NT was notably higher than in other jurisdictions. This was driven by relatively low service utilisation due to higher population dispersion, higher staff costs, and a high prevalence of priority cohorts. 
Chart 2.11 The screening cost per screen in the BSA Program, NT and Australia
Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Chart 2.12 The number of screens per radiographer FTE versus cost per screen, by site

 NT has relatively low service utilisation

NT screening facilities.
Relationship is partly driven by population dispersion.


Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Some states excluded due to incomplete data. Population dispersion and remoteness may also drive cost variation. Chart 2 has removed reference to other jurisdictions to protect sensitive data.


Chart 2.13 The imputed median cost per FTE of radiographers, by state NT faces higher labour costs for radiographers 


NT pays radiographers a higher amount per FTE than other jurisdictions.

NT
Jurisdiction 1
Jurisdiction 2
Jurisdiction 3
Jurisdiction 4
Jurisdiction 5


Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Some states excluded due to incomplete data. Population dispersion and remoteness may also drive cost variation. Chart 2 has removed reference to other jurisdictions to protect sensitive data.
Chart 2.14 The proportion of screens for Aboriginal, Torres Strait Islander or CALD women, by state NT has a relatively high proportion of screeners from prioity populations




Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Some states excluded due to incomplete data. Population dispersion and remoteness may also drive cost variation. Chart 2 has removed reference to other jurisdictions to protect sensitive data.


Costs of assessment
Over the period FY 2021-23, the assessment cost per assessment was $1,582.9, on average. Assessment costs were highest in the ACT and lowest in WA. Higher costs are generally driven by higher staff costs and lower service utilisation.
Chart 2.15 The assessment cost per assessment in the BSA Program, by cost categoryDirect labour costs 80.5%
Overhead costs were higher per assessment than per screen. This was driven by higher client consumables and pathology costs, as well as the comparably lower volume of assessments


Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Some states are excluded from the analysis due to availability of data.



Chart 2.16  The assessment cost per assessment in the BSA Program, by jurisdiction
Drivers of assessment costs per assessment

Chart 2.17  The relationship between radiologist cost and assessment costs per assessment

Chart 2.17 The relationship between assessments per radiologist FTE and assessment costs per assessment 
Higher assessment cost per assessment
More assessments per radiologist FTE
Higher assessment cost per assessment
Higher cost per radiologist FTE (controlling for # of assessments)
A positive relationship between radiologist costs and assessment costs per assessment indicates that higher staff costs increase costs per assessment. 





A negative relationship between assessments per radiologist FTE and assessment costs per assessment indicates that service utilisation contributes to higher costs.














Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Some states are excluded from the analysis due to availability of data.

Costs associated with administrative functions of national screening program
Key insights
· Over the period FY 2021-23, Commonwealth, State and Territory governments spent $68 million per annum on costs related to the following administrative functions: program/service operations; quality and safety systems; data collection and reporting; health promotion; and communication
· Activities related to program/service operations were the largest cost component (36.9%), followed by quality and safety (21.7%) and data collection and reporting costs (20.5%).
Costs of delivering a national screening program
Over the period 2021-22 and 2022-23, Commonwealth, State and Territory governments spent $68 million on national screening program related costs.

What are the costs associated with the key administrative functions of a national screening program (program/service operations, quality and safety systems, data collection and reporting, health promotion and communication)?
· Over the financial years 2021-23, the indirect and in-kind costs associated with administrative support functions of the BSA Program, was $67.6 million, per annum.
· This accounted for 25.4% of total BSA costs, or $59.2 per screen (Chart 2.18).
· Almost 37% of these costs were attributable to program/service operations, followed by quality and safety (21.7%), data collection and reporting (20.5%), health promotion (12.3%) and communications (8.6%). 
[bookmark: _Ref226707941][image: Marketing outline][image: Chat outline]Chart 2.18 Annual costs associated with delivering a national screening program, 2021-22 and 2022-23 ($ millions) Program / service operations
Activities include the day-to-day and strategic management and logistics of delivering public screening services, executive/ leadership activities, call center operations and broader management activities.
Data collection and reporting
Activities related to the systematic gathering, analysis, and reporting of data related to screening activities, outcomes, and participation. This includes tracking patient demographics, screening results, program reach, and undertaking evaluations/ research to inform strategic decision-making.
Quality and safety systems
Activities related to developing, implementing, adherence to and reporting on protocols and standards to ensure that screening services are delivered safely and effectively (including innovation). 
Health promotion
Activities aimed at raising awareness and increasing participation in the Program. These initiatives involve national and State/Territory-level campaigns, and local events such as group information sessions and building local pathways into the Program.
Activities related to communication with various stakeholders, including the public, healthcare providers, and policymakers. This may include information dissemination and stakeholder engagement.
Communications

Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Note: Total national screening costs were broken into categories based upon distributions from NSW, SA, ACT and NT.

[bookmark: _Toc226649036] Cost of screening in the private sector 
This section presents the costs of screening for breast cancer in the private sector. 
3 Breast screening in the private sector
This chapter estimates the cost of screening in the private sector. This analysis was undertaken using a range of sources, including secondary data, literature and consultations with private radiology providers.
Characteristics of private screening 
A review of the literature and consultations with private radiology providers highlighted that many women tend to screen in the private sector due to the additional screening pathways available to them, which often incorporate more advanced technology and are personalised to their needs. This decision is often further influenced by factors like preferences for faster results, more personalised care, or to consult specific specialists.2 
While there is limited data to estimate how many people screen privately, a 2009 Department of Health study estimates that between 4.3% and 48.6% of mammograms for women aged 40 or older are likely for screening purposes.3 Further, consultations undertaken for this report suggest that 5% of private mammograms are fully out-of-pocket, indicating non-diagnostic use. Combined, this suggests that between 40,900 and 219,200 mammograms may have been undertaken in the private sector per year from 2021-22 to 2022-23 for screening purposes for people aged 40 years and over, equating to between 1% and 3% of this demographic. However, the actual number of women that screen in the private sector is likely larger, as private sector screening and awareness of breast cancer risks have both changed significantly since 2009.
Costs of screening in the private sector
Cost per screening procedure
Estimating the cost of breast cancer screening in the private sector is challenging due to limited publicly available data on both costs and screening pathways. However, approximate comparisons can be made by looking at the direct cost per screening in the BSA program alongside private-sector costs for mammography (MBS 59300), tomosynthesis (MBS 59302), and ultrasound (MBS 55076)—procedures primarily intended for diagnosing suspicious lesions. Prior research shows these items are sometimes used for screening in the private sector, providing a useful, albeit imperfect, basis for comparison. This analysis indicates that BSA typically offers lower per-procedure costs than private providers. For example, a mammogram under BSA is around $40 less than its private-sector equivalent (see Chart 3.1).3


[bookmark: _Ref226647475]Chart 3.1 The estimated cost per screening procedure in the private sector and in BSA ($), 2022-23
Source: Deloitte Access Economics analysis (2024); Medicare Cost Finder (2024).The BSA delivers mammograms at a lower cost than the private sector delivers similar procedures to diagnose if someone has a suspicious lesion.

Note: Cost per service for procedures delivered outside of the BSA program are sourced from Medicare Cost Finder. These costs take into consideration that some services are bulk-billed and assume out-of-pocket costs are normally distributed. 

Indicative modelling was undertaken to estimate the potential cost of screening in the private sector across a “typical” screening pathway. 

Cost across the screening pathway
This section aims to understand the differences in costs associated with screening inside and outside the BSA program, across the screening pathway (i.e. from the first screening procedure to the point of diagnosis). 
Screening within and outside the BSA program differs significantly. Consultations with private radiology providers indicate that private-sector screening is less standardised than the BSA program, often tailored on a case-by-case basis and incorporating a broader range of technologies. As a result, the private sector frequently serves higher-risk groups or individuals with needs not currently addressed by the BSA program’s screening pathway. 
Due to the differences in population’s, this analysis aims to compare the cost of screening pathways inside and outside the BSA program for individuals with a similar risk profile. However, there is limited evidence available in the literature to identify a “typical” screening pathway in the private sector, particular for those of an average risk level. 
Due to these data gaps, data sources were triangulated from the literature and consultations with private radiology providers to identify a potential, “typical” private-sector screening pathway for someone with average risk—similar to a person who would normally screen through the BSA program (Figure 3.1). This pathway models the likelihood that a person of an average risk level would require individual procedures, if they presented to screening in the private sector. Then, each procedure is costed, weighted by the likelihood that a person would receive that procedure in the private sector. 
[bookmark: _Ref226647449]Figure 3.1 The modelled potential ‘typical’ private screening pathway
[image: Flowchart illustrating a typical private-sector breast screening pathway for a woman of average risk, showing key procedures such as mammogram/tomosynthesis, ultrasound, MRI, and biopsy, weighted by the probability of each being required in private screening. Diagnostic mammograms are excluded from this pathway]





























Source: Deloitte Access Economics analysis (2024) using findings from consultation and the literature.
Note: Diagnostic mammograms have been excluded from this analysis. See appendix B for more details.

This chapter estimates that the BSA program tends to provide breast screening services at a lower cost than the private sector. This could be due to several reasons, including differences in screening pathways and operating structures.
Cost across the screening pathway (cont.)
The results of the analysis indicates that it may cost more than $200 more per person to screen in the private sector than through the BSA program (see Chart 3.2). These higher costs can be attributed to factors such as the use of newer technologies, more customised screening pathways, and different overhead structures in the private sector, all of which contribute to a higher per-screen cost. See Appendix B for more information on how this analysis was undertaken.

Limitations of the analysis
This analysis should be treated as indicative due to the limited availability of data on private sector screening for breast cancer. Specifically, the analysis is based on publicly available data and informed by assumptions gathered through consultations and literature. Due to this, it may not capture a true, representative cost of screening in the private sector, and omits broader costs to support screening, such as client travel costs. To accurately capture costs of private screening, more systematic primary data collection is required to appropriately address data gaps. 
[bookmark: _Ref226708012]Chart 3.2 The estimated cost per person across the screening pathway in the private sector and in BSA ($), 2022-23















Source: Deloitte Access Economics analysis (2024); Medicare Cost Finder (2024); Department of Health and Aged Care (2024).

[bookmark: _Toc226649037]The future state of the BSA Program
The costs of potential future states of the BSA Program.
4.0 The future state of the BSA Program | Overview
This section presents the total costs to the health care system associated with delivering future states of the BSA Program. 
Overview of this chapter
Chapter 4 provides a cost analysis for potential future models of the BSA Program, by assessing the financial impact of integrating new screening pathways.
Future state scenarios and the costing approach are presented in Figure 4.1. Future state scenarios were developed with the Department, each designed to represent a gradual movement towards a risk-based screening framework. The scenarios were costed using the BSA Program Cost Model by adjusting the current state assumptions to estimate total costs of the BSA program for future states. 
Limitations of the model
Key limitations and considerations of the analysis include:
· Scope of Model: The BSA Program Cost Model is designed to estimate the total costs to the health system over the period 2024 to 2033 associated with potential reforms. It is not a cost-effectiveness model and does not assess the benefits that may result from these reforms. Further research and analysis is required to identify the most effective and cost-effective screening pathway/s.
· Exclusion of Workforce Factors: Workforce considerations, such as potential shortages or capacity constraints, are not accounted for in the BSA Program Cost Model.
· Reliance on Literature-Based Assumptions: Many model assumptions are derived from existing literature. Actual cost implications may vary when applied in the specific context of the BSA program.









[bookmark: _Ref226647610]Figure 4.1 Future state costing approach
[image: Diagram outlining the costing approach for future state scenarios of the BSA Program, showing three scenarios designed to move towards risk-based screening, with parameters for eligibility, screening frequency, technology, and supplementary screening.]
. 
4.0 The future state of the BSA Program | Future state scenarios
This analysis evaluates three future state scenarios, each designed in collaboration with the Department. These scenarios were designed to represent a gradual movement towards a risk-based screening framework. 
Table 4:1 Future state scenario parameters
	Category-
	
	Current state
	Scenario 1 – Introducing Tomosynthesis
	Scenario 2 - Introducing a dense breast screening pathway
	Scenario 3 – Risk-based screening

	Eligibility
Who can participate in the BSA program
	Target population: Population that is actively invited to participate.
	· 50-74 years.
	· 50-74 years.
	· 45-74 years.
	· Screening frequency and starting age are determined by the risk category:
· Low-risk: Screening every three years, from 50-74 years.
· Moderate-risk: Screening every two years, from 45-74 years.
· High-risk: Screening each year, from 40-74 years.

	
	Eligible population: Total population that is eligible to participate.
	· 40-49 years
· 75 years +.
	· 40-49 years
· 75 years +.
	· 40-44 years
· 75 years +.
	· As above 

	Participation
Proportion of the eligible population that participates in the BSA program. 

	Target population: Population that is actively invited to participate.
	· 50-75 years: 52%
	· 50-75 years: 52%
	· 45 – 49 years: 38%
· 50-75 years: 52%
	· As above 

	
	Eligible population: Total population that is eligible to participate.
	· 40-49 years: 13%
· 75 years + - 8%.
	· 40-49 years: 13% 
· 75 years + - 8%.
	· 40-44 years: 13% 
· 75 years + - 8%.
	· As above 

	Screening pathways
Technology and frequency of screening.

	Preliminary screening/ eligibility: Health or risk assessments to support screening.
	· NA.
	· NA.
	· Initial health check conducted at 40 years.
	· Initial risk-assessment conducted at 40 years.

	
	Initial screening: Initial screening test undertaken.
	· 2D mammogram every two years.
	· Tomosynthesis mammogram every two years.
	· Tomosynthesis mammogram every two years.
	· Tomosynthesis, as per risk strata frequency. 

	
	Supplementary screening: Supplementary screening tests undertaken for particularly cohorts.
	· NA.
	· NA.
	· Ultrasound for women with dense breasts (Breast Imaging Reporting and Data System
· (BI-RADS) C/D).
	· NA.

	Sub-scenarios
Additional adjustments made t scenarios. 

	Eligibility: Who can participate in the program.
	· NA.
	· Adjusted to 45 to 74 years and 40 to 74 years.
	· Adjusted to 40 to 74 years.
	· NA.

	
	Participation rate: Proportion of eligible population that participates.
	· NA.
	· Adjusted to 55%, 65% and 70%
	· Adjusted to 55%, 60% and 70%.
	· Participation rate: adjusted to 55%, 65% and 70%.

	
	Screening pathways: Screening pathways for eligible populations.
	· NA.
	· Ultrasound & MRI for women with dense breasts (BI-RADS C/D).
	· MRI for women with dense breasts (BI-RADS C/D).
	· Additional risk strata (highest-risk) commences at 40 years, annual tomosynthesis & MRI.
· Ultrasound & MRI for women with dense breasts (BI-RADS C/D). 



Scenario 1 – Introducing Tomosynthesis
Key insights
· Transitioning to tomosynthesis as the primary screening technology could cost approximately $9.4 million per annum, or $94.2 million over ten years (in nominal terms).
· However, the use of tomosynthesis has potential long-term benefits for cost reduction through reduced recall rates. This can be enhanced by using artificial intelligence (AI) for screen reading.
Scenario 1 | Results
Replacing 2D mammograms with tomosynthesis could increase annual costs by $9.4 million over 10 years, mainly due to investments required in upgrading equipment, but could lead to savings through reduced recall rates.
Scenario 1 modelling results
From 2024 to 2033, implementing tomosynthesis under Scenario 1 could increase annual program costs by approximately $9.4 million, totaling an additional $94.2 million over the 10-year period, in nominal terms (Chart 4.1). 
The introduction of tomosynthesis causes two separate changes to costs:
· Additional costs due to investment in screening technology: Transitioning to tomosynthesis will add approximately $15.7 per initial scan due to required investments in new equipment and increased data storage costs. This includes early retirement of 2D mammography machines, purchase of additional tomosynthesis licenses, elevated maintenance costs, and increased radiologist costs due to the longer image-reading times associated with 3D scans.
· Cost reduction from lower recall rates: Tomosynthesis is expected to reduce the recall rate by about 8.5%, or 5,000 fewer recalls annually, due to enhanced imaging accuracy leading to reduced false positives. This reduction translates to significant cost savings in follow-up assessments.
            Sensitivity analysis: the impact of tomosynthesis on assessment recall rates.
Emerging research suggests that, in screening programs comparable to BSA, tomosynthesis does not substantially reduce assessment recall rates compared to 2D mammography. Although this evidence is still developing, a sensitivity analysis is conducted assuming tomosynthesis has no effect on assessment recalls.15,16 Under that assumption, implementing scenario 1 would cost approximately $193.0 million over ten years, or $19.3 million per year on average. See Appendix C for sensitivity analysis.
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Source: Deloitte Access Economics analysis (2024) using the BSA Program Cost Model
Note: CS = Current state, FS = Future state
Scenario 1 | Sub-scenarios
Lowering the commencement age and increasing the participation rate could all further increase the costs of scenario 1.
Target population
Lowering the commencement age to 45 years and 40 years or the target BSA cohort could increase program costs by $43.9 million and $93.1 million per year, respectively, compared to the current state.
· Increased costs are due to the higher volume of scans, higher costs to undertake tomosynthesis scans compared to 2D mammograms, and higher centralised and decentralised promotional costs to extend the program to new cohorts. 


Chart 4.2 The total cost of the BSA Program in the current state, scenario 1 – adjusting commencement age
Target population: Commencement age for target population is adjusted to 45 to 74 years and 40 to 74 years. 






[image: Target outline]Lowering the target population starting age could increase costs of the BSA program, compared to the current state.







Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions.
Participation rate
· Increasing the participation rate for women aged 50-74 years to 55% increases annual costs by $29.6 million, compared to the current state
· Further increases in the participation rate to 65% and 70% could raise costs by $90.3 million and $120.5 million per year, respectively, compared to the current state.
· Higher costs reflect both the larger number of scans and higher per-scan costs from the use of tomosynthesis.
Chart 4.3 The total cost of the BSA Program in the current state, scenario 1 – adjusting participation rate
Participation rate: Participation rate for women aged 50-74 years is adjusted to 55%, 65% and 70%





[image: Target outline]
Increasing the participation rate could increase costs of the BSA program, compared to the current state.






Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions.
Adding supplementary screening pathways for women with high breast density could further increase the costs of scenario 1.
Screening pathways
· Introducing ultrasound screenings for women with dense breast tissue (BI-RADS C/D) could lead to an annual cost increase of $148.2 million, compared to the current state
· Supplementing with MRI screenings could add $295.2 million per year, compared to the current state.
· Cost increases are due to the higher costs of screening and increased recall rates associated with ultrasound and MRI-based screenings.
Chart 4.4 The total cost of the BSA Program in the current state, scenario 1 – including breast density (Bi-RADS C and D) 
[image: Target outline][image: ]Screening pathways: Scenario 1 is adjusted to introduce a biennial ultrasound or MRI for women with dense breasts (BI-RADS C and D).


Including supplementary screening for breast density could increase the costs of the BSA program.












Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions.
· Introducing ultrasound screenings for women with dense breast tissue (BI-RADS D only) could lead to an annual cost increase of $39.9 million, compared to the current state
· Supplementing with MRI screenings could add $74.2 million per year, compared to the current state.
· Cost increases are due to the higher costs of screening and increased recall rates associated with ultrasound and MRI-based screenings.


Chart 4.5 The total cost of the BSA Program in the current state, scenario 1 – including breast density (BI-RADS D only)
Screening pathways: Scenario 1 is adjusted to introduce a biennial ultrasound or MRI for women with dense breasts (Bi-RADS D only).



Including supplementary screening for breast density could increase the costs of the BSA program.














Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions.
Scenario 2 – Introducing a dense breast screening pathway
Key insights
· This scenario provides greater nuance in the screening pathways of the BSA program, by lowering the commencement age of screening for the targeted population to 45 years and providing a supplementary screening pathway for women with dense breasts (BI-RADS C/D).
· These changes could together cost approximately $205.1 million per annum, or $2.0 billion over ten years (in nominal terms).
Scenario 2 | Results
Scenario 2 introduces a high breast density screening pathway with tomosynthesis and ultrasound, expands screening to women aged 45, and adds preliminary health checks at age 40, increasing program costs by $205.1 million annually.
Scenario 2 modelling results
From 2024 to 2033, implementing the dense breast pathway is expected to increase annual program costs by approximately $205.1 million, resulting in a cumulative additional cost of $2.0 billion over the 10-year period (Chart 4.6). Key cost drivers for Scenario 2 include:
· Investment in screening technology: Transitioning to tomosynthesis will add approximately $15.7 per initial scan, contributing to about 2% of the total additional costs in Scenario 2.
· Preliminary health check: Scenario 2 introduces around 85,000 health checks annually, costing an estimated $1.8 million per year.
· Lowering commencement age to 45 years: Lowering the screening age increases the annual screening volume by approximately 98,000 scans, representing 18% of Scenario 2’s additional costs.
· Dense breast pathway: The introduction of ultrasound for women with dense breast tissue (approximately 50% of the screened population) accounts for 67% of the additional costs. This approach is associated with higher follow-up costs due to an increased rate of false positives compared to mammography.
Note, the percentages presented above represent the impact on costs of including each component of the scenario in isolation. They do not include the interaction effects between components and therefore do not sum to 100%.
[bookmark: _Ref226708226]Chart 4.6 The total nominal cost of the BSA Program in the current state and scenario 2, 2024-2033 
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Source: Deloitte Access Economics analysis (2024) using the BSA Program Cost Model
Note: CS = Current state, FS = Future state


Scenario 2 | Sub-scenarios
Lowering the commencement age and increasing the participation rate could all further increase the costs of scenario 2.
Target population:
· Lowering the commencement age to 40 years could add $275.6 million per year to program costs, compared to the current state.
· Increased costs are due to the higher volume of scans, higher costs to undertake tomosynthesis and supplementary scans, and higher centralised and decentralised promotional costs to extend the program to the new cohort.
Chart 4.7 The total cost of the BSA Program in the current state, scenario 2 – adjusting commencement age
Target population: Commencement age for target population is adjusted to 40 to 74 years. 



Lowering the target population starting age could increase costs of the BSA program, compared to the current state.





Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions.

Participation rate
· Increasing the participation rate for women aged 50-74 years to 55% could increase annual costs by $232.7 million, compared to the current state
· Further increases in the participation rate to 65% and 70% could raise costs by $316.2 million and $359.1 million per year, respectively, compared to the current state.
· Higher costs reflect both the larger number of scans and higher per-scan costs from the use of tomosynthesis.



Chart 4.8 The total cost of the BSA Program in the current state, scenario 2 – adjusting participation rate
Participation rate: Participation rate for women aged 50-74 years is adjusted to 55%, 65% and 70%






[image: Target outline]Increasing the participation rate could increase costs of the BSA program, compared to the current state.








Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions.
Replacing ultrasounds with MRIs in supplementary screening for women with high breast density could increase the costs of scenario 2. Including only women with BI-RADS D in the supplementary pathway could lower costs of scenario 2.
Screening pathways
· Introducing MRI screenings for women with dense breast tissue (BI-RADS C/D) could lead to an annual cost increase of $367.4 million compared to the current state.
· This cost increase is due to the higher costs of screening and increased recall rates associated with MRI-based screenings.


Chart 4.9 The total cost of the BSA Program in the current state, scenario 1 – including breast density (Bi-RADS C and D)
Screening pathways: Scenario 2 is adjusted to replace ultrasound with MRI for women with dense breasts (BI-RADS C and D).


[image: Target outline]Including supplementary screening for breast density could increase the costs of the BSA program.















Source: Deloitte Access Economics analysis (2024) using data from the BSA Cost Survey 2021-22 to 2022-23.
Notes: Detailed breakdown of cost data by category was not available for all jurisdictions.
· Providing supplementary screening only to women with BI-RADS D could lead to an annual cost increase of $80.3 million, compared to the current state
· Supplementing with MRI screenings for BI-RADS D only could add $116.6 million per year, compared to the current state.
· Cost increases are due to the higher costs of screening and increased recall rates associated with ultrasound and MRI-based screenings.


Chart 4.10 The total cost of the BSA Program in the current state, scenario 1 – including breast density (Bi-RADS D only)
Screening pathways: Scenario 2 is adjusted to include BI-RADS D women only in the dense breast pathway.





Scenario 3 – Introducing risk-based screening
Key insights
· This scenario provides a risk-based screening pathway, supported by a risk assessment at age 40 to identify women with high risk of developing breast cancer.
· These changes could together cost approximately $76.3 million per annum, or $763.6 million over ten years (in nominal terms).
Scenario 3 | Results
Scenario 3 introduces risk-based screening, where starting age and screening frequency depend on age, as well as risk assessments at age 40, increasing program costs by $76.3 million annually.
Scenario 3 modelling results
From 2024 to 2033, implementing a risk-based screening approach is expected to increase annual program costs by approximately $76.3 million compared to the current state, resulting in an additional $763.6 million over the 10-year period, in nominal terms (Chart 4.11). The key cost drivers for scenario 3 include:
· Investment in screening technology: Transitioning to tomosynthesis will add approximately $15.7 per initial scan, contributing to about 6% of the total additional costs in Scenario 3.
· Preliminary risk assessments: Scenario 3 introduces around 85,000 risk assessments annually, costing an estimated $3 million per year. This cost covers staff time and the scans and tests performed during the assessment.
· Adjusting commencement age and screen frequency by risk: The reduction in screens from decreasing screening frequency for low-risk women is outweighed by the increased number of screenings from lowering the commencement age and increasing the frequency for high-risk women. This leads to approximately 197,000 additional screens annually and costs an estimated $63.1 million per year.
[bookmark: _Ref226648029]Chart 4.11 The total nominal cost of the BSA Program in the current state and scenario 3, 2024-2033 
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Source: Deloitte Access Economics analysis (2024) using the BSA Program Cost Model
Note: CS = Current state, FS = Future state
Scenario 3 | Sub-scenarios
Increasing the participation rate and adding supplementary screening pathways for women with high breast density or the highest risk of breast cancer could all further increase the costs of scenario 3.
Target population
· Increasing the participation rate for women aged 50-74 years to 55% could increase annual costs by $98.2 million, compared to the current state
· Further increases in the participation rate to 65% and 70% could raise costs by $164.3 million and $197.2 million per year, respectively, compared to the current state
[image: Target outline]Chart 4.12 The total cost of the BSA Program in the current state, scenario 3 – adjusting participation rate Target population: Participation rate for women aged 50-74 years is adjusted to 55%, 65% and 70%.
Increasing the participation rate could increase costs of the BSA program, compared to the current state.

Source: Deloitte Access Economics analysis (2024) using the BSA Program Cost Model
Notes: Note: CS = Current state, FS = Future state. See Appendix C for further information on the assumptions and inputs used in the future state modelling.

Screening pathways 
· Introducing ultrasound screenings for women with dense breast tissue (BI-RADS C/D) could lead to an annual cost increase of $228.5 million, compared to the current state
· Supplementing with MRI screenings could add $384.8 million per year, compared to the current state.
· Cost increases are due to the higher costs of screening and increased recall rates associated with ultrasound and MRI-based screenings.

[image: Target outline]Chart 4.13 The total cost of the BSA Program in the current state, scenario 3 – including breast density Screening pathways: Scenario 1 is adjusted to introduce ultrasound and MRI for women with dense breasts.


Source: Deloitte Access Economics analysis (2024) using the BSA Program Cost Model
Notes: Note: CS = Current state, FS = Future state. See Appendix C for further information on the assumptions and inputs used in the future state modelling.
Risk-based screening 
· Introducing MRI screenings for women in the highest risk category (top 1%) could lead to an annual cost increase of $109.9 million compared to the current state.
· This cost increase is due to the higher costs of screening and increased recall rates associated with MRI-based screenings.
Chart 4.14 The total cost of the BSA Program in the current state, scenario 3 – including highest risk strata (top 1%)
Risk-based screening: Introduction of MRI for highest risk category

[image: Target outline]Including supplementary screening for breast cancer risk could increase the costs of the BSA program.




Source: Deloitte Access Economics analysis (2024) using the BSA Program Cost Model
Notes: Note: CS = Current state, FS = Future state. See Appendix C for further information on the assumptions and inputs used in the future state modelling.
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Review of the approach to allocating Commonwealth and State and Territory government funding for the BSA Program. 
5.0 Review of the BSA funding approach | Overview
This funding review aims to provide guidance on potential, alternative mechanisms that could allow the Commonwealth, States and Territories to fund the BSA Program in a way that supports its ongoing, effective delivers. 
Overview of this chapter
This chapter reviews the funding mechanism used by the Commonwealth and State and Territory governments to fund the BSA Program. 
The review was conducted in three stages, supported by a series of stakeholder consultations, as summarised in Figure 5.1. The findings are structured across the following sections:
· Current funding mechanism (Section 5.1): An overview of the existing funding mechanism for the BSA Program and the key challenges.
· Review of alternative funding mechanisms (Section 5.2): An assessment of the strengths and weaknesses of alternative funding mechanisms available to enable Commonwealth and State and Territory joint funding to support the BSA program.
· Funding mechanisms for the BSA Program – options analysis (Section 5.3): An exploration of potential alternative mechanisms for allocating the Commonwealth funding contribution to the States and Territories for the BSA Program. This section builds on the findings from Section 5.2 to design options that address the issues identified in Section 5.1.
The findings aim to support the Commonwealth and State and Territory governments in making decisions about the future approach to funding the BSA Program. However, it is important to note that the analysis presented is high-level and conceptual. Further consultation with key stakeholders is necessary to develop more detailed evaluations of the risks and benefits of any preferred funding approach.


Figure 5.1 Approach to the review of the BSA funding approach 
[image: Cause And Effect outline][image: Toggle outline]
Stakeholders consulted:
· BSA Program State and Territory managers
· Commonwealth Government BSA Program team
Stakeholders consulted:
· Commonwealth Government BSA Program team
· Commonwealth Treasury
· Commonwealth National Health Reform Agreement (NHRA) funding team
· State and Territory intergovernmental relations teams.
Stakeholders consulted:
· BSA Commonwealth management
· State and Territory intergovernmental relations teams.
Options development
Evaluation of mechanisms
Discovery



· Reviewed the current approach to BSA Program funding allocation across the States and Territories and the associated issues
· Designed and evaluated alternative funding mechanisms for government funding of the BSA Program. Options were evaluated against a set of design principals.
· Identified alternative funding mechanisms that could be considered for the BSA Program, including their respective strengths and weaknesses.
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Key insights
· The BSA Program is jointly funded by Commonwealth and State and Territory governments to support service delivery. Commonwealth funds have been allocated to States and Territories through the NHRA - Public Health Component (PHC) since 2012. State and Territory Treasuries allocate funds to State and Territory managers, who distribute them to Screening and Assessment Services (SASs). 
· Stakeholder consultations identified four key issues with the current allocation of government funding (NHRA – PHC) including a lack of transparency, misalignment with cost drivers, and unclear roles and responsibilities across certain aspects of funding.
Overview of BSA Program funding flows 
[image: Flowchart diagram illustrating BSA funding flows for each State/Territory, detailing contributions from Commonwealth NHRA-PHC, State/Territory BSA, and health departments. 

]The BSA Program is jointly funded by Commonwealth and State and Territory governments. Commonwealth funds have been allocated to States and Territories through the NHRA-PHC since 2012. 
BSA State/Territory manager allocations
After funds are allocated to State and Territory managers, they distribute them to SASs through jurisdiction-specific funding models. These models fall into two types: activity-based funding (ABF) and resource-based funding.
[image: A comparison table outlining two methods for I-ABF allocation, detailing funding allocation approaches, relevant jurisdictions, and specific components like variable funding, fixed funding, resource planning, cost indexation, and funding adjustments. ]BSA State and Territory program managers use one of two methods to allocate the State/Territory BSA Program funding pool across SASs. As shown below, some employ an activity-based funding model (ABF), others employ a resource-based funding mechanism. 


Issues with the current government contribution to service delivery
Stakeholder consultations identified four key issues with the current allocation of government funding (NHRA – PHC), including lack of transparency, misalignment with cost drivers, and unclear roles and responsibilities. 
	
	Issue
	Impact

	Transparency of funding allocation. 
[image: Magnifying glass with solid fill]

	Stakeholders identified that there is a lack of transparency in overall funding allocation across the BSA Program. Under Clause A15 of the NHRA-PHC, State and Territory health departments have full discretion over how public health funds are distributed among various programs, including BSA. However, there is no national reporting on the amount allocated to BSA from the PHC, or how much State and Territory governments contribute to the Program.5
	The lack of transparency can affect local service planning. Stakeholders identified that they often do not fully understand the process of how the BSA Program funding is allocated each year, creating uncertainty about future funding. This can impact long-term workforce, infrastructure and maintenance planning, particularly in an environment of rising costs.
At the national level, limited transparency also restricts reporting and evaluation. Without clear data on how much funding is dedicated to BSA, the Commonwealth and stakeholders cannot assess whether the Program is adequately resourced or where additional funding is required. The inability to track funding also weakens national coordination of the Program, preventing the Commonwealth Government from assessing the allocative efficiency of funds across jurisdictions or identifying causes of differences in outcomes across jurisdictions.

	Alignment of funding growth with cost-dr[image: Coins with solid fill]ivers.
	Stakeholders identified concerns of a misalignment between funding growth and BSA’s specific cost drivers. While NHRA-PHC includes annual escalations for population growth and demand, these adjustments do not reflect key cost drivers unique to BSA, such as rising radiologist fees, the increasing cost of consumables, and growing workforce expenses. As one stakeholder explained, "The indexation probably isn’t adequate… costs of repairs/maintenance and consumables have gone up and the budget hasn’t increased by the same amount.“
	This misalignment has a direct impact on the Program's ability to meet its objectives. Stakeholders identified that cost pressures often lead to increased in-kind contributions from radiologists and other staff to meet demand and can lead to delays in key equipment maintenance and technology upgrades. This can impact the Program's overall efficiency and quality in the longer-term, limiting its ability to adapt to changing service needs through key investments and impacting its long-term sustainability.

	Levers to meet Commonwealth objectives. [image: Target with solid fill]
	The Commonwealth sets overarching goals and plays a key role in coordinating the national policy, strategy and direction of the BSA Program. However, it cannot directly allocate funds for these purposes through the current funding mechanism (NHRA-PHC).
	This lack of control can lead to inconsistent service delivery and experiences across States and Territories, particularly for those that face higher service delivery costs. For example, the Commonwealth Government cannot ensure that all jurisdictions are implementing essential innovations or improvements at the same pace. Furthermore, the Commonwealth’s inability to directly fund short-term national priorities, such as adopting new screening technologies or addressing short-falls in State/Territory funding allocations, weakens its ability to ensure the BSA Program keeps pace with evolving healthcare standards and demands.

	Clarity of funding roles and resp[image: Document with solid fill]onsibilities.
	There is a lack of clarity regarding the roles and responsibilities of the Commonwealth and State/Territory governments in funding BSA. At the delivery level, there is uncertainty about the roles and responsibilities of BSA funding in undertaking post-assessment activities, such as the insertion of markers. Further, some stakeholders identified that there is some uncertainty about the role of Commonwealth Government funding in ensuring service consistency and access across jurisdictions and investing in future innovation.
	This lack of clarity in the roles and responsibilities of BSA stakeholders can create uncertainty about how funding and costs are managed and the consistency of practices across jurisdictions.
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Key insights
· This section presents six funding mechanisms available to the Commonwealth and State and Territory governments to support the allocation of funding for the BSA Program.
· Mechanisms can be categorised as those within the NHRA and those outside of the NHRA.
Government funding mechanisms
The Commonwealth and State and Territory governments have several funding mechanisms available to support the allocation of funding for the BSA Program, each of which have specific benefits and drawbacks.
Funding allocated within the NHRA 
1. NHRA – PHC (Current Model): The NHRA-PHC is a block funding mechanism where the Commonwealth allocates a lump-sum payment to States and Territories to cover public health services, including BSA. The allocation grows annually by a set growth factor, typically based on population growth, demand, and other demographic factors. The funding is not earmarked for specific programs, giving States and Territories full discretion over how the funds are distributed among public health initiatives. The NHRA framework requires minimal reporting on how these funds are used, limiting direct Commonwealth oversight of their impact on programs like BSA.5
2. Block Funding within the NHRA: Block funding within the NHRA is more targeted than the NHRA-PHC. The Commonwealth Government allocates funds to specific services or programs, such as the BSA Program, to ensure that the funding is used exclusively for the intended purpose. The amount of funding is determined based on detailed cost analysis, population data, and service demand. Although the States and Territories retain operational flexibility, they must adhere to the purpose outlined in the funding agreement.5 
3. ABF within the NHRA: In ABF, funding is allocated based on service activity levels. States and Territories report the number and types of services delivered and the Commonwealth calculates funding accordingly. Each service has a defined unit price, established by the Independent Hospital Pricing Authority (IHPA), which determines how much the Commonwealth will reimburse States and Territories based on the volume of services provided. Determining the unit price requires robust data collection and regular reporting on service delivery, with the National Health Funding Body and IHPA overseeing the accuracy of reported activities and ensuring that payment aligns with actual service volumes.5
Funding allocated outside of the NHRA 
4. Medicare Benefits Schedule (MBS): The MBS is a fee-for-service model in which specific medical services are subsidised by the Commonwealth Government. Under this mechanism, services bill the Commonwealth Government directly through specific MBS items (such as biopsies or ultrasounds).6 Consultations identified that, as the BSA Program cannot currently bill Medicare due to it being a public health program, structural changes would need to be implemented, such as the creation of new MBS items that existing BSA clinics can claim and potentially through allowing private clinics to also provide BSA services.
5. National Partnership Agreement (NPA): NPAs are bilateral or multilateral agreements between the Commonwealth and States and Territories, where funding is tied to achieving specific outcomes or milestones. NPAs are often used for time-limited initiatives, such as expanding services or upgrading infrastructure. The Commonwealth specifies the funding amount, desired outcomes, and timelines in the agreement, and States and Territories are responsible for delivering the services and reporting on progress. NPAs include performance-based funding, meaning States and Territories must meet agreed-upon targets to receive funds. Regular reporting and accountability mechanisms are established as part of the agreement.7
Strengths and weaknesses of funding mechanisms | NHRA components
The strengths and weaknesses of each funding mechanisms were assessed through consultations with Commonwealth, State and Territory treasury stakeholders
	Mechanism
	Strengths
	Weaknesses
	Implementation considerations

	NHRA – PHC (current funding)
	· Provides flexibility for States and Territories to allocate funds according to local public health priorities.
· Simplifies administration by bundling multiple programs into a single public health funding stream.
· Allows for operational discretion at the State/Territory level without Commonwealth intervention.
· NHRA-PHC funding is exempt from adjustments made due to a breach of the current NHRA growth cap. 
	· Lacks transparency in how funds are distributed to specific programs like BSA.
· Limited accountability mechanisms to ensure funds are used effectively to meet national objectives.
· The Commonwealth has little control over the allocation of resources to critical services.
· Difficult to evaluate the cost-effectiveness of the funding due to the lack of detailed reporting.
	· The mechanism needs stronger reporting and accountability measures to improve transparency.
· May be required to be coupled with other mechanisms, such as NPAs or grants, if more targeted funding for specific States and Territories is required.

	NHRA-Block funding
	· Targets specific programs or services, ensuring dedicated funding for key initiatives like BSA.
· States and Territories retain operational flexibility while the Commonwealth maintains oversight over the purpose and outcomes.
· Can be designed based on detailed cost analysis and service demand, aligning drivers of funding to specific program cost-drivers.
· Improves the transparency of funding allocated by stakeholders to specific programs. 
· Like the NHRA-PHC, block funding is exempt from adjustments made due to a breach of the current NHRA growth cap. 
	· Funding is not activity based, potentially limiting the ability to meet unexpected service demand levels.
· Block funding may still require significant negotiation between the Commonwealth and States and Territories, particularly in determining the appropriate amount of funding for each State and Territory. 
· Block funding may cause greater restrictions to how States and Territories can share funding across public health initiatives to meet periodic or shared costs.
	· Requires clear agreement on the scope and scale of funding across jurisdictions.
· Stronger reporting mechanisms are needed so program costs can be incorporated into funding allocation and indexation decisions.

	NHRA-ABF
	· Links funding directly to service delivery, incentivising efficiency and increasing accountability.
· Funding is tied to actual activity levels, allowing funding to adapt quickly to meet fluctuates in demand.
· Ensures more equitable distribution of resources based on program use and demand.
	· ABF is currently designated for acute hospital services. Programs such as BSA do not fit the definition of activity that can be funded under ABF. 
· May not cover the fixed costs associated with small-scale service delivery.
· Administrative burden may increase as detailed reporting on service delivery is required.
	· ABF funding would require a change in structure to allow for programs, such as BSA, to be funded.
· Additional funding is likely required to support fixed costs of small-scale service delivery.
· May require new data collection systems to accurately track activity levels and funding needs.

	MBS
	· Provides a well-established funding mechanism with transparent pricing.
· Links funding directly to service delivery, incentivising efficiency and increasing accountability.
· MBS is already a key component of the health system, with broad familiarity across stakeholders.
	· Would require a change in program structure, or the establishment of specific MBS items to allow for claims for public health services like the BSA Program.
· Pricing can be rigid and may not reflect service delivery costs across jurisdictions. Further, price increases may not keep pace with inflation and cost increases, which may disproportionately impact more vulnerable communities who face higher costs to receive care.
· If physicians do not bulk bill, participants will incur out-of-pocket costs, creating inequitable access to the Program.
	· Regulatory amendments would be necessary to add specific BSA services to the MBS.
· Careful and robust planning and analysis would be required to determine MBS pricing for BSA activities and the implication on service access across providers. 
· May require a robust private sector with the capacity to deliver the required services, if the private sector is able to claim BSA MBS items.
· Would require the development of quality assurance processes to ensure program quality in the private sector. 

	NPA
	· Provides a flexible, targeted funding mechanism that can address specific program outcomes.
· Clearly defines milestones and outcomes, ensuring accountability and alignment with national priorities.
· Allows for negotiation between the Commonwealth and States and Territories, ensuring that both parties’ priorities are addressed.
	· NPAs are time-limited, which can create uncertainty if used for ongoing or long-term funding. 
· Administrative complexity is high, particularly at the negotiation stage.
· Negotiations of NPAs can be delayed, limiting the use of NPAs for funding urgent situations. 
	· Should be used for targeted, non-permanent and non-urgent funding, not for core operational funding.
· Requires clear reporting structures and measurable milestones to ensure success.
· Planning for the long-term funding requirements of resources paid for through NPAs is important to avoid unintended consequences, such as expanding the Program's ongoing cost base with additional revenue.


[bookmark: _Ref226648301]Funding mechanisms for the BSA Program - Options analysis
Key insights
· This section assesses four separate options for the allocation of Government funding for the BSA Program
· Each option presents a unique trade-off between effectiveness of funding and increased complexity and risk.


Funding options
This section evaluates five options for the allocation of funding for the BSA Program.
Table 5:1 Options evaluated
	
	Mechanism for funding of BSA Program
	Scope of BSA Program

	
	NHRA-PHC
	NHRA-Block
	NHRA-ABF*
	MBS^
	NPAs
	Screening
	Assessment

	Current State
Both screening and assessment funded through NHRA-PHC.
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	Current State + NPAs
Both screening and assessment primarily funded through NHRA-PHC with discretionary funding provided through NPAs.
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	NHRA-Block + NPAs
Both screening and assessment primarily funded through NHRA-Block with discretionary funding provided through NPAs.
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	NHRA-Block for Screening Only
The scope of the BSA Program is narrowed to screening only and is primarily funded through NHRA-Block. Assessment is funded through ‘usual care’ (i.e., MBS and public hospitals).
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	Becomes part of ‘usual care’


*Note: NHRA-ABF is viewed to be not a feasible funding mechanism due to its restriction to funding hospital-based activity.
^Note: MBS is viewed to be not feasible within the BSA program.
Design principles
To guide this review, five design principles were developed through consultations with stakeholders to align government funding with the needs of the BSA Program.
Through consultations with stakeholders, five design principles were developed to support the evaluation of Government BSA funding approach options (Figure 5.2). Evaluation of each option against design principles was undertaken through a rating system, presented in Figure 5.3.
	Effectiveness & Equity
1
The funding mechanism supports the BSA Program in achieving its overarching goals.
Dimensions:
· Reach of Program: Ensures the Program is accessible to the target population.
· Equity of Access: Promotes equal access to services for all eligible individuals, regardless of socioeconomic status or geographic location.
· Sufficiency of Service Delivery: Ensures adequate resources and capacity to meet the demand for screening services.

	[bookmark: _Ref226648552]Figure 5.2 Design principles for the evaluation of alternative funding optionsTransparency
2
The funding mechanism is accessible, clear, and predictable for stakeholders.
Dimensions:
· Clarity of Funding Calculation: The method for calculating funding is understandable.
· Predictability of Year-on-Year Funding: Provides consistent and reliable funding levels to allow for stable program planning.
· Accountability: Expenditure can be tracked to understand the costs and cost drivers of the Program. 
Reduced exposure to risk for the government
5
The funding mechanism does not significantly shift financial responsibility between the Commonwealth and State and Territory governments. 
This includes risks of one government level bearing a disproportionate share of costs, increased accountability for unforeseen expenses, or the financial burden of program expansion and service delivery.
Feasibility
4
The funding mechanism is viable and realistic to implement, considering available resources, financial sustainability, and operational capabilities.
Dimensions:
· Stakeholder Buy-In: Gains support and acceptance from key stakeholders.
· Feasibility of Implementation: Practical and achievable within the current resource constraints.
· Disruption to Current Funding: Funding from approach is not less than current allocations.
Adaptability
3
The funding mechanism can respond to changes in demand, evolving practices, and emerging needs, ensuring the Program can adapt and remain effective.
Dimensions:
· Responsiveness to Demand: Capable of scaling up or down based on fluctuations in demand for screening services.
· Responsiveness to Changing Circumstances: Capable of meeting needs associated with changing screening pathways and new technology. 



[bookmark: _Ref226648564]Figure 5.3 Approach to evaluating funding options against design principles
 A low/high rating indicates a low/high alignment of an option to the design principles.
A medium rating indicates a moderate alignment of an option to the design principles.
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Option evaluation | Current state
All funding for BSA Program delivery continues to be allocated through the NHRA-PHC.
About the funding approach
This option continues the current funding approach, where all funding for the BSA Program is distributed through the NHRA-PHC. Under this mechanism, funding is bundled into the broad public health pool, with annual growth determined by demographic factors such as population and demand. State and Territory health departments continue to have full discretion over how much funding is allocated from the PHC to BSA, as well as how much State and Territory government funding contributes to the delivery of BSA. See Figure 5.4. 
[bookmark: _Ref226648743][image: Flowchart illustrating BSA funding distribution across states and territories, starting with Commonwealth NHRA-PHC funding divided into Other PHC programs and C'th BSA contribution. 
]Figure 5.4 Funding flows under Current State
[image: A horizontal bar chart evaluates five criteria: Effectiveness & Equity, Transparency, Adaptability, Feasibility, and Reduces Government Risk, using markers on a low-to-high scale. Notable details include low Transparency, medium Effectiveness & Equity and Adaptability, high Feasibility and Reduces Government Risk.]
Enablers for implementation


· No additional major changes required, as this approach is already in use.
Strengths
· Highly feasible, as it maintains the existing approach.
· Minimises financial risk exposure for the Commonwealth Government by providing States and Territories with flexibility in how funding is allocated.
Weaknesses
· Transparency is low due to the absence of detailed reporting mechanisms for BSA funding.
· Limited adaptability, with no levers for the Commonwealth to influence funding based on national priorities.
· Effectiveness is constrained by the misalignment of indexation with actual cost drivers, limiting the ability to meet national objectives, despite benefits associated with providing States and Territories with flexibility in funding allocation to meet local needs.
Option evaluation | Current state with NPAs
Ongoing funding is allocated through the NHRA-PHC and discretionary funding is allocated through NPAs.
About the funding approach
In this option, core BSA funding continues through the NHRA-PHC, while discretionary funding is allocated via NPAs to support national program objectives (Figure 5.5).
To support funding allocations, a structured framework is developed to support the allocation of discretionary funding, detailing the specific purposes through which stakeholders can be approached to enter an NPA and the channels through which these funding conversations can be initiated. Based on consultation findings, there is scope for the Commonwealth Government to define a funding role which supports non-permanent investments that are crucial to maintaining service access and consistency across jurisdictions.
In addition, this approach includes internal annual reporting from States and Territories to Commonwealth BSA management on the allocation of funding to support the BSA Program. This reporting occurs outside of the funding arrangement to increase the transparency in funding allocations across jurisdictions. 
[bookmark: _Ref226648767][image: Flowchart diagram illustrating BSA funding flows and reporting structure for each State/Territory. ]Figure 5.5 Funding flows under Current State with NPAs


[image: A diagram with five horizontal sliders evaluates effectiveness and equity, transparency, adaptability, feasibility, and government risk reduction. Each slider is marked with low, medium, and high labels, showing medium levels for the first three criteria and high levels for feasibility and risk reduction.
]Enablers for implementation


· NPA Framework: Develop a clear framework detailing the scope and processes for NPAs in the BSA Program. This should outline financial responsibilities and risk management strategies between Commonwealth and State and Territories, ensuring accountability and alignment with national goals.
· Internal Reporting: Establish a reporting framework to track how States and Territories allocate BSA funding, improving transparency and allowing for better monitoring of program outcomes.
Strengths
· Improves effectiveness, equity and adaptability through targeted use of NPAs.
· Improves transparency through internal reporting of funding allocations.
· Highly feasible, requiring minimal changes such as establishing new reporting frameworks.
Weaknesses
· Improvements in effectiveness are still constrained by the misalignment of indexation with actual cost drivers.
· Transparency improvements are limited, as internal reporting may lack enforcement mechanisms. 
· Slightly increases the financial risk of Commonwealths Governments through greater use of NPAs, due to risks that NPAs pose in expanding the ongoing cost base of the Program.
Option evaluation | NHRA-Block funding with NPAs
Ongoing funding is allocated through NHRA-Block funding and discretionary funding is allocated through NPAs.
About the funding approach
In this option, ongoing funding for the BSA Program is allocated through NHRA block funding. Initial and ongoing block funding amounts for each State and Territory would be determined by the NHRA and other bodies, including the IHPA, which would establish a base funding level using historical cost data and service demand forecasts. Initial funding levels would be negotiated between the Commonwealth and States and Territories based on these estimates. An annual cost reporting process would be undertaken by State and Territory governments to inform this process.
Further, discretionary funding is allocated through NPAs, as per the Current State with NPA option.
[image: Flowchart illustrating BSA funding allocation and reporting process, showing contributions from NHRA block funding and discretionary funding through NPAs combining into total State/Territory BSA program pool for service delivery. ]Figure 5.6 Funding flows under NHRA-Block funding with NPAs

[image: A horizontal bar chart evaluates five criteria: Effectiveness & Equity, Transparency, Adaptability, Feasibility, and Reduces Government Risk, each rated on a scale from Low to High. Dark teal markers indicate scores, with Transparency rated highest near High, Effectiveness & Equity and Adaptability near Medium-High, and Feasibility and Reduces Government Risk at Medium.
]Enablers for implementation



· NPA Framework: Develop a clear framework detailing the scope and processes for NPAs in the BSA Program. This should outline financial responsibilities and risk management strategies between Commonwealth and State and Territories, ensuring accountability and alignment with national goals.
· Funding Transition Analysis: Conduct thorough analysis to quantify the amount of funding to be shifted from NHRA-PHC to block funding. This should focus on minimising disruptions to BSA funding and ensuring other public health programs are not negatively affected during the transition.
· Financial Reporting Standardisation: Develop standardised financial reporting mechanisms to support the block funding cost reconciliation process.
Strengths
· Improves effectiveness by aligning funding indexation with cost drivers of the BSA Program.
· Increases transparency due to reporting for the block funding cost reconciliation process.
· Improves adaptability through targeted NPAs and dedicated program funding which can be annually adjusted.
Weaknesses
· Moderate feasibility, requiring a complex transition process, with potential resistance from stakeholders due to an increased admin burden and reduced funding flexibility for States and Territories. 
· Financial risk to the Commonwealth increases, as NPAs may expand the Program’s ongoing cost base and moving funding out of PHC may impact funding of other PHC programs.
Option evaluation | NHRA-Block for Screening Only
The scope of the BSA Program is narrowed to screening only and is primarily funded through NHRA-Block. Assessment is funded through ‘usual care’.
About the funding approach
In this option, the scope of the BSA program is narrowed to screening only, and thus Government funding for the BSA Program is allocated to cover the per annum costs of screening only, through block funding within the NHRA. Assessment services would then occur through usual care pathways (i.e., through public hospitals for public assessments or MBS items for private assessments). This structure is outlined in Figure 5.7 and aligns with the Bowel Cancer Screening Program approach where diagnostic assessment is part of ‘usual care’ pathways.
Further, discretionary funding is allocated through NPAs, as per the Current State with NPA option.
[bookmark: _Ref226648822][image: Flowchart illustrating BSA funding flows for each State/Territory, divided into Screening and Assessments sections. ]Figure 5.7 Funding flows under Option 3

[image: Diagram showing evaluation of five criteria: Effectiveness & Equity rated low, Transparency rated low-medium, Adaptability rated high, Feasibility rated low, and Reduces Government Risk rated medium. 
]Enablers for implementation



· NPA Framework: Develop a clear framework detailing the scope and processes for NPAs in the BSA Program. This should outline financial responsibilities and risk management strategies between Commonwealth and State and Territories, ensuring accountability and alignment with national goals.
· Pathway development: Develop pathways between screening and assessment services to ensure smooth transitions. This includes establishing clear referral systems and engaging private sector providers by ensuring sufficient infrastructure and service capacity to deliver assessments.
Strengths
· Increases the adaptability of the Program by aligning Commonwealth Government funding with activity measures and allowing private market entry.
Weaknesses
· Overall, it is likely to reduce equity of access to the Program, particularly if there are long wait times for access to a public diagnostic assessment. This is current issue with the National Bowel Cancer Screening Program.
· The complexity of the model will decrease the transparency in the costs of the Program.
· The approach has low feasibility, due to the significant work required to develop supporting infrastructure. There is also likely to be limited buy-in from State and Territory stakeholders.
· State and Territory stakeholders raised that point that if there is a shift to ‘usual care’ for diagnostic assessments, they would expect an increase in the NHRA-ABF cap to account for the additional activity delivered.
Option evaluation | Summary of findings and next steps
To better support the Program to meet its objectives, there is a trade-off between effectiveness of the funding approach and increased complexity and risk.
Overview of option evaluation
The analysis of alternative funding mechanism options for the allocation of government BSA funding highlights the inherent trade-offs between improving the current approach and introducing complexity or risk to stakeholders.
Feedback from States and Territories suggests that Option 2 (current state + NPAs) and Option 3 (NHRA Block funding + NPAs) are the most viable alternative options to current funding. These options address the transparency, equity, and adaptability issues present in the current approach. Both establish frameworks for using NPAs to target specific program objectives, with Option 2 relying on internal, non-enforceable reporting mechanisms and Option 3 introducing a formal cost reconciliation process to better align indexation with cost drivers.
Option 3 presents greater adaptability but carries higher implementation complexity and risk. It requires additional administrative resources, particularly during transition, and potentially introduces financial risks to the Commonwealth through NPAs and the reallocation of PHC funds. This could limit flexibility for States and Territories. 
[image: A color-coded legend chart illustrating alignment levels with five rectangular blocks ranging from dark red to dark green. Labels below blocks indicate alignment categories: low (dark red), low to moderate (yellow), moderate (mint green), moderate to high (light green and high (dark green).
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	1. Current State
	2. Current state   + NPAs
	3. NHRA Block + NPAs
	4. NHRA Block for Screening Only

	Effectiveness & equity
	
	
	
	

	Transparency
	
	
	
	

	Adaptability
	
	
	
	

	Feasibility
	
	
	
	

	Financial risk to Govt.
	
	
	
	

	Notes
	Provides a flexible funding mechanism that supports States and Territories to address local needs while minimising Commonwealth financial risk. However, it lacks transparency and has limited mechanisms to ensure funding is aligned with key cost drivers.
	Improves the transparency of the current system through internal reporting and enhances funding effectiveness via targeted NPAs. Despite these improvements, it still lacks robust mechanisms to align funding with actual cost drivers.
	Strengthens adaptability and effectiveness by linking funding to cost drivers and employing targeted NPAs. Enhances transparency but faces feasibility challenges due to increased administrative requirements, stakeholder resistance, and heightened financial risks.
	Encourages adaptability and private sector involvement, but raises concerns about equity, increased demand on public hospital services, and potential out-of-pocket expenses. Viewed as low feasibility given the extensive system changes required.


Next steps
The next steps involve the Commonwealth and State and Territory governments clarifying their funding roles and responsibilities with stakeholders, conducting broader consultations, and performing financial analysis of impacts associated with alternative funding options.
Clearly defining funding roles
The first step in improving the allocation of funding is to define and clarify the funding roles and responsibilities of Commonwealth and State and Territory governments. Establishing a clear framework should precede any major funding changes, ensuring a solid foundation for decision-making.
As discussed, stakeholders have highlighted uncertainty regarding the Commonwealth’s funding role, especially in ensuring consistency across jurisdictions. Inconsistency in service delivery stems from variations in service delivery costs, differing investment levels from State and Territory governments, and unforeseen pressures. State and Territory stakeholders believed that a reliance solely on State and Territory funding risks disadvantaging high-cost regions like the Northern Territory. The Commonwealth should seek to understand if it has a clear role in supporting national consistency (from a funding perspective) and the scope of this role. This may include financial, non-permanent investments, or non-financial supports.
There is also ambiguity around which assessment activities BSA should fund, particularly as cancer care technology advances (i.e., markers). To address this, the Commonwealth should review and clarify the scope of activities covered by BSA funding and consider the appropriateness of current funding allocations as the BSA program begins to replace activity usually undertaken in post-assessment phases.
Broader consultations on options
This report presents a high-level, exploratory assessment of potential alternative funding models for the BSA Program. The Commonwealth and State and Territory governments should discuss these options to refine them and consider the pros and cons of each. Specifically, this discussion should consider:
· Defining operational detail of options: define the detailed roles, responsibilities and operational requirements of each funding option to enable an appropriate assessment of each.
· Implementation feasibility: Assessing implementation requirements, such as administrative capabilities, infrastructure needs, and the capacity of jurisdictions to manage changes without disrupting existing services.
· Regulatory and financial alignment: Ensuring funding options are consistent with broader healthcare funding policies, such as NHRA and MBS guidelines, and exploring the role of compensation mechanisms for any cost-shifting that may occur.
· Risk analysis and mitigation: Identifying potential financial and operational risks.
Undertaking detailed financial analysis of the impact of transitioning to alternative options
· A comprehensive financial analysis is crucial to understanding the implications of transitioning to an alternative funding option. This analysis should consider:
· Model funding allocations: Estimate the magnitude of funding allocations for each jurisdiction and identify potential impacts to funding amount and continuity across jurisdictions. Further, estimate the additional cost and cost savings to government associated with alternative funding indexation over time. 
· Model impacts to the broader health system: Identify the impact of transitioning funding to an alternative mechanism on the funding available for other PHC programs or other NHRA funding. 
· Cost of transitioning and implementing: Estimate the additional costs associated with transitioning to and implementing an alternative funding approach. This may include, estimating the additional burden of reporting. 
· Implementation support: Estimate the total funding required to support implementation, including compensating jurisdictions for costs associated with transitioning and implementation, and compensation to mitigate against risks to funding continuity over time. 
[bookmark: _Toc226649039]Conclusion
The project assesses the current and future costs of the BSA Program, examines private sector screening costs, and explores alternative Commonwealth funding options.
The context
· BSA is a national breast cancer screening initiative established in 1991, targeting women aged 50-74 for free biennial screenings. 
· The Commonwealth, in partnership with States and Territories, is conducting a comprehensive review to modernise funding, assess evidence impartially, and enhance quality and safety within the accreditation system. 
· The findings for this report support the funding review. Specifically, this report:
1. Identifies the cost of delivering the BSA program across jurisdictions 
2. Estimates is the cost of screening in the private sector
3. Models the cost of delivering alternative future state scenarios of the BSA program
4. Provides analysis to support Government decisions on funding of the BSA program in the future. 
Key findings
Key findings of the review include:
1. Current BSA Program Costs: From FY 2021-23, Commonwealth, State, and Territory governments allocated $269.6 million annually to the BSA Program, translating to $236.0 per screen.
2. Private Sector Cost Comparison: Comparing evidence from Medicare data and the results of this report show that the BSA program tends to deliver initial diagnostic procedures for breast cancer at a lower cost than the private sector
3. Projected Costs for Future State Scenarios: Three future BSA scenarios model the shift toward risk-based screening. Initial adjustments, such as adopting tomosynthesis, would add approximately $9.4 million annually over the next decade. Implementing risk-based screening could cost $76.3 million per year.
4. Funding Model Alternatives: Three funding approaches for the BSA Program were assessed. Options that utilise the flexibility of the NHRA (through the PHC or Block Funding) and NPAs tend to address many of the short-comings of the current funding approach. However, they differ in terms of their complexity and risk to Governments.
Where to next?
To progress the findings from the review further, the Commonwealth and state and territory governments can consider:
· Develop structured processes to track BSA program service delivery costs over-time, enhancing program transparency and supporting the BSA program to identify key cost drivers that impact program accessibility. This data could also support broader cost-effectiveness evaluations of the BSA program, as per the requirements of the Population Based Screening Framework. 
· Conduct primary data collection to gain a comprehensive understanding of private sector screening dynamics, enabling the Commonwealth Government to assess how BSA program reforms could impact how people screen in the future.
· Conduct a cost-effectiveness analysis on future state scenarios to evaluate and compare potential benefits and costs, providing a clearer view of the value each option may deliver, including a consideration of safety across different pathways.
· Undertake a comprehensive design and refinement process for each of the preliminary BSA funding options. This should include specifying how each model would be implemented (covering governance, operational guidelines, and stakeholder roles), assessing potential risks and unintended consequences, and performing detailed cost analyses. The goal is to develop well-defined, evidence-based funding options to inform final decision making.
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Current state costing methodology
A.1 Survey design
This appendix presents an overview of the BSA Cost Survey design process and the data fields it collected.
The BSA Cost Survey was designed in consultation with State, Territory and Commonwealth BSA representatives and collected data on service activity, service delivery costs and management costs of program delivery.
BSA Cost Survey
The current state inputs for the BSA Program Cost Model were collected via the BSA Cost Survey. This survey was developed after consultations with representatives from the Commonwealth BSA management team and each State and Territory’s BreastScreen Program in which the cost and governance structures of the Program was mapped. 
The BSA Cost Survey was built in Microsoft Excel and distributed to each of the State and Territories and the Commonwealth to be completed. It remained in the field for 6 months. 
The survey asked each State and Territory for data on the number and type of service venues, the number of screenings and assessments delivered, in total and by priority population, as well as the overhead service delivery, staffing and state management costs for the 2021-22 and 2022-23 financial years. Further, it asked the Commonwealth BSA management team for national overhead costs. These data items were collected across five areas (refer to Tables A.1 to A.5). 
Table A.1: Contextual data collected of service venues
	Category
	Data items

	Details about facilities (by facility)
	· Name 
· Fixed or mobile
· Screening or assessment
· Location
· LHD

	Service delivery model (by facility)
	· Details on private contracts (if relevant)
· Number of days per week that screening is delivered 
· Number of days per week that assessment is delivered 
· Total days per week that facility operates
· Number of weeks per year that facility operates
· Total number of weekend days that facility operates

	Rental and moving costs (by facility)
	· Property rent paid
· Total cost of moving venues 

	Usual staffing per day on which screening occurs (by facility)
	· Receptionist/ administration support (for screening)
· Radiographer (for screening)

	Usual staffing per day on which assessment occurs (by facility) 
	· Receptionist / administration support (for assessment)
· Radiographer (for assessment)
· Sonographer
· Radiologist
· Surgeon
· Other medical staff
· Other counselling staff

	Technology used at facility (by assessment facility)
	· Tomosynthesis
· AI
· Ultrasound
· MRI
· Contrast-Enhanced Mammography


Table A.2: Service delivery expense data collected
	Category
	Data items

	Labour costs for LHD (by facility)
	· Receptionist / administration support (for assessment)
· Radiographer (for assessment)
· Sonographer
· Radiologist
· Surgeon
· Other medical staff
· Other counselling staff

	Expenditure on service delivery overheads
	· Direct occupancy costs
· Motor vehicle costs
· Staff travel costs
· Client travel costs
· Training materials & professional development
· Equipment & IT costs 
· Client consumables
· Health promotion costs (local)
· Support staff
· Storage costs
· Executive/leadership
· Centralised screen reading costs
· Other administrative costs
· Construction or refurbishment costs

	Information on supporting clients to travel to assessment (when costs are not incurred by the BSA)
	· Number of screen appointments that were provided travel supports
· Number of assessment appointments that were provided travel supports

	In-kind supports
	· Services that receive in-kind facility supports.
· Services that receive in-kind motor vehicle supports
· Services that receive in-kind administrative support.
· Service sites that receive other in-kind supports

	Private/ out-sourced service expenses
	· Reading services
· Other




Table A.3: Project management / administrative data collected
	Category
	Data items

	State management - direct costs (by year)
	· Executive leadership
· Health promotion (central)
· Screen reading costs
· Admin support
· Storage and postage costs
· Direct occupancy costs
· Equipment & IT costs

	State management - in-kind supports (by year)
	· In-kind facility supports (and description)
· In-kind administrative support (and description)
· Other in-kind supports (and description)

	Total costs and funding (by year)
	· Total funding (2022-23)
· Total expenses (2022-23)


Table A.4: Service activity data collected
	Category
	Data items

	Number of people screening by cohort (by facility).
	· All screens
· Aboriginal and Torres Strait Islander screens
· Screens for people from culturally and linguistically diverse
· Screens for people with disability
· All other screens

	Number of people attending assessments by cohort (by facility)
	· All assessments
· Aboriginal and Torres Strait Islander assessments
· Assessments for people from CALD backgrounds
· Assessments for people with disability
· All other assessments

	Number of people recalled for assessments by cohort (by facility)
	· All assessments
· Aboriginal and Torres Strait Islander assessments
· Assessments for people from CALD backgrounds
· Assessments for people with disability
· All other assessments


Table A.5: Priority cohort cost data collected
	Category
	Data items

	Dedicated service costs for specific cohorts.
	· Training materials and professional development 
· Service delivery health promotion costs 
· Support staff (e.g., interpreters, Aboriginal support workers) 
· Construction or refurbishment costs
· Management health promotion costs

	Group appointments
	· Proportion of priority cohorts that are screened through a group booking.
· On average, how many people attend a group booking, per appointment (i.e. 6 people per appointment)?
· On average, how long do group bookings last for, per appointment (i.e. 30

	Double bookings
	· Proportion of priority cohorts that are screened through double bookings.

	Travel costs
	· Aboriginal and Torres Strait Islanders
· People from CALD backgrounds
· People with disability


A.2 Survey Cost categories
This appendix presents the approach to mapping data fields to higher level categories for analysis.
A.2 Cost category definitions
Some of the original data fields across both overhead and management costs were mapped into higher level categories to support data analysis. 
Overhead cost categories
To simplify analysis, some overhead cost data items were collapsed into cost categories (Table A.6). These categories include data items that are closely linked or correspond to relatively small costs. They include both direct costs and in-kind costs.
Management cost categories
For State/Territory and Commonwealth management costs, the data items were mapped to the following categories:
· Communications
· Health promotion
· Data collection and reporting
· Quality and safety systems
· Program/ service operations
Unlike overhead costs, the management data items did not directly align with the categories, so the costs were split across the categories using a mapping determined by BSA managers.
Table A.6 Collapsed cost category data items and definitions
	Cost category
	Data items
	Category definition

	Labour costs (cost and FTE)

	Receptionist / administration support 
	· Direct receptionist / administration support 
· In-kind receptionist / administration support 
	The cost of receptionists and other admin staff who help deliver the Program.

	Radiographers
	· Radiographer
	The cost of radiographers who perform mammograms across screenings and assessments.

	Radiologist
	· Radiologist
	The cost of radiologists who perform and read scans across screenings and assessments.

	Support staff
	· Sonographer
· Surgeon
· Other medical staff
· Other counselling staff
· Support staff
	The cost of all other staff who support the delivery of the Program, including medical staff, counselling staff, interpreters and Aboriginal support workers.

	Overheads (cost)

	Occupancy costs
	· Direct occupancy costs
· In-kind occupancy costs
	The cost of occupying the Program facility, including rent, utilities and maintenance.

	Motor vehicle costs & staff travel time
	· Direct motor vehicle costs 
· In-kind motor vehicle costs
· Staff travel costs
	The upfront and ongoing costs of the motor vehicles used to deliver the Program, including fuel, registration and maintenance, as well as staff travel costs like accommodation and allowances. 

	Client travel
	· Client travel costs 
	The costs of client travel, including travel subsidies or transport.

	Training and PD
	· Training materials & professional development
	The costs of courses, conferences and other educational resources.

	Equipment and IT
	· Equipment and IT costs
	The costs of screening/ assessment technology, including mammogram, ultrasound and tomosynthesis machines, as well as other hardware such as laptop and tablets.

	Client consumables and pathology
	· Client consumables
· Pathology costs
	The cost of single-use items, such as gloves, syringes, and breast markers, that are necessary for delivering screenings and assessments, as well the costs of pathology testing.

	Health promotions (local)
	· Health promotion costs (local)
	The costs of promoting the Program, including through advertisements or community events.

	Other overhead costs
	· Executive/leadership
· Centralised screen reading costs
· Other administrative costs
· Construction or refurbishment costs
	All other overhead costs associated with delivering the Program.





A.3 Labour and overhead cost category mapping and analysis
This appendix presents the approach to separating the cost categories into screening and assessment costs.

The overhead cost categories were split between screening and assessment

Mapping cost categories
To analyse the costs and cost drivers of screening and assessment separately, it is first necessary to separate them. This was completed in two steps:
1. Determine whether each cost category is dedicated to screening, assessment or both. 
2. Determine the driver of the cost category. The driver may be either FTE (i.e., increased staffing is associated with higher costs) or demand (i.e., increasing screens/ assessments is associated with higher costs). These drivers can then be used to separate those cost categories that are associated with both screening and assessment.
For example, radiographers are associated with both screening and assessment and the costs are driven by FTE. If 80% of radiographer FTE is dedicated to screening and 20% is dedicated to assessment, then the total radiographer costs can be split accordingly.
This process was confirmed and validated through discussions with BSA State & Territory managers. The determination of screening vs assessment and cost driver for each cost category is presented in Table A.7.
Calculation of cost per screen and cost per assessment
The result of this process was screening and assessment costs by cost category, facility and jurisdiction. By combining these costs with information on the number of screenings and assessments performed, the cost per screening and cost per assessment was calculated. This enabled a comparison of costs across different jurisdictions and facilities (refer to section 2.1). Additionally, data on facility type, location, and client characteristics were used to analyse the key factors driving these costs (refer to section 2.2).
Table A.7: Cost category mapping assumptions
	Cost category
	(1) Screening vs assessment
	(2) Allocation approach

	Labour costs

	Receptionist / administration support 
	Screening and assessment
	Allocated by FTE across both screening and assessment facilities as per Cost Survey data.

	Radiographers
	Screening and assessment
	Allocated by FTE across both screening and assessment facilities as per Cost Survey data.

	Radiologist
	Screening and assessment
	Allocated by FTE across both screening and assessment facilities as per Cost Survey data.

	Other support staff
	Majority assessment
	Assessment support staff are identified through data-informed assumptions. Allocated by FTE across facilities.

	Overheads (cost)

	Occupancy costs
	Screening and assessment
	Allocated by number of facilities and days of operation.

	Motor vehicle costs & staff travel time
	Majority screening (mobile vans).
	Majority allocated to mobile facilities based on data-informed assumptions; remaining costs allocated by number of facilities and operating days

	Client travel
	Screening and assessment
	Allocated based on contextual data from BSA State & Territory managers via the Cost Survey.

	Training and PD
	Screening and assessment
	Allocated by FTE. 

	Equipment & IT
	Screening and assessment
	Allocated by FTE. 

	Client consumables and pathology
	Majority assessment
	Assessment consumables identified via data-informed assumptions; other costs allocated by service activity.

	Health promotions (local)
	Screening
	Allocated based on service activity. 

	Other overhead costs
	Screening and assessment
	Allocated by FTE. 



A.4 Limitations of the analysis
This sections presents the limitations to the costing analysis.
A.4 Limitations for the costing analysis
The current state costing analysis is limited by incomplete data, time dynamics and jurisdictional variation
The current state costing analysis has limitations concerning the completeness and representativeness of the data. Key limitations are detailed further below.
Incomplete data
· Not all jurisdictions provided complete data for all categories in the BSA Cost Survey. Some provided only high-level data, not broken down into the requested level of detail. To conduct comprehensive analysis of all jurisdictions and cost drivers, data gaps were filled using assumptions, informed through consultations with BSA state & territory managers, or assumptions informed by data from other jurisdictions. 
· Additionally, there was limited screening data provided in a way which disaggregated to the cohort level (i.e., First Nations, culturally and linguistically diverse and people with disability). Consequently, analysis of these cohorts was only able to be undertaken based upon data from certain jurisdictions and may not represent the full Australian context.
· Cost data was not provided by screening and assessment service delivery, so this was disaggregated according to other contextual information and data (such as FTE) to gain an approximate understanding of how costs are allocated between screening and assessment. This approach was validated with BSA state & territory managers.
Time dynamics
· Data was collected from both the 22/23 and 23/24 financial years to reflect the BSA Program’s two-yearly screening cycle. Despite this, the data collected from this period may not be completely representative of normal operating procedures. For example, if a jurisdiction made a large once-off purchase, like a new mobile van or the opening of a new clinic, the costs recorded may have been artificially inflated and not represent typical yearly expenses. Further, COVID-19 related activity was still occurring during these periods, which may bias costs and activity to some extent.
· Further, several state and territory BSA managers have reported significant cost increases in the most recent financial year, which may limit the analysis's relevance for current program cost insights.
Jurisdictional variation
· Certain cost categories, such as technology costs, vary widely across jurisdictions, providers, and contracts. Consequently, determining a single representative value can be challenging and may not accurately reflect all cases. The same applies to technology duration of life.
· Commonwealth program administration costs were only available at the national level. Consequently, to apportion these costs to the jurisdictional level, program administration costs were disaggregated based upon the number of screens delivered across jurisdictions. Because of this, Commonwealth administration costs at the per screen level are equal across jurisdictions, though this may not reflect reality depending on how Commonwealth funds are distributed.

[bookmark: _Toc226649041]Appendix B 
Approach to estimating the private cost of screening 
B.0  Overview
This appendix provides the approach to measuring the cost of a potential screening pathway in the private sector, as presented in section 3 (Figure 3.1) of this report. 
Overview of the approach
To support the assessment of the costs of screening in the private sector, this report attempted to define a ‘typical’ pathway for screening in the private sector for a person of ‘average’ risk of breast cancer. The purpose of this analysis is to understand if the BSA program delivers screening at a lower cost than the private sector, once taking into account the different pathways and overhead structures of the two systems.
Due to data limitations, this analysis should be treated as ‘potential’, based on the ‘typical’ private screening pathway identified in this analysis. The private pathway identified in this report is unable to be verified by actual data. 
The approach to estimating the private cost of screening for breast cancer uses a combination of Medicare statistics, literature and consultations to identify the characteristics and costs of a ‘typical’ screening pathway for breast cancer in the private sector. The high-level approach used to guide the analysis is provided in Figure B.1.
[image: Flowchart outlining the steps used to estimate the cost of private-sector breast cancer screening, including identification of screening activities, service costs, and calculation of average cost per screening episode]Figure B.1: Approach to estimating the costs of screening for breast cancer in the private sector


B.1 Identifying screening activities
This section presents the approach to measuring screening activities in the BSA program.
B.1.1 Medicare data used in the analysis
To estimate the cost of private breast screening, the prices and quantities of 11 MBS services were considered.
Breast screening services
To inform this analysis, the price of 11 MBS services were considered, as detailed in Table B.1. This list was validated through consultation.
Table B.1: Services included in private breast screening and assessment services, ages 35 to 74
	
	
	Demand3
	Costs

	Item
	MBS code
	2022-23
	2021-22
	Total cost

	Mammography, two mammograms of both breasts (bilaterally)
	59300
	16,070
	10,260
	$210

	Tomosynthesis mammography, two mammograms of both breasts (bilaterally)
	59302
	330,531
	342,581
	$309

	Ultrasound of both breasts, referred
	55076
	470,517
	488,193
	$217

	Ultrasound of both breasts, non-referred
	55079
	803
	748
	$45

	Ultrasound of one breast, with surgery
	55071
	23,945
	23,655
	$279

	Ultrasound of both breasts, with surgery
	55066
	4,958
	4,762
	$329

	MRI scan of both breasts
	63464
	4,329
	5,405
	$808

	Fine needle aspiration, palpable lesion, each additional lesion
	31506
	2,618
	2,634
	$4,400

	Breast biopsy using vacuum-assisted biopsy device
	31530
	4,031
	4,382
	$2,400

	Breast biopsy using mechanical biopsy device
	31548
	40,210
	42,881
	$243

	Insertion of marker clip(s) following a breast biopsy
	31537
	n/a
	n/a
	$216


Source: Deloitte Access Economics analysis (2024); Statistics (Services Australia); Medical Cost Finder (Department of Health and Aged Care); and Medical Benefits Scheme (Department of Health and Aged Care)
Note: Because quantity by age is only available publicly in 10-year increments, quantities include all services consumed by individuals aged 35 to 74, rather than 40 to 74 which would be the ideal cohort.


Mammography and tomosynthesis services by age
Table B.2 shows how Medicare mammogram and tomosynthesis services are distributed across age groups. The majority of mammogram and tomosynthesis services are undertaken for women aged 45 and over, aligning with the BSA eligible population cohort.
Table B.2: Age range of mammography and tomosynthesis services and screening counts, 2021-22 and 2022-23 average
	Age range
	Service counts
	Distribution of services across age groups
	Estimated screening counts

	35-44
	109,099 
	16.0%
	32,364 

	45-54
	205,764 
	30.1%
	61,039 

	55-64
	190,424 
	27.9%
	56,489 

	65-74
	177,471 
	26.0%
	52,646 


Source: Deloitte Access Economics analysis (2024); Statistics (Services Australia)
B.1.2 Medicare data into screening and assessment activity
A series of assumptions were utilised to estimate the number of unique screening episodes and assessment activity in Medicare data.

	Table B.3: Approach to attributing services to screening and assessment activity

	Category
	MBS Item
	Approach

	Mammogram / tomosynthesis
	Mammography, two mammograms of both breasts (bilaterally)
	It is assumed that one mammogram or tomosynthesis service is provided per screening episode.9 Mammograms and tomosynthesis were attributed to screening as follows:
1. Mammogram only: According to the study “BreastScreen Australia Evaluation Medicare Benefits Schedule (MBS) Mammography Analysis Project”, 23.3% of bilateral mammogram and tomosynthesis services are for women receiving non-diagnostic screening.
2. Mammogram and tomosynthesis: A study from the United States suggested that 74.3% of women with dense breasts eligible for screening received both a mammogram and an ultrasound, while 35.9% of women without dense breasts eligible for screening received both a mammogram and an ultrasound.10 Further, Australian evidence suggests that approximately 50% of women fall into the high breast density categories of BI-RADS C and D.11   Accounting for these factors, the number of women who fall into the screening cohort could be approximately 1.2 times the number of women receiving only mammograms or tomosynthesis, or 28.6% of mammogram and tomosynthesis services. This is less than the upper bound for this group which the BSA Evaluation suggests would be 31.6%. 
3. Screening captured through diagnostics: Finally, 45.1% of women received assessment services (not necessarily following screening), and evidence from BSA suggests that 4.5% of women who screen go on to receive assessment services. Assuming this rate is consistent across the private sector screening population, this suggests an additional 2.5% of services provided which went on to assessment were part of screening.
Importantly, consultation with the sector suggested that MBS statistics will only account for 94% to 95% of screening services – the remaining 5% to 6% pay entirely out of pocket and are accounted for in this analysis.

	
	Tomosynthesis mammography, two mammograms of both breasts (bilaterally)
	

	Ultrasound
	Ultrasound of both breasts, referred
	28.6% of mammogram and tomosynthesis services are assumed to receive one ultrasound during screening. Remaining ultrasound services are apportioned according to the remaining diagnostic mammogram and tomosynthesis services. 2.5% of all mammograms are presumed to fall within this cohort while also being a part of screening, with 1.7 of bilateral ultrasounds attributed to each woman in this group.

	
	Ultrasound of both breasts, non-referred
	

	
	Ultrasound of one breast, with surgery
	It is assumed that ultrasounds with surgery only occur during assessments. It is estimated that there are 0.10 of these services per woman receiving assessment services.

	
	Ultrasound of both breasts, with surgery
	

	MR
	Mammary ductogram, one breast
	It is assumed that MRIs only occur during assessments. Accordingly, it is estimated that there are 0.02 per woman receiving assessment services.

	Biopsy
	Fine needle aspiration, palpable lesion, each additional lesion
	It is assumed that biopsies only occur during assessments and that all biopsies are preceded by an ultrasound with surgery. It is estimated that there are 0.18 of these services per woman receiving assessment services.

	
	Breast biopsy using mechanical biopsy device
	

	
	Breast biopsy using advanced breast biopsy instrument (abbi)
	

	
	Insertion of marker clip(s) following a breast biopsy
	

	Source: Deloitte Access Economics analysis (2024); Statistics (Services Australia)



B.2 Identifying screening pathways
This section presents the approach to identifying screening pathways in the private sector.
A typical screening pathway was defined using Medicare data and assumptions informed by consultations and the literature. 
Unique screening episodes
It was assumed that one mammogram or tomosynthesis service is provided per screening episode. Individuals who received single-breast mammogram or tomosynthesis services were assumed to not be screening.1 the number of services delivered for screening purposes are provided in Table B.4.
Recall rates are assumed to be 4.5%, aligning with most recent BSA figures. Based upon the assumption that a mammogram or tomosynthesis service represents one unique screening episode, this can be applied to infer the number of each assessment service delivered to those who receive assessment. These service pathways are detailed in Table B.5.
Table B.4: Annual screening, including those who go on to assessment (2021-22 to 2022-23)
	Category
	Number of activities
	Proportion of people that receive service 
	Notes

	Bilateral mammogram / tomosynthesis
	214,851
	100.0%
	It is assumed that only one of these services is given per person screening.

	Bilateral ultrasounds, non-surgical
	111,250
	51.8%
	It is assumed that, of those who receive a bilateral ultrasound, only one service is provided per screening episode prior to assessment.


Source: Deloitte Access Economics analysis (2024); Statistics (Services Australia)
Table B.5: Annual assessment, excluding activities undertaken during screening, (2021-22 to 2022-23)
	Category
	Number of activities
	Proportion of people in assessment that receive procedure
	Proportion of screening episodes that receive procedure*
	Notes

	Bilateral mammogram / tomosynthesis
	0
	0.0%
	0.0%
	It is assumed that only one of these services is given per person screening, occurring during the screening phase.

	Bilateral ultrasounds, non-surgical
	11,736
	116.5%
	5.5%
	Figures suggest that ultrasounds are the most common assessment services, with each woman receiving more than one, on average.

	MRI
	178
	1.8%
	0.1%
	It is implicitly assumed that a person receiving assessment only receives this service once.

	Ultrasounds, with surgery
	1,051
	10.4%
	0.5%
	It is implicitly assumed that a person receiving assessment only receives this service once.

	Biopsy
	1,774
	10.4%
	0.5%
	It is assumed that the number of people receiving biopsies is equal to the number of people receiving ultrasounds, with surgery. 


Source: Deloitte Access Economics analysis (2024); Statistics (Services Australia)
Notes: *This equates to the proportion of assessments that receive a procedure multiplied by the likelihood that a screening episode would receive a recall (4.5%), based upon mammogram and tomosynthesis service counts.
B.3 Costing a typical screening pathway
This section presents the approach to costing a ‘typical’ screening pathway in the private sector.
A number of assumptions and calculations were employed to estimate the total cost and cost per screening episode of private breast screening
Service costs
Cost per service was estimated as the weighted average cost based upon 2021-22 or 2022-23 quantities as well as 2022-23 prices. Costs were estimated for bilateral mammogram or tomosynthesis, bilateral tomosynthesis, MRIs and biopsies.8 Estimated costs are detailed in Table B.6.
Biopsy service costs
The cost of undertaking a biopsy was the sum of:
1. The weighted average cost of biopsy services (31506, 31530, 31548). In the case of 31506, this includes $2,000 of expected hospital costs.
2. The weighted average cost of ultrasounds with surgery (55071, 55066), proportionally attributed based upon the relative number of biopsy services. It is assumed that all biopsy services must be linked to one ultrasound with surgery service on a many-to-one basis.
3. One biopsy marker clip (31537).
This MBS item for biopsy markers is new and thus does not have the same level of data available as other MBS items. The cost was based upon the fee listed under the Medicare benefits schedule, and the Medicare payment was estimated based on the ratio of Medicare payment to total cost for the other breast screening and assessment items.
Estimating total cost per screen
Total cost per screen was estimated by:
4. Estimating total cost by multiplying the number of services attributed to breast screening by their respective service costs.
5. Estimating total public cost by multiplying the number of services attributed to breast screening by their respective Medicare rebate. Notably, this excluded the services attributable to the portion of women who received screening services outside the MBS system.
6. Dividing total cost and total public cost by the number of screening episodes.
Table B.6: Screening pathway (average cost, 2021-22 to 2022-23)
	a) Category
	b) Probability of receiving service
	c) Total service cost per procedure
	d) Weighted service cost per screening episode (b*c)

	Bilateral mammogram / tomosynthesis
	100.0%
	$305.3
	$305.3

	Bilateral ultrasounds
	61.1%
	$216.7
	$124.1

	MRI
	0.1%
	$808.0
	$7.5

	Biopsy*
	0.8%
	$903.2
	$0.7

	Total
	
	
	$437.5


Source: Deloitte Access Economics analysis (2024).
Notes: *Probability of receiving service is based upon total biopsy services provided for the purpose of this calculation. As detailed in Table B.5, the per person probability is closer to 0.5%.
B.4 Limitations of the analysis
This sections presents the limitations of the private screening cost analysis.
There are a number of limitations to consider when interpreting this analysis, particularly with respect to the unique count of screens, screening pathways and the consultation approach.
This analysis has limitations due to the availability of data on private sector screening for breast cancer. Key limitations are detailed further below.
Unique count of screens
· Due to data limitations, it was not possible to assess the number of mammogram and tomosynthesis services per screening episode, so a conservative screening pathway estimate was made of one per episode. If this is not true, it is anticipated that the cost per screen will increase as screening episodes will decrease and services per screening episode will increase. 
· Additionally, the number of screens occurring outside the MBS system was based upon an estimated range provided during consultation and would be better measured through more robust approaches. 
· Future analysis should consider primary data collection approaches or access to detailed MBS data to ascertain the soundness of this assumption. 
Screening pathways
· As data was only available on the number of each type of breast screening and assessment service provided, it was not possible to determine the number of services per episode without additional assumptions as detailed throughout this appendix. In particular, the analysis was based upon an Australian study from 2009 prior to tomosynthesis service provision, and it also assumed that Australian women screen in the private sector in a similar way to women in the United States with respect to receiving mammogram/tomosynthesis and ultrasound services. 
· It also assumed that only one ultrasound is delivered to these women at the screening phase. All remaining ultrasound, MRI and biopsy services were assumed to be distributed evenly across remaining mammogram and tomosynthesis services, and this is how the profile of assessment services was determined. 
· Further research should be undertaken to explore the different pathways women take when they screen in the private sector.
Consultation
· While consultation was undertaken with experts delivering private breast screening services, it did not reflect a comprehensive stakeholder engagement approach. Consequently, the views captured through validation processes may not be reflective of all clinics delivering private breast screening services and, consequently, this analysis may not accurately represent the services and costs of private screening in the private sector. 
· To improve the accuracy of estimating the costs of private screening, a more systematic primary data collection should be undertaken to address data gaps. 
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Future state costing methodology
C.1 Growth assumptions|Forecasting BSA populations
This section provides an overview of the assumptions that drive population cost growth in the future state analysis.
Future state analysis uses ABS data to project population and price growth over the period 2024-33. 
The future state analysis provides estimates of the nominal cost of the BSA program over different program settings. Three specific assumptions underpin the growth in model outputs over time.
1) Activity forecasts
Population growth assumptions interact with eligibility and participation assumptions to determine the demand for BSA activities in the future state. Published ABS forecasts of the female population by age and state were used to inform the growth in populations over time.12 The current participation rate, recall rate and diagnosis rate were assumed to remain constant at their current levels, as reported in the 2023 BSA Monitoring Report , except for where they are adjusted in future state scenarios.
2) Cost forecasts
Future state analysis assumes that BSA program costs grow at a rate aligned to broader health CPI growth experienced over the period 2013-23. This is sourced from ABS data, and equates to 3.8% per annum.13 
3) Efficiency improvements
The future state analysis assumes that, as demand for the program grows, the real cost of delivering screening services will decline due to the ability to share fixed costs across a larger cohort of screeners. In the analysis, a 1% increase in demand for BSA screening services leads to a 0.07% decline in the cost per screen of all clients. 
This analysis is determined through a fixed effects regression analysis, which looks at the relationship between change in cost per screen and change in screens being undertaken across screening facilities, controlling for factors such as state, facility type and days in operation, among other factors that vary costs. The analysis shows that there was a statistically significant negative relationship between the change in costs per screen and the change in screens over the period 2021-22 to 2022-23. Specifically, a 1% increase in scans was associated with a 0.07% decline in the cost per screen across facilities. 
Further, the analysis uses dummy variables to control for jurisdictional-specific factors between jurisdictions that drive differences across states & territories. The statistical relationship between jurisdictional dummy variables and the cost per screen allows for an estimation of an ‘efficient’ cost per screen. Specifically, these are the costs per screen that are implied, if demand is assumed to reach an ‘optimal’ level. Chart C.1. below shows the comparison between the current and ‘efficient’ cost per screen, as estimated through this analysis.
Combining these analysis, the future state analysis assumes that, as demand increases by 1%, real costs per screen across jurisdictions will decline by -0.07%, until the cost per screen reaches the ‘efficient’ cost level for each jurisdiction
Chart C.1: Current and predicted ‘efficient’ cost per screen across jurisdictions
Source: Deloitte Access Economics analysis (2024)
C.2 Activity-based assumptions 
This section presents an overview of the activity-based assumptions that directly impact the number of screens and assessments performed across the future state analysis.
C.2.1 Activity-based assumptions | Screening
Total demand for screening is driven by assumptions on the participation rates in, and eligibility for the BSA program.
Activity-based assumptions
In the BSA future state analysis, demand for the BSA program is adjusted by three variables:
· Participation rate: Increasing the participation rate from ~52% to 55%, 65%, and 70% raises the number of screens performed without altering the eligible population age range (see Chart C.2). Higher participation slightly reduces the cost per screen due to operational efficiencies (Appendix C.1).
· Target population starting age: Lowering the starting age from 50 to 45 or 40 increases screen volumes by expanding the eligible population (Chart C.3). For individuals under 50, participation is estimated at 38%. This adjustment affects costs through two mechanisms: 1) a decline in real cost per screen as demand-driven efficiencies are realised (Appendix C.1), and 2) a marginal increase in cost per screen due to government investment in promoting participation for the newly eligible cohort, estimated at approximately $7 per-person.
· Risk assessment: Introducing risk assessments modifies demand by decreasing screens for low-risk women while increasing them for moderate- and high-risk women (Chart C.4), ultimately increasing the total number of screens performed.


Chart C.2: The total screens in the current state – adjusting participation rate
Source: Deloitte Access Economics analysis (2024)
Chart C.3: The eligible population and total screens in the current state – adjusting target population starting age
Source: Deloitte Access Economics analysis (2024)
Chart C.4: The eligible population and total screens in the current state – adjusting risk-based screening
Source: Deloitte Access Economics analysis (2024)
C.2.2 Activity-based assumptions | Assessments
Total demand for assessments is driven by assumptions on the recall rates of different technology.
Assessments
Assessments are determined by the recall rate of different technologies. Recall rates differ by technology for a range of reasons, including, higher sensitivity and lower specificity.  
Risk ratios of screening technology used in the future state are presented in Table C.1, and the impact of assessments is presented in Chart C.5.


Table C.1: Key input assumptions for calculating number of assessments from alternative screening technologies17
	
	Mammogram
	Tomosynthesis
	Ultrasound
	MRI
	CEM

	Recall rate
	1.00
	1.00 (dense)
0.83 (non-dense)
This assumption is adjusted in sensitivity testing (see Appendix C.5)
	1.97 (dense)
1.42 (non-dense)
	2.71 (dense)
3.01 (non-dense)
	1.66 (dense)
1.85 (non-dense)


Chart C.5 Number of assessments by screening technology, 2024-33
Source: Deloitte Access Economics analysis (2024)
C.3 Cost-based assumptions
This section presents an overview of the cost-based assumptions that impact the cost of BSA program operations in the future state analysis.
C.3.1 Cost-based assumptions | Screening technologies
Additional screening technology was costed using a bottom-up approach
Screening technology
Screening technology costs were estimated using a bottom-up approach to capture resources required beyond standard 2D mammography. Key cost components include:
· Scanning time: The additional staff and time required to undertake a screen with a technology. 
· Screen reading time: The additional staff time required to read screen images.
· Consumables: Any additional client consumables required for screening (such as contrast agents).
· Technology costs: Additional up-front or ongoing costs associated with the deployment of new technology.
· Staff training: Additional staff training required to undertake screening.
· Data storage costs: Additional costs of storing screen images for seven years.
The costs per screen of each technology used in the analysis is presented in Table C.2. 
Table C.2: Costs per screen of technology
	
	Mammogram (from survey data)
	Tomosynthesis
	Supplementary screening1

	
	
	
	Ultrasound
	MRI2
	CEM2

	Radiographer & radiology costs
	$36.3
	$42.2
	$71.5
	$102.4
	$89.3

	Overhead costs
	$70.0
	$73.8
	$25.1
	$112.7
	$52.6

	Data storage costs
	$03
	$3.70
	$0.21
	$3.70
	$0.21

	Total costs (per screen)
	$106.3
	$119.7
	$96.8
	$218.8
	$142.1


Source: Deloitte Access Economics analysis (2024)
Notes: 1) These costs have reduced overheads because they occur with an initial screen, allowing for cost-sharing to occur. 2) MRI & CEM costs per screen are based on supplementary biennial screening for BI-RADS C & D women. Changes to utilisation assumptions of MRIs & CEMs significantly impacts costs per screen. 3) Data storage costs are already included in the estimated overhead costs for Mammograms
C.3.2 Preliminary screening/ eligibility
In future state scenarios 2 and 3, preliminary checks are introduced to support screening.
Health checks and risk assessments
In future state scenarios 2 and 3, the following preliminary checks are introduced to support screening: 
· Health check: A health assessment for all women starting at age 40. This will aim to test breast density and support women to prepare for screening.
· Risk assessment: A more comprehensive risk assessment for all women starting at age 40. The assessment may involve a mammogram and, if necessary, a genetic test. 
The participation rate in these activities is assumed to be equal to the assumed participation in screening for these cohorts. 
The cost for risk assessments were determined by the Daffodil Centre.1 The cost for health checks were based on these same cost estimates, but with adjustments to reflect the different resources required for each activity. 
Table C.3: Key input assumptions for costing of health checks and risk assessments
	
	Health check
	Risk assessment

	Target population starting age
	40 years
	40 years

	Participation rate
	38%
	38%

	Cost per assessment
	$9.7
	$23.8


C.4 Limitations for the future state costing analysis 
This sections presents the limitations of the future state costing analysis.
There are a number of limitations to consider when interpreting this analysis, ranging from the scope of the model through to the specific inputs utilised.
Key limitations and considerations of the analysis include:
Model scope
· The BSA Program Cost Model is designed to estimate the total costs to the health system over the period 2024 to 2033 associated with potential reforms. It is not a cost-effectiveness model and does not assess the benefits that may result from these reforms, including increased diagnoses, reduced treatment cost or lives saved.
Exclusion of workforce factors
· Workforce considerations, such as potential shortages or capacity constraints, are not accounted for in the BSA Program Cost Model. Therefore, when considering the introduction of a new technology that requires additional specialised staff, for example MRI, it is assumed that these additional staff are available in sufficient numbers and appropriate locations. Any additional costs that may arise from actually recruiting these staff members is not considered. Further, any flow-on impacts of using additional staff are not fully considered in the model due to the difficulties in measuring these impacts. 
Limitations with the current state costing analysis to predict future costs
· The costing analysis presented in Chapter 2 underpins the projections for future costs. However, several factors limit its applicability to forecasting. Notably, it does not capture the up-front costs involved in introducing new screening pathways, nor does it reflect potential growth in key cost components over time, given that it is based on a single point-in-time assessment.
Reliance on literature-based assumptions
· Many model assumptions are based on existing literature, using Australian sources where available, and international sources otherwise. While these assumptions were tested with BSA staff and subject matter expects, the actual cost implications may vary when applied to the specific context of the BSA program.
Interrelation of sub-scenarios
· While the model considers the impacts of various changes in assumptions such as participation, technology, eligibility and more, it does not consider the role that changes in supply considerations (e.g., improved technology) have upon demand (e.g., improved participation) and vice-versa. This was outside the scope of the model, with each sub-scenario set exogenously from each other.
Scenario implementation
· Scenarios are designed in the model to be in immediate effect rather to include a lead-in time for simplicity. Consequently, if any scenario or set of sub-scenarios are chosen to be rolled-out by BSA, it is likely that costs would increase progressively rather than all at once. Further, upfront costs are accounted for across the ten-year time period rather than rising and falling based on when the cost is incurred.
C.5 Sensitivity analysis
This sections presents the sensitivity analysis of the future state costing analysis.
This section presents the sensitivity analysis for the future state costing analysis. The results show the marginal change in average annual cost over the first 10 years of implementation due to the change in a parameter. 
Table C.4: Sensitivity analysis results
	Item
	Change in annual cost due to a change in the parameter

	Target population screening commencement age

	50 years (baseline)
	$0

	45 years
	+$34.7 million

	40 years
	+$84.1 million

	Participation rate for women aged 50-74 years

	52% (baseline)
	$0

	55%
	+$19.9 million

	60%
	+$49.8 million

	65%
	+$79.6 million

	70%
	+$109.3 million

	Initial screening procedure

	2D Mammogram (baseline)
	$0

	Tomosynthesis (assuming tomosynthesis reduces assessment recalls)
	+$9.4 million

	Tomosynthesis (assuming tomosynthesis does not reduce assessment recalls)
	+$19.3 million

	Supplementary screening BI-RADS C only

	No supplementary screening (baseline)
	$0

	Ultrasound
	+$109.9 million

	MRI
	+$227.1 million

	Supplementary screening BI-RADS D only

	No supplementary screening (baseline)
	$0

	Ultrasound
	+$29.5 million

	MRI
	+$63.8 million

	Supplementary screening BI-RADS C and D

	No supplementary screening (baseline)
	$0

	Ultrasound
	+$133.8 million

	MRI
	+$280.9 million

	
	

	Risk-based screening

	No risk-based screening (baseline)
	$0

	Three risk categories ( Low, medium, high)
	+$63.3 million

	Four risk categories ( Low, medium, high, highest), with supplementary MRI for highest risk category.
	+$96.6 million

	Initial risk assessment

	No risk assessment (baseline)
	$0

	Health check commencing at age 45 years
	+$1.6 million

	Health check commencing at age 40 years
	+$1.8 million

	Risk assessment commencing at age 45 years
	+$2.9 million

	Risk assessment commencing at age 40 years
	+$3.3 million

	Initial screening procedure

	2D Mammogram (baseline)
	$0

	Tomosynthesis
	+$9.4 million

	Data storage costs for Tomosynthesis

	Data storage costs included (baseline)
	$0

	No data storage costs
	-$5.6 million
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D.1 Consultation
Consultations were undertaken with 24 stakeholders throughout the development of the BSA Program Cost Model and funding mechanism options.
Table D.1: Stakeholder groups consulted and the purpose for consultation
	Stakeholder group 
	Purpose

	All State and Territory BSA managers (8)
	· To understand the context of each jurisdiction as well as its funding model and unique cost drivers, which informed the design of the BSA Cost Survey. 
· To validate the data collected by the Survey and the assumptions drawn from it.

	Commonwealth BSA management team (1)
	· To understand the cost structure of the Commonwealth BSA management team, which also informed the design of the data collection BSA Cost Survey.
· To understand the current Commonwealth funding mechanism and potential alternatives.

	A large, private radiology organisation (1)
	· To inform and validate assumptions around screening in the private sector, including uptake rate and pathways.

	The Daffodil Centre (1)
	· To inform and validate assumptions around population breast cancer risk.

	Radiologists across BSA programs and private clinics (3)
	· To inform and validate assumptions around clinical best practice and technologies used. 

	State and Territory health intergovernmental teams (8)
	· To understand the current Commonwealth funding mechanism and test potential alternatives.

	Commonwealth NHRA team (1)
	· To understand the current Commonwealth funding mechanism and potential alternatives.

	Commonwealth Treasury (1)
	· To understand the current Commonwealth funding mechanism and potential alternatives.
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CS	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 1 (Baseline - no dense breast pathway)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	287.74369579296933	303.13981274230503	319.05903309004719	335.71112729909066	353.09351766912357	371.42611899879319	390.59823854349685	410.90482966126393	432.03124902274737	454.1926196111524	FS - Scenario 1 (ultrasound for Bi-RADS C and D)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	396.87689150105274	418.1064582540269	440.03101360446033	462.9799047480538	486.96803934307064	512.29006589616506	538.79932773737983	566.89610633327709	596.14009461206967	626.83176028830133	FS - Scenario 1 (MRI for Bi-RADS C and D)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	512.20215945464986	539.66651834794266	568.0333718235986	597.72714754882122	628.76661893303492	661.53573288356165	695.84263428038571	732.20938132427136	770.06253913354487	809.79193130546275	
Total cost ($ millions)






CS	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 1 (Baseline - no dense breast pathway)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	287.74369579296933	303.13981274230503	319.05903309004719	335.71112729909066	353.09351766912357	371.42611899879319	390.59823854349685	410.90482966126393	432.03124902274737	454.1926196111524	FS - Scenario 1 (ultrasound for Bi-RADS D only)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	311.83500861416195	328.49951262475395	345.72472912934103	363.74380704599952	382.55746983393595	402.40133591156916	423.15723202009298	445.14234091657858	468.01541777947529	492.00942265121404	FS - Scenario 1 (MRI for Bi-RADS D only)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	338.74692990020691	356.86747008907713	375.59886959178658	395.19421379595838	415.65404077752055	437.23536040180687	459.80911399565224	483.72114601408452	508.59976393602119	534.69844994149707	
Total cost ($ millions)






CS	 $280.4  M

 $442.5  M


2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 2	[VALUE]M
[VALUE]M

2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	439.36377815971372	462.88741706534194	487.70826171590932	513.88903293167402	541.54916610258795	570.58788657118771	601.00473308280016	632.80578909895985	665.66192442640715	699.90903977532935	
Total cost ($ millions)






CS	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 2 (Baseline - 45-74 years)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	439.36377815971372	462.88741706534194	487.70826171590932	513.88903293167402	541.54916610258795	570.58788657118771	601.00473308280016	632.80578909895985	665.66192442640715	699.90903977532935	FS - Scenario 2 (40-74 years)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	493.38054989631075	520.71517204261045	549.13250930713752	578.82572831742652	609.8851001131992	642.49139725043824	676.68083938091638	712.35494901283539	749.00365874905026	787.08573744279499	
Total cost ($ millions)






CS	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 2 (Baseline - 52%)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	439.36377815971372	462.88741706534194	487.70826171590932	513.88903293167402	541.54916610258795	570.58788657118771	601.00473308280016	632.80578909895985	665.66192442640715	699.90903977532935	FS - Scenario 2 (55%)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	461.16697833629354	485.82609712765424	511.80082729532717	539.18606257107047	568.09754549207207	598.46497103504601	630.27255632979632	663.56992474651861	697.99890242485867	733.91645904619588	FS - Scenario 2 (65%)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	526.6851125285134	554.85553767878832	584.43766215615108	615.59010435452717	648.42554488710539	683.01773355698572	719.39608973353143	757.65085325803364	797.28859749180629	838.74150785421523	FS - Scenario 2 (70%)	559.87952712285619	589.98030851027636	621.55878466976708	654.8105572151029	689.83751544053541	726.71148499140452	765.34033402777482	805.98812502851263	848.13994249476434	892.26227555362516	
Total cost ($ millions)






CS	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 2 (Baseline - ultrasound for dense breast pathway)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	439.36377815971372	462.88741706534194	487.70826171590932	513.88903293167402	541.54916610258795	570.58788657118771	601.00473308280016	632.80578909895985	665.66192442640715	699.90903977532935	FS - Scenario 2 (MRI for dense breast pathway)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	565.93277603798003	596.30373233700232	628.35596733023795	662.16871946755623	697.89043948618303	735.39753446330099	774.68243358097209	815.76898592872681	858.22980508073363	902.48683169511889	
Total cost ($ millions)






CS	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 2 (Baseline - ultrasound for BI-RADS C and D)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	439.36377815971372	462.88741706534194	487.70826171590932	513.88903293167402	541.54916610258795	570.58788657118771	601.00473308280016	632.80578909895985	665.66192442640715	699.90903977532935	FS - Scenario 2 (Baseline - ultrasound for BI-RADS D only)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	341.84781230817646	360.12652085723977	379.4133949695356	399.73900904840934	421.19059995753145	443.69688731344849	467.25440032000506	491.86982669229144	517.29664752078668	543.88330238143124	FS - Scenario 2 (Baseline - MRI for BI-RADS D only)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	370.22585218912661	390.04057332554385	410.95012549246218	432.98746634761011	456.24544281231698	480.64862063851865	506.19145549127381	532.88539781329962	560.46217335595099	589.2892466604676	
Total cost ($ millions)






CS	 $280.4  M

 $442.5  M


2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 3	[VALUE]M
[VALUE]M

2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	339.07370359486799	357.3156786349831	376.40739794627018	396.45344847761459	417.53660401894223	439.68182258837112	462.87790156374234	487.17111365134639	512.25483288338592	538.52006990209816	
Total cost ($ millions)






CS	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 3 (Baseline - 52%)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	339.07370359486799	357.3156786349831	376.40739794627018	396.45344847761459	417.53660401894223	439.68182258837112	462.87790156374234	487.17111365134639	512.25483288338592	538.52006990209816	FS - Scenario 3 (55%)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	356.35135696077475	375.49053489135559	395.4958866941152	416.49465947419952	438.56625026057486	461.75910335377006	486.11473323180701	511.68214141541978	538.10898776344732	565.72892748514312	FS - Scenario 3 (65%)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	408.37856286985237	430.29676010591129	453.14602071400839	477.12490606401491	502.2960005225483	528.81129115953638	556.59015898264147	585.81100037736405	616.07312944428622	647.75617877929051	FS - Scenario 3 (70%)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	434.38842480366458	457.68957905432825	481.96599741738214	507.43108984389909	534.14689345060754	562.27247294942606	591.72770399610124	622.7489099094762	654.90164465862074	688.59011633105081	
Total cost ($ millions)



CS	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 3 (Baseline - no dense breast pathway)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	339.07370359486799	357.3156786349831	376.40739794627018	396.45344847761459	417.53660401894223	439.68182258837112	462.87790156374234	487.17111365134639	512.25483288338592	538.52006990209816	FS - Scenario 3 (ultrasound for Bi-RADS C and D)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	458.49235481649981	483.04968889313085	508.73077604424282	535.73051324633025	564.15981196757639	594.06653183725257	625.40914792896399	658.33282729115717	692.4046565510763	728.0456355823211	FS - Scenario 3 (MRI for Bi-RADS C and D)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	581.01333762872139	612.12723889064989	644.65839487008475	678.87165842574939	714.89334701551593	752.80606857540693	792.53186614813296	834.32271229282765	877.62626675433864	922.96369017819109	
Total cost ($ millions)



CS	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 3 (Baseline)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	339.07370359486799	357.3156786349831	376.40739794627018	396.45344847761459	417.53660401894223	439.68182258837112	462.87790156374234	487.17111365134639	512.25483288338592	538.52006990209816	FS - Scenario 3 (Risk stratification includes MRI for a 'highest risk' category)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	365.19274572934188	384.89560625248726	405.51041535495932	427.14779690929714	449.89161804287954	473.77963386759234	498.79988698337553	524.99885622304146	552.04312428393916	580.33931227962387	
Total cost ($ millions)



Current state	
NSW	VIC	QLD	SA	WA	NT	ACT	TAS	97.9	98.8	117.6	126.2	101.2	264.5	106.3	111.7	Predicted 'efficient' cost	
NSW	VIC	QLD	SA	WA	NT	ACT	TAS	90.13	95.85	110.08	117.23	98.08	208.48	102.85	105.63	



CS - Total screens	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	1.1414944052253331	1.1599779427049048	1.177964450491902	1.1956904999942004	1.2128426016079679	1.2302156113329137	1.2472306396109381	1.2647830987150495	1.2818304110261793	1.2988711604014476	55 - Total screens	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	1.2071608796520645	1.2266702545029562	1.2456209155991085	1.264291031621025	1.2823393523744202	1.3006366242797753	1.3185547857683155	1.3370810810509266	1.355099494061256	1.3731436772644987	65 - Total screens	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	1.4058285934396466	1.4284415423297607	1.4503091581633598	1.4718354582389102	1.4925952053187059	1.5136887451206593	1.5343392508037845	1.5558117954301456	1.5767681818500692	1.5978481592889722	70 - Total screens	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	1.505162450333438	1.529327186243163	1.5526532794454855	1.5756076715478526	1.5977231317908485	1.620214805541101	1.642231483321519	1.6651771526197554	1.6876025257444753	1.7102004003012086	
Number (millions)




CS - Total screens	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	1.1414944052253331	1.1599779427049048	1.177964450491902	1.1956904999942004	1.2128426016079679	1.2302156113329137	1.2472306396109381	1.2647830987150495	1.2818304110261793	1.2988711604014476	45 - Total screens	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	1.2280405761598863	1.2479219141335913	1.2683986780464989	1.2890070310443347	1.309570306788675	1.3300439631107017	1.350107809688428	1.3700055520923511	1.3889737914944642	1.4075043581573026	40 - Total screens	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	1.3532264129153015	1.3771288167506202	1.4007283347668982	1.4239207494177049	1.4464849915422104	1.4689865523254602	1.4911593381955852	1.5130313343352773	1.5335104246611968	1.5531392982109895	
Number (millions)




CS - Total screens	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	1.1414944052253331	1.1599779427049048	1.177964450491902	1.1956904999942004	1.2128426016079679	1.2302156113329137	1.2472306396109381	1.2647830987150495	1.2818304110261793	1.2988711604014476	Risk assessments - Total screens	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	1.289214956901434	1.3103335151773741	1.3316370377634805	1.3529040401267651	1.3739062129666495	1.3949126557542815	1.4155204089758411	1.4361688237172934	1.4559118419692332	1.4752993900205689	
Number (millions)




CS (Mammogram)	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	55756.776447767996	56596.550634303618	57357.112769877451	58130.88164678005	58932.266057916138	59779.072837989865	60648.207199157543	61573.16003564126	62481.941861063919	63407.289097362751	Mammogram + US	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	88831.816631099937	90169.67451283033	91381.315187315282	92613.994282418862	93890.673326897784	95239.723664983088	96624.361162340065	98097.928205970602	99545.740830069903	101019.95695251977	Mammogram + MRI	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	113682.76647632045	115394.88461903333	116945.47383881372	118522.98670522546	120156.80899115441	121883.24919034245	123655.23405122798	125541.02667555338	127393.86119538464	129280.48713131933	Mammogram + CEM	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	80565.287150818665	81778.64944988607	82877.540786440921	83995.512856095986	85153.39019872775	86376.90391017322	87632.692473398463	88969.134983095108	90282.219338774856	91619.249643283634	Tomosynthesis	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	51017.450449707714	51785.843830387807	52481.758184437858	53189.756706803739	53923.023442993268	54697.851646760719	55493.109587229148	56339.441432611748	57170.976802873483	58017.669524086916	Tomosynthesis + US	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	86462.153632069792	87764.321110872435	88943.637894595493	90143.431812430717	91386.052019436349	92699.113069368512	94046.812356375871	95481.068904455853	96890.258300974674	98325.147165881848	Tomosynthesis + MRI	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	111313.10347729032	112989.53121707542	114507.79654609392	116052.42423523731	117652.18768369297	119342.63859472788	121077.68524526378	122924.16737403863	124738.37866628943	126585.6773446814	Tomosynthesis + CEM	2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	78195.624151788536	79373.296047928161	80439.863493721117	81524.950386107841	82648.768891266314	83836.293314558658	85055.143667434269	86352.275681580359	87626.736809679627	88924.439856645709	



Admin	
Australia	41.82173625548959	Radiographers	
Australia	39.37625616765105	Radiologists	
Australia	34.299133127230292	Support staff	
Australia	29.370863794040069	Training and PD	
Australia	0.29952327372378912	Occupancy costs	
Australia	10.28749330572588	Motor vehicle costs 	&	 staff travel	
Australia	6.681326899578135	Client travel	
Australia	0.320847928067099	Client consumables and pathology	
Australia	6.8980978873509482	Equipment 	&	 IT	
Australia	13.99651680467637	Health promotions (local)	
Australia	0.89600957972290074	Other overhead costs	
Australia	22.207091842097775	Program administration (S+Ts)	
Australia	57.318649886091897	Program administration (C'th)	
Australia	4.1623333333333328	Total	[VALUE] million

Australia	269.62275217754666	Service delivery labour costs	
Australia	146.02134608438149	Service delivery overhead costs	
Australia	62.120422873740004	Total program expenditure ($ millions)




Service delivery labour costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	68.863518111412787	68.615127682215117	63.236117843845491	76.472785787626364	65.793969474249621	60.320368820236695	67.110827249120092	97.501133884519476	154.37940491775464	Service delivery overhead costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	37.368680197284853	29.238458782489015	35.570316287163102	41.164480022036749	35.450795902519367	65.896737216355064	44.587264013946573	8.835183520417484	110.1176742429778	Total	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	106.23219830869763	97.853586464704136	98.806434131008587	117.63726580966312	101.24476537676898	126.21710603659176	111.69809126306666	106.33631740493696	264.49707916073243	Admin	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	26.93669791520313	31.389512470263337	18.111353669881261	35.960311294296609	11.962130182575779	30.94542152880004	19.22110288915238	44.15539274127282	47.357636745482317	Radiographers	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	26.235617546559858	28.292940067790557	17.052312158717747	30.638299889591931	28.586951521105107	27.103181951999865	18.097170011412334	45.40794060887896	56.135426716954655	Radiologists	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	9.7998690641373898	6.5475142482949202	14.853609301217574	9.7899068373539961	11.161530330933232	2.2717653394368056	15.76374454708804	5.527694051520287	50.886341455317684	Support staff	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	5.0087186677387168	2.5707919665690112E-3	12.7193691460848	8.4267766383802678E-2	14.083357439635495	0	13.498731651879279	2.4101064828473979	0	Training and PD	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0.12938250853376904	1.1590006747365477E-2	0.17150780836402682	0.2331334617860312	6.7988453438014842E-3	4.7866352900350212E-2	0.21498442325462122	0.22225614489994105	4.6331729661869279	Occupancy costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	6.8375020322401596	2.9316733457529476	5.8906455197591852	14.241480110906773	7.6677037183079193	5.7704765235559714	7.3839030522441771	0.55309606712313997	5.3907583030325554	Motor vehicle costs 	&	 staff travel	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	4.828454609028344	4.3970661512697236	3.8257452226132389	6.0697827848468382	5.040366836195691	5.7306450825805459	4.7955579285166889	0.36441571065484119	22.30385559367452	Client travel	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0.23009462520959145	0	0.18371836110362522	2.4699083692688837E-2	1.2780892391991736	0.34895567870040017	0.23029030736207215	0	0.2451153407595825	Client consumables and pathology	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	2.4656521494369184	2.6590760332984376	3.9498688560378166	1.7113483135357497	0.58571727386954942	8.6558023272206991E-2	4.9511464582669635	5.3189363273287329	10.418487851942812	Equipment 	&	 IT	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	8.5507386439257616	5.4619605813153678	8.0144420567264216	11.566049902123295	11.059302378649866	9.5559296516788539	10.046074401556512	0.11372160169339321	48.263908556554711	Health promotions (local)	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0.66965209050821994	0.12429124791200739	0.51305742415582534	2.1123935770388611	3.9274670417668446E-2	0.36052544663396952	0.6431156428430963	0.91064318858460969	1.2632113602023156	Other overhead costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	13.255048898906097	12.637525850853114	12.715838754784382	5.2055927881064976	9.7735429405356644	43.995780457032751	15.939258316996062	1.3521144801328275	17.599164270624371	Program administration (S+Ts)	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0	0	0	0	0	0	0	0	0	Program administration (C'th)	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0	0	0	0	0	0	0	0	0	
Cost per screen ($)





Cost per mammogram within BSA program	Mammogram (MBS item 59300)	Tomosynthesis (MBS item 59302)	Ultrasound (MBS item 55076)	106.2	146.5	244	147.4	
Cost per service



CS	 $280.4  M
 $442.5  M

2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	280.36130512838162	295.35075530655166	310.83830404884304	327.04308130319743	343.96955490586231	361.82828802476507	380.51366798856924	400.31132221835418	420.91090927162895	442.52395581993335	FS - Scenario 1	 $287.7 M
 $454.2 M

2024	2025	2026	2027	2028	2029	2030	2031	2032	2033	287.74369579296933	303.13981274230503	319.05903309004719	335.71112729909066	353.09351766912357	371.42611899879319	390.59823854349685	410.90482966126393	432.03124902274737	454.1926196111524	FS - Scenario 2	[VALUE]M
[VALUE]M

439.36377815971372	462.88741706534194	487.70826171590932	513.88903293167402	541.54916610258795	570.58788657118771	601.00473308280016	632.80578909895985	665.66192442640715	699.90903977532935	FS - Scenario 3	[VALUE]M
[VALUE]M

339.07370359486799	357.3156786349831	376.40739794627018	396.45344847761459	417.53660401894223	439.68182258837112	462.87790156374234	487.17111365134639	512.25483288338592	538.52006990209816	
Total cost ($ millions)








Admin	
Australia	41.82173625548959	Radiographers	
Australia	39.37625616765105	Radiologists	
Australia	34.299133127230292	Support staff	
Australia	29.370863794040069	Training and PD	
Australia	0.29952327372378912	Occupancy costs	
Australia	10.28749330572588	Motor vehicle costs 	&	 staff travel	
Australia	6.681326899578135	Client travel	
Australia	0.320847928067099	Client consumables and pathology	
Australia	6.8980978873509482	Equipment 	&	 IT	
Australia	13.99651680467637	Health promotions (local)	
Australia	0.89600957972290074	Other overhead costs	
Australia	22.207091842097775	Program administration (S+Ts)	
Australia	57.318649886091897	Program administration (C'th)	
Australia	4.1623333333333328	Total	[VALUE] million

Australia	269.62275217754666	Service delivery labour costs	
Australia	146.02134608438149	Service delivery overhead costs	
Australia	62.120422873740004	Total program expenditure ($ millions)




Screening costs	$106.2

Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	106.27538342994488	97.853586464704122	98.806434131008615	117.63726580966308	101.24476537676897	126.7522087607186	111.69809126306663	106.33631740493696	264.49707916073248	Assessment costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	75.932438087705734	62.678103027324916	90.633273771564049	84.376806139807243	58.051874756866852	76.580907962675866	89.552280960475358	108.49667428744945	94.401301683053163	Program administration (S+Ts)	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	50.164996038510239	57.730448632052706	51.321218062757872	36.21913128433863	53.676054262113993	61.287074581879672	36.332922556123052	14.431974351474711	36.114149635996839	Program administration (C'th)	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	3.6428533399264689	3.6428533399264684	3.6428533399264689	3.6428533399264689	3.6428533399264689	3.6428533399264684	3.6428533399264684	3.6428533399264689	3.6428533399264689	Total	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	236.0156708960873	221.90499146400822	244.40377930525699	241.87605657373541	216.6155477356763	268.26304464520064	241.2261481195915	232.9078193837876	398.65538381970896	
Cost per screen ($) 




Admin	
27.308571428571433	Radiographers	
26.600571428571431	Radiologists	
9.709714285714286	Support staff	
5.1582857142857144	Training and PD	
0.10114285714285716	Occupancy costs	
6.8777142857142861	Motor vehicle costs 	&	 staff travel	
4.854857142857143	Client travel	
0.20228571428571432	Client consumables 	&	 pathology	
2.5285714285714289	Equipment 	&	 IT	
8.6982857142857153	Health promotions (local)	
0.70800000000000007	Other overhead costs	
13.452000000000002	Cost per screen ($)




Service delivery labour costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	68.863518111412802	68.615127682215117	63.236117843845491	76.472785787626364	65.793969474249621	60.320368820236695	67.110827249120092	97.501133884519476	154.37940491775464	Service delivery overhead costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	37.368680197284853	29.238458782489015	35.570316287163102	41.164480022036749	35.450795902519367	65.896737216355064	44.587264013946573	8.835183520417484	110.1176742429778	Total	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	106.23219830869766	97.853586464704136	98.806434131008587	117.63726580966312	101.24476537676898	126.21710603659176	111.69809126306666	106.33631740493696	264.49707916073243	Admin	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	27.02330085688957	31.389512470263337	18.441273712456621	35.960311294296609	11.962130182575779	30.94542152880004	19.57123834556943	44.15539274127282	47.357636745482317	Radiographers	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	26.317156476361465	28.292940067790557	17.362940489209038	30.638299889591931	28.586951521105107	27.103181951999865	18.426831681626833	45.40794060887896	56.135426716954655	Radiologists	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	9.5685187386821919	6.5475142482949202	13.972263844150417	9.7899068373539961	11.161530330933243	2.2717653394368056	14.82839581391486	5.527694051520287	50.886341455317684	Support staff	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	5.0695387922045443	2.5707919665690112E-3	12.951067719625801	8.4267766383802678E-2	14.083357439635495	0	13.744627248778114	2.4101064828473979	0	Training and PD	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0.12938250853376904	1.1590006747365477E-2	0.17150780836402682	0.2331334617860312	6.7988453438014842E-3	4.7866352900350212E-2	0.21498442325462122	0.22225614489994105	4.6331729661869279	Occupancy costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	6.8375020322401596	2.9316733457529476	5.8906455197591852	14.241480110906773	7.6677037183079193	5.7704765235559714	7.3839030522441771	0.55309606712313997	5.3907583030325554	Motor vehicle costs 	&	 staff travel	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	4.828454609028344	4.3970661512697236	3.8257452226132389	6.0697827848468382	5.040366836195691	5.7306450825805459	4.7955579285166889	0.36441571065484119	22.30385559367452	Client travel	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0.23009462520959145	0	0.18371836110362522	2.4699083692688837E-2	1.2780892391991736	0.34895567870040017	0.23029030736207215	0	0.2451153407595825	Client consumables and pathology	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	2.4656521494369184	2.6590760332984376	3.9498688560378166	1.7113483135357497	0.58571727386954942	8.6558023272206991E-2	4.9511464582669635	5.3189363273287329	10.418487851942812	Equipment 	&	 IT	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	8.5507386439257616	5.4619605813153678	8.0144420567264216	11.566049902123295	11.059302378649866	9.5559296516788539	10.046074401556512	0.11372160169339321	48.263908556554711	Health promotions (local)	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0.66965209050821994	0.12429124791200739	0.51305742415582534	2.1123935770388611	3.9274670417668446E-2	0.36052544663396952	0.6431156428430963	0.91064318858460969	1.2632113602023156	Other overhead costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	13.255048898906097	12.637525850853114	12.715838754784382	5.2055927881064976	9.7735429405356644	43.995780457032751	15.939258316996062	1.3521144801328275	17.599164270624371	Program administration (S+Ts)	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0	0	0	0	0	0	0	0	0	Program administration (C'th)	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0	0	0	0	0	0	0	0	0	
Cost per screen ($)




8.6735129999999998	8.8036499999999993	9.0581460000000007	5.480639	7.4265489999999996	7.9083870000000003	8.0063680000000002	8.0833279999999998	8.095599	8.1196970000000004	8.1432269999999995	8.194229	8.2028739999999996	8.2406489999999994	8.2513509999999997	8.2532270000000008	8.2940489999999993	8.2966510000000007	8.3360140000000005	8.3598379999999999	8.3681739999999998	8.3710109999999993	8.3759639999999997	8.3789169999999995	8.3800139999999992	8.3956850000000003	8.3959489999999999	8.4022629999999996	8.4038009999999996	8.4107789999999998	8.4180360000000007	8.4250769999999999	8.4400030000000008	8.4561679999999999	8.4730319999999999	8.4743150000000007	8.4763710000000003	8.4763710000000003	8.4781940000000002	8.4802090000000003	8.4834899999999998	8.4903750000000002	8.5029380000000003	8.5533319999999993	8.5564140000000002	8.5573750000000004	8.5586099999999998	8.564629	8.5673940000000002	8.5716809999999999	8.5773469999999996	8.5812939999999998	8.5867199999999997	8.5867199999999997	8.5898710000000005	8.5909750000000003	8.5913719999999998	8.5941539999999996	8.6161329999999996	8.6278400000000008	8.6305219999999991	8.6315410000000004	8.6340869999999992	8.6381340000000009	8.6390429999999991	8.6392930000000003	8.6393400000000007	8.6397650000000006	8.6406740000000006	8.6418859999999995	8.6427800000000001	8.6482209999999995	8.6482209999999995	8.6545170000000002	8.6546900000000004	8.6586920000000003	8.6586920000000003	8.6586920000000003	8.6608830000000001	8.6624739999999996	8.6697430000000004	8.6748650000000005	8.6775029999999997	8.6940449999999991	8.6995140000000006	8.7025869999999994	8.7074829999999999	8.7119999999999997	8.7130729999999996	8.7193170000000002	8.725536	8.7258320000000005	8.7310130000000008	8.7318379999999998	8.7334169999999993	8.7387350000000001	8.742775	8.7461640000000003	8.7480480000000007	8.7496639999999992	8.7546339999999994	8.7547999999999995	8.7687299999999997	8.7698579999999993	8.7714119999999998	8.7764760000000006	8.7764760000000006	8.7764760000000006	8.7808250000000001	8.782921	8.7838550000000009	8.7948249999999994	8.8002640000000003	8.8018710000000002	8.8022539999999996	8.8079199999999993	8.8104600000000008	8.8108579999999996	8.8112349999999999	8.8128430000000009	8.818657	8.8212119999999992	8.8228380000000008	8.8235010000000003	8.8295189999999995	8.8305430000000005	8.8357930000000007	8.8363739999999993	8.8392759999999999	8.8410139999999995	8.8565190000000005	8.8586530000000003	8.8629929999999995	8.8646899999999995	8.8659590000000001	8.8720660000000002	8.8765879999999999	8.8856739999999999	8.8871559999999992	8.8896850000000001	8.8968740000000004	8.9009509999999992	8.9016389999999994	8.9038149999999998	8.9065279999999998	8.9242290000000004	8.9257500000000007	8.9314619999999998	8.9337959999999992	8.9344289999999997	8.9352839999999993	8.9385320000000004	8.9385320000000004	8.9434050000000003	8.9479360000000003	8.9541570000000004	8.9587970000000006	8.9720829999999996	8.9758650000000006	8.9833660000000002	8.9833970000000001	8.9943139999999993	8.9985610000000005	9.0069990000000004	9.0131730000000001	9.0359870000000004	9.0534839999999992	9.0550090000000001	9.0641569999999998	9.1182250000000007	9.154299	9.1557879999999994	9.1732619999999994	9.1797959999999996	9.186185	9.2015019999999996	9.2183080000000004	9.3092799999999993	9.3162889999999994	9.3582429999999999	9.4244830000000004	9.5423019999999994	9.6865810000000003	9.6912839999999996	7.8601850000000004	7.9187890000000003	8.0774910000000002	8.6047639999999994	1.94591	5.1532920000000004	5.6562010000000003	6.2181420000000003	7.0496889999999999	7.2481479999999996	7.832014	7.8411	7.9789960000000004	8.0551580000000005	8.2370819999999991	8.2493130000000008	8.2994350000000008	8.3446239999999996	8.3970579999999995	8.3999849999999991	8.4075810000000004	8.4303270000000001	8.4751999999999992	8.4929009999999998	8.5088589999999993	8.5267079999999993	8.5371919999999992	8.5987729999999996	8.6083239999999996	8.73949	8.8360830000000004	8.8423160000000003	8.8491180000000007	8.8563500000000008	8.8607829999999996	8.8665819999999993	8.8722670000000008	8.9038419999999991	8.9142899999999994	8.9778400000000005	8.9818119999999997	9.1105199999999993	9.1120289999999997	9.1339989999999993	9.1632490000000004	9.1721710000000005	9.1803260000000009	9.1951260000000001	9.3274559999999997	9.6908969999999997	9.9238900000000001	11.46888	12.47983	8.5344099999999994	8.5505759999999995	9.1281990000000004	9.1833799999999997	9.1836359999999999	9.1920549999999999	9.2788869999999992	9.3055140000000005	9.4048780000000001	9.4115660000000005	10.03232	8.6343540000000001	8.844913	8.9606600000000007	9.9475979999999993	5.9692189999999998	6.0229629999999998	7.1670379999999998	7.3244899999999999	7.4265489999999996	7.7142309999999998	7.7224120000000003	7.7832239999999997	7.8288349999999998	7.8555450000000002	7.9142520000000003	7.9376600000000002	7.9890179999999997	8.019482	8.0462290000000003	8.0527420000000003	8.0758930000000007	8.0808560000000007	8.0855479999999993	8.0987639999999992	8.2406489999999994	8.2860169999999993	8.3007770000000001	8.3138520000000007	8.3474009999999996	8.3654390000000003	8.3868109999999998	8.4091629999999995	8.4183889999999995	8.4250769999999999	8.4282310000000003	8.4303270000000001	8.4510539999999992	8.4663210000000007	8.4796990000000001	8.4817730000000005	8.4929009999999998	8.5095639999999992	8.5369960000000003	8.5539109999999994	8.5588719999999991	8.5744050000000005	8.5829810000000002	8.5941539999999996	8.6044710000000002	8.6119579999999996	8.6376390000000001	8.6669909999999994	8.7062919999999995	8.7335940000000001	8.7410399999999999	8.7820160000000005	8.8191729999999993	8.8301040000000004	8.8350650000000002	8.8368389999999994	8.8384070000000001	8.8426050000000007	8.8684130000000003	8.8694269999999999	8.8851639999999996	8.9385320000000004	8.9398429999999998	8.9418070000000007	8.9453329999999998	9.0087620000000008	9.0207529999999991	9.0264179999999996	9.0408559999999998	9.0438139999999994	9.1374469999999999	9.1443069999999995	9.1742570000000008	9.2033159999999992	9.2348379999999999	9.2424199999999992	9.3196429999999992	9.5376279999999998	9.7250789999999991	7.9897299999999998	8.4882790000000004	8.4940270000000009	8.5304059999999993	8.5518850000000004	8.6189370000000007	8.6813509999999994	8.8944639999999993	8.8959720000000004	8.9575750000000003	8.9770199999999996	9.0389590000000002	9.2641179999999999	9.3650769999999994	9.3788169999999997	9.4603199999999994	9.6409850000000006	4.7030620000000001	4.6303619999999999	4.6698560000000002	7.419448	6.4533120000000004	5.7685870000000001	5.691516	5.4771679999999998	5.1113390000000001	5.2272189999999998	5.262702	4.7665360000000003	5.0421690000000003	5.142868	5.0837009999999996	5.0233030000000003	5.1535630000000001	4.8640040000000004	4.8822609999999997	4.9877560000000001	4.0067640000000004	5.0020980000000002	3.9624579999999998	4.8567479999999996	4.6942279999999998	4.9534690000000001	4.8978229999999998	4.9556190000000004	5.3533580000000001	5.0401930000000004	4.8221970000000001	4.8391679999999999	4.8028649999999997	4.9874530000000004	4.7808729999999997	4.8265339999999997	4.8871010000000004	4.9697789999999999	4.009074	4.764437	4.8568129999999998	4.0136310000000002	4.9767250000000001	4.8142560000000003	4.505179	4.7004659999999996	4.5213169999999998	3.9617610000000001	4.541112	4.805364	4.7148380000000003	4.3677320000000002	4.6751100000000001	4.7513509999999997	4.7467269999999999	4.9275669999999998	4.441357	4.9118649999999997	4.688987	4.3636249999999999	4.9434300000000002	4.7435770000000002	4.5367300000000004	4.3760570000000003	4.7105620000000004	4.8244920000000002	4.5177750000000003	4.3961009999999998	4.9786659999999996	4.3945619999999996	4.7111520000000002	4.6381100000000002	4.8303099999999999	4.5886269999999998	4.6930719999999999	4.7317419999999997	4.8768799999999999	4.9036030000000004	4.3828659999999999	4.7307009999999998	4.915381	4.5590099999999998	4.5614790000000003	4.8234519999999996	5.0374359999999996	4.4894749999999997	4.8753529999999996	4.6541290000000002	4.4258800000000003	4.9838110000000002	4.760167	4.5606369999999998	4.8481350000000001	4.77135	4.3871310000000001	4.7013819999999997	4.7005790000000003	4.5416990000000004	4.5502560000000001	4.5695730000000001	4.9543559999999998	4.8301470000000002	4.3082250000000002	4.7975139999999996	4.6347269999999998	4.2978930000000002	4.8393370000000004	4.922078	4.4840920000000004	4.2502409999999999	4.8082390000000004	4.6186210000000001	4.2907060000000001	4.7655589999999997	4.4110649999999998	4.2856249999999996	4.7922130000000003	4.4814930000000004	4.578805	4.5728030000000004	4.6024859999999999	4.7621840000000004	4.2520170000000004	4.6184010000000004	4.2237619999999998	4.3160360000000004	4.8035639999999997	4.7962429999999996	4.7509129999999997	4.6591880000000003	4.3307469999999997	4.5665040000000001	4.4798080000000002	4.5355109999999996	4.5344879999999996	4.6827459999999999	4.7156789999999997	4.2046299999999999	4.7075329999999997	4.5205450000000003	4.3350119999999999	4.6885219999999999	4.2505810000000004	4.4080969999999997	4.6783089999999996	4.4481489999999999	4.7666339999999998	4.482062	4.6914040000000004	4.6618459999999997	4.7041110000000002	4.5021620000000002	4.9299819999999999	4.4346690000000004	4.5199379999999998	4.7865099999999998	4.6435630000000003	4.7178750000000003	4.6220169999999996	4.6252279999999999	4.5314399999999999	4.7328000000000001	4.6750540000000003	4.4578870000000004	4.1601179999999998	4.499816	4.562246	4.5605830000000003	4.608028	4.605677	4.4021179999999998	4.4796469999999999	4.9347620000000001	4.5395669999999999	4.5348519999999999	4.7041560000000002	4.4181699999999999	4.5074800000000002	4.352373	4.4140009999999998	4.3794560000000002	4.2924670000000003	4.4249179999999999	4.6147270000000002	5.8606059999999998	4.9488570000000003	5.4883680000000004	5.8010979999999996	10.327310000000001	6.1714869999999999	6.8605980000000004	6.2292870000000002	5.8993950000000002	6.0922890000000001	4.72471	4.6129199999999999	4.949471	4.7059610000000003	4.648498	4.6415499999999996	5.2624219999999999	4.0351030000000003	4.545496	4.5436430000000003	4.7229039999999998	4.7321989999999996	5.1207500000000001	4.6165700000000003	4.0475310000000002	4.4879540000000002	4.5682410000000004	4.6339579999999998	4.6621220000000001	5.169753	5.126404	4.6403169999999996	4.8346749999999998	5.2610289999999997	4.890854	4.310873	4.6894169999999997	3.6910020000000001	4.5711180000000002	4.3158349999999999	4.9167040000000002	4.710369	4.6865119999999996	3.7802790000000002	4.5030190000000001	4.8516269999999997	4.4934500000000002	4.8784830000000001	5.1577729999999997	4.6086790000000004	4.6661140000000003	4.396814	4.5477299999999996	4.3322039999999999	4.8620799999999997	4.8250469999999996	4.7466309999999998	4.9508020000000004	4.8945119999999998	4.8129720000000002	4.8172560000000004	4.7352629999999998	4.7815300000000001	4.8356199999999996	4.9325330000000003	4.7442390000000003	4.21434	4.8232520000000001	4.470091	4.6217779999999999	4.8893250000000004	4.470091	4.8893250000000004	4.8893250000000004	4.6217779999999999	4.8893250000000004	4.6217779999999999	4.8893250000000004	4.8893250000000004	4.6217779999999999	4.6217779999999999	4.6217779999999999	4.6217779999999999	4.6217779999999999	4.8893250000000004	4.8893250000000004	4.6217779999999999	4.6217779999999999	4.8893250000000004	4.470091	4.6217779999999999	4.8893250000000004	4.6217779999999999	4.6217779999999999	4.6217779999999999	4.8893250000000004	4.6217779999999999	4.8893250000000004	4.6217779999999999	4.8893250000000004	4.8893250000000004	4.8893250000000004	4.8893250000000004	4.6217779999999999	4.8893250000000004	4.6217779999999999	4.8893250000000004	4.6217779999999999	4.6217779999999999	4.6217779999999999	4.470091	4.8893250000000004	4.8893250000000004	4.6217779999999999	4.8893250000000004	4.8893250000000004	4.6217779999999999	4.8893250000000004	4.8893250000000004	4.8893250000000004	4.8893250000000004	4.6217779999999999	4.6217779999999999	4.470091	4.8893250000000004	4.6217779999999999	4.8893250000000004	4.470091	4.8893250000000004	4.8893250000000004	4.6215529999999996	4.4700259999999998	4.6217779999999999	4.6217779999999999	4.6217779999999999	4.470091	4.470091	4.6217779999999999	4.470091	4.6217779999999999	4.6217779999999999	4.6217779999999999	4.6217779999999999	4.6217779999999999	4.470091	4.470091	4.6217779999999999	5.173673	4.7367419999999996	4.7668100000000004	4.7403579999999996	4.7248640000000002	4.0976460000000001	4.6334749999999998	4.8045549999999997	4.8076299999999996	4.353313	4.3640379999999999	4.8412449999999998	4.4206409999999998	4.5473460000000001	4.5399240000000001	4.5136120000000002	4.354368	NT	7.8601850000000004	7.9187890000000003	8.0774910000000002	8.6047639999999994	5.8606059999999998	4.9488570000000003	5.4883680000000004	5.8010979999999996	


Admin	
Mobile facility	Fixed site facility	25.144784185461294	27.7	Radiographers	
Mobile facility	Fixed site facility	28.992427912243905	26.2	Radiologists	
Mobile facility	Fixed site facility	9.497726751455243	9.8000000000000007	Support staff	
Mobile facility	Fixed site facility	4.6000315729283132	5.4	Training and PD	Mobile facility	Fixed site facility	0.20319748202601451	0.1	Occupancy costs	
Mobile facility	Fixed site facility	5.7433319227588644	7.1	Motor vehicle costs 	&	 staff travel	
Mobile facility	Fixed site facility	18.370553773736564	2.2999999999999998	Client travel	Mobile facility	Fixed site facility	0.35662582231600448	0.2	Client consumables	
Mobile facility	Fixed site facility	2.1643490759338855	2.6	Equipment 	&	 IT	
Mobile facility	Fixed site facility	11.351636614730017	8.1	Health promotions	
Mobile facility	Fixed site facility	0.46984393421231196	0.8	Other overhead costs	
Mobile facility	Fixed site facility	14.506664963044221	13.1	
Screening cost per screen




Admin	
MMM 1	MMM 2-3	MMM 4-7	27.918589078170982	41.096576655865825	5.9588764475392475	Radiographers	
MMM 1	MMM 2-3	MMM 4-7	30.028289383825079	25.473574616261168	69.208104688799125	Radiologists	
MMM 1	MMM 2-3	MMM 4-7	8.0565686710826068	9.4465332704304448	5.6611792312560087	Support staff	
MMM 1	MMM 2-3	MMM 4-7	2.7956213891412958	1.3022923007800964	0.51152497890139315	Training and PD	MMM 1	MMM 2-3	MMM 4-7	5.6705200373336581E-2	0.17837870445976931	0.47800607282209329	Occupancy costs	
MMM 1	MMM 2-3	MMM 4-7	6.8670883449829905	4.6010698029424386	13.347261604445213	Motor vehicle costs 	&	 staff travel	
MMM 1	MMM 2-3	MMM 4-7	0.84639194886850733	4.5157774378176541	9.743093113974318	Client travel	MMM 1	MMM 2-3	MMM 4-7	0.2467807056665382	0.12161714147158936	4.7773911169946129E-2	Client consumables	MMM 1	MMM 2-3	MMM 4-7	2.1678424924478286	1.4898965743140655	0.15143717759856806	Equipment 	&	 IT	
MMM 1	MMM 2-3	MMM 4-7	6.3891317508774312	12.461812310054514	9.6672237163549077	Health promotions	
MMM 1	MMM 2-3	MMM 4-7	0.73375718216552555	0.93125269075540906	0.1049834451752836	Other overhead costs	
MMM 1	MMM 2-3	MMM 4-7	15.567933852397882	7.8897184948470294	10.370335611963903	
Screening cost per screen




Admin	
All screeners	Aboriginal and Torres Strait Islanders screeners	27.290679266872143	27.290679266872143	Radiographers	
All screeners	Aboriginal and Torres Strait Islanders screeners	26.647319805138537	29.832403376637082	Radiologists	
All screeners	Aboriginal and Torres Strait Islanders screeners	9.7515787641124891	9.7515787641124891	Support staff	
All screeners	Aboriginal and Torres Strait Islanders screeners	5.2718528348231777	5.2718528348231777	Training and PD	All screeners	Aboriginal and Torres Strait Islanders screeners	0.11653123339308334	0.11653123339308334	Occupancy costs	
All screeners	Aboriginal and Torres Strait Islanders screeners	6.8826749627847965	6.8826749627847965	Motor vehicle costs 	&	 staff travel	
All screeners	Aboriginal and Torres Strait Islanders screeners	4.8743464857288394	4.8743464857288394	Client travel	All screeners	Aboriginal and Torres Strait Islanders screeners	0.2250899341074695	0.47269080645419603	Client consumables	
All screeners	Aboriginal and Torres Strait Islanders screeners	2.5302129571162029	2.5302129571162029	Equipment 	&	 IT	
All screeners	Aboriginal and Torres Strait Islanders screeners	8.6208805751098367	8.6208805751098367	Health promotions	

All screeners	Aboriginal and Torres Strait Islanders screeners	0.74711220785113142	11.433758127199981	Other overhead costs	
All screeners	Aboriginal and Torres Strait Islanders screeners	13.325334052279445	13.325334052279445	
Screening cost per screen




Admin	
All screeners	Culturally and linguistically diverse screeners	27.290679266872143	27.290679266872143	Radiographers	
All screeners	Culturally and linguistically diverse screeners	26.647319805138537	29.022074273121323	Radiologists	
All screeners	Culturally and linguistically diverse screeners	9.7515787641124891	9.7515787641124891	Support staff	
All screeners	Culturally and linguistically diverse screeners	5.2718528348231777	5.5962659712365523	Training and PD	All screeners	Culturally and linguistically diverse screeners	0.11653123339308334	0.1864129521916027	Occupancy costs	
All screeners	Culturally and linguistically diverse screeners	6.8826749627847965	6.8826749627847965	Motor vehicle costs 	&	 staff travel	
All screeners	Culturally and linguistically diverse screeners	4.8743464857288394	4.8743464857288394	Client travel	All screeners	Culturally and linguistically diverse screeners	0.2250899341074695	0.2250899341074695	Client consumables	
All screeners	Culturally and linguistically diverse screeners	2.5302129571162029	2.5302129571162029	Equipment 	&	 IT	
All screeners	Culturally and linguistically diverse screeners	8.6208805751098367	8.6208805751098367	Health promotions	
All screeners	Culturally and linguistically diverse screeners	0.74711220785113142	3.986084559678444	Other overhead costs	
All screeners	Culturally and linguistically diverse screeners	13.325334052279445	13.325334052279445	
Screening cost per screen




Admin	
NT	Australia	47.357636745482317	27.308571428571433	Radiographers	
NT	Australia	56.135426716954655	26.600571428571431	Radiologists	
NT	Australia	50.886341455317684	9.709714285714286	Support staff	NT	Australia	0	5.1582857142857144	Training and PD	
NT	Australia	4.6331729661869279	0.10114285714285716	Occupancy costs	
NT	Australia	5.2716177988920405	6.8777142857142861	Motor vehicle 	&	 staff travel	
NT	Australia	22.303855593674516	4.854857142857143	Client travel	
NT	Australia	0.2451153407595825	0.20228571428571432	Client consumables 	&	 pathology	
NT	Australia	10.418487851942812	2.5285714285714289	Equipment 	&	 IT	
NT	Australia	46.083471819604078	8.6982857142857153	Health promotions (local)	
NT	Australia	1.2632113602023156	0.70800000000000007	Other overhead costs	
NT	Australia	19.898741511715528	13.452000000000002	
Screening cost per screen ($)
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NT	ACT	NSW	SA	WA	QLD	182222.2	152120.20000000001	141134.20000000001	133286	127192	82663.710000000006	

Aboriginal and Torres Strait Islander	
VIC	QLD	WA	SA	TAS	ACT	NT	5.2386539990158599E-3	2.4787037895409082E-2	7.909975957403706E-2	9.1798336460152032E-3	2.5240527378548521E-2	8.6634659228066405E-3	0.14788176475747741	CALD	
VIC	QLD	WA	SA	TAS	ACT	NT	0.18231575759869792	5.7550755539074815E-2	8.1630156831117004E-2	0.11145391647598495	2.8566338044898443E-2	6.5552664753372847E-2	0.21278835189895623	



Admin	
Australia	201.48319955910981	Radiographers	
Australia	171.48230731873005	Radiologists	
Australia	421.46915821891452	Support staff	
Australia	431.4324163737312	Training and PD	
Australia	2.7674434849137208	Occupancy costs	
Australia	45.152955802658028	Motor vehicle costs 	&	 staff travel	
Australia	21.241917302911304	Client travel	
Australia	1.0570806671116406	Client consumables and pathology	
Australia	74.450856597928421	Equipment 	&	 IT	
Australia	77.106890823811781	Health promotions (local)	
Australia	2.3874741523919254	Other overhead costs	
Australia	128.83630253291534	Total	Australia	1582.8614566040189	Service delivery labour costs	
Australia	1228.5102509735179	Service delivery overhead costs	
Australia	354.351205630501	Program administration (S+Ts)	
Australia	0	Program administration (C'th)	
Australia	0	Cost per assessment ($) 




Service delivery labour costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	1228.5102509735179	1114.98291712018	1144.586925936725	1485.7968666955362	1483.041651621669	878.95284671798333	1554.9181331278405	1907.9183495859331	1121.3393544317541	Service delivery overhead costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	354.351205630501	272.02508130974371	567.07256349851002	336.27774287246433	142.67804673165477	291.8595989360382	456.93150905025698	143.34002133646928	309.86974196251327	Total	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	1582.8614566040189	1387.0079984299236	1711.6594894352352	1822.0746095680006	1625.7196983533238	1170.8124456540215	2011.8496421780974	2051.2583709224023	1431.2090963942674	Admin	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	201.48319955910981	72.008029311099321	327.8192799999627	277.12814575063396	12.255903849786536	236.55559607355039	445.34157372424306	78.468271542816154	39.994126947813982	Radiographers	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	171.48230731873005	88.718038877483195	308.65040769987399	206.2050187839622	8.1596114322414941	90.959015801424158	419.30071439271887	59.475597991365042	265.95744680851061	Radiologists	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	421.46915821891452	450.89081726636374	268.85342726333147	254.74493686772482	1273.4310310802391	359.61514592558609	365.236627932994	523.04081548641932	57.409057271174227	Support staff	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	431.4324163737312	503.36603166523395	230.22323518850462	747.71876529321514	189.19510525940197	191.82308891742261	312.7576201947208	1246.9336645653332	757.97872340425533	Training and PD	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	2.7674434849137208	6.1322676426990463E-2	2.7342285000737792	1.458491446557727	1.7460166987797048E-2	13.893775180303406	2.2031662877835836	1.795646120535245	19.899660920881438	Occupancy costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	45.152955802658028	20.276092322488367	93.910423190596518	31.526944057612855	55.802949145793193	17.343142943988507	75.670441749630285	4.4685594976916709	5.1692082275609472	Motor vehicle costs 	&	 staff travel	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	21.241917302911304	4.5183907331019526	60.991168399095884	5.7609336979379	5.5696166432582572	6.8078728342866617	49.145009667551044	2.9441780221377063	81.546399436857499	Client travel	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	1.0570806671116406	0	2.9288927641718949	2.3769858783038212E-2	2.3578400053469855	0.35761585012020225	2.3600214094698635	0	0	Client consumables and pathology	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	74.450856597928421	57.604192684234476	62.969984286719182	136.83946231690783	25.429190571167727	66.109120450965762	50.739485203602463	122.28889258389722	122.28744680851064	Equipment 	&	 IT	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	77.106890823811781	43.250090967442588	127.76861935743528	115.64897294771984	28.401479447655746	25.48773851294456	102.95244702385284	0.9187766349215124	63.668056578084609	Health promotions (local)	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	2.3874741523919254	0	8.1793140771982191	0	0	1.0565065339606059	6.590666812079002	0	0.50870649246462896	Other overhead costs	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	128.83630253291534	146.31499192604934	202.71968406172348	45.01916854694521	25.099510751445095	160.80382662946846	163.34595802175153	10.923968477285895	16.790263498153656	Program administration (S+Ts)	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0	0	0	0	0	0	0	0	0	Program administration (C'th)	
Australia	NSW	VIC	QLD	WA	SA	TAS	ACT	NT	0	0	0	0	0	0	0	0	0	
Assessment cost per assessment ($) 




Radiologist$/assessment	3.6364225837393067	3.5719645945123886	3.4536276383891189	4.062937475369	3.3234939279784799	3.1064563296228784	2.968575346883588	3.594394249187709	3.4920359272812047	3.3538240002474313	3.5901957094449681	3.6802760759164808	2.6877382733142112	3.0817750010500848	3.561460257275455	2.8642222372166253	3.1407903502524404	2.8588519393034431	3.0223448249395677	2.8557028296582074	3.0657142843328513	2.9021725087856507	2.8709105788775671	2.6862191480599682	2.5507708529585815	2.9604347688140225	2.4563984575418489	2.7604217964579876	2.6123949977527681	2.8709105788775666	2.6948193198218857	3.1873246978858631	3.8350612075758952	2.9580802617156898	2.9851742321517509	3.0826022756162734	2.1527174534687572	2.7362940391027064	3.0563682239282741	2213.4269044105718	1948.9295670283566	1945.2601843948557	1862.5764151101298	1675.4687797890374	2794.8783747583298	1901.960561761844	1024.9148623683172	1704.5532554818426	764.67587476030917	1934.6370926427614	801.54197928384315	1345.6848906267126	1118.3810991662103	1889.2679739174712	971.34107058411121	1174.7187510883243	1559.9234778162274	661.33795408705851	1200.1065699383889	1551.3443963344967	3183.4688645507945	1364.5144446355687	1591.7778542356659	1420.6550450512602	1957.6012295415646	1769.8499560807045	1515.4841079169339	1624.7163774328574	1757.7847787557614	3154.5379419736109	2499.3515819927989	2476.3387286802099	6304.4880548826159	1406.8426582269565	1482.1422899332586	911.0546207154382	1243.1514242763562	961.29577210541868	2051.2583709224027	Assessment/Radiologist FTE	1920	1920	1924.2105263157896	1474.2857142857142	2022.8571428571429	2593.3333333333335	2757.0247933884298	1880.0000000000002	3163.6363636363635	3053.6170212765956	2974.2857142857142	2942.6086956521735	2008.5333333333333	2569.0140845070423	2680	3181.9867549668875	3062.1686746987953	3126.990291262136	2797.9746835443038	2478.676691729323	2728.695652173913	1447.0588235294117	2721.6	1948.2352941176473	2638.3333333333335	1632	3196.8627450980393	3442.3529411764707	1861.642448928729	3024	1798.4	1584	1040	1933.7742646050535	1818.4928153757644	1772.1343873517787	2345.4545454545455	2146.3945578231292	2213.4269044105718	1948.9295670283566	1945.2601843948557	1862.5764151101298	1675.4687797890374	2794.8783747583298	1901.960561761844	1024.9148623683172	1704.5532554818426	764.67587476030917	1934.6370926427614	801.54197928384315	1345.6848906267126	1118.3810991662103	1889.2679739174712	971.34107058411121	1174.7187510883243	1559.9234778162274	661.33795408705851	1200.1065699383889	1551.3443963344967	3183.4688645507945	1364.5144446355687	1591.7778542356659	1420.6550450512602	1957.6012295415646	1769.8499560807045	1515.4841079169339	1624.7163774328574	1757.7847787557614	3154.5379419736109	2499.3515819927989	2476.3387286802099	6304.4880548826159	1406.8426582269565	1482.1422899332586	911.0546207154382	1243.1514242763562	961.29577210541868	2051.2583709224027	
Assessment/Radiologist FTE	1920	1920	1924.2105263157896	1474.2857142857142	2022.8571428571429	2593.3333333333335	2757.0247933884298	1880.0000000000002	3163.6363636363635	3053.6170212765956	2974.2857142857142	2942.6086956521735	2008.5333333333333	2569.0140845070423	2680	3181.9867549668875	3062.1686746987953	3126.990291262136	2797.9746835443038	2478.676691729323	2728.695652173913	1447.0588235294117	2721.6	1948.2352941176473	2638.3333333333335	1632	3196.8627450980393	3442.3529411764707	1861.642448928729	3024	1798.4	1584	1040	1933.7742646050535	1818.4928153757644	1772.1343873517787	2345.4545454545455	2146.3945578231292	2213.4269044105718	1948.9295670283566	1945.2601843948557	1862.5764151101298	1675.4687797890374	2794.8783747583298	1901.960561761844	1024.9148623683172	1704.5532554818426	764.67587476030917	1934.6370926427614	801.54197928384315	1345.6848906267126	1118.3810991662103	1889.2679739174712	971.34107058411121	1174.7187510883243	1559.9234778162274	661.33795408705851	1200.1065699383889	1551.3443963344967	3183.4688645507945	1364.5144446355687	1591.7778542356659	1420.6550450512602	1957.6012295415646	1769.8499560807045	1515.4841079169339	1624.7163774328574	1757.7847787557614	3154.5379419736109	2499.3515819927989	2476.3387286802099	6304.4880548826159	1406.8426582269565	1482.1422899332586	911.0546207154382	1243.1514242763562	961.29577210541868	2051.2583709224027	Radiologist$/assessment	676.46076086956521	676.46076086956521	674.98054038626208	337.15086144775631	245.72011936022915	191.66710742604727	468.97476612084557	687.7526902493147	426.91225848907601	442.29356059638997	454.09058670831769	458.97884657029931	456.78259740422845	357.1265251155761	546.45136650082907	460.24379577829569	478.25244713741114	310.08297513961452	346.54582775530662	496.88197437390795	445.95482791587	339.28248381110456	154.76378462411262	154.76378462411265	213.26623566643732	190.192563216466	182.33861288711554	367.19941916501028	292.32118018301367	154.76378462411259	154.76378462411262	481.03283224316016	733.65944265093435	780.16901534455837	251.76319017748091	359.61514592558603	359.61514592558609	523.04081548641932	2213.4269044105718	1948.9295670283566	1945.2601843948557	1862.5764151101298	1675.4687797890374	2794.8783747583298	1901.960561761844	1024.9148623683172	1704.5532554818426	764.67587476030917	1934.6370926427614	801.54197928384315	1345.6848906267126	1118.3810991662103	1889.2679739174712	971.34107058411121	1174.7187510883243	1559.9234778162274	661.33795408705851	1200.1065699383889	1551.3443963344967	3183.4688645507945	1364.5144446355687	1591.7778542356659	1420.6550450512602	1957.6012295415646	1769.8499560807045	1515.4841079169339	1624.7163774328574	1757.7847787557614	3154.5379419736109	2499.3515819927989	2476.3387286802099	6304.4880548826159	1406.8426582269565	1482.1422899332586	911.0546207154382	1243.1514242763562	961.29577210541868	2051.2583709224027	
Program/service operations	[VALUE] (36.9%)

Australia	24.954025874604351	Quality and safety system	[VALUE] (21.7%)

Australia	14.68334563396696	Data collection and reporting	[VALUE] (20.5%)

Australia	13.846952186597317	Health promotion	[VALUE] (12.3%)

Australia	8.3292705635779729	Communications	[VALUE] (8.6%)

Australia	5.7994150525094748	Total	[VALUE] million

Australia	67.613009311256079	Total expenditure on program management ($m)





Cost per mammogram within BSA program	Mammogram (MBS item 59300)	Tomosynthesis (MBS item 59302)	Ultrasound (MBS item 55076)	106.2	146.5	244	147.4	
Cost per service



Cost to government	Private sector	BSA	213.76123473095382	236.0156708960873	Cost to individuals	Private sector	BSA	223.69674049691056	0	Total cost	
Private sector	BSA	437.45797522786438	236.0156708960873	
Cost per person ($)
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