
Your voice in healthcareThe official magazine of the Australian 
Healthcare & Hospitals Association

• Improving wound 
management

• Who’s moving in 
the health sector

• AHHA news 
and events

• Improving wound 
management

ALSO
in this 
issue

The Health ISSUE 13• April 2012

What it means to 
be vulnerable

Why recognising 
vulnerability matters

How best practice can 
reduce the risks

Cleaning for 
infection control

How close are we?

A National 
Effi cient Price

A burden or an 
opportunity?

A burden or an 

Targets in emergency 
departments



Issued by H.E.S.T. Australia Limited ABN 66 006 818 695 AFSL No. 235249 Trustee of Health Employees Superannuation Trust Australia (HESTA) ABN 64 971 749 321. Consider a 
Product Disclosure Statement before making a decision about HESTA products, call 1800 813 327 or visit our website for copies.

Your super fund can make a lifetime of difference

3  Run only to benefit members

3  No commissions

3  Low fees

More people in health and community 
services choose HESTA than any other fund

hesta.com.au

882.HESTA Generic Group_210x297.indd   1 25/01/12   4:11 PM



The Health Advocate  April 2012   3

AHHA Council 
and supporters
AHHA Board 
The AHHA Board has overall 
responsibility for governance 
including the strategic direction 
and operational effi  ciency of the 
organisation, the protection of its 
assets and the quality of its 
services. The 2011-2012 Board is:
Dr Paul Scown (VIC)
National President
Dr David Panter (SA) 
Immediate Past President
Ms Siobhan Harpur (TAS) 
National Vice President
Mr Felix Pintado (VIC) 
National Treasurer
Ms Kathy Byrne (QLD)
Member
Prof Kathy Eagar (NSW)
Academic Member
A/Prof Annette Schmiede (NSW)
Member

AHHA National 
Council
The AHHA National Council 
oversees our policy development 
program. It includes the AHHA 
Board above and the following 
members:
Dr Patrick Bolton (NSW)
Ms Helen Chalmers (SA)
Ms Rosio Cordova (NSW)
Ms Jan Currie (NT)
Dr Martin Dooland (SA)
Ms Kerrie Field (NSW)
Ms Anna Fletcher (Personal 
Member Representative)

Mr Graem Kelly (VIC)
Ms Elizabeth Koff  (NSW)
Dr Yvonne Luxford (Associate 
Member Representative)
Mr Andrew McAuliff e (NT)
Mr Chris McGowan (WA) 
Prof Keith McNeil (QLD) 
Mr Pat O’Brien (QLD)
Mr Ross O’Donoughue (ACT)
Mr Michael Pervan (TAS)
Ms Joan Scott (ACT)
Mr John Smith (VIC)
Mr Mark Sullivan (VIC)
Ms Sandy Thomson (WA)
Dr Annette Turley (QLD)
Mr Robert Wells (Academic 
Member)
Dr Barry Catchlove 
(International Hospital 
Federation)

Secretariat
Ms Prue Power
Chief Executive Offi  cer
Editor, The Health Advocate 
Ms Terrie Paul
Director Membership and 
Business Services
Dr Anne-marie Boxall
Director Institute for Health 
Policy Research
Ms Susan Baxter
Policy and Publications 
Coordinator 
Ms Sue Wright
Offi  ce Manager
Mr Dennis Strand
News Editor
Ms Laura Maher
Web and Database Editor

Australian 
Health Review
Australian Health Review is the 
journal of the AHHA. It explores 
healthcare delivery, fi nancing 
and policy.
Prof Andrew Wilson
Editor in Chief
Dr Anne-marie Boxall
Editor 
Dr Gary Day
Senior Associate Editor, 
Workforce
Dr Simon Barraclough 
Associate Editor, Policy
Dr Richard Hecker
Publisher (CSIRO Publishing)

AHHA Sponsors
The AHHA is grateful for the 
support of the following 
companies:

Primary sponsors
HESTA Super Fund
Good Health Care

Event sponsors
Holman Webb Lawyers
PricewaterhouseCoopers

Other organisations support 
the AHHA with Institutional, 
Corporate, Academic, and 
Associate Membership. To fi nd 
out about joining the AHHA and 
having your organisation listed,
 contact Terrie Paul. 

AHHA Offi  ce 
Unit 2, 1 Napier Close
Deakin ACT 2600
Postal address
PO Box 78
Deakin West ACT 2600
T: 02 6162 0780
F: 02 6162 0779
E: admin@ahha.asn.au
W: www.ahha.asn.au

Editorial and general enquiries
Prue Power 
T: 02 6162 0780
E: admin@ahha.asn.au

Membership and 
subscription enquiries
Terrie Paul
T: 02 6162 0780
E: tpaul@ahha.asn.au

Advertising enquiries
Adam Cosgrove
Globe Publishing
T: 02 8218 3412
E: adam.cosgrove@
globepublishing.com.au

The views expressed in The Health 
Advocate are those of the authors 
and do not necessarily refl ect the 
views of the Australian Healthcare 
and Hospitals Association.

Your voice in healthcareThe official magazine of the Australian 
Healthcare & Hospitals Association

• Improving wound 
management

• Who’s moving in 
the health sector 

• AHHA news  
and events

• Improving wound 
management

ALSO 
in this 
issue

The Health ISSUE 13• April 2012

What it means to  
be vulnerable

Why recognising 
vulnerability matters

How best practice can 
reduce the risks

Cleaning for 
infection control

How close are we?

A National 
Efficient Price

A burden or an  
opportunity?

A burden or an 

Targets in emergency 
departments

The Health



Vial

Vein

SPECIALTY 
PHARMACEUTICALS

ONCOLOGY IV SAFETY 
AND INFUSION SYSTEMS

IV SAFETY SYSTEMS

SMART PUMP 
TECHNOLOGY

PATIENT SAFETY 
SOFTWARE

Hospira is the world’s leading provider of injectable drugs and infusion  

technologies. Through its broad, integrated portfolio, Hospira is uniquely  

positioned to Advance Wellness™ by improving patient and caregiver safety 

while reducing healthcare costs. 

WE  LISTE N. W E  T H I N K . WE DISCOVER. WE CREATE. WE ADVOCATE. WE INVEST.

Advance with us.

© Hospira Pty Ltd 2011  ABN 13 107 058 328  120101HOSP  01/2012  



Contents

20

12

6 President’s view

8  AHHA in the news

11   AHHA Health Policy 
Research Institute

39  Conference 2012

40  Book reviews

42 Who’s moving

44  Become a member

46  Snippets and cartoon

12   The Four Hour Rule: 
The opportunity we have

14   Elective surgery and 
emergency department 
targets: Right direction 
or wrong turn?

16   What it means to be 
vulnerable

20  Creative medicine: 
music and art in the ED

In depth 

Briefing
22   How close are we to a 

ational Effi  cient rice

24   Emergency in a country 
practice

26   NEHTA: Transforming 
the way the health sector 
does business

29   Improving wound 
management

31  Cleaning for infection
control

34  Legal: Investigations
into alleged fraud

From the AHHA desk

Opinion

31

Contents

April 2012

36   Four Hour Rule: Target 
Practice?
Philip Darbyshire

38  Medicare Locals: Are we 
there yet?
Steve Sant

The Health Advocate  April 2012   



President’s view

DR PAUL SCOWN

President of the 

Australian Healthcare and 

Hospitals Association

Gearing
up for a 
busy year
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up for a
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up for a
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 O N 15 FEBRUARY, the AHHA 
welcomed the passing of 
legislation by the House of 

Representatives to means-test the private 
health insurance rebate. 

The AHHA has consistently advocated 
that means testing the rebate will result in a 
fairer use of public health funding and would 
not impose any great additional burden on 
public hospitals. Our modelling on the impact 
of the proposal found that only 15 percent of 
the insured population, or about 1.53 million 
people, ill e a  ected y the changes  
For this small group - the wealthiest in the 
community - their rebate will fall by between 
10 and 20 percent.

The AHHA’s position paper on the 
proposed changes to the Private Health 
Insurance Rebate is available on our website 
at www.ahha.asn.au.

The  has ade a signifi cant 
contribution to the national consultation on an 
Activity Based Funding system for Australia. 
n e ruary, the ssociation convened fi ve 

forums across Australian capital cities at 
which Stephen Duckett and Sharon Willcox 
presented on the draft Pricing Framework 
which will be overseen by the Independent 
Hospital Pricing Authority (IHPA). The AHHA 
also compiled a response to the draft Pricing 
Framework. You can read our submission on 
both the IHPA and AHHA websites. 

In 2010, the AHHA and the Heart 
Foundation, assisted by a Community of 
Interest, produced a report titled Better 
Hospital Care for Aboriginal and Torres Strait 
Islander people experiencing heart attack. 
The two Associations are now developing a 
hospitals demonstration project to locate 
hospitals that are achieving a high level 
of cultural safety. These hospitals will be 
encouraged to mentor other institutions 
to achieve improved health outcomes for 
Indigenous peoples with heart disease. We 
will be seeking funding for this project. 

The AHHA is developing policy jointly with 
the Victorian Adult Migrant Education Service 
(AMES) to consider employment pathways 
into health for refugees. There are good 
reasons for employing refugees in the health 
sector. Providing employment opportunities 
in health services and hospitals for refugees 
results in enefi ts to the individual and the 
broader community in terms of social inclusion 
and social cohesion. The health sector also 
gains in a number of ways from employing 
refugees  There is potential to fi ll s ills and 
la our shortages as ell as developing a sta   
profi le that refl ects the cultural diversity of 
the ider co unity in hich specifi c health 
services are delivered. 

We are excited to be working with the 
National Rural Health Alliance to convene a 
Policy Think Tank on 19 April. The Think Tank 

will look at the impact on rural and remote 
health services of organisational changes and 
new funding mechanisms.

The AHHA also has an ambitious program 
of leadership development events over the 
next 12 months. Highlights include a series of 
seminars (Sydney, Brisbane and Perth) in June 
this year on ‘leading change’, jointly convened 
with McKinsey. In May, the AHHA and the 
National Health Service Institute (NHSI) for 
Innovation and Improvement are convening a 
two-day event workshop and masterclass on 
change management, sponsored by McKinsey.  

During the second half of last year, the 
AHHA established an Institute for Health 
Policy Research. This is a very exciting 
innovation and refl ects the advances  is 
making in policy and research.  You can read 
about it on page 11. 

Finally, the AHHA’s membership is healthy 
ith fi ve urisdictions having re oined along 

with three new institutions, 10 new associate 
members and around 30 new individual 
members. We are already getting ready for 
our 2012-13 renewals and recruitment drive. 
This year we will be approaching Local Hospital 
Networks for membership. We also have a new 
classifi cation of cade ic Me ership, hich 
we will be promoting to University Health 
Faculties and other research bodies.  

I look forward to working with you all 
during 2012.

The year has begun with a flurry of 
activity in the health sector
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AHHA URGED all political parties 
to support the Bill to prohibit 
junk food advertising to children, 
introduced into the Senate by the 

Australian Greens. 
The Bill would ban junk food ads 

on commercial television at strategic 
times during the week and also places a 
prohibition on using the internet and digital 
services such as SMS and email to promote 
junk food to children. High rates of 
overweight and obesity are placing stress 
on our already over-burdened hospital 
system. The Bill is up for debate soon.

Junk food 
ad ban is 
child’s playWE WERE delighted when Prue 

Power was made a Member of 
the Order of Australia (AM) in this 
year’s Australia Day honours. Her 

citation reads “for service to community 
health as an advocate for equity and 
access to healthcare services, to the 
development of professional standards, 
and to nursing.”

Dr Paul Scown, President of the AHHA, 
said that Prue has made an outstanding 
contribution to public healthcare in this 
country for more than 30 years. 

“While the AHHA is ‘the voice of 
healthcare in Australia’, in many respects, 
Prue is the voice of the AHHA,” he 
said. “She has worked tirelessly for 
the organisation and achieved a great 
deal over the years. Her knowledge 
and understanding of the Australian 
health system is matched by few. Her 
commitment to the system has always 
been underpinned by her respect for the 
people who work in it.

“Prue is still remembered and admired 

for her leadership of a pivotal industrial 
case in the late 1980s which set new 
standards for the working conditions and 
career structure of nurses under federal 
awards. That case set new benchmarks 
nationally and had i portant fl o
on e  ects to other urisdictions  er 
outstanding leadership was recognised 
by being awarded Life Membership of the 
Australian Nurses Federation.

“Similarly Prue was recognised by 
the Royal Australian College of General 
Practitioners, which took the unusual 
step of awarding a non-doctor Associate 
Membership of that organisation. She 
was instrumental in the expansion of 
information technology for GPs that 
initiated a major increase in the use of 
computers in general practice. Such 
initiatives have had an indeli le e  ect on 
the Australian healthcare system.

“Since 2003 Prue has been the 
AHHA’s CEO. During this time she has 
accomplished much, developing and 

aintaining our high profi le as a leader in 
healthcare policy. She is a great organiser, 
strategist and networker and has the status 
and ability to bring together health sector 
professionals from diverse backgrounds 
to develop innovative policies for reform. 
Prue has the ear of government ministers, 
health department CEOs, clinicians and 
managers who respect her views.

“Prue is widely known and respected as 
a person of integrity and ability, and there 
are many who also know her as a loving and 
generous friend. We are thrilled that she 
has been recognised through this award.” 

AHHA in thenews
➧

AHHA CEO recognised in 
the Australia Day honours

HAVE YOUR SAY…

We’d like to hear your 

opinion on these or 

any other healthcare 

issues. Write to us at 

admin@ahha.asn.au or 

PO Box 78, Deakin 

West, ACT, 2600

➧

From the AHHA desk
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THE AHHA welcomed the decision 
of Independent Rob Oakeshott to 
support means-testing the private 
health insurance rebate. He was 

correct to dismiss the arguments from the 
private health sector as scaremongering. 

The AHHA did extensive modelling on 
the impact of the proposal and found that 
only 15 percent of the insured population, 
or a out  illion people, ill e a  ected 
by the changes. With our good friend, 
Professor John Deeble,  we lobbied the 
Independent members and won some of 
them over with our cogent arguments. It 
was an important victory.

Rebate means 
test will 
bene� t public 
health sector

LATE FEBRUARY saw the 
release of the Final Report from 
the National Advisory Council on 
Dental Health (Prue Power was a 

member of the Council). 
The report calls for the staged 

implementation of a national public 
dental scheme. We support the 
report’s comprehensive plan to deliver 
universal dental care to the Australian 

community. We understand, however, 
that implementation of the entire plan 
in one step ay e una  orda le in the 
short term and therefore recommend a 
staged approach to implementation. In 
the upcoming Commonwealth Budget, 
we encourage the Government to focus 
on funding universal dental care for all 
children and low-income adults, such as 
concession card holders.

➧

Dental plan an 
investment in our 
future health

➧

John Deeble
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Navigate
health law
issues

Designed specifically for senior medical staff, health administrators
and managers, QUT’s new Graduate Certificate in Applied Law (Health)
gives you the expertise you need to navigate legal mine fields in health law.

You can choose from more than 15 units to tailor your learning to
your work environment with a range of areas including capacity
and guardianship, genetic technologies, conception and birth,
biotechnology law, children’s health, health economics, quality
management and risk management.

And you’ll be taught by lecturers who not only wrote the book on
health law in Australia, but understand the clinical context.

Finish in just one year, part time. Many units are taught online
and are available as standalone units for professional development.

Apply now at www.qut.edu.au/applied-law, or contact us at
lawandjustice@qut.edu.au or (07) 3138 2707.
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From the AHHA desk

THE AHHA welcomed data showing 
80 lives had been saved since an 
innovative program was introduced 
into West Australian hospital 

emergency departments in 2009. 
Prue Power said: “AHHA welcomes 

the fi nding that investing in etter pu lic 
hospitals can save lives. For too long 
hospitals have struggled to meet increasing 
community demand for care and had 
to cope with poor infrastructure and 
inade uate sta   nu ers  lti ately, this 
results in overcrowded and overworked 
hospital emergency departments and 
poor patient care. By giving hospitals the 
resources to i prove patient fl o  through 
hospital e ergency depart ents, ore 
patients can be seen quickly and there is less 
stress placed on other areas of the hospital.”

Hospital 
emergency plan 
saving lives

A HEALTH system that 
builds on the National 
Health Reform agenda and 
works better for consumers 

is the key goal of the AHHA 
submission to the 2012-13 Federal 
Budget process. 

Our submission focusses on 
fi lling so e ey gaps ithin our 
health system and using new 
developments in information 
technology and health systems 
research to achieve a world-class 
public health system for Australia. 
It also addresses the need for an 
equitable health system which 
refl ects our ustralian value to 
give everyone a fair go.

➧

AHHA submits 
Federal Budget Plan

Tony Sherbon  
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Healthcare Leadership for Challenging Times – 

Reducing Cost through Quality Improvement 

Workshop 14th – 15th May 2012 

Novotel Brighton Beach 

Sydney New South Wales Australia 

A Master Class for Boards, Executive Teams and Improvement Leaders 

The UK public sector faces an unprecedented challenge of increasing quality and safety, 
improving patient experience of health care services and reducing cost at a time when 
actual demand and public expectation is rising. Over the past seven years the NHS Institute 
has supported the NHS to meet these challenges and through this has a significant amount 
of learning to share. 

Some of the most influential figures within the NHS will lead this Executive Master Class and 
share their experience on leading healthcare in these challenging times, sharing how they 
have reduced cost through quality improvement 

 What you will gain from participating in this event: 

Our objective is to provide delegates with additional skills and insights into the science of 
quality improvement and the cost benefits it will deliver. Moreover we want to help 
delegates learn from the latest in Experience Based Design into systems for improvement 
and the impact of Activity Based Funding on your organisations. Lastly we hope to de-risk 
your plans and projects by enabling you understand what it will take for them to succeed 
across your organisation or authority. 

Workshop Cost: 
Member: $990   Non-Member: $1100 Consumer/Student: $440 

 
For more information please visit www.ahha.asn.au/events  

or phone: +61 2 6162 0780 

➧
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 T HE AHHA has recently established a 
new Health Policy Research Institute. 
The main objective of the institute is 

to enhance national health policy development 
by building stronger collaborations between 
policymakers, practitioners and researchers. 
We will do that by:
• publishing Health Policy Evidence Briefs 

online. These are short, easy-to-read, 
objective publications for policymakers that 
synthesise and interpret the evidence in an 
area of health policy

• undertaking rigorous, independent research 
on important national health policy 
problems with our academic partners and 
health service members 

• organising conferences, seminars, think-
tanks and workshops 

• helping policymakers, researchers and 
practitioners get in contact with each other 
when they need expert advice.   

The institute is funded through our 
membership, which includes Founding 
Partners, Partners and Institutional/
Academic members. The Founding Partners 
of the institute are:
• Professor Andrew Wilson, Queensland 

University of Technology   
• Mr Robert Wells,  Australian National 

University
• Professor Kathy Eagar, University of 

Wollongong.

Professor Vivian Lin from La Trobe University is 
the Inaugural Chair of the Institute Board, and 
Dr Anne-marie Boxall is its Inaugural Director. 
Our Patron is Dr John Deeble (AO), an Emeritus 
Fellow of the Australian National University, a 
Sax Medallist and life member of the AHHA. 

We’d be delighted if you became involved in 
our work. You can do this by:
• becoming a Partner of the institute 
• becoming an Institutional/Academic member
• becoming a Health Services (Institutional 

Member) or an Academic Member

• participating in our events
• suggesting a topic or expert author for 

a Health Policy Evidence Brief 
• using our products and services, or
• making suggestions and providing us 

with feedback. 

Please contact us for more information: 
 Dr Anne-marie Boxall
Director
Phone: 02 6162 0780
Email: aboxall@ahha.asn.au

Supporting evidence-based health policy 

ANNE-MARIE BOXALL 

Director 

AHHA Health Policy 

Research Institute
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In depth

If embraced, the Four Hour Rule can 
improve access to emergency departments 
and patient care more broadly

 IT IS NOW three years since the ‘Four 
Hour Rule’ began in Western Australia 
(WA) and almost a year since our health 

ministers agreed to the National Partnership 
Agreement, which commits us all to a National 
Emergency Access Target.

WA has seen success with an enormous 
reduction in access block and a reduction in 
mortality . Three years down the track in WA, 
I am still convinced this is the best chance any 
of us will have to improve access to emergency 
departments (EDs) and therefore to patient 
care more broadly. However, there have been 
problems and many lessons learned that will 

e of great enefi t to health services no  
implementing the target.  

Achieving the target will require fundamental 
changes to the way we provide healthcare. It 
will require strong leadership and minds open 
to change and opportunity. Many Australian 
health workers welcome these process 
changes, but many have reservations. I would 
like to use this article to address some of the 
concerns people have expressed. 

The fi rst concern is that this is a political 
target that has been foisted upon us”. 

This is true to a degree. However, having 
been involved at both a state and federal 
level, I am convinced the motivation driving 
this change is sincere and enefi cial  
Setting targets acknowledges that access 
to emergency care is a hospital and system 
wide issue rather than something owned 
by EDs alone. This is vital. Access block is 
demonstrably linked with increased mortality. 
A large scale program like this can turn this 
around, as it has done in WA.

 second concern is that the targets have 
nothing to do with patient care”. 

Using targets to achieve change has 
inherent fl a s, ut it ust e recognised 

y clinical sta   and anagers that targets 
remain only a means to drive change. 

eyond that, they have no signifi cance 
and are never an end in themselves. 

This leads us to the very real clinical 
concern of eeting targets at the 
expense of quality care”.

The fi rst co ent to e ade here is that 
if we accept the link between mortality and 
access block, it follows that improving access 
is a quality improvement measure in itself. 
There is however a real risk that quality will be 
eroded if targets are implemented poorly. This 
risk is at its greatest when organisations lose 
site of the signifi cance and role of targets

The opportunity 
we have

The Four 
Hour Rule:
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MARK MONAGHAN 

Clinical Toxicologist, 

Emergency Department 

Physician and Co-Director 

of Fremantle Hospital

It is absolutely possible (and essential) to 
improve access while also maintaining or 
enhancing clinical care. This is achieved by 
fi nding effi  ciencies in the processes around 
the episodes of clinical care. For example, 
waiting times prior to review, investigation 
turnaround times, early booking slips, planning 
for the next step, such as movement to the 
ward from ED or planning for discharge can 
all occur without compromising the time 
required for adequate patient assessment and 
management. In practice, this means that 
every process change that occurs has to have 
patient safety and quality of care at its core. 
The degree to which this occurs comes down 
to the quality of leadership at the site. 

Some argue that “our in-patient teams don’t 
have any interest in changing”. 

Again I hear this very often but I personally 
fi nd it to e rare after co on ground is found  
It must be acknowledged that areas of our 
hospitals, which don’t experience the impact 
of access block on a daily basis, may be less 
likely to see the need for change. But the fact 
is, everyone in the health system wants better 
patient care; it’s just a matter of showing 
people how the proposed change will deliver it. 

Inevitably, the change required to implement 
the our our ule on t happen ithout sta   
from all disciplines being involved. The vast 
majority of process changes will have to occur 
at an in-patient level, so their engagement is 
essential. The Four Hour Rule can be as good or 
bad as we allow it to be. It requires all clinical 
and anagerial sta   to support it to ensure 
success. In my experience, if the leaders of 

change in the hospitals produce robustly safe 
patient focussed change, there will be very 
fe  people that on t support it  hat sta   
cannot and should not support is change that is 
focused on target success rather than patients.

There are many elements that will 
determine the success of this work. Sound 

ethodology, sensi le use of data, e  ective 
communication strategies and strong, well-
motivated leadership are essential. Investing 
time engaging clinicians across disciplines and 
an appropriate investment of resources where 
necessary are also vital. 

One observation I have made is that nothing 
will improve with tinkering around the edges 
of traditional process. We need to be willing to 
turn things on their head when it is necessary. 

The ost i portant fi rst step is for all of us 
to embrace this opportunity for what it is and 
make sure we dedicate ourselves to applying it 
with integrity. The National Emergency Access 
Target can either be viewed as a burden or a 
great opportunity. I implore everyone to think 
of it as the latter.

“WA has seen success with an enormous reduction 
in access block and a reduction in mortality ”
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In depth

The debate around elective surgery targets and the Four Hour Rule

 THE INTRODUCTION of the 
National Emergency Access Targets 
is a key element of the Federal 

Government’s Health Reforms. Hospital 
Network performance against the Four Hour 
Rule for emergency departments (EDs), as well 
as performance targets for elective surgery, 

ill e pu licly reported nationally  ignifi cant 
facilitation funding has been provided by the 
Commonwealth, but this raises a broader issue. 
While the funds are welcome, they do not 

cover the costs of the activity they are designed 
to facilitate. While they promote necessary 
pathway, practice and bricks-and-mortar 
redesign, they are infrastructural, rather 
than activity-related.

Our new performance targets were 
sourced from Tony Blair’s NHS reforms. 
The performance improvement against 
these targets in the UK was impressive, 
attracting international attention. Their 
implementation was accompanied by 

substantially increased funding, powering 
a boom in pathway redesign, workforce 
restructuring and care remodelling. 

But, implementing the targets also 
prompted claims that they created perverse 
and unintended consequences, emphasising 
process over patient care and encouraging 
‘gaming’. More recently, as the British 
Government implemented austerity measures 
across its budget, performance against 
these same targets rapidly declined. We 

Right directionRight direction
or wrong turn?



The Health Advocate  April 2012    

MICHAEL PERVAN
Executive Director 

Health Service 

Commissioning Tasmania 

TONY LAWLER
Director of Medical 

Education and Training at 

the Royal Hobart Hospital 

and the Southern Tasmania 

Area Health Service, and 

Associate Professor of 

Health Services at the 

University of Tasmania

are left wondering: did these targets and 
the contemporaneous local reforms drive 
improvements, or was it just the extra money?

Similarly in our own country, system 
redesign and additional investment act as 
each other’s confounders. The West Australian 
Government’s Four Hour Rule program was 
made possible by $56.4 million funding from 
the Commonwealth Government in 2008/09 
(Nicola Roxon – Media Statement 25/10/2011). 
Public reporting shows equal numbers of public 
statements praising and condemning the 
program in that jurisdiction.

As observed two decades ago in the UK: 
fi rst, targets ust e attaina le   target 

which is beyond realistic expectations may...be 
a disincentive to action” (Cm1522 The Health of 
the Nation – HMSO London 1991).

hile there is a signifi cant ody of 
evidence to suggest that these targets drove 
performance improvements, there is also 
substantial evidence that concerns about not 
meeting targets elicited dishonest behaviour 
such as ‘data polishing’, inappropriate 
managerial pressure and outright fraud. There 
is debate in the literature as to whether the 
potential enefi ts of these targets are cost 
e  ective and out eigh the no  no n ris s

Some proponents of the new elective and 
emergency access targets claim that they are 
a refor  a in to the introduction of penicillin 

 ringing hospitals together in effi  cient 
har ony   signifi cant concern re ains as to 
why it is that, despite the apparent evidence of 
the success of these targets, this performance 
collapses uic ly hen funding is reduced  t 
certainly didn’t help the cause to have the UK 
Health Minister move away from the Four Hour 

ule, citing it as having no clinical ustifi cation  
(‘Waiting targets for Accident and emergency 
to be scrapped’ The Guardian 10 June 2010).

Setting performance targets is the 
prerogative of our governments as funders. The 
challenge is to ensure targets are attainable, 
well structured, evidence-based, outcome-
driven and suffi  ciently integrated as to prevent 
the introduction of perverse incentives. 

f one ere designing a syste  intended 
to drive patients from general practice (the 
recognised gate eepers of patient care  to 
public EDs (expensive and fraught sites for 
service delivery), one could imagine no better 
driver than the guarantee of free treatment 
in the ED within four hours, regardless 
of complaint. There is no corresponding 
guarantee in general practice.  

Many Australian jurisdictions are 
experiencing real reductions in capacity 
through declining govern ent revenue  s 
this the time to introduce these performance 
targets, or should we review them such that 
they are focused on what is attainable in the 
current fi scal cli ate   

As recently as 25 January 2012, criticisms 
of the WA program have emerged following 
an independent clinical review. Similar to 
many NHS reviews, the report found that 
while the program had undoubtedly reduced 
ED overcrowding and made hospitals more 
effi  cient, sta   ere struggling ith the 
changes. There was strong pressure on senior 
nurses to “push and pull” patients and doctors 
felt EDs no longer provided adequate care and 
were more about “patch and dispatch”.

Proponents such as Dr Monaghan are to 
be applauded for seeing change as an 
opportunity rather than as a threat. 
Many UK emergency doctors, even 
those critical of the Four Hour 
Rule and its negative sequelae, 
shudder at the thought of 
returning to the ‘pre-rule’ 
days. However, we have an 
opportunity to collectively 
review the new targets, in light 
of these experiences, and adjust 
them to ensure they are patient, 
not process, focussed and that 
they are attainable in the current 
environ ent  t re ains to e seen 

hether the ris s inherent in the ne  
performance targets can be managed in a 
tur ulent syste  of co peting and confl icting 
fi nancial and service priorities
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“We have an opportunity to review the new 
targets and adjust them to ensure they are 

patient, not process, focussed and attainable”



    The Health Advocate  April 2012

>

In depth

 V ULNERABILITY HAS een defi ned 
as an openness or susceptibility 
to risk of harm. There is an 

increasing recognition that vulnerability in 
healthcare is associated with both social 
and medical factors. As such, vulnerability 
can e understood ore specifi cally as an 
accumulated increased risk for poor physical, 
psychological and social health outcomes and 
inequities in health service delivery. 

Vulnerability can be said to be one of the 
defi ning characteristics of the shifting state of 
‘patient-hood’. Most healthcare professionals 
understand this implicitly. But there is value 
in examining the concept and its application 
in more detail, especially in the context of 
emergency departments.

Vulnerability is unequally distributed. We 
know for example, that at the individual 
level, ill health or trauma can easily increase a 
person’s dependence on others for professional 
and personal care. This in turn increases 
that person's potential exposure to new 
risks, including known medical risks (such 
as potential side e  ects  as ell as to the 
possibility of errors, adverse events and abuse.1 
There is evidence to show that that these 
risks may be heightened for particular groups. 
The elderly, the young and people who have 
a disability may be more vulnerable to errors 
both of commission and omission. Vulnerable 
patients such as Indigenous peoples, people 
from low socio-economic backgrounds, people 
who are homeless and people who have a 
mental illness are all high users of emergency 
depart ents E s  on any given day  

Research has shown that social and 
medical vulnerability factors are associated 
with frequent ED use. Positive correlates 
have been found for a number of vulnerable 
groups including those who are: of immigrant 
background; separated or divorced; 

unemployed; not covered by health insurance; 
and or are under legal guardianship. People 
who experience frequent injury, have a mental 
illness or have a substance abuse problem are 
also frequent users of EDs.2,3

It is important to pause here and reinforce 
the concept that vulnerable groups are not  
necessarily communities as such, with their own 
sense of identity, purpose and internal resources. 
Vulnerability is not inevitable but instead occurs 
under specifi c sets of social and econo ic 
conditions.4 Some people in these categories 
will be vulnerable to quite small changes in 
circumstances (eg people with dementia, people 

ith acute infections or trau atic in uries , hile 
others will only become vulnerable under major 
events eg a serious otor vehicle accident  

articular circu stances interact ith specifi c 

categories of person to produce vulnerability 
status. The rapid changes that can occur in 
EDs are one example of how vulnerability 
status can be increased or decreased in health 
care environments. 

There is also a correlation between 
vulnerable groups and increases in chronic and 
complex illnesses, for example in the elderly 
and Indigenous peoples. But the unequal 
distribution of risks and resources across the 
population means that, as well as an increased 
chance of ill health, even before they reach a 
hospital, members of vulnerable groups are 
more likely to experience problems in knowing 
about and/or accessing appropriate care, 
have fewer treatment options and are more 

likely to experience delayed treatments or 
referrals  hen they fi nally access care, so e 
vulnerable groups have a greater likelihood of 
experiencing errors and adverse events, are 
more likely to leave before receiving care, or to 
experience worse outcomes compared to the 
general population. A recent study relating to 
the ‘four hour rule’ in the UK National Health 
Services found that elderly patients were more 
likely to be released or admitted to hospital 
in the last twenty minutes of their four hour 
wait, raising questions about whether they had 
di  erent outco es to younger patients, ho 
had been seen earlier.5

A range of factors have also meant that 
some members of vulnerable groups are more 
likely to manage both their health and their 
interactions with health services through 

crises, waiting until the last moment to seek 
care. The studies cited showed that vulnerable 
individuals were less likely to use preventative 
services and to have higher use of emergency 
departments and emergency admissions. 
This crisis approach is the result of broader 
cultural and individual factors: vulnerable 
communities tend to normalise the symptoms 
of ill health, unli e ore a   uent groups the 
so called ‘worried well’]; they often downplay 
warning symptoms (possibly because of a lack 
of positive conceptualisations of health  and 
individuals avoid utilising health care because 
they fear being blamed by health professionals 
for their condition.6 These socio-cultural 
factors occur within a context of broader 

Why vulnerability Why vulnerability Why vulnerability matters
What does it mean to be vulnerable?

“Vulnerability can be understood as an 
accumulated increased risk for poor physical, 

psychological and social health outcomes”
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structural inequalities. Many members of 
vulnerable groups, but in particular those with 
fe er fi nancial resources, are ore fre uently 
located in areas with fewer healthcare 
services, travel longer distances to healthcare 
services, have less choice in healthcare 
provider, have more restricted care options, 
experience longer waiting time for care, and 
are at a higher risk of being faced with care 
providers with closed ‘books’. 

This structural matrix of health service 
delivery will impact on the vulnerability of a 
patient and on their likelihood to present to 
ED. At higher risk, too, are those requiring a 
transition from one health service delivery 
setting to another; such as in transition though 
aged care or mental health tertiary services 
to primary care, or from paediatric to adult 
health services. The lack of familiarity of the 
transitional patient with the new health service 
can result in increased ED presentations. 
Studies demonstrate that transitioning 
young adults with chronic disease are at risk 
of presenting to an ED only when serious 
problems that may have otherwise been 
averted occur.7

The interplay between clinical, personal, 
interpersonal and social risk factors which 
increase an individual’s risk of harm can be 
seen in the case of malnutrition. Malnutrition, 
a frequent problem in elderly and homeless 
persons, is known to contribute to increased 
risk of hospital infection and delirium. Delirium 
in turn can hinder a patient’s ability to provide 
informed consent and can also increase their 
risk of falls. Yet studies have consistently shown 
an under-detection of delirium in hospitals 
around the world,8 a fi nding consistent ith 
other evidence of diffi  culties in the accurate 
diagnosis of elderly people in emergency 
settings, and similar to those faced by some 
people with disabilities.9 The diffi  culties ith 
diagnosis go beyond good clinical practices. 

hile ost E  sta   are acutely a are of the 
implications of identifying injuries which arise 
not from accidents and trauma but from abuse 
and neglect, including by other healthcare 
providers,1 more still needs to be done in order 
to prepare clinicians in the identifi cation and 
reporting of such abuse.

ta   as ell as patients experience 
vulnera ility  ta   can fi nd the selves in 
situations similar to the socially vulnerable and 
their social characteristics (educated, informed, 
consenting) may have little or no impact on 
their vulnerable status. They are vulnerable to 

assault and abuse, as well as to the professional 
and personal impact of crisis events and natural 
disasters. They are equally vulnerable to bullying 
by colleagues and superiors. For ancillary, 
ad inistrative and support sta  , particularly 
in EDs, their vulnerability is increased by their 
relative invisibility in comparison to healthcare 
professionals. The emotional labour and stress 
involved in working in trauma settings renders 
all vulnerable to emotional exhaustion.

Most health systems, services and clinicians 
acknowledge the risk status of vulnerable 
groups  ne ual access, less e  ective care 
or increased risk of errors, show clearly 
that sensitivity is not enough. Structural 
responses, aimed at reducing admission 
rates are required. So too are research and 
intervention strategies plus guidelines aimed 
at assisting clinicians to ore e  ectively 
diagnose and treat individuals from vulnerable 
groups. Finally, and most importantly, 
both clinicians and clients require more 
compassionate care.
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Creative
Medicine
Can carefully-chosen music and art reduce stress in the ED?

 MANY PEOPLE have experienced 
the stressful nature of arriving at 
an emergency department (ED) 

in a hospital either as a person su  ering 
sudden illness or as a carer of someone in 
that circumstance. 

The ED environment tends to be fairly 
similar in many hospitals. Drab waiting room. 
Poor lighting. Bare walls. Old magazines. 
Television blaring. Crying children. And people 
in various stages of distress or shock. On the 
fl ipside, there are the hard or ing E  sta   
who juggle the anxieties of the people they 
are treating despite being under continual 
pressure for the length of their shift. 

ccording to research, fear, anxiety, stress, 
and perception of pain are signifi cant factors 
in the aiting experience of the E  ordon, 

heppard and naf,  ilpatric ,  
n y or  ith rts and ealth,  have 

spent some time exploring the impact of 
creative activities or experiences in creating 
a welcoming and supportive environment in 
health facilities including the EDs of hospitals. 

or exa ple, oyal Mel ourne ospital has a 
donated piano in its E , hich provides sporadic 
entertainment for people waiting to be seen 
and also provides an outlet for o   duty sta   
and volunteers to play some soothing pieces of 

music. The hospital has reported anecdotally 
that music has helped with relaxation and 
pain relief and reduced the anxiety of patients 
and their families in a stressful situation. But 
the program is limited by peoples’ time and 

illingness to play the instru ent and, in a 
health setting, not all usical o  erings are 
welcomed by the audience.

or so e years, the tate Opera of outh 
Australia has organized young opera singers to 
perfor  in the aiting roo  at linders Medical 
Centre and other metropolitan hospitals in 
Adelaide. A survey of people in the waiting 
roo  at MC sho ed a variety of responses  

o e people loved the usic, so e said it as 

the fi rst ti e they had heard opera and found 
the experience enjoyable and others found the 
opera pieces jarring and strident but admitted 
that they found the singing distracting.

rts and health is a fi eld that explores the 
impact of the arts and creative activities on 
health and wellbeing. The design of a health 
environment is increasingly under scrutiny as a 
gro ing ody of research reveals the signifi cant 
impact that can be made on a person’s response 
to medical treatment and their anxiety and 
stress levels through the use of the arts, such as 
visual art and usic, in creating a elco ing, 
safe and comfortable environment. 

Two recent studies provide some valuable 
insights for hospitals when considering how to 
improve the experience of waiting in an ED. 

The positive e  ect of usic on anxiety for 
patients and sta   has een ell docu ented  
A review of 42 randomised controlled trials 
found that about half showed that music was 
e  ective in reducing perioperative pain and 
anxiety  o ever, incorporating live usic 
in usy E s is unrealistic as oyal Mel ourne 
Hospital has found.

r eely Macaro , irector of esearch 
and nnovation , chool of rt , at M T 

niversity in Mel ourne as a e er of the 
an C esearch rant tea  that undertoo  
a project entitled 'Designing sound for health 
and wellbeing'.1 

The randomised controlled trial in 2010 
was conducted at St Vincent’s Hospital in 
Mel ourne and explored hether E  patients  
self rated levels of anxiety ere a  ected 
by exposure to purpose-designed music 
or sound compositions. Soundtracks of 20 
minutes duration were presented on an ipod 
with headphones. The study showed that in 

oderately anxious E  patients, the state 
of anxiety was reduced by 10 to 15 percent 
following exposure to the purpose-designed 
sound interventions.

portantly, this study as the fi rst 
randomised controlled trial to show that sound 
compositions decrease anxiety in adult ED 
patients. A previous study using music during 
laceration repair in a Pittsburgh ED showed 
that listening was associated with reduced pain 
but not reduced anxiety.

n ove er , a ne  research report, 
funded by The Center for Health Design’s 

“A growing body of research reveals the 
signi� cant impact that can be made on a person’s 
response to medical treatment and their anxiety 

and stress levels through the use of the arts”
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Research Coalition, provides insight into what 
carefully selected visual art can do to impact 
on the emergency room patient and visitor 
behavior and improve the overall healthcare 
experience. The report, 'Impact of Visual Art on 
Waiting Behavior in the Emergency Department' 
summarizes the methods used to select 
artwork and describes a systematic behavioral-
observation tool used to study and report the 
behaviors of patients in the waiting rooms 
of Ben Taub General Hospital and Memorial 
Hermann Hospital both in Houston, Texas.  

According to Dr Upali Nanda, Director of 
Research at American Art Resources and the 
study’s principal investigator, the purpose 
of the study was two-fold – to expand 
the existing evidence on ‘restorative’ 
visual images for healthcare through a 
literature revie  and analyse the e  ect 
of still and video nature art on the 
waiting behaviour of emergency room 
patients and visitors.

Studies on the ED waiting experience 
were reviewed and perceived waiting 
time was found to be a more compelling 
determinant of patient experience and 
satisfaction than actual waiting time and 
a key factor in the patient’s emotional 
state. The literature also indicates that 
time-bound distractions, like television, 
can inversely impact the perception of 
wait time since they are episodic and 
track a measure of time.

A visual intervention was designed 
consisting of wall art and a looped 
video displayed on plasma screens for 
the two busy ED waiting rooms. The art 
depicted serene nature images. Trained 
observers noted behaviour displayed in the 
two emergency waiting rooms where they 
had installed the selected artwork.

O servational data revealed signifi cant 
reduction in restless behaviour, often an 
indicator of patient anxiety and stress, and 
an increase in socialisation. There was also 
a decrease in the number of people staring 
at other people  ignifi cant reduction in 
noise levels was found at both sites and 
at one hospital, front-desk enquiries were 
signifi cantly reduced hich i pacted on sta   
ti e and sta   stress

Improvement in patient behaviour, reduced 
reliance on sta   and a decrease in stress levels 
all around clearly supports the medical and 
business case for arts and health interventions 
to create healing environments in a busy 
hospital ED. 
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 W HEN THE National Health 
Reform Agreement was signed 
by COAG six months ago, it 

ushered in new funding and governance 
arrangements for the Australian health system.  

The keystone to the reforms’ success is 
the concept of the ational Efficient rice 

E   The ne  ndependent ospital ricing 
uthority  as assigned the tas  of 

developing the E  and on  anuary , 
a long and short version of the raft ricing 
Framework discussion paper was released  
for public comment.  

t is challenging to analyse and report on the 
draft as it fails to define the ational Efficient 

rice per se, and does not provide a pricing 
for ula  s the first pu lic presentation of the 
concept, it appropriately raises some options 
and as s for feed ac  on specific uestions 
related to the concept of pricing health 
services  t as s  such uestions  

hile the paper does not define efficiency 
or efficient pricing, it does provide a definition, 

y surrogate, of hospitals not s  
operating ithin the ational Efficient rice   

nstead of an efficiency easure and 
corresponding pricing formula, the paper 
promotes the use of an average cost (or 
construct thereof  to set the E  nd ord is 
that there is a universal agreement that this is 
a pragmatic way forward. There is, however, 
considera le anxiety around the uestion 
“average of what”?

The paper promotes the use of the 
National Health Cost Data Collection 

C C  to infor  pricing decisions  t is 
the most detailed data source we have for 
such purposes. The concern is whether it is 
reliable and comparable across and between 
jurisdictions. This is not a new issue. Concerns 
with the utility of the NHCDC for funding 
decisions were raised in the background paper 
prepared for the National Health and Hospital  
Reform Commission, titled The Australian 
Health Care System: The Potential for Efficiency 
Gains une  

The roductivity Co ission has also 
identified a nu er of data pro le s that 

ill li it the use of efficiency odelling 
techni ues and any other techni ue  in 
information, hospital funding and price 
benchmarking decisions. These include a lack 
of consistent data on capital costs (especially 
for pu lic hospitals  and the edical costs of 
doctors exercising their rights of practice in 
public hospitals.1

f the C C is to e used for efficiency 
modelling or for information that will inform 
funding and pricing decisions, the roductivity 
Commission report suggests that detailed 

and consistent reporting is re uired on 
varia le input prices eg age rates , fixed 
input uantities eg capital assets  and output 

uantities eg separations  i erences in 
the way states and territories assign clinical 
urgency categories in emergency departments 
need to e sorted out, as do di erences in the 

ay sta ed eds are reported for pu lic and 
private hospitals.  

So why is it so important to ensure that 
the NHCDC is correct? There is no alignment 
between the costs of public hospitals reported 
in the NHCDC and any other public statement 
on public hospital costs, for example the 

ustralian nstitute of ealth and elfare s 
report on Australian Hospital Statistics  n 
fact, the di erence et een the t o is as high 
as  percent or around  illion.2 t is a fair 
concern to wonder whether the NHCDC is 
perhaps understating the costs of the system 
and there is a risk that any ‘average’ will be 
well below the true mean or median of the 
actual costs of the system.

Some may suggest that these risks should 
be ignored and the price should be set using 
the NHCDC in its current state because 
it is the best we’ve got. But many of us 

Brie�ng

MICHAEL PERVAN 

Executive Director 

Health Service 

Commissioning Tasmania

Is existing data accurate and reliable enough to 
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National Efficient Price?

“�e paper promotes the use of the National 
Health Cost Data Collection (NHCDC)  

to inform pricing decisions”
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would urge caution. The literature available 
on effi  cient health service pricing a es 
co on reference to the role of the ar et 
in setting the price  et the price too lo , 
services drive defi cits, eco e fi nancially 
unsustaina le and fail    

f the E  is to e a success, and e are 
all co itted to that, then it ust e ased 
on the policy principles set y CO  and 
supported y the  and infor ed y an 
accurate and co prehensive C C

Note from the editor

The s response to the draft ricing 
ra e or  is available on our e site

 www.ahha.asn.au.
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 IT’S CHRISTMAS holidays at the beach. 
Wacko! I should probably leave around 
2.30pm to get back to Canberra in time 

for dinner  ood, a final hour or so at the 
beach. One last chance to catch a magic 
boogie board ride.

Coming out of the surf I feel a sharp sting 
in my big toe. Odd. No rocks or sharp shells 
here. Without glasses I can’t see what the 
problem is. It’ll wait till I get home. 

Lodged close to the toenail a small steel 
shaft protrudes menacingly. I’ve been hooked! 
Bugger, how do I get that out? Using some 
pliers the hook can be moved a bit but the 
curvy bit and the barb are buried deep inside 
the toe. It’s not going anywhere.

Mild panic. What do I do now? Hospital. 
Which one, Bega or Moruya? Hope they can 
do it within the four hour target. Hang on, 
all the doctors are sure to be on holidays. It 

First choice of  
the cognoscenti

Emergency in a   
country practice

Brie�ng

DENNIS STRAND
News editor,
Australian Healthcare and 
Hospitals Association
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could be midnight before I get home. What 
happens if they can’t get it out? I could be 
stuck there for days. They might have to 
amputate. Then what?

Moruya is the best bet. On the way north 
I could call in at the Lighthouse Surgery at 
Narooma, maybe they can do something. 

It’s 2pm and the receptionist takes my details. 
Good, they are not going to throw me out. “Got 
your Medicare card?” no. “Never mind. Take a 

seat and I’ll see who’s available to help you.”
A minute or so later an attractive young 

woman appears – the surgery’s Practice 
Nurse. “Dennis?” yep. “Come this way. You’ve 
come at the right time.” Presumably she’s 
ust finished her lunch rea  and  her first 

patient for the afternoon. I sit on a surgical 
bed while she checks out the toe. 

The roo  appears ordered and efficient, 
labels on all the doors, no mess, no clutter. It 
looks as though they know what they’re doing 
here. Not surprising really. The principal of this 
practice, Dr Jennifer Wray, won the RACGP 
award for the 2011 GP of the Year in October. 
I’d included an article about it in the AHHA 
e-healthcare brief at the time. I’m starting to 
feel better already.

“I’ll give you a local anaesthetic – this is 
going to hurt.” It does, but not too bad.  
“Feel anything now?” I can, so she gives me a 
bit more anaesthetic.

Out comes a sealed scalpel and a set of 
pliers. Reassuringly she says that they get a lot 
of fish hoo  in uries in this practice  r ray 
had taught her a technique where the scalpel 
is inserted over the tip of the barb allowing it 
to slide out, minimising the size of the wound 
and the need for stitches.

She starts work on the toe but I’m not game 
to look. Shortly afterwards a doctor comes to 
the door. “Everything alright?” he asks brightly. 
She tells him that it is – he smiles and leaves.

To distract myself I engage in chatter. Do 

you like living in Narooma? “I love it,” she 
says. It turns out that she grew up in the 
town, married a local man, studied nursing at 
Wollongong University and had been working 
at the practice for about four years. We chat 
about nurse practitioners as they have been in 
the news quite a bit recently, especially in rural 
NSW. The walk-in centre at Canberra Hospital 
was proving to be a great success. 

Eventually I sneak a look and realise that 
the hook is out. How did that happen? Just 
then a second doctor appears. “How’s it 
going?” All done I report. She’s a genius! The 
doctor smiles and nods knowingly. 

My nurse dresses the toe and gives me a 
tetanus shot. “I’ll just go and get a script from 
the doctor for the antibiotics,” she says. When 

she returns I tell her how much I appreciate 
her skill and attention and leave without 
discomfort or pain.

The receptionist says that in the meantime 
she has got my Medicare number and the cost 
of the service is $126. If I use my savings card to 
pay she can also have the Medicare rebate paid 
directly into my account as we speak.

Getting into the car the clock says it’s 
2.45pm. I’ve been in there 45 minutes! Just  
a few desperate breaths ago I was in danger  
of being crippled for life and now I’m ready  
to resume training for the London Olympics.

My advice – next time you’re in need of an 
ED folks, get down to your local rural GP. You’d 
be  crazy to do otherwise.

“My advice - next time you’re in need of an ED 
folks, get down to your local rural GP”

Emergency in a   
country practice

The Health Advocate  April 2012   
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NEHTA has developed solutions to drive 

supply chain reform

Transforming the way Australia’s
health sector does business

MARK BROMMEYER

Supply Chain Manager 

for NEHTA

 A USTRALIA’S HEALTH sector is 
embracing supply chain reform 
and leading the way is the National 

E-Health Transition Authority (NEHTA), 
established by the governments of Australia 
to develop better ways of electronically 
collecting and securely exchanging health 
information and the lead organisation 
supporting the national vision for eHealth  
in Australia.

NEHTA’s Supply Chain Manager Mark 
Brommeyer said supply chain reform is critical 
to Australia’s eHealth journey, delivering 
significant cost savings and efficiency gains  
for the healthcare industry.

“The NEHTA Supply Chain program 
oversees develop ent of specifications  
and core infrastructure enabling connectivity 
and interoperability between electronic 
procurement and supply systems. NEHTA’s 
National Product Catalogue (NPC), a 
central repository of accurate, standardised 
information about products from large 
medical devices to consumables and 
medicines, along with our e-Procurement 
solution are starting to deliver significant 

enefits ”
n accurate and efficient electronically

ena led net or  o ers a or 
advantages for purchasers and 
suppliers such as:

 Current, accurate, 
standardised product data;

 National standardised method for electronic 
procurement;

 Secure pricing information available only to 
nominated trading partners;

 Ensuring reliable continuity of supply with 
minimum inventory investment;

 e oving inefficient paper ased for s 
and auto ating the efficient distri ution of 
product information; and

 Reducing order errors and the supply costs 
associated with invoice reconciliations, 
credit claims, returns and refused deliveries.

The National Product Catalogue provides 
suppliers with a single mechanism to 
communicate standardised and accurate 
product and price data electronically to 
Australian health departments and private 
hospital providers.

The NPC records important supply chain 
and clinical information such as product 
components, pack sizes, Therapeutic Goods 

d inistration T  ris  classification, 
har aceutical enefits che e  or 

 notification and rostheses e ate 
Code  t uses s standard identifier, the 

Global Trade Item Number (GTIN), as 
the globally unique primary 

product identifier 
for every NPC 

record. The 
GTIN 

provides una iguous product identification 
and reduces the ris  of product identification 
errors where internal catalogue numbers 
may be duplicated across companies. A GTIN 
is assigned to all products, at all levels of 
packaging, which are supplied to the Australian 
healthcare sector via the NPC.

e-Procurement is the use of business-to-
business electronic transactions. “Instead 
of manual and paper processes, we are 
streamlining the procurement process and 
increasing efficiencies,  said Mr ro eyer

The NEHTA e-Procurement Solution is 
a standards-based national approach for 
business-to-business (B2B) electronic trading 
across Australian healthcare organisations. 
This solution has two components: 
1. messaging structures and syntaxes; and
2. usiness specifications also referred to as 

the Federated Hub Model).

Messaging Structures 
and Syntaxes
NEHTA has developed a standardised set of 
e-Procurement messages. These structures 
leverage both GS1’s global e-Messaging 
standard GS1 XML, and the Australian 
Standard AS 5023.

NEHTA’s e-Procurement suite of messages 
consists of:

 Purchase Order
 Purchase Order Response
 Purchase Order Change
 Despatch Advice
 Invoice
 Settlement Advice.

    The Health Advocate  April 2012
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Transforming the way Australia’s
health sector does business

The ey enefits to e derived fro  
e rocure ent include

 nteropera ility et een suppliers and 
purchasers

 ight roduct  ight atient  ight Ti e 
and ight lace

 ncreased transactional accuracy
 educed order errors
 proved co pliance
 proved pay ent ti es
 Ti ely infor ation for i proved purchasing 

and inventory anage ent

Federated Hub Model

The ederated u  Model is an industry 
est practice approach to i prove access to 
usiness to usiness  electronic trading 

for ustralian healthcare organisations
The ederated u  Model specifies the 

ay in hich usiness to usiness electronic 
trading service providers should interact 

hen exchanging electronic procure ent 
essages  This odel is ased on the 
essaging standards defined in the E T  

e rocure ent olution
The ederated u  Model is co ercially 

i portant for co panies operating in the 
healthcare supply chain, particularly as they 

egin to enter into co ercial relationships 
ith e Messaging service providers hu s  

This odel has een in place in a nu er of 
other industry sectors for any years and ai s 
to ensure e uity of access to e rocure ent 

y all organisations
E T  ra e or  of nteropera ility is 

ased on  
• Organisational  role of parties eg uyer, 

supplier, hu
• nfor ational  aseline docu ent 

for  trading eg uyer Messaging 
ple entation uidelines  and

• Technical  connectivity et een 
organisations

unda ental Concepts of the ederated u  
Model
a. ll hu s ishing to provide services to 

healthcare organisations ust eet E T  
specifications  

b. ealthcare organisations should provide 
suppliers ith a single hu  connection 
point  

c. u  providers should not charge 
connectivity fees, ie healthcare 
organisations and suppliers should only 

e charged connectivity and electronic 
essaging fees y their o n hu  provider

d. ealthcare organisations and suppliers 
should for  co ercial relationships ith 
hu  providers ho provide services hich 

est suit their usiness needs  

More information
uppliers or healthcare organisations ho 
ould li e ore infor ation a out any of 

these solutions or guidance a out ho  they 
apply to their organisation should contact 
supplychain@nehta.gov.au

or further infor ation on E T ’s or  go 
to  www.nehta.gov.au

eep up to date ith e ealth develop ents 
across ustralia  www.ehealthinfo.gov.au

“Supply chain reform is critical to Australia’s 
eHealth journey, delivering signi�cant cost savings 

and e�ciency gains for the healthcare industry”
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WHEN PRECISION IS CRITICAL

Hospitals make a signi�cant investment in 
surgical instrumentation and so selecting 
precision instruments is critical. 

As well as providing an extensive range  of 
quality instruments for most specialities,  
Medical + Optical also provides (consumable 
free) sterilising containers and sterilising trays 
to protect your valuable assets. Furthermore,             
we o�er the MaQs Instrument & Inventory 
Tracking system that not only manages 
the life-cycle of your instruments, it also 
manages consumable products from storage 
in Theatres to use on the patient.

The CSSD and Surgical Solutions Division 
is dedicated to  providing you with  quality 
products and service; our quali�ed and 
professional team will work with you to 
ensure the best possible solution for your 
department.

As a quality specialist provider to the Health 
Care market, M+O has sales and service 
o�ces throughout Australia. 
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 A USTRALIA DOES not have any 
multidisciplinary chronic wound 
management centres despite 

successful models operating for the last 10 
years in the United Kingdom and Europe. 

As a nurse practitioner at QUT’s Wound 
Healing Community Outreach Service, I have 
o served firsthand the huge i pact of chronic 
wounds here in Australia. Wounds such as 
leg ulcers and pressure ulcers a ect ,  
people and cost the healthcare system more 
than $2.6 billion a year.

As the recipient of a 2010 Churchill 
Fellowship, I travelled overseas last year to 
observe the work of multidisciplinary wound 
care teams to discover how this model could 
enhance wound healing services in Australia. 
My eyes were opened to some aspects of 
wound care that are done extremely well in 
Europe. However, I also saw that the Australian 
model, particularly with the use of nurse 
practitioners, has a or enefits

I visited the Copenhagen Wound Healing 
Centre (CWHC), located at Bispebjerg University 
Hospital. The CWHC is an independent hospital 
department funded by the Danish Government 
and consists of out-patient clinics, a 15-bed 
in-patient ward and an operating theatre. The 

ultidisciplinary tea  co prises five specialist 
physicians, including those with backgrounds 
in vascular, orthopaedics, gastrointestinal and 
plastic surgery. 

n addition to the edical sta  in the 
CWHC, there are regular case conferences 
and ward rounds for patients with complex 
wounds, conducted with specialist physicians 
including dermatologists, microbiologists, 

internal medicine or endocrinology. There are 
approximately 28 nurses at CWHC, as well as 
allied health professionals including podiatry, 
physiotherapy, nutrition and dietetics. There 
is also access to occupational therapy and 
social workers if required. 

The CWHC model acknowledges that no 
single speciality can deal with a patient’s 
complexities alone. In contrast, in Australia, 
many disciplines work in isolation when 
dealing with chronic wounds. This is 
particularly the case in localities where access 
to specialist wound clinics is limited, such as 
in rural and remote areas. 

I also visited the Wound Healing Research 
nit  at Cardi  niversity chool of 

Medicine in Wales. 
The  sta  includes a consultant 

dermatologist, senior research fellows and 
other medical specialist consultants including 
vascular, orthopaedics, geriatrics and 
microbiology. Assessment and treatment is also 
provided by a team of clinical nurse specialists, 
research nurses and other multidisciplinary 
team members including allied health 
professionals such as podiatry, occupational 
therapy, orthotics and prosthetics. 

At this centre, I noticed an absence of the 
usual obstacles that arise from hierarchy 
between health practitioners. Each service 
provider was respected for their skills and 
professionalism, and there was a high level 
of collaborative decision making. As a result, 
patients with complex chronic wounds were 
receiving a wound management plan that took 
into account their many individual needs.

Australia is in need of specialised 

services in the community that involve a 
multidisciplinary team. The teams need to 
be easily accessible and well integrated, with 
clear referral pathways. 

The advent of the nurse practitioner in  
this country positions nurses as key 
facilitators of multi disciplinary team based 
approaches to chronic wound treatment. 
Our educational preparation and extensive 
clinical experience mean that we can provide 
accessible, advanced wound assessment and 
diagnosis for patients and facilitate timely 
and appropriate referral to other disciplines 
based on individual patient needs.

Brie�ng

Improving wound 
management   

Learning from multidisciplinary 

wound care teams abroad

MICHELLE GIBB
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Wound Management, 

Institute of Health and 

Biomedical Innovation, 

Queensland University of 

Technology (QUT)



Whose scrub suit will you  
be wearing tomorrow ?
Single-use medical devices are widely 
recognised as essential to controlling 
infection. But in many hospitals, a 
lot of different people will still end up 
using the same reusable scrub suit. 

BARRIER® scrub suits are used once 
by you and you alone to support the 
effectiveness of your infection con-
trol routines. They are comfortable, 
professional-looking and available in 
a wide range of sizes.

Visit www.molnlycke.com.au to learn 
more about the full range of BARRIER 
single-use scrub suits. And discover 
the benefits of starting every shift with 
a scrub suit you can truly call your 
own.

Mölnlycke Health Care Pty. Ltd., 14 Aquatic Drive, Frenchs Forest  NSW 2086 T 02 9453 1144. F 02 9453 1155.  www.molnlycke.com.au  
The Mölnlycke Health Care name and logo and BARRIER® are registered trademarks of Mölnlycke Health Care AB
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 M AINTAINING HYGIENE 
throughout your hospital to 
reduce the risk of infection is 

an important part of meeting accreditation 
standards. But there is a better reason to be 
vigilant – the wellbeing of your patients. 

For a disease to be transmitted it requires 
a susceptible host (your patients), an agent 
(micro-organisms such as viruses and bacteria) 
and an environment that facilitates an 
interaction between the host and agent.

The immune defences of people with injuries 
or illnesses are often weakened, making them 
susceptible to infection. To reduce the risk of 
infection you need to focus on reducing the 
micro-organisms present in your hospital and 
ensuring the environment is not friendly to 
those that do get in. 

Surfaces

Judy Forrest, managing director with Bug 
Control, an infection control advisory service, 
says cleaning surfaces is about having the right 
chemicals and equipment for the job.

or cleaning to e efficient you need to use 
the chemicals and equipment that work on the 
surfaces you have. It’s important to understand 
the chemicals you are using.”

There are also products and new 
technologies that can make cleaning easier. 
These include floor covers and fa rics for 
chairs and lounges that are easier to clean. 
“You can also get disposable curtains now 
that do look good,” says Judy.

Some materials have inherent anti-bacterial 
properties, such as copper. Recent research 

from the US has shown that anti-microbial 
copper is e ective at reducing the ris  of 
infections. The material was tested in hospitals 
where commonly-touched items such as 
bed rails, tray tables and tap handles were 
replaced with antimicrobial copper versions. 
Patients in rooms with antimicrobial copper 
surfaces had a 40.4 percent reduction in the 
risk of acquiring an infection.

Judy also says hospitals should consider 
new cleaning technologies that make cleaning 
easier and ore efficient ithout eing 
significantly ore expensive than traditional 
cleaning equipment.

n exa ple is icrofi re  f you uy good 
uality icrofi re it is a lot lighter and easier to 

handle so sta  can change the op heads and 
cleaning cloths after every room, which has 
been shown to reduce infection transmission.”

ecause of the ay icrofi re has een 
anufactured it is also ore efficient than 

traditional cotton  Microfi re or s y 
capillary action,  says udy  Each little fi re 
has a hole in the middle that sucks up the dirt.” 
This means the cloth is more likely to pick up 
particles instead of just moving them around.

“It’s a time-saving device because it actually 
dusts as it cleans,” says Judy. “That means 
cleaning sta  have ust a one step process and 
don’t have to dust then clean.” 

There are also commercial steam cleaning 
devices suitable for cleaning in hospitals. These 
can e used to clean difficult to reach places and 
also reduce the need for chemicals as they use 
heat to kill micro-organisms. In the case of an 
outbreak, there are also new devices that mist a 
room to cover all surfaces, killing microorganisms 
including norovirus, E, C difficie, and provide 
an ongoing protective barrier. 

“Facilities do need to be open to considering 
new technologies, but it is important to 
ensure any new technology you take on is 
backed by evidence-based information that 
supports any antibacterial claims,” says Judy. 
“Make sure they are backed up by laboratory 
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Reduce the risk of infection throughout  
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evidence. And if it is a disinfecting chemical, 
it is essential that it has been approved by 
the Therapeutic Goods Administration in 
accordance with national infection prevention 
and control guidelines.”

Even when using good cleaning equipment 
and practices, it is important to keep surfaces 
in good condition. “Cracks and scratches can 
harbour micro-organisms,” says Judy. “And 
no amount of cleaning will get into those 
cracks and crevices. A routine preventative 
maintenance program that ensures damaged 
surfaces are repaired or replaced is important.”

Even new technology and good maintenance 
ill e ine  ective if sta   are not trained in the 

correct use of chemicals and equipment. 
“One of the most common things I see is 

sta   decanting che icals inappropriately 
and not diluting them properly,” says Judy. 
“Every chemical requires a certain temperature 
to activate, a certain dilution to work and 

a certain contact time. If you don’t follow 
the manufacturer’s instruction the chemical 
doesn’t work.”

Judy says she also regularly sees cleaning 
equipment that is not managed properly. When 
cloths and mops are left damp they themselves 
become a breeding ground for bacteria. All 
equipment must be clean and dry when it is 
stored at the end of the day.

Staff

You can be as vigilant as possible about 
keeping your facility clean, but the facts are 
most infections that patients get are passed 
on y sta   eeping surfaces clean ill reduce 
the opportunities for micro-organisms to 
pass fro  sta   to patients, ut good hygiene 
practices a ong sta   ill reduce the overall 
number of micro-organisms. 

ta   should have up to date vaccinations 

for key diseases in line with Department of 
ealth reco endations  This includes fl u, 

which needs to be updated annually at the 
start of the fl u season as fl u strains change 
from year to year.

f sta   do get sic  ith fl u or gastrointestinal 
illnesses, encourage them to stay at home 
even if they think they can continue to 

or   culture here sta   co e in to or  
and struggle on hile sic  ecause of sta   
shortages can be dangerous. The hassle of 
covering a couple of shifts is much less than 
managing an outbreak among your patients. 

ta   ill also get ac  to full health faster 
if they rest at the beginning of an infection 
and there’s less chance of them passing the 
infection on to other sta   e ers

ll sta   is an o vious ris , ut a igger 
pro le  is the icro organis s sta   carry 
without realising. Their stronger immune 
systems will prevent them from being 
susceptible to infections, but the defences 
of the patients they care for might not be 
so high. Hands are the biggest culprits in 
infection transmissions.

Hand Hygiene Australia’s website states 
that e  ective hand hygiene is the single ost 
important strategy in preventing healthcare 
associated infections. Studies have shown 
hand hygiene programs can reduce hospital-
acquired infections by up to 50 percent.

Phil Russo, national project manager with 
and ygiene ustralia, says sta   are usually 

aware that hand hygiene is important, but 
there are lots of things that get in the way of 
best practice.

“People get busy and forget to wash their 
hands, washing stations are in inconvenient 
places, they don’t have time to wash their hands 
as often as they should or the washing products 
cause irritation when used frequently.”

Luckily there are ways to make it easier 
for sta   to aintain good hand hygiene  
Phil says the development of alcohol-based 
products has made maintaining good hand 
hygiene easier.

“If hands are soiled sta�  do still need to wash their 
hands with soap and water, but on most occasions, 
the alcohol-based products are adequate”

3M™ Avagard™ Antiseptic Hand Rub 
contains Chlorhexidine Gluconate 0.5% w/v in 70% v/v Ethanol

    Easy to 
use  waterless

antiseptic hand rub

15-30 
SECS

•  Use 3M™ Avagard™ Antiseptic Hand Rub 9250 before and after contact with every patient  

•  Apply hand rub before and after hygiene activities e.g. toileting, eating 

• Provide convenient access to hand rub e.g. corridors, on dressing/medicine trolleys, in patients’ rooms

• Complies with Hand Hygiene Australia and the World Health Organisation’s requirements for hand rubs

protect
against cross
     infections

Help 

For more information, contact your 3M Representative, or phone 1300 363 878.
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“Healthcare workers no longer need to 
go to a sink. Now they can use the alcohol-
based products, which come in convenient 
dispensers, don’t require a water source, are 
faster to use and dry quickly. 

“Products need to be at the point of care 
 the further sta   have to al  to get to a 

product, the less likely they are to do correct 
hand washing. We encourage facilities to 
provide sta   ith little ottles that they can 
carry around in their pocket.

f hands are soiled sta   do still need to ash 
their hands with soap and water, but on most 
occasions, the alcohol-based products are 

ade uate  They are actually ore e  ective at 
reducing the number of bacteria on your hands 
than traditional soap and water and they don’t 
cause irritation to the skin.”

When sourcing alcohol-based products, 
ensure they contain 60-80 percent ethanol 
or equivalent and meets the requirements of 
EN1500 testing standard.

Gloves are also often used as part of hand 
hygiene. Interestingly, Phil says gloves are 
often over-used and there are only limited 
situations where they are actually necessary.

“Gloves are really just to protect healthcare 
workers from contact with blood or other 

odily fl uids  Most of the activities that 
healthcare workers do, especially if they are 
working with people who are continent and 
don’t have wounds, don’t require gloves.

ta   need to ear sterile gloves if they are 
dressing wounds and that sort of thing, but 
in the majority of day-to-day situations, they 
don’t need to wear gloves.”

For more information on hand hygiene 
practices, including free resources,
visit Hand Hygiene Australia at 
www.hha.org.au

3M™ Avagard™ Antiseptic Hand Rub 
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 T HE NEW South Wales Independent 
Commission Against Corruption (the 
Commission) published a report in 

August 2011 in relation to its “Investigation 
into corrupt conduct involving alleged fraud on 
two Sydney Hospitals”.

The case involved an investigation into 
allegations of fraud that occurred at two 
major Sydney hospitals, the Royal Hospital 
for Women (RHW) and the Royal North Shore 
Hospital (RNSH), between 2007 and 2009. In 
the report, the Commission found that Sandra 
Lazarus had engaged in corrupt conduct which 
included the authorisation of payments in 
excess of $660,000 from RHW and RNSH. 
She had represented herself as a University 
of Sydney postgraduate student undertaking 
clinical trials in relation to the Medex device 
as part of her research and in some cases a 
medical practitioner (when she was not).

Background

Sandra Lazarus obtained a position at Medex 
Medical Solutions Pty Limited in early 2007 
and she thereafter approached RHW in 
November 2007 and RNSH in August 2008 
with a proposal that she undertake a clinical 
trial into the use of the Medex device to detect 
cervical cancer. She convinced clinical and 
ad inistrative sta   that she as a h  student 
at the University of Sydney who needed 
access to hospital premises and equipment. 
No independent enquiries were conducted 
to confi r  this and she as a le to o tain 
security passes, computer access, letterhead, 
requisition and non-order voucher forms, 
and other information which enabled her to 

create false documents which were allegedly 
fraudulently signed  The sta  , so e of ho  
were new and inadequately trained, processed 
Sandra Lazarus’ false claims for payment of 
invoices when she pressured them, claiming 
that they were overdue. Payments were made 
to companies associated with Sandra and/or 
her family, the association of which was not 
disclosed. In some cases, ethics approval was 
not obtained for the trials. The Commission 
also investigated the conduct of Sandra’s two 
sisters, Michelle and Jessica.

Findings of the 
Commission
The Commission found that Sandra Lazarus had 
engaged in “corrupt conduct” in her dealings 
with the hospitals, including that she had:

 prepared vendor maintenance forms that 
she falsely procured;

 prepared requisitions and non-order 
vouchers that she knew falsely purported 
to be signed by professors and doctors of 
the hospitals;

 prepared and submitted several invoices on 
behalf of companies in which she and her 
sister had an undisclosed interest seeking 
payment for goods and services that she 
knew were not provided; and

 represented to doctors at RNSH that it was 
necessary to sign a number of non-order 
vouchers so that she could continue her 
research.

Recommendations made 
by the Commission
Before the publication of the report, NSW 

epart ent of ealth, no  no n as the 
NSW Ministry of Health (NSW Health) and 
the relevant hospitals had made a number of 
improvements to their systems. 

The Commission made the following 
recommendations:

 That NSW Health require that non-
employees who are given access to hospital 
campuses, records, facilities and patients, be 
su ected to screening chec s and a  orded 
a level of access that is determined by the 
role they are to perform and the degree of 
risk attached to this role.

 That NSW Health ensures that a centralised 
record of screening checks and access levels 
is maintained by hospitals in respect of each 
individual and that records are make available 
to sta   ho are re uired to access the

 That  ealth ensures that  cards 
for security access are not issued until all 
relevant screening and other checks have 
been satisfactorily completed.

 That NSW Health develops procedures for 
ensuring that electronic approvals are used 
for all procurement transactions except for 
emergencies. The new system requires a 
password, rather than a signature which 
re uires verifi cation

 That NSW Health takes action to ensure that 
complainant vendors, as well as NSW Health 
employees following up payment on behalf 
of vendors, are dealt with by designated 
people at Health Support Services and 
Local Health Networks in order to prevent 
direct access to sta   ho process clai s for 
payment.

 That NSW Health revise its corruption risk 
management policies and procedures to 
ensure that organisational restructures are 
explicitly mentioned as a risk that needs to 

e identifi ed and anaged
 That NSW Health incorporate an assessment 

of the usefulness and accessibility of 
information provided to cost centre 
managers from the continuous control 
monitoring (CCS) system into its regular 
cycle of performance audits.
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ICAC investigates corrupt conduct involving 
alleged fraud at Sydney hospitals

Investigations into 
alleged fraud

Additional lessons
As large, complex organisations, hospitals 
are susceptible to fraudulent conduct. 
The following lessons can be learnt from 
this investigation (in addition to the above 
Commission’s recommendations which are 
fi nancially ased

 Hospitals should ensure there are 
procedures in place for verifying educational 

ualifi cations, professional experience and 
conducting criminal record checks of student 

researchers, non e ployees and volunteers, 
given that they are li ely to have access to 
hospital records and patients. Failure to do so 
can i pact upon the hospital s duty of care to 
patients and patient privacy

 Prior to establishing special purpose trust 
fund accounts in support of clinical trials, 
hospitals should ensure that appropriate 
clinical trial arrangements are signed and in 
place and the relevant Human Research Ethics 
Co ittee EC  and site specifi c approvals 
are obtained. Failure to do so will be a breach 

of ethical o ligations to study su ects and 
health regulatory and T  re uire ents

 Further, insurance or self insurance 
arrange ents ay not cover people ho are 
not appropriately e ployed or accredited 
with the hospital.
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Philip Darbyshire believes that if we hit 
the target we may just miss the point

Target practice?

The Four 
Hour Rule:



PHILIP DARBYSHIRE

Professor Monash 

University, Adjunct 

Professor University of 

Western Sydney W ELCOME TO COAG’s brave old 
world of Targetland, where 
no-one waits for longer than 

four hours in the emergency department (ED). 
Who could possibly be in favour of patients 

waiting over four hours in a busy ED before 
eing seen  Certainly not E  sta  , that s for 

sure, but oddly, these may be the last people 
to be listened to. 

So far, the Commonwealth Government’s 
National Emergency Access Target has been 
couched in terms of ‘clinical discretion’, 
‘facilitation’ and large pots of ‘reward funding’. 
No bad thing perhaps and a world away from 
the s al ost offi  cially sanctioned approach 
of ‘Targets and Terror’.1 

The UK approach to targets was driven by 
people with scant understanding of human 
behaviour or of the Law of Unintended 
Consequences. As a result, there was more 
gaming2 going on in UK hospitals than you 

ould fi nd at Cro n Casino  ro  trolleys 
in corridors being rebadged as ‘Assessment 
Units’, patients being kept in ambulances to 
save time in ED and more ‘time-shifting’ than 
you have on your TV set top box.

Skilled and experienced senior ED nurses 
were under pressure to act as the ED’s chief 
clock-watchers whose key KPI was getting 
people out of the department before the 
witching hour. Karen Sanders’ account of 
Targetland being, “the ten items or less check 
out of the hospital world”,3 is a cautionary tale 
of what many authors describe as hitting a 
target but missing the point.4 

When targets classify any treatment lasting 

three hours 59 minutes as a success and any of 
four hours one minute and above a failure, 
then we have, as Sanders writes, lost sight 
of the purpose of health care. After a senior 
doctor excoriates a manager demanding to 
know why a child had not been moved out of 
ED, Sanders realised:

“All that can be heard in those brief seconds 
is tumbleweed blowing in the breeze, while we 
all take in what has just happened. That doctor 
has just done what you should have done. 
YOU should have stuck up for your patients. 

O  should have put patient care fi rst  O  
should have given them time to recover and 

eco e sta le efore his ing the  o   their 
stretchers to wards, or forcing them into 

clothes and cars before they are ready. YOU 
should have the time to make people a cup 
of tea before they go. YOU should soothe the 
frayed nerves and check they have keys to get 
in their house and food and company when 
they get home. YOU should be checking these 
patients are safe for discharge. YOU should 
make sure they are clean and not covered 
in blood. YOU should make sure they are 
pain-free and have follow-up appointments 
arranged. This is what you SHOULD be doing. 
YOU are a nurse.”3

We should really know enough by now 
about what motivates and enables health 
professionals to give of their best and to 
creatively solve complex human and system 
problems. Here is a clue: it does not involve 
micromanagement, stand-over control tactics 
and systematic humiliation. Check out Dan 
Pink’s illustrated RSA talk on YouTube 

(www.youtube.com/watch?v=u6XAPnuFjJc) 
to see the i portance and e  ectiveness of 
autonomy, mastery and purpose.   

A recent systematic review of clinical 
outcomes associated with the four hour target 
warned that, “countries seeking to emulate 
the UK experience should proceed with 
caution”.5 We may have to wait longer than 
four hours for that to happen.
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Medicare Locals: 
Are we  
there yet?

Steve Sant believes the journey has  
only just begun

 I T MAY seem to have been a long 
gestation, but at the time of writing 
only 19 Medicare Locals (ML) have been 

operating in some form for four to six months. 
Another 18 have been operating for less than 
four weeks and the remaining 25 are coming 
on stream on 1 July 2012. So the answer to the 
question ‘are we there yet?’ is no - we still have 
some way to go. 

How will we work?

Many MLs have a huge change management 
task ahead as they seek to amalgamate 
several Divisions of General Practice into 
single organisations or establish whole new 
companies that will form the basis of the new 
ML. Even for the ‘lucky’ ones that don’t have 
to go through amalgamations, the change 

anage ent tas  is significant as they 
transform constitutions, company structures, 

oard, sta  and develop ne  syste s and 
programs. We are all concentrating on building 
solid foundations so that we can ultimately 
deliver on the promise to improve the health of 
our communities. 

There are also almost as many structural and 
operational models as there are MLs. This wil 
allow each ML to design their organisations 
to be ‘local’ and responsive to the needs of 
their communities and members. It would be 
nonsense to think the organisation that is being 
established in the ACT could work successfully 
in remote north Western Australia, or even in 

inner Sydney. We all know that health issues 
and services are not the same across the 
country  e ill have di erent e ership 
structures, organisation structures and will 
work to put the ‘local’ into ML by identifying 
the health needs of our local communities and 
working to address them.

Where are we going?

Most MLs are still working hard to produce 
definitive strategic and operational plans  t s 
very important we get the process right, that 
our members, stakeholders and communities 
are engaged in the process and have ownership 
of our plans and vision for the future; this all 
takes time. 

What are we seeking do? 

The previous Minister for Health and Ageing, 
Nicola Roxon, recently noted “Divisions 
selected to be MLs must lose their doctor 
focus and prepare to e li e olyfilla to fill in 
the gaps’ of local health services”. I am not 
sure  li e eing called olyfilla , ut  
agree we are all about improving 
continuity of care and improving 
the patient journey. 

One thing I do disagree 
with is the statement that 
we must lose the doctor 
focus. The previous Minister 
should know that a primary 

healthcare system that doesn’t value our 
primary healthcare doctors is not going to work, 
we must instead broaden our focus and support 
the doctors who work in primary healthcare 
alongside other healthcare professionals. We 
know from overseas experience that primary 
healthcare organisations that do not have 
buy-in from their GPs are doomed to failure, 
so most of us are working hard to ensure GPs 
re ain supported  e are also actively finding 
the best way to support our new stakeholders 
and members.

If I continue to use the 'trip' analogy, we are 
on a very long ourney and ill e stopping o  
along the way to take some side trips to some 
very interesting places - the PCEHR, better 
after-hours support, Closing the Gap initiatives 
and better mental health care services. It will 
be an interesting ride.
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collect and link our data e�ciently to reduce the red tape 
burden?  How will the National Standards, mandatory 

from 1st January 2013, in�uence our administrative and 
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Movement, Knowledge, 
Emotion: Gay Activism 
and HIV/AIDS in 
Australia 
Jennifer Power
ANU E Press
Free
JENNIFER POWER has taken a brave and 
thorough look at the history of this major 
public health saga in Australia. Her book 
Movement, Knowledge, Emotion: Gay Activism 
and HIV/AIDS in Australia was released in late 
2011 by ANU E Press, so it is easily accessible 
online at epress.anu.edu.au. 

A politically savvy observer, Power 
considered the hypothesis that the period of 
AIDS campaigning through the 1980s and 
1990s presented a turning point for gay 

activism, and represented a leap forward in 
the social conscience of Australians on gay 
rights. But there were enormous costs. Was 
it three steps forward for two back?

Jennifer Power has interviewed a line up 
of key leaders of gay activism and pays 
particular tribute in her acknowledgement 
to Ian Rankin and Phil Carswell for the many 
hours they contributed to her study. Her 
doctoral research involved interviews with 
many others including Ken Davis, Bill 
Bowtell, Robert Griew, Levinia Crooks, David 
Lowe, David Plummer, Dennis Altman, Don 

Baxter, Peter Baume, Steve Marks, Terry 
Thorley and Jennifer Ross. Power draws on 
the stories and opinions of these people and 
shines a light on the ministerial leadership 
on AIDS/HIV policy by Neal Blewett, who 
was Australia’s Health Minister from 1983 to 
1990; just a year into that role, he was 
confronted ith the first diagnosis of  
in Australia.

This research and analysis by Jennifer 
o er a es a fine read  t is thorough in its 

presentation of facts and arguments drawing 
on views of many activists and commentators. 
Power’s own views are clearly stated and 
convincingly argued. She tests the 
fundamental hypothesis by looking back in 
time at Australia’s social attitudes and policy 
a ecting gay en and o en, thus exposing 

the homophobia in our history. 
Relating to the key period of AIDS 

activism Power’s conclusion tells us:  
“…there will always be more that can be 
learned from this particular part of Australia’s 
history. This history can teach policy makers  
a lot about the importance of collaboration 
with communities; it can teach sociologists 
about the way in which communities exert 
power; it can teach historians of the present 
about why the rate of HIV in Australia has  
not exploded the way it has in some other 
countries.”

Those are words well chosen and the 
book should be read by anyone with an 
interest in public policy and public health. I 
found myself asking whether I agreed 
entirely that the AIDS campaigns shifted the 
way in which policy is made for the long 
haul. It can be argued that Australia has 
returned to a less community conscious 
model through the period of the Howard 
Government. Nonetheless, Power’s scrutiny 
of changes, such as faster consideration of 
drugs, prompts us to debate whether the 
lessons were learned. Well worth the read.

Reviewed by Joan Corbett, Associate 
Professor, Public Health, University of 
Canberra. 

“�is history can teach policy makers a lot  
about the importance of collaboration  

with communities”

From the AHHA desk

Book 
reviews
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This issue we review two new books: a look at the 
history of AIDS in Australia and its impact on gay rights 
and a summary of ethics in healthcare.

Ethics in health services 
management 5th edition
Kurt Darr
Health Professions Press
RRP $54.95
KURT DARR provides an excellent 
understanding of the history and theoretical 
aspects of ethics. However for clinicians and 

anagers, arr o  ers little practical guidance 
as to how to navigate the day-to-day of 
making ethical choices in a sector that 
increasingly pits cost containment over 
optimal patient care. 

The book is based on the US Health system, 
a system unlike any other, and its relevance to 
other countries is doubtful. 

The author states, “Managers must 
participate fully in solving all types of ethical 
problems. The task is too important to be left 
to others”. This assumes that health managers 

not only have a monopoly on ethics but also 
the power to make ethical choices that are not 
consistent with the organisation’s ability to 

a e a profi t  There is pro a ly so e truth in 
the stereotype that much of the 
dysfunctionality in healthcare delivery is as a 
result of health managers being primarily 
committed to coming in on budget and 
avoiding adverse publicity; while physicians are 
primarily interested in earning a living and 
providing patient care. It would have been 
useful for the author to discuss the ethical 
dilemmas around this tension. 

The author never seems to come to terms 
with management’s relationship with 
physicians. They are said to be “the economic 
life blood of health services organisations”. But 
“in most instances (doctors) are there at the 
organisation s su  erance  This co plicates 
the organisation’s interaction with patients and 
other sta   inferring the ideal organisation 

ay e etter o   ithout the  e sees 
managers as the “team leaders” but when it 
comes to interfering with purely medical 
decisions he does not suggest how you get 
around the practical point of overriding the 
medical decision and presumably taking over 
management of the patient. He states the 
obvious, that it is “morally unacceptable” to 
unquestioningly follow orders but provides 
little practical guidance as to how to provide 
optimal care in an environment that rewards 
cost contain ent if not profi ts  

An example of the perversity of running a 
health syste  for profi t is presented on page 
293 where managers were considering 
“demarketing” their ED as it was attracting 
non-paying patients. The hospital was going 
bankrupt because of its well-known ED 
services. So the decision was made to 

de ar et  the unit y reducing E  sta   to 
increase waiting times, reducing housekeeping 
to make it unattractive and dirty; changing 
triage policies  and reducing sta   The author 
states this as not orally ustifi ed  ut did 
not discuss alternatives or how there may be 
few other alternatives when weighing up 
choices between bankruptcy and reducing 
non-paying outcomes. 

There is no mention of the increasing 
attention being paid to evidence-based 
management. As the health budget comes 
under increasing pressure, the provision of 
health care at current levels may not be 
possi le  This ill e fi r ly in the court of 
managers with enormous ethical implications. 
In order to make ethical choices, we need to 
have accurate information about the impact on 
patients of the various choices and their costs. 
Many are now suggesting that before 
introducing new management interventions, 
they be subject to the same intense economic 
and ethical scrutiny as new medical 
interventions. Many proposed management 
decisions ay have o vious deleterious e  ects 
on patient outcomes and, as such, may not be 
approved by the local ethics committee if 
submitted to them in the ways that new 
medical interventions are scrutinised. This is an 
exciting challenge and part of the new 
demands being made on health management 
and yet it is barely touched on by Darr.

In summary, this is an excellent summary of 
the ethics literature but we await a book on the 
real i plications and diffi  cult decisions that 
face our society and the health industry. 

Reviewed by Dr Ken Hillman intensive care 
specialist, Professor of Intensive Care at the 
University of New South Wales.
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Readers of The Heath Advocate can track who is on the move 
in the hospital and health sector, courtesy of the AHHA and 
healthcare executive search firm, Ccentric Group.

 SANDRA CLUBB has been 
appointed as National 
Director of People and 

Organisational Development 
with the Little Company of Mary 
Healthcare. She previously was 
working with Carter Holt Harvey.

Joanne Ramadge, former 
Deputy CEO of Cancer Australia is 
the new CEO of Sexual Health and 
Family Planning Australia.

Senior public health specialist 
Greg Sam has become the new CEO 
of Rural Health Workforce (RHW), 

ustralia s pea  not for profi t 
body for rural and remote health 
recruitment and retention. He joins 
RHW from his role as Managing 
Director of Parker and Partners.

Richard Magor recently 
joined the Department of Health 
and geing s Medical enefi ts 
Division as Assistant Secretary, 
Private Health Insurance Branch. 
Previously he was an Assistant 
Secretary in the Department of 

eterans   airs
David Barton is moving from 

Melbourne Health to take up 
the position of Program Medical 
Director Mental Health with 
Southern Health in Victoria.

Chris Hogan, former Medical 
Director at the National Blood 
Authority joins the Australian Red 
Cross Service as Medical Director, 
Pathology Services.

Karlene Willcocks has moved 

from her role as Director of 
Nursing and Operations at 
Maroondah Hospital to Operations 
Director/Director of Nursing at 
Dandenong Hospital.

Nigel Lyons, formerly Chief 
Operating Offi  cer for the orthern 
Clinical Support Cluster in NSW, 
will be the Chief Executive for the 
Agency of Clinical Innovation with 
NSW Health. 

Graeme Houghton, has been 
appointed the fi rst Chair an of 
the inaugural Tasmanian Health 
Organisations and will take up his 
position in July 2012.

Kate Carnell, former CEO of 
the Australian GP Network and 
currently CEO of the Australian 
Food and Grocery Council is the 
new CEO of beyondblue.

Allan Fels the well-known 
ex-Chair of the Australian 
Competition and Consumer 
Commission has been appointed 
the ne  chair of the fi rst ational 
Mental Health Commission.

Brenda Ainsworth, former 
Executive Director at ACT Health 
is now National Director of Public 
Hospitals at Little Company of 
Mary (Calvary) Healthcare.

Paul Bradley has been appointed 
National Director of Aged Care with 
Little Company of Mary (Calvary) 
Healthcare. He is moving from his 
role as General Manager at Anglican 
Retirement Villages.

Steven Schultz, formerly State 
Operations Manager (NSW and 
QLD) with Regis Group, has joined 
Ramsay Healthcare as CEO at 
Kareena Private Hospital.

In a big move, literally, Robin 
Copeland has been appointed 
Director of People, Performance 
and Culture for Ramsay Health 
Care in the UK. Robin is the former 
Director of Support Services at 
Greenslopes Private Hospital.

Kristin Carney joins Genesis 
Care as the General Manager, 

Radiation Oncology Associates 
in NSW from Independent 
Practitioner Network, a subsidiary 
of Sonic Healthcare.

Umit Agis has moved from his 
role as Area Manager, North East 
Area Mental Health Service, Austin 
Health to Director, Adult Mental 
Health at Southern Health.

Donna Markham has been 
appointed General Manager Allied 
Health from her previous role 
as a Director of Allied Health at 
Southern Health.

If you know anyone in the hospital and health sector who’s moving, 
please send details to the Ccentric Group: editor@ccentricgroup.com.

From the AHHA desk

Who’s 
moving?
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GERMAN medical technology sets 
global standards in innovation, 
quality and reliability. Now, 
the initiative “Health – Made in 
Germany” is bringing Australian 
and German partners together 
to promote further, sustainable 
advances in Australian health care.

The European leader in med-
tech turnover, Germany has a great 
deal to o  er  ong the industry s 
strengths are a drive to innovate, 
excellent R&D infrastructure and 
proven ability to produce state-of-
the-art, reliable, quality med-tech 

products, time after time. 
Recent statistics show a thriving 

med-tech industry that generates 
EUR 20 billion, with more than two-
thirds of sales going abroad. A third 
of all sales are also of products that 
are less than three years old, and 
Germany led the world in registering 
new patents for surgery and surgical 
navigation in 2010. 

Like Australia, the German 
healthcare system faces an ageing 
population and increasing costs. 
Despite government-implemented 
reforms to curb expenditure, 

er any s healthcare syste  
is working well for the people it 
serves, at home and abroad. 

The drive to innovate in 
response to health care challenges, 
particularly in the fi elds of edical 
technology, biotechnology and 
pharmaceuticals development, has 
left Germany well-positioned to 
contribute the latest in products and 
equipment to medical providers the 
world over. 

The purpose of the initiative, 
“Health – Made in Germany” is to 
bring the advantages of German 

healthcare products and systems 
to more places around the globe. 
Ultimately, the point is to create 
alliances that are win-win situations 
for all partners. 

Contact
www.health-made-in-germany.com
info@health-made-in-germany.com

Made in Germany - a win-win initiative
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Tradenews

INJECTION pens have been 
shown to improve the quality 
of treatment for patients as 
they provide simple, more 
convenient and more accurate 
dosing1. However, without the 
use of a safety engineered device, 
injection pens may be associated 
with needlestick injuries six times 
more often than syringes1. 

BD AutoShield™ Duo is 
s next generation, safety

engineered pen needle, designed 
to protect healthcare workers 
from needlestick injuries and 
blood exposure. This new product 
design o  ers an additional level 
of safety with both front and back 
end needle protection  enefi ts 
of 5 or 8mm length options and 
a thinner needle gauge* can be 
experienced by the patient, while 
providing the clinician with user 

confi dence as there is no change 
of injection technique compared 
to a non-safety pen needle. 

For more information or to 
view a BD AutoShieldTM Duo 
product sample, please contact 
your local BD Diabetes Care 
Account Manager or the BD 
Customer Service Team on 
1800 656 100. 

* Compared to BD regular wall needles
1 Pellissier G, Migueres B, Tarantola A, 
et al. J Hosp Infect. 2006; 63:60-64

BD, BD logo and BD AutoShield™ are 
property of Becton, Dickinson and 
Company. ©BD 2012 ANZMED162 (12/11) 
Australia: Becton Dickinson Pty Ltd. 
4 Research Park Drive, Macquarie 
University Research Park, North Ryde, 
NSW 2113. 
New Zealand: Becton Dickinson Ltd. 

 acifi c ise, Mt ellington, uc land  

BD AutoShieldTM Duo 
Safety Pen 
Needle

NEW

Have you ever considered the impact 
an array of di  erent hand ashing 
and skin hygiene products could 
have on clinical practices, and on 
the healthcare professional? Did you 
know that when one handwashing 
and skin hygiene product is used, it 
could strongly infl uence the next

Hand Hygiene Australia 
recommends selected alcohol based 
hand rubs, washes and moisturising 
lotions are chemically compatible 
to minimise skin reactions among 
healthcare workers.1, 2

The use of appropriate hand 
washing and skin compatible 
hygiene products can contribute 
signifi cantly to anti icro ial effi  cacy, 
low hospital acquired infection rates, 
skin health and compliance with 
hand hygiene guidelines. 

Maintaining optimal skin health 
can not only help to prevent the 
damage that can often harbor 
microorganisms, but also overcomes 

the issues of healthcare workers 
having to undertake alternative work 

hen su  ering fro  da aged s in 3

For more information about a 
complete system of compatible 
Hand Hygiene products take a look 
at the 3M™ Australia  Avagard™ 
Hand Hygiene range by calling 
3M Australia on 1300363 878 or 
visit www.3m.com.au.

1. ACSQHC. National Hand Hygiene 
Initiative. Hand Hygiene Australia. 
www.hha.org.au
2. Bush K, Mah MW, Meyers G, Armstrong 
P, Stoesz J, Strople S. Going dotty. A 
practical guide for installing new hand 
hygiene products. American Journal of 
Infection Control 2007; 35:690-693.
3. Larson, E. Skin Hygiene and Infection 

revention  More of the a e or i  erent 
Approaches. Clinical Infectious Diseases 
1999;29:1287-94.

Importance of hand hygiene 
product compatibility



Help make a difference to health policy, share innovative ideas 
and get support on issues that matter to you

 F   OR MORE THAN 
60 years, the AHHA 
has upheld the voice 

of public healthcare. The 
Association supports your access 
to networks of colleagues. It 
provides professional forums 
to stimulate critical thinking. 
It facilitates a collective voice 
across Australia and develops 
innovative ideas for reform.

Network and learn
As a member, you have access to 
regular professional development 
activities and to networking 
opportunities with colleagues 
across Australia through our 
stimulating and innovative events. 
You also receive the Australian 
Health Review, Australia’s 
foremost journal for health policy, 
systems and management (paper 

copy and online), our magazine 
The Health Advocate, up-to-the-
minute news bulletins and other 
professional information. 

AHHA values your 
knowledge and 
experience
Whether you are a student, 
clinician, academic, policy-maker 
or administrator, the AHHA 

For more information:
W: www.ahha.asn.au
E:    admin@ahha.asn.au
T:   02 6162 0780
F:  02 6162 0779
A:   PO Box 78 

Deakin West, ACT 2600

values your skills and expertise. 
The  refl ects your vie s 

and gives them a voice. Your 
ideas will help shape the AHHA’s 
policy positions and our highly 
infl uential advocacy progra

Our focus is on improving 
safety and quality for patients 
and consumers in all healthcare 
settings. To do this we are 
working to achieve better 
service integration; enhanced 
information management 
syste s  effi  cient fi nancing 
models; targeted performance 
measures and benchmarking; 
and a sustaina le and fl exi le 
workforce.

Your knowledge and expertise 
in these areas are valuable and 
you can have direct input to our 
policy development.

As a member, you and your 
organisation play a role in 
reforming the public healthcare 
sector by contributing directly 
to the AHHA’s leading edge 
policies. We develop policies 
that refl ect your vie s  oin our 
think tanks or participate in our 
national seminars or conferences. 
Our voice is authoritative and 
infl uential  t is heard via our 
high-level advocacy program and 
extensive media exposure.

Become an 
AHHA member

ee includes T  valid fro   uly  to  une 

Membership Fees 2011-2012

Institutional / Academic Members (Australian healthcare providers)

Gross Operating Expenditure (x 1,000,000)

Equal to or greater than:            Less than:                Membership

 $0    $10   $1,775

        ,

 $25    $100   $8,285

        ,

        ,

        ,

        ,

        ,

       ,

Student              Australian: $205      Overseas: $275

Personal             ustralian               Overseas  

Associate*              ustralian             Overseas  

*Companies providing products and services to healthcare providers
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2011-2012 Membership 
Applications and Renewals

Australian Healthcare & Hospitals Association

Tax Invoice
PO Box 78 Deakin West ACT 2600  t: +61 2 6162 0780

ABN: 49 008 528 470   f: +61 2 6162 0779

E: admin@ahha.asn.au

    Australian   Overseas

Student*    $205     $275

Personal    $275     $378

Associate    $1103     $1502

  

Institutional        

(See 2011/12 fee scale)

*Documentation required to verify status as a student. All prices for Australian membership include GST and are in Australian dollars.

Member Details
Name              

Position               

Organisation              

Postal address              

Suburb             State       Postcode    

Phone       Email          

Institutional members may specify an IP address:           

eSubscriptions (optional)

 E-Healthcare Brief - The key news and AHHA updates edited by the AHHA team (twice weekly)

 AHHA Events Newsletter  egular notifi cation of upco ing  events including the annual Congress

Payment Details
Amount in AUD$ to be paid by credit card, bank transfer or cheque.

 Cheques should be made payable to Australian Healthcare & Hospitals Association

 Bank Transfer: BSB 062 900 Account 008 00811 AHHA

 Credit Card Payments: (Please note – an additional 3% processing fee applies)

  American Express   Diners

  Mastercard    Visa    Amount       

Cardholder Name             

Card Number                

Expiry           Validation Number            

Authorised Signature               

This membership form becomes a tax invoice upon completion and payment.
Please contact us on admin@ahha.asn.au if you requie further proof of purchase.

Please retain a copy for your records.
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2011-2012 Membership 
Applications and Renewals

2011-2012 Membership 
Applications and Renewals

2011-2012 Membership 

Australian Healthcare & Hospitals Association
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 I N NOVEMBER hundreds of doctors 
formed a coalition to support voluntary 
euthanasia and lobby state governments 

to decri inalise the practice  t as the first 
time an alliance of doctors had formed to 
advocate voluntary euthanasia. 

It was shown that more Australians are now 
covered by private hospital insurance than at 
any other time in the past 35 years. 

Parliament passed world-leading tobacco 
plain packaging legislation, meaning all 
tobacco products sold in Australia will need to 
be in plain packaging from 1 December 2012.

A national survey of nurses’ attitudes found 
they are discontented with their work and work 
conditions, with many intending to leave the 
profession in the next year. 

Mental health research was boosted with $26 
million for research into better mental health 

treatment and improved clinical outcomes. 
A dramatic expansion in access to dental 

services, estimated to cost $9 billion over four 
years, has een proposed in a confidential 
report by the National Advisory Council on 
Dental Health, with priority to be given to 
young people and those on low incomes. 

Tanya Plibersek became Minister for Health 
in mid December. 

Research into early onset dementia and 
e orts to develop treat ent for depression 
and bipolar disorder were given a major boost, 
with UNSW researchers receiving more than 
$18 million.

Mark Butler announced the results of the 
2011 Aged Care Approvals Round worth an 
estimated $368 million a year.

A new report has found the private  
health insurance industry increased its 

premium revenue by $1.25 billion in the  
last financial year.

In late January Premier Anna Bligh released 
a plan to abolish Queensland Health saying 
it is the single ost significant sha e up of 
health in Queensland ever undertaken.

January also saw the launch of Australia’s 
first ational Mental ealth Co ission, 
and on 26 January, our Prue Power became a 
Member of the Order of Australia.

In February Tanya Plibersek announced 
that the AGPN’s proposal to form the 
Medicare Local national body, to be called the 
Australian Medicare Local Network, has been 
accepted by the Government.

In mid-February she called the passage 
of legislation to means-test the private 
health insurance rebate “a historic victory for 
working Australians”. 

At the end of the month she welcomed the 
final report of the ational dvisory Council 
on Dental Health which raises questions and  
points to challenges around delivering a 
publicly funded dental scheme.

Snippets
The last word

What’s been happening since we last met?

“Our Prue Power became a  
Member of the Order of Australia”



For any further information please contact:
Toll Free: 1800 26 05 03   Email: info@saniwaste.com.au   
www.saniwaste.com.au

For any further information please contact:

NEW!
Maceratable & suitable for 

ALL commercial units

Helping you take care 
    of your patients.

Complete range of Body & Surface Wipes 



Australia: Becton Dickinson Pty Ltd, 4 Research Park Drive, Macquarie University Research Park, North Ryde, NSW 2113.

New Zealand: Becton Dickinson Limited, 8 Pacific Rise, Mt Wellington, Auckland. 
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For more information, please contact your BD Account Manager, 
or call our Toll Free numbers 1800 656 100 (Australia) or 0800 572 468 (New Zealand).

Making safety saferSM*

*Versus non-blood control safety IV cannula.

1  Onia R, Eshun-Wilson I, Arce C, et al. Evaluation of a new safety peripheral IV catheter designed to reduce mucocutaneous blood exposure. Curr Med Res Opin. 2011; 27(7) :1339-1346.

We don’t like to see
this either. Which is 
why we designed a
cannula to contain it.

BD INSYTE™ AUTOGUARD™  BC with Blood Control Technology 
is proven to reduce the risk of blood exposure by 95%1
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