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NOMINATIONS are now open for the 2010 HESTA Australian 
Nursing Awards.

A total of $25,000 in prizes across the categories of Nurse of the 
Year, Innovation in Nursing and Graduate Nurse of the Year is 
being provided by major sponsor ME Bank. 

HESTA CEO, Anne-Marie Corboy, is excited to say that more than 
1,400 nurses from around the nation have been nominated since 
the awards began in 2007.

“This is the fourth year of the HESTA Australian Nursing Awards 
and the calibre of the nominations continues to impress,” 
Ms Corboy said.

“The awards shine a light on the skill, inventiveness and courage 
to be found in the nursing profession.”

“They also tap into a community desire to thank individual 
nurses for the extraordinary work they do every day, often 
supporting people experiencing the lowest point in their lives.”

Last year’s award finalists included Melbourne paediatric heart 
transplant coordinator Anne Shipp, Adelaide graduate nurse 
David Copley who developed an Aboriginal mental health 
service, and Northern Territory rehabilitation nurse Kay Stevens 
who become a permanent respite carer for a teenage 
assault victim.

The HESTA Australian Nurse of the Year winner in 2009 was 
Victorian Lyn Olsen, a midwife working to ensure every 
Aboriginal and Torres Strait Islander child in her care begins life 
at the starting line, and not behind it. 

“I believe a nurse’s job is to care. Other professions have to keep 
their distance but people let nurses, especially midwives, into 
their personal space and that’s such a privilege,” Ms Olsen said.

“I walk with patients down the path of their pregnancy. These 
are women who are always looking after everyone else, keeping 
things going, and they need someone to care for them when 
they are having a baby.”

Royal Hobart Hospital nurse Stav McDevitt, who retrained 
as a nurse after many years working in a laboratory, won the 
Graduate Nurse of the Year category. 

Jamie Rutherford from Melbourne Health took out the 
Innovation in Nursing award for slashing dialysis times for 
ABO incompatible transplant patients.

Ms Corboy said this year’s prizes include a $5,000 travel voucher 
and $5,000 education grant for the Nurse of the Year, a $10,000 
research grant for the Innovation in Nursing winner, and a $2,500 
travel voucher and $2,500 education grant for the Graduate 
Nurse of the Year. 

“In the Nurse of the Year category nominations can be made 
by nurses, colleagues, patients and patients’ families. It’s a 
great way for patients to show their gratitude or for peers to 
acknowledge a nurse who makes an extraordinary effort,” 
Ms Corboy said.

“Innovation in Nursing nominees can be teams or individuals, 
and they usually nominate themselves. The prize money is 
directed towards expanding or extending their innovative 
service or program.”

Only Graduate Nurse Coordinators can nominate in the 
Graduate Nurse of the Year category. 

“If you know a remarkable nurse, I urge you to take the time to 
nominate them for this award.  Whether they work in midwifery, 
palliative care, aged care, community nursing or emergency 
care, we want to hear about them,” Ms Corboy said. 

“Our judging panel of trained nurses, academics and industry 
representatives looks forward to learning about another group 
of amazing nurses in 2010.” 

Every nominator receives a certificate to present to the nurse 
they nominate, ensuring that all nurses who are nominated 
know their work is appreciated.

Nominations close on 28 February 2010. The finalists will be 
announced in April and they will be flown to Melbourne for a 
gala awards ceremony at Crown Entertainment Complex on 
Thursday 13 May 2010. 

HESTA has more than 650,000 members and $14 billion in 
assets, and is the fund more people in health and community 
services choose.  

Major sponsor ME Bank is proud to support the event for the 
third consecutive year, according to Head of Corporate Affairs 
Tony Beck. 

“The awards allow ME Bank to formally recognise those who 
excel in the critical and demanding occupation of nursing. 
ME Bank is supportive of the health and community services 
industry and encourages nursing professionals to nominate for 
one of the three awards,” Mr Beck said. 

To make a nomination or to purchase event tickets, simply visit 
www.hestanursingawards.com and complete the online form.

Time to shine 
for Australia’s 
best nurses
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the first issue of The Health Advocate 
was a great read and well received, 
according to the feedback we’ve had. it is  

a new era in which you get the opportunity to read 
about and contribute to major health issues across 
the country and internationally. 

It’s the first time we’ve had a national magazine 
dedicated to the public healthcare system.  
i would strongly encourage you to get involved 
by sending contributions and letters to our office 
for publication. Alternatively, you can let us know 
what you want to read about.

The first issue was released to coincide with our 
annual Congress held in hobart in October, which 
was a very successful event with a high-level of 
engagement from participants. federal health and 
Ageing Minister Nicola roxon took the opportunity 
of opening the Congress to consult with more than 
300 delegates on key recommendations being 
considered from the National health and hospitals 
reform Commission.

two proposals are of critical importance to the 
public healthcare sector, and were raised during 
the consultation. The first is to shift funding 
responsibility for outpatient services to the 
Commonwealth, risking further fragmentation of 
the system when states have been working hard 
to integrate more effectively. The second is the 
recommendation that hospital funding from the 
Commonwealth should be based on “efficient 
cost”, an idea that requires a lot of sophisticated 
analysis and modelling to get right and ensure 
public hospitals are not left with a bill they cannot 
possibly pay. A transcript of Minister roxon’s 
speech is available to download from the AhhA 
website – www.aushealthcare.com.au – as are 
all available presentations from the three days. 
highlights and photos from the Congress can be 
found on page 17.

During the Congress we also held our National 
Council meeting and the AGM. We are pleased to 
welcome new council members from tasmania, 

Queensland, Victoria and the Northern territory, 
as well as a new Associate member representative. 
You can meet the new members on page 44 and 
a full Council listing is inside the front cover. i 
would like to thank the AhhA Council for their 
contributions throughout 2009 and look forward 
to working with them in 2010.

While in tasmania, we also took great delight 
 in awarding prestigious awards of the Association 
to two outstanding health leaders. the 2009 
sidney sax Medal was conferred on Professor 
stephen Leeder for his unending work to improve 
public health systems and clinical education.  
Many of you will know the work of Professor 
Leeder and i am sure will agree that he is a  
most deserving recipient of the prestigious  
sax Medal.

Our second accolade was for lifetime 
membership of the AhhA, an honour rarely 
bestowed in our 62-year history. The certificate 
was presented by Nicola roxon to Professor John 
Deeble, a great contributor, friend and mentor 
to the AhhA and its members and associates. 
Professor Deeble is a beacon of light for the public 
healthcare sector and co-creator of the health 
system we all enjoy today. You can read more 
about these two awards in our news section.

The next issue of the magazine comes out in 
April, so please think about spending some of your 
time between now and then writing for The Health 
Advocate. Our policy program is about to enter a 
new phase that will further develop practical ideas 
into implementation plans in collaboration with 
our members and partners. Your feedback and 
participation is essential, so please contact the 
AHHA head office if you are interested in taking 
these next crucial steps with us.

i would like to wish all readers and members a safe 
and relaxed break. i look forward to 2010 and the 
many remarkable developments it will hold. there is 
the very real prospect that, this time next year, we will 
be working in a completely different environment!

Dr DaviD Panter 

President of the 

Australian Healthcare 

and Hospitals 

Association

With a recent successful annual Congress, National 
Council meeting and AGM, we finish a busy year 
on an optimistic note, looking forward to 2010…
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Progress on dental 
like pulling teeth

THe AHHA has been 
waging a campaign on 
oral and dental care. 

When the Federal Government’s 
plans for a Commonwealth 
Dental Health Program 
(CDHP) were delayed by 
disagreement with the Senate 
in June 2008, the AHHA began 
work on finding a pathway to 
resolution. The Government 
wanted to close the existing 
Medicare Chronic Disease 
Dental Program in order to 
fund the CDHP. Then and now, 
the opposition and all minor 
parties object to the closure of 
the Medicare program, though 
they recognise the need to 
adjust its specifications in order 
to implement the CDHP and 
operate as cost effectively as 
possible while delivering the 
same clinical outcomes for 
patients.

The AHHA was the only body 
to develop a solution to the 
impasse that would see both 

the CDHP and Medicare Chronic 
Disease Dental Program 
implemented side-by-side. 
You may think this would 
cost too much, however the 
Medicare scheme has been 
spiralling out of control with 
many procedures costing large 
sums of money. A significant 
number of the treatments 
provide marginal benefit when 
an alternative treatment would 
be just as clinically effective 
yet a fraction of the price. For 
example, the AHHA has heard 
of cases where crowns have 
been fitted over teeth with 
underlying disease that has 
not been treated. Some of 
those patients end up back in 
the public sector requiring the 
treatment that should have 
been provided in the first place.

By implementing both 
schemes as complementary 
programs, the Government 
could have saved the money 
it has now over-spent on the 

expensive Medicare scheme, 
which is only treating people 
with chronic conditions, not 
the low-income earners and 
pensioners who also desperately 
need care. The public sector 
is often the only place these 
people can get treatment, as 
the costs of private dentistry are 
beyond their means – even with 
the Medicare subsidy for those 
with chronic conditions.

Rather than sitting back 
waiting for politics to find a way, 
we tapped into our membership 
to undertake detailed modelling 
of dental statistics and 
Medicare usage data. While the 
AHHA has been negotiating 
with the Government and 
cross-bench Senators, there 
is still no resolution. The 
recommendation from the 
National Health & Hospitals 
Reform Commission for a 
Denticare scheme has further 
delayed the delivery of 
additional services to those 

who need the care most. The 
AHHA has put forward its 
solution as a bridge to a scheme 
such as Denticare, indicating it 
is a perfect example of staged 
implementation that will test all 
the elements of the proposed 
program.

We have the support of 
a range of organisations, 
including COTA Over 50s, 
Health Issues Centre, National 
Rural Health Alliance and The 
Wayside Chapel in Sydney.

Siobhain Ryan reported on 
these important developments 
and related issues in The 
Australian on 26 September 
2009, including examples of 
people who have had to file or 
remove their own teeth due to 
delays in receiving treatment 
(see Time Wasted, page 9). 

If you would like more 
information on the campaign 
or have a story to contribute, 
please contact the AHHA at 
admin@aushealthcare.com.au.

➧

Media 
coverage 

and issues 
of interest 

to the 
AHHA

AHHA media releases are 
available  on our website at  
www.aushealthcare.com.au

In the
news



AheAd of the 2007 
federal election, 
Kevin Rudd promised 
$290 million for a 

replacement scheme for the 
Medicare Chronic Disease 
Dental Program. But he made 
the commitment contingent 
on saving an even greater 
amount by ending Medicare 
rebates for private dental 
services for the chronically 
ill, a trade-off rejected by 
the Senate twice last year. 
A spokeswoman for Federal 
Health Minister Nicola 
Roxon acknowledges 
“access to dental 
services is a problem”. 

She says the 
Government is offering 
teenagers free dental 
check-ups, and blames 
the opposition for 

blocking the roll-out of a 
million extra services under 
the Commonwealth Dental 
Health Program.

But Prue Power, Executive 
Director of the AHHA, says 
the sector has lost patience 
with the buck-passing over 
the election pledge. More 
than a year has passed since 
the Senate defeat, but the 
matter has yet to return to 
parliament for negotiation.

“It is not acceptable 
for low income earners 
and pensioners to 

continue to miss out 
due to the inflexibility 
of the Government 
and the Senate to 
reach agreement on 
implementing the best 
solution possible,”  
Prue says.

Martin Dooland, Executive 
Director of the SA Dental 
Service, says taxpayers will 
save money if the promised 
funding is put towards public 
dental checks to prevent 
decay and reduce emergency 
presentations.

“It’s just negligence that 
has led to this major health 
problem for lower income 
earners,” he says. “It’s so 
inefficient and such an awful 
way of providing healthcare.”

Prue says the needy cannot 
afford to wait the years it will 
take to introduce Denticare, as 
recommended by the National 
Health and Hospitals Reform 
Commission, regardless of the 
scheme’s merits. 

– Extract from article by 
Siobhain Ryan, The Australian, 
26 September 2009

➧
Time wasted…

The Sidney 
Sax Medal 
2009

every yeAr the AhhA 
awards the Sidney Sax 
Medal to a person active 
in and committed to the 

improvement of health service 
administration, policy, research 
and delivery. It is named after a 
remarkable man, dr Sidney Sax, 
who contributed greatly to the 
Australian health system. 

This year, the Sidney Sax Medal 
was awarded to Professor Stephen 
Leeder. Stephen is well known for 
his remarkable achievements and 
commitment to equity since he 
qualified in medical science in 1962 
and as a medical doctor in 1966.

Stephen has played a pivotal role 
in developing collaborative clinical 
education models, community 
medicine and advocacy, and in 
establishing various organisations 
such as the Public health 
Association of Australia and the 
Australasian epidemiological 
Association. he has written and 
spoken widely on a range of related 
issues and continues to comment 
across all media on access and 
equity problems in healthcare.

Upon receiving the award, 
Stephen told us that as he has got 
older, he may have lost his sex 
appeal but at least he’s gained some 
Sax appeal! The AhhA is proud to 
add Professor Stephen Leeder to the 
luminous company of Sidney Sax 
Medallists.

➧

>
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A new sTudy reported 
in the November 2009 issue 
of Australian Health Review 
has found that depression 

and anxiety are key factors that 
can predict hospital utilisation 
for people with chronic heart 
failure. This paper won the 2009 
Australian Health Review student 
award in the undergraduate 
category.

“The high incidence of chronic 
heart failure (CHF) is expected 
to increase exponentially over 
the next few decades as a 
result of the ageing population 
and technological advances in 
medicine that prolong life,” says 
lead author Roslyn C Jenner 
from the School of Psychology 
and Counselling, Queensland 
University of Technology. “Not 
only does CHF impact upon 
quality of life, but it brings with it 
a burden on healthcare resources, 

particularly in relation to 
expensive hospital re-admissions. 
Emerging literature has suggested 
that psychological factors may 
be significantly related to health, 
mortality and hospital usage in the 
CHF population. 

“We examined the predictive 
ability of depression, anger 
and anxiety on the course of 
CHF patients as assessed by 
the number of re-admissions to 
hospital and the number of days 
hospitalised over one year after 
controlling for illness severity. The 
results revealed that depression 
was predictive of the number of 
re-admissions to hospital, but 
contrary to the hypotheses, anger 
was predictive of length of stay 
whereas depression was not. 
Anxiety was not found to predict 
the number of re-admissions 
to hospital or length of stay in 
hospital,” says Roslyn.

Time for nurse 
practitioners to 
relieve the burden

AusTrAliA is failing 
to make best use of 
nurse practitioners 

(nPs) within our health 
system. The study reported 
in the november 2009 
Australian Health Review 
found that nearly a third 
of survey respondents are 
waiting for approval to 
prescribe medication and 
over 70 per cent stated 
that lack of Medicare 
provider numbers and lack 
of authority to prescribe 
through the Pharmaceutical 
Benefits Scheme was 
extremely limiting to their 
practice.

“This survey is the only 
census profiling the nurse 
practitioner workforce since 
the first Australian nurse 
practitioner was authorised 
in new south wales in 2000,” 
says study leader Professor 
Anne Gardner from the 

school of nursing, Midwifery 
and nutrition, James Cook 
university. 

“The findings reveal that 
we are under-utilising this 
highly experienced sector 
of the Australian health 
workforce, largely as a result 
of the inability of many nPs 
to prescribe medications. 
we also found that less 
than three-quarters of 
respondents were employed 
as nurse practitioners. 
This compares poorly with 
average overall registered 
nurse employment rates 
of 86.3 per cent. Given the 
high level of educational 
preparation and clinical 
expertise manifest in 
nurse practitioners, 
underemployment in 
this highly skilled sector 
represents a waste of 
valuable human resources,” 
Professor Gardner says.

➧

➧

Have your say…
We’d like to hear your opinion on these 
or any other healthcare issues. Write to 
us at admin@aushealthcare.com.au or 
PO Box 78, Deakin West, ACT, 2600In the

news

Research from the AHR
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AnoTHer sTudy 
from the November 
2009 issue of Australian 
Health Review warns 

that global warming poses 
a significant health threat 
to Australia and urges 
governments to focus on 
strategies to reduce this risk. 

“Recent studies into global 
warming have forecast an 
increase in heat wave patterns, 

droughts and inclement 
weather cycles in many regions 
of the world. In Australia, 
future climate change will 
mainly manifest in accelerated 
greenhouse effect and some 
experts predict that Australia’s 
climate will become hotter and 
drier by 2070. These changes 
are likely to have a range of 
adverse health consequences 
on the Australian population,” 

says study leader, Dr Arthur 
Saniotis, a Visiting Research 
Fellow at the School of 
Population Health and Clinical 
Practice, University of Adelaide.

“For example, incremental 
heat temperatures may give 
rise to vector-borne infections 
and increase the likelihood of 
food pathogens and water-
borne diseases. Climate change 
may influence both dengue 

and malaria vectors which 
already occur in Australia. 
Climate models indicate that 
the malaria vector zone may 
travel southwards to regional 
zones such as Bundaberg and 
Rockhampton in Queensland. 
Risk of dengue infection may 
threaten between 750,000 and 
1.6 million Australians living in 
northern parts of Australia by 
2050,” Dr Saniotis says.

Time for nurse 
practitioners to 
relieve the burden

Climate change will alter disease patterns

➧

Professor JoHn deeble has 
been awarded Honorary Life 
Membership of the AHHA, a rare 
honour last bestowed in 1991. 

The contributions John has made to 
the Association in support of the public 
healthcare system are unparalleled. during 
the Whitlam government he and dick 
scotton created Medibank – the precursor 
to Medicare – thus establishing the 
universal access to healthcare that most 
Australians now enjoy.

Without John deeble, Australia might 
today be in the same boat as the united 
States, with people struggling to afford 

even basic healthcare. Medicare and public 
hospitals are hallmarks of the Australian 
health system that relate directly to the 
principles of decency and a fair go. John 
reminds us that there are often ideas 
and policy decisions that threaten to 
undermine the system. This should concern 
everyone who wants to ensure the best 
healthcare for all Australians.

Governments at all levels continue to 
draw on John’s knowledge, understanding 
and expertise. As a ‘retiring health 
economist’, his insights should inspire the 
next generation of health leaders, and 
ideally prompt some to pursue a deeper 
understanding of health economics.

The Chalmers oration, delivered by John 
at flinders university in July was published 
by the AHHA and received coverage in The 
Sydney Morning Herald. The AHHA is proud 
to have John as a lifetime member.

Honorary Life 
Membership of 
the AHHA

➧
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AHHA events 
provide the 
opportunity to 
openly discuss 
the big issues

our biggest 
event of the year 
was the 2009 
Congress co-hosted 

with the Australian institute of 
Health Policy studies in Hobart, 
tasmania. see page 17 for a 
report on all the plenary sessions, 
plus photos. the day before the 
congress we held four workshops. 
Although they are stand-alone 
events, many people stayed on for 
the congress. Keep reading to find 
out about the workshops. 

Multi-
purpose 
services

Lyndon seys from Alpine 
Health in Victoria has 
led joint policy work 

undertaken by the AHHA and the 
ACHse on rural multi-purpose 
services (MPs). read about it in 
issue one of The Health Advocate.

the workshop, facilitated 

by susan benedyka, helped to 
confirm the rigour of many of 
the recommendations put 
forward by the policy group 
and to add further issues 
for consideration. two 
key actions to take 
forward will be a 
national evaluation 
of the program, 
followed by plans 
to expand it further 
with a commitment to 
national standards.

Events &
meetings

National 
reviews

Key MeMbers 
of the national 
reviews undertaken 

in 2009 gathered to discuss 
coordinated action. tony 
Hobbs joined us from the 
external reference group 
for the Primary Health Care 
strategy; rob Knowles shared 
his perspectives on the National 
Health and Hospitals reform 
Commission; Mike Daube gave 
an overview of the Preventive 
Health taskforce; and 
rosemary bryant outlined the 
government response to the 
review of Maternity services.

each report was also 
discussed and coordinated 
priorities for reform identifed. 

➧

Performance 
measurement  
in Australia

KAtHy eAgAr presented a 
detailed practical workshop on the 
principles underpinning benchmarking 

and performance monitoring in clinical settings. she 
highlighted that data need to be functional for a number of purposes, 
including funding or acquittal reporting, communicating with patients, 
across professions and organisations and to form the basis of local 
population health planning. Participants engaged in some practical 
examples of data collection for ongoing quality improvement.

A UK perspective on 
safety and quality

DAViD DeAN of the Health roundtable facilitated a session with 
two of our congress keynote speakers, stephen ramsden and Julie 
Wells from the Luton and Dunstable Hospital NHs Foundation 
trust. stephen and Julie ran through the use of benchmarking and 

target setting in their hospital that focuses on patient 
safety, the principle of ‘do no harm’ and 

standardised practice.
the hospital has made a 
remarkable turnaround in clinical 

practice and outcomes across 
four key areas: critical care, 
perioperative care, early 
recognition of deteriorating 
patients and high-risk 
medications. stephen and 
Julie shared insights about 

the leadership issues and 
the challenges likely to be 

experienced in applying such a 
model in Australia.

➧
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Tasmania 
leading reform

for almost 50 years tasmanian 
governments of all persuasions have tried 
to reform the state’s healthcare system in 

the face of challenges posed by a small population 
spread comparatively evenly over a large area, with 
all of the “diseconomies of scale” this creates. 

there have been many visions and reports. at 
times tough decisions have been made by one 
government only to be overturned by its successor. 
one thing we have done consistently is fail to plan 
healthcare as an integrated system – across acute 
and primary care, and across the state as a whole. 

By 2006 there was widespread recognition 
that a perfect storm was brewing. Demographic, 
technological, chronic disease, workforce and 
inflationary pressures were combining to push 
tasmania’s healthcare system to the brink.  

Tasmania’s health plan

In may 2007, the state Government released 
tasmania’s Health Plan, a blueprint for the most 
far-reaching reform of tasmania’s health services 
ever undertaken. 

the plan aims to provide integrated services as 
close as possible to where people live so long as 
those services can be delivered safely, effectively 
and at an acceptable cost. a major focus is helping 
people to take responsibility for their own health, 
keeping them well in the community and out of  
our hospitals in the first place. 

actions from the plan have been many and varied 
– ranging from the proposed changes at the mersey 
Hospital, which led to intervention by the Howard 
Government, to the establishment of clinical 
networks, and from the planning of integrated 
care centres to increased funding for anti-smoking 
campaigns. We are also investing in information 
technologies that will see more care provided in 
the homes of patients, boosted by the fact that 

Tasmania is the first state to begin rolling out the 
National Broadband Network.

National health reform 

the questions we asked of ourselves in tasmania 
in 2007 are now being posed at a national level. I 
find the most exciting element of this is the Rudd 
Government’s willingness to encourage and engage 
in radical debate about reform. the NHHrC report 
is a good starting point for this discussion. 

the tasmanian Government is open to discussion 
about a federal takeover of the health system. But 
if the Federal Government is to take responsibility 
in both a funding and policy-setting sense, I believe 
the only way to end the blame game is for it to also 
take responsibility and accountability for running 
the system. states should not be left running 
hospitals, for example, if they have no role in 
deciding the funding and policies under which  
those hospitals operate. 

the test for any change should be whether 
it will lead to improved services and outcomes 
for patients. If it does, we should not put state 
rights above the interests of patients. I believe 
the debate should also be about much more than 
where the line between Commonwealth and 
state responsibility should be redrawn. 

From tasmania’s perspective, many of the 
recommendations of the Commissions’ report 
are similar to the directions of our Health Plan. 
In particular, in areas such as the increased 
emphasis on prevention and improved service 
integration between hospitals and community-
based services. We must seize this opportunity to 
achieve real national reform that ends the blame 
game, that sees better outcomes for patients in 
early intervention and primary care, that reduces 
gaps in the system, and that clears blockages 
between primary, acute and aged care.

LARA GIDDINGS MP 

Minister for Health 

and Human Services, 

Tasmania

Putting the needs of patients first
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it is now four years since the Queensland 
Government committed to a raft of changes 
to the Queensland health system. the Health 

Action Plan, released in october 2005, included 
initiatives to address the immediate challenges 
facing the health system and to implement longer 
term changes to systems and structures. 

Key achievements have included the recruitment 
of more than 12,000 additional clinical staff in the 
four years to June 2009 and further initiatives to 
improve the recruitment, retention and training of 
our staff. 

the Centre for Healthcare improvement was 
established to lead the development of a new 
culture for Queensland Health by implementing 
initiatives to improve patient safety, foster 
improvements to organisational culture and 
leadership and enhance clinical skills and 
performance. Community confidence in the 
health system has been enhanced by an ongoing 
commitment to quality surveillance processes, 
clinical governance systems and clinician education.

Queensland Health has continued to review 
our systems and structures to respond to current 
and future challenges in providing health care 
to Queenslanders. these include the increasing 
prevalence of chronic disease and predominantly 
preventable illnesses requiring lifelong medical 
care, the ageing population, increased community 
expectations for health services and the changing 
health workforce.

the Queensland Government has committed to 
long-term targets to tackle some of these challenges 
through toward Q2: tomorrow’s Queensland and 
is driving action across Government. Queensland 
Health is leading initiatives to meet the 2020 
ambition of ‘Making Queenslanders Australia’s 
Healthiest People’ by aiming to reduce by one-third 
obesity, smoking, heavy drinking and unsafe sun 
exposure and achieving the shortest public hospital 
waiting times in Australia.

Meeting the health care needs of Australia’s 

fastest growing and most dispersed population has 
required us to develop different approaches to the 
delivery of services in metropolitan, regional and 
rural centres. 

while south East Queensland remains the driver 
of the state’s population growth, several regional 
areas are also growing strongly. to meet the future 
demand for health services we have invested in 
Australia’s largest health infrastructure program 
including new and upgraded health facilities on the 
Gold and sunshine Coasts and in Cairns, townsville, 
Mackay and Mount isa. the new Queensland 
Children’s Hospital will deliver excellence in 
paediatric health services.

Queensland Health continues to expand the 
application of telehealth and teleradiology to 
provide rural and remote communities better 
access to specialist services and follow-up care. 
the increasing demand for health services and the 
changing health workforce have necessitated the 
development of enhanced practice roles including 
nurse practitioners and rural generalist pathways. 
Queensland Health has been at the forefront in 
supporting the take up of these roles as an integral 
part of our future health workforce. this year we will 
also conduct a trial of physician assistants.

we continue to ensure that the provision of 
quality health care services is supported by robust 
governance frameworks. A major organisational 
restructure was undertaken in late 2008 with an 
increased focus on performance, accountability, 
openness and transparency. the Performance 
and Accountability Division has a lead in ensuring 
that performance agreements are aligned with 
organisational objectives. 

the current national agenda presents unique 
opportunities to shape the health system for the 
future and we are committed to partnerships 
between all levels of government, non-government 
organisations, consumers and the private sector 
to develop innovative solutions for the healthcare 
needs of Queenslanders.

MICK REID 

Director-General, 

Queensland Health

Mick Reid tells us how Queensland is responding 
to the changing health environment
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 Two days of stimulating discussions in October left delegates 
with a clearer understanding of the issues facing our nation’s 

healthcare systems.

AHHAAHHA
The 2009

>

AHHA
Congress



>

In depth

Professor Sohail 
Inayatullah   
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hobart, Australia’s most 
southerly city, played host 
to the joint Australian 
Healthcare and Hospitals 
Association and Australian 

Institute of Health Policy Studies 2009 
Congress. While the calendar told us it was 
spring, the biting winds and snow on Mt 
Wellington spoke of winter. However, the 
weather did not deter the delegates, who were 
treated to two days of engaging, thought-
provoking speakers, all there to contribute to 
the Congress theme, Shaping Up in Health: 
How does Australia become the world’s best? 

The Congress began with an address from 
and consultation with the Federal Minister for 
Health and Ageing, the Hon Nicola Roxon MP. 
The key points raised in Ms Roxon’s opening 
were that the health system across Australia is 
generally not in bad shape, despite being under 
pressure. However, there are real challenges 
facing the system, not least the prospect of 
an ageing population and the great demands 
that this will inevitably place on the system. 
The Minister also spoke of the need to close 
the gap between the health of Indigenous and 
non-Indigenous Australians and to improve 
communication between the diff erent parts 
of the health system. Increasing the focus on 
prevention, rather than the treatment of illness 
and disease, should also be a priority. Overall, 
the clear message was that there is signifi cant 
change on the horizon.

As well as sharing with delegates some 

of the Government’s plans for funding for 
hospitals, the Minister also spoke of current 
national consultation progress, which has seen 
both the Prime Minister and Minister visiting 
communities across the country. These visits 
are helping the Government to determine 
which of the NHHRC’s recommendations they 
will take forward, but some things are already 
clear, such as the likely demise of the current 
funding model, whereby the Commonwealth 

simply hands over block funding to health 
services without suffi  cient idea of how the 
money is spent. The reform directions are the 
subject of COAG meetings in December and 
early in the new year with a view to laying the 
foundations for implementation.

The Minister also took questions from 
delegates, who not unexpectedly raised a 
number of interesting points across a range of 
areas relating to our public healthcare system. 
These included queries on the mechanisms for 
equity and access, quality control in hospitals, 
and the need to address the problem of too 
much focus on specialisation rather than 
generalism in clinical training. 

With such a highly engaged audience, it 
was inevitable that with the Minister’s busy 
timetable only a handful of those wishing to 
ask a question had the opportunity to do so, 
but the Minister did remind delegates that they 
could make suggestions and contribute further 
to the reform process at www.yourhealth.gov.au. 
You can also contact the AHHA to fi nd out how 
to get involved.

Facing the future

The second session of day one was The Ron 
Tindale Oration, presented by Professor 
Sohail Inayatullah, who discussed some of 
the alternative futures for the Australian 
healthcare system and looked at what will ”prevention, rather than the treatment of illness prevention, rather than the treatment of illness 
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The AHHA’s Dr David 
Panter and Federal 
Minister for Health and 
Ageing, the Hon Nicola 
Roxon MP

Ms Julie Wells of 
Luton and Dunstable 
Hospital NHS 
Foundation Trust   
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make a high-performing system in the 
21st century. Professor Inayatullah invited 
delegates to think about how such variables 
as a focus on prevention, technological 
advances, inequality and control of individuals 
by the state might infl uence the kind of 
healthcare system we develop. At diff erent 
points in the presentation he also encouraged 
delegates to think about how their attitudes 
can contribute to the way the healthcare 
system might evolve. 

Professor Inayatullah presented four 
clear alternatives for the future of Australian 
healthcare. The fi rst he described as the 
business-as-usual model, in which hospitals 

remain heavily hierarchical and prevention is 
not a focus. The second is a model that focuses 
very much on prevention, encouraging the 
community to be knowledgeable of risk factors 
through health literacy, resulting in empowered 
patients. The third model is also more focused 
on prevention, but achieves this through 
tighter controls imposed by the state, while 
the fi nal alternative is a model that produces 
greater inequity, by introducing technological 
advances into the system, but only for those 
who can aff ord them. You can fi nd an article by 
Professor Inayatullah on page 24.

In light of the Minister’s opening address on 
the subject of health reform, the fi rst part of 
the congress was very clear in its message that 
change is on its way.

Managing change

Dr Lee Chien Earn’s presentation followed 
and again, delegates were given another 
perspective on change, this time in the form 
of a thorough review of how Singapore’s 
health system has worked to improve and 
sustain quality in healthcare. Dr Lee is the 
Director of the Healthcare Performance Group 
in Singapore’s Ministry of Health (MOH) and 
his current portfolio includes Healthcare 
Standards and Quality Improvement. As such, 
he was well placed to provide very detailed 
information to delegates on exactly how 
Singapore’s MOH has worked to measure 
its health outcomes and help improve them 
where necessary.

Tasmania’s Minister for 
Health and Human Services, 
the Hon Lara Giddings MP
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Patient safety
Thursday afternoon’s plenary session was 
presented by keynote speakers Mr Stephen 
Ramsden and Ms Julie Wells, both of the UK’s 
Luton and Dunstable Hospital NHS Foundation 
Trust. Mr Ramsden is the Chief Executive of the 
Trust and Ms Wells is currently its Director of 
Service Development. 

Their address focussed on their work in 
promoting patient safety, not by imposing 
more regulations but instead by restoring in 
clinicians – and introducing to non-clinicians 
– the concept of “do no harm”. Mr Ramsden 
spoke of his responsibility to be accountable 

for the safety of the hospital’s patients and 
together, he and Ms Wells discussed the 

UK’s Patient Safety First campaign, which 
promotes the aim of no avoidable death and 
no avoidable harm to patients. The campaign is 
led by clinicians and managers from across the 
country and is very much about empowering 
staff , rather than imposing strict regulations. 
Because signing up to the campaign is 
voluntary, participation provides staff  with the 
opportunity to take part in something that is 
seen as “for the service, by the service”. 

Tasmania and reform

Friday morning began with an address from 
Tasmania’s Minister for Health and Human 
Services, the Hon Lara Giddings MP. Speaking 
on the subject of the reforms being considered 
for Australia’s healthcare system she spoke 
of the need for strong participation in the 
debates surrounding the subject. Ms Giddings 
made the point that we must not sit back and 
wait for the Federal Government to tell the 
States what to do, but instead ensure that 
the necessary discussions take place. She 
also spoke of the rare opportunity we have to 
restructure the system and of the necessity 
to ensure that whatever the result, it provides 
the best outcome for patients. You can read 
about Tasmania’s views and progress on health 
reform on page 13.

Culture of health services
Professor Pieter Degeling was the fi nal keynote 
speaker, exploring the subject of improving 
cultures in health services. His very thorough 
presentation emphasised that it is vitally 
important to consider the organisational culture 
of a hospital when change is sought. Drawing 
upon a number of case studies, Professor 
Degeling demonstrated how much damage can 
be done if the subject is ignored. 

Summing up

The fi nal plenary of the congress was a panel 
debate, facilitated by Professor Stephen Leeder, 
in which the panellists were invited to discuss 

three achievable steps to become the best 
–  and whether we have consensus. This fi nal 
session will have left delegates in no doubt 
that our healthcare system is facing a period of 
intense change and, hopefully, also with a better 
understanding of the challenges that will shape 
that change. 

You can now mark the dates for the AHHA-
AIHPS 2010 Congress that will be as exciting and 
thought provoking as this one. Put September 
22 to 24, 2010 in your diary now. It will be held in 
beautiful Adelaide.  
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Damp skies and chilly 
temperatures didn’t prevent 
delegates from enjoying the 

HESTA Floating Cocktail Party. Cocktails 
were served on board the Marana as it 
made its way from Brooke Street Pier to 
the dinner venue, Moorilla Winery. 

The dinner was an opportunity to 
relax with colleagues, make new friends 
from around Australia and also to hear 
from the Chief Executive of World Vision 
Australia, the Reverend Tim Costello.

Rev Costello spoke about the issues 
facing the Australian healthcare system 
amid broader, global concerns. His 
entertaining and thought-provoking 
speech touched upon such subjects 
as cultural interpretations of justice, 
the need for equity of access, and the 
need for greater understanding of 
how local events can have far-reaching 
consequences in today’s global society.

HESTA Cocktail 
Party and 
Conference Dinner
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Safety and 
quality 
initiativesPROF CHRIS BAGGOLEY

Chief Executive of the 

Australian Commission 

on Safety and Quality in 

Health Care

tHE AUSTRALIAN 
Commission on Safety and 
Quality in Health Care leads 

and coordinates improvements in 
the safety and quality of healthcare 
in Australia.

Its work program is focused 
on the Australian Charter of 
Healthcare Rights, a new model of 
safety and quality accreditation, 
clinical handover, open disclosure, 
medication safety, patient 
identifi cation, information strategy 
and healthcare associated infection. 
In addition, the Commission 
provides strategic advice to 
ministers and advocates for safety 
and quality in health services.

Also included in the 2009-2010 
program is new work on recognising 
and responding to the deteriorating 
patient, credentialling and falls 
prevention.

To gain improvements in these 
areas the Commission works with 
the public hospital, private hospital 
and primary care sectors through 
its Inter-Jurisdictional Committee, 
Private Hospital Sector Committee 
and Primary Care Committee.

The Commission also seeks to 
ensure it works optimally with 
healthcare consumers, professional 
organisations and safety and quality 
organisations. It has more than 20 
working groups and advisory groups 

which provide essential content 
advice to Commission projects. 

Australian health ministers 
endorsed a number of Commission 
initiatives in 2008 including:
• The implementation of the 

National Open Disclosure 
Standard

• Recommendations for 
implementing reform 
of safety and quality 
accreditation of healthcare 
facilities

• The Australian Charter of 
Healthcare Rights as the pre-
eminent charter for Australia 
in all healthcare settings 

• The implementation of a 
National Patient Wristband 
Standard across Australia

• The implementation of 
a Paediatric National 
Inpatient Medication 
Chart for children in all 
Australian Hospitals

• Standardising terminology, 
abbreviations and symbols 
for use in hospital prescribing 
for Australia-wide adoption

• Healthcare associated 
infection surveillance in all 
hospitals

• Staphylococcus aureus blood 
stream infections monitoring 
and reporting in all hospitals

• Clostridium diffi  cile 

monitoring and reporting in 
all hospitals; and

• The National Hand Hygiene 
Initiative including measures 
of hand-hygiene compliance 
and outcomes.

In addition to this work, health 
ministers gave the Commission 
the task of developing a National 
Safety and Quality Framework. 
A proposed framework was 
developed in consultation with 

consumers, clinicians, and health 
service managers. Feedback on 
this framework is being examined 
to prioritise the strategies listed 
and to make recommendations 
for future action to improve the 
safety and quality of healthcare in 
Australia.

In 2009-2010 the Commission is 
focussing on:
• Updating the Infection 

Control Guidelines
• Developing further 

healthcare associated 
infection surveillance 
measures

• Developing 
recommendations for 
national antimicrobial use 
and resistance surveillance

• Developing a national safety 
and quality indicator set

• Reporting on existing data 
sets to support safety and 
quality

• Recommending a recall/ 
register system for implanted 
medical devices

• Developing Operating and 
Technical Standards for 
Australian Clinical Quality 
Registries

• Updating the Falls 
Prevention Guidelines

• Developing national 
recommendations for 
labelling parenteral 
medicines, lines and fl uids.

For more information on the 
Australian Commission on Safety 
and Quality in Health Care or the 
proposed National Safety and 
Quality Framework visit www.
safetyandquality.gov.au.

Chris Baggoley tells us what the 
Commission has been working on

Brie� ng: safety and quality
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tHE HEALTH SYSTEM in the 
short-term (three to fi ve years) 
and medium-term (six to 12 years) 
is likely to experience higher 
demand as the population ages. 

With more expensive medical technology 
available to prolong life we can expect costs to 
continue increasing. Justifi ed wage demands 
by nurses and allied health workers are likely 
to also increase the overall costs to the health 
system. Citizen demands are not just in the 
area of expensive new medical technologies, 
but in a rethinking of the hospital itself, making 
it far greener, smarter and patient friendly. 

As health continues to take up a higher 
percentage of GDP throughout the world, cost 
containment pressures are likely to increase, 
even as an ageing population changes the 

inter-generational electoral balance. But where 
can cost savings come from?

Reducing costs

The most likely way to reduce costs is to 
enhance the prevention health model – create 
a healthier society so the pressures on the 
health system, particularly the hospital 
system, are reduced. The alternative is to 
discount the future and dramatically limit 
access via rationing (all wait) or adopt the 
inequity model (rich get in fi rst, others wait). 
Prevention as a new health world view stems 
partly from sage advice of the past – a stitch 
in time saves nine, an apple a day keeps the 
doctor away, wash your hands, and look both 
ways before crossing the street – and from 
public health pressures that understand that 
reckless individual behaviour leads to overall 
cost increases for all. Prevention does work: 
in Australia anti-smoking public education 

and legislation has prevented more than 
17,000 premature deaths; and the $176 

million that Australian governments 
have invested in tobacco control 

in the past three  decades 
has delivered $8.6 billion in 

economic returns.
However, resistance to the 

preventive society remains, 
largely as the inner story 
of health is based on an 
earlier, more paternalistic 
era. In one workshop at the 

Sunshine Coast in Australia on 
'Creating Health Partnerships', 

the common meme was, “Why 

should I take care of my health? Joh said she’ll 
be right.” Joh in this case was the former 
Premier of Queensland, Joh Bjelke-Petersen. 
This was the feudal patriarch telling citizens 
to trust in him and his model of growth, and 
everything would turn out fi ne. However as 
citizens queue for knee replacements and 
physicians tell them that they need to lose 30 
kilograms for more than temporary relief, it 
is clear that “she won’t be right.” Globally, for 
many, the story is that of passive acceptance 
not active foresight. Major changes are needed 
now or the future will be bleak. The old story 
has hit the wall of the new realities. We need a 
new story. And a new health system based on 
this story.

The problem has been the simultaneous 
(in many parts of the world) realisation of a 
historical Utopia – food abundance – with 
high degrees of inequity. Families with high 
work pressures tend to reduce stress through 
high consumption of fatty foods. Indeed, 
social researchers have discovered a direct 
correlation between wealth and fatness. 
Poorer areas do not have access to fresh fruit 
and vegetables and are inundated by fast food 
outlets. This means fatty food, along with 
cigarettes washed down with beer, topped 
with watching television/web browsing and 
then no time for inner or outer exercise. Higher 
work pressures make prevention illusory. Even 
if there is foresight, the collective inner story 
is that of Sisyphus with blame going to the 
'pollie' in Australia or the 'evil' and 'greedy' 
corporations in other parts of the world. 

The system, inner and outer, individual and 
collective, has to transform or it will collapse 
over time. >

Creating the prevention 
Changing the health story from passive 

acceptance to active foresight

In depth
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Prevention as the 
new world view

Prevention as a new world view is possible even 
if OECD nations currently only spend three per 
cent of their health budget on prevention. We 
need to make the transition from strategy as the 
operating world view (short-term competitive 
gains with long-term collective losses), to 
health (how to have a balanced personal, 
organisational and global system). This is what 
the Indian philosopher PR Sarkar calls the 
prama system. In the prama society, there is 
a dynamic and progressive balance between 
inner and outer and between social fault lines 
(class, ethnicity and gender), such that health 
equity increases over time and individuals take 
increased responsibility for their health futures. 
Like emotional and spiritual intelligence, 
perhaps we can consider a new form of 
intelligence – the health intelligence quotient. 

In the preventive prama society, instead 
of the meme of "doctor is always right", the 
new meme becomes "take charge of your 
own health." Of course, there are limits to 
how far one can take charge given systemic 
inequity and genetic diff erentials. Still, 
empowerment leads to more empowerment, 
and to innovation. Virtuous cycles of health can 
result. The empowerment process challenges 
the centuries old hierarchy of God-specialist-
doctor-nurse and way below, patient. Instead, 
a fl atter world is created where patient and 
expert are in dialogue, fi nding solutions based 
on expertise but also based on the assumption 
that the patient is intelligent. This could 
eventually lead to the image of the patient at 
the centre of health care or the scenario of: 

“the patient will see you now”. 
Of course, a shift from medical 
expert to citizen could be 
dangerous as self-diagnosis 
has obvious limits. Finding 

a prama (balance) would be 
critical – that is, deep dialogue 

between stakeholders and 
diff erent aspects of the system.

Peer-to-peer 
revolution

This meme change is supported by the peer-
to-peer revolution. Knowledge is increasingly 
becoming fl atter via Wikipedia and web 
2.0 ventures such as Curetogether (open 
source health research) and CollabRX (a 
community of scientists and patients). In 
the dot com world, patientslikeme.com and 
whoissick.org are creating dialogical places for 
patients to learn from each other. Google maps 
now make it possible to physically locate other 
similar patients. Of course, while this may be a 
hypochondriac’s dream, it does provide more 
information and, through social networks, 
emotional and informational support to 
patients. The web becomes another source of 
information to triangulate what the knowledge 
expert says and what the body says with what 
others in the social network say. Knowledge of 
alternative opinions can potentially be used to 
develop a wiser course of treatment.

The genomics map

More information via genomics also has the 
potential to augment the preventive world 
view. Already 23andme.com (and other sites 
such as Navigenics, DeCodeMe) can provide 
a basic genome map for a small fee, giving a 
rough idea of illness probabilities over a lifetime. 
Yes, there are challenges of false positives (and 

fi nding conditions without cures) but the map 
can hopefully become a signifi cant technology 
for long-term prevention by providing advice on 
what behaviour one needs to avoid and what 
positive actions one can take. 

We can anticipate in the medium term 
most children being given a genomics map 
at birth. As the child grows, an informed life 
health planning series of events can take place 
where parent, physician as a health knowledge 
navigator and child map out his or her life 
scenarios and trajectories. While initial costs 
will be high, tailored medicine will likely lead 
to cost savings as adverse outcomes will be 
dramatically reduced and individuals gain 
power over their own life trajectory.

The transparent brain 

Revolutions in the brain – seeing it as 
transparent and fl exible – also have the 
potential to reduce costs. The transparent 
brain moves the debate from anecdotal 
evidence to scientifi c visibility. Old-new 
social technologies, such as meditation, can 
lead to dramatic reductions in health costs. 
Extensive scientifi c studies tell us that regular 
meditators experience 87 per cent less heart 
disease, 55.4 per cent fewer tumours, 50.2 
per cent less hospitalisation, 30.6 per cent 
fewer mental disorders, and 30.4 per cent 
fewer infectious diseases. The potential cost 
savings are enormous, that is, if we were all 
willing to meditate on a regular basis. In India, 
meditation has been used successfully in 
prisons to decrease prison violence and future 
re-off ending.

The main point is that with the advent of 
the transparent brain – MRI technology – what 
was a philosophical debate has now become a 
scientifi c one. And it is not just that the brain is 
transparent but more importantly it is fl exible. 
Individuals can learn, 'reprogram' their traumas 

In depth
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and become more objective. We can learn. 
Organisations can learn. They can learn about 
learning. The brain and even the genome are 
less like a fi xed mountain and perhaps more 
like a hill allowing slow change. 

City futures

Prevention as a world view is just not emerging 
in the health system, but in other policy 
arenas as well. There is a slow but important 
revolution going on in Australia specifi cally, 
but also cities all over the world in creating a 
new form of democracy called anticipatory 
democracy. For example, in Australia, cities 
and shires are moving from a roads-rates-
rubbish approach to one of city design. Citizens 
want to reduce their footprint and create 
healthier, greener communities. 

With increasing scientifi c evidence that city 
design directly impacts our life changes and our 
long-term health, city planners are redesigning 
for health. City design improvements include 
creating greener and more biodiverse spaces to 
enhance psychological health – bringing in light 
rail to reduce congestion (time spent in traffi  c 
directly relates to heart disease), changing 
zoning to reduce pollution (in polluted areas 
foetus size drops) and, of course, with climate 
change, rethinking population density zoning. 
Enhancing green spaces can also reduce 
drought as there is considerable evidence that 
the suburban/strip mall model of development 
blocks billions of gallons of rainwater from 
seeping through to replenish ground water. 

Rethinking city design can greatly reduce 
costs over the long term. Building design is 
part of this revolution, creating cradle-to-
cradle buildings with zero emissions where 
there is no 'away' to throw things. Energy 
self-reliant buildings are on the cards. Green 
buildings, while costing more initially, enhance 
productivity. Productivity gains are estimated at 
16 per cent and $160 billion. But fi rst, we need to 
transform the throwaway consumer society.

There are other tough challenges as 
well. These include eating far less red meat 
(correlated with cancer, heart problems and 
high carbon emissions), drinking far less beer 

(the real costs of beer when you include the 
costs of water are terrifyingly high), ending 
our nicotine habit (bad for the planet, bad for 
the body, and extremely costly for the entire 
health system) and learning how to use wisely 
the new genomic and artifi cial intelligence 
technologies. More positively it means 
exercising far more, eating more vegetables 
and fruits, using new technologies wisely, and 
living a life that has periods of pause during the 
day. These pauses are the moments for rest 
for body and mind rejuvenation. This means 

slowing down so we can do what is most 
important, with purpose and clarity.

Which future?

Our most important task for the future will be 
learning and healing organisations, societies, 
nations and, indeed, the planet. The prevention 
prama society as outlined is focused on equity 
and personal responsibility using evidence-
based policies and technologies. It seeks to 
transform our collective and inner stories. 

As the current system is not fi nancially viable 
nor culturally and environmentally sustainable, 

something has to give – a natural evolution 
toward a preventive model would be ideal. If 
we do nothing, then we can expect either a 
failed health system or a two-tiered system 
where the rich will be non-smoking, meditating 
vegetarians and the poor will be drowning 
themselves in beer, meat and tobacco as they 
wait in line for the overworked doctor.

More information:  You can contact Professor 
Inayatullah at s.inayatullah@gut.edu.au or visit 
the website www.metafuture.org.
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Brie� ng: oral health

it was the fi rst time anyone 
in the audience could recall 
a Federal Minister for 
Health visiting The Royal 

Dental Hospital of Melbourne. 
The Hon Nicola Roxon MP was 
taking questions from a room full 
of oral health professionals; 
it was a sign of the times. 

Some months ago, the National 
Health and Hospitals Reform 
Commission relased its report, 
A Healthier Future for All 
Australians. It showed that oral 
health is high on the national 
agenda; among the 123 
recommendations for reform, it 
was unequivocal in its support for 
aff ordable dental health services 
for all Australians. 

“We want to state loudly and 
clearly that it is inexcusable in 
a relatively wealthy country such 
as Australia… that we do not 
ensure universal access to 
eff ective, basic dental health 
services,” it states. 

The Federal Government has 
since been canvassing oral health 
professionals for their opinions on 
the report, particularly in regard 
to Denticare, a proposed universal 
dental care scheme.

Current situation

The Commission found that 
Australia’s health system has 
many strengths, with outcomes 
among the best in the world. But 
it also showed that the system is 

under growing pressure, 
especially with the changing 
needs of an ageing population.

Dental care is expensive. In 
2007-08, dental treatment made 
up 6.2 per cent ($6.1 billion) of 
Australia’s total health 
expenditure. 

The major causes of dental 
disease are dental caries (tooth 
decay) and periodontal (gum) 
disease. Largely preventable 
through good diet and hygiene, 
they can be reversed with early 
intervention and treatment.

While real advances have been 
made in targeting fi nite public 
dental resources to those in need 
and at risk, there are also those 
who aren’t eligible for services, 
can’t aff ord or access care, and 
who are still in need of assistance.

Dental Health 
Services Victoria

Dental Health Services Victoria 
(DHSV) supports the focus the 
Commission’s report brings to 
universal dental care access, and 
to the early detection and 
prevention of dental disease.

The services of The Royal 
Dental Hospital of Melbourne are 
provided by DHSV as the leading 
public oral health agency in the 
state. Working closely with the 
Department of Health, DHSV 
purchases dental services on 
behalf of the State Government 
from 58 community health 

agencies, including 76 community 
clinics throughout Victoria.

The organisation also plans and 
coordinates statewide programs 
designed to reduce the need for 
clinical services, and to improve 
oral health in the community.

DHSV plays a leading role 
in educating and recruiting the 
public oral health workforce, 
working in partnership with The 
University of Melbourne, RMIT 
University and La Trobe University 
in the development of oral health 
professionals.

A total of 325,857 patients were 
treated in 2008-09 in Victorian 

public dental services. These 
services are available to those 
with a pension concession or 
healthcare card and their 
dependents, and to children 
12 years and under without a 
concession card. Treatment for 
concession cardholders under 18 
is fully publicly funded; treatment 
for over-18s is subsidised. 

Seizing the 
opportunities

The Minister’s visit to The Royal 
Dental Hospital of Melbourne 

provided the chance to observe 
public dentistry in action, and 
to meet with dentists, dental 
therapists, oral hygienists, dental 
assistants, technicians, educators, 
administrators and students to 
discuss their work and the 
potential implications of the 
recommended reforms. 

The consultation in September 
– the 41st in a national series – 
was an important opportunity for 
the oral health sector to express 
its views on what is likely to be 
Australia’s most far-reaching 
and vital reform of dental 
healthcare services.

The Minister invited those 
present to send through further 
comments and questions, and 
I also encourage all oral health 
professionals, particularly those 
working in public dentistry, 
to make the most of this rare 
opportunity to have your 
professional opinion heard.

Of course, we face a number 
of challenges as we seek to 
provide more accessible and 
equitable oral health care in 
Australia – and now is the time 
to seize the opportunity we’ve 
been granted. 

Oral health 
on the agenda
The time is right for oral health reform

FELIX PINTADO

Chief Executive, 

Dental Health 

Services Victoria
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Chronic 
problems 
with  acute care

How can the system work 
better to cope with demand?

In depth
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 over recent years, a lot of 
research and initiatives 
have focussed on demand 
for hospital services and, 
in particular, pressures on 

emergency departments (EDs). Some of the 
causes of these pressures are beyond the control 
of hospitals, such as the ageing of the population 
and increases in accompanying chronic diseases. 
There are some reasons for access block though 
that can be addressed within hospitals, and they 
can better prepare for coping with demand.

The AHHA has brought together ED doctors 
and specialists, community health services 
and experts, health service administrators 
and academics in an attempt to establish a 
set of key practical recommendations. Using 
our communities of interest model for policy 
development, the AHHA has built on the 
knowledge and expertise of professionals from 
across the system to identify the main issues and 
some proven interventions for improving how 
the entire health system responds to demand 
for its services. The joint chairs of the group are 
Associate Professor David Mountain from Sir 
Charles Gairdner Hospital, Perth and Associate 
Professor Stephen Wilson from St Vincent’s 
Hospital, Sydney.

What public hospitals do

Hospitals are dealing with demand pressures 
every day, and have long been exploring intuitive 
and innovative responses to free up resources 
and use them in the best way possible. In many 
cases, unfortunately, the system works over-
capacity causing potentially unsafe situations for 
both clinicians and patients.

It wasn’t until about 20 years ago that 
hospitals began to be perceived as ‘one-
stop shops’ for healthcare. As their names 
suggest, ‘casualty’ or ‘accident and emergency’ 
departments in hospitals once used to treat 

only the most acute problems such as trauma 
and immediate end-of-life deterioration. 
Routine surgery and other procedures were the 
responsibility of the rest of the hospital, and 
that’s pretty much the sum total of hospital 
activity up until the 1980s.

Now the major tertiary hospitals in each of 
the states and territories are centres off ering 
almost a full range of services covering the 
emergency, generalist and specialist spectrum 
across medicine, pharmacy, diagnostics and 
early stage rehabilitation. The overwhelming 
success of public hospitals in responding to 
the emergent and chronic health needs of the 
Australian population is one of the reasons 
why they are now struggling to keep pace with 
demand. In addition to the cost of maintaining 
high-level services for ever increasing numbers 
of patients exacerbated by technological 
and procedural improvements, there is the 
imperative for appropriate numbers and skill 
mixes of the workforce.

These days a much greater percentage of the 
workload of public hospitals is being consumed 
by people with chronic and often co-morbid 
conditions. If you work in the sector you know 
the ‘complex patient’ all too well. These patients 
are almost the sole responsibility of public 
hospitals, and the private sector does very little 
to alleviate this burden. While some of the 
answers might lie in more coordination between 
the public and private hospital sectors around 
service integration and complementary service 
planning, relatively small gains can be made in 
shifting the patient load in your average Royal 
Adelaide or Prince of Wales Hospital.

Cracks in the system?

The result of increased demand along with 
a lack of capacity to respond immediately in 
all cases has not only manifest itself in many 
errors and stresses that should not happen, but 

also a trial by the media and politicians that is 
often unwarranted and inaccurate.

Recent work by Dr John Deeble and, 
separately, the Productivity Commission, have 
made valuable insights into both the effi  ciency 
and overall eff ectiveness of the public hospital 
system. Dr Deeble’s analysis (published by the 
AHHA and reported in the fi rst issue of The 
Health Advocate) has shown that, based on the 
workload of the public sector, hospitals have 
been coping remarkably well in a lot of areas. 
Equally the Productivity Commission has found 
in its analysis of available data that, on most 
measures, the cost of providing services in the 
public sector compares closely with the costs 
entailed in the private sector.

Yet by the same token, public patients are 
sometimes waiting longer than they should for 
care, particularly elective procedures. There are 
also some mistakes occurring that ultimately 
should not be acceptable in the care of human 
life.

So what can be done to change how the 
system operates, and how the public and media 
perceive and use the public hospital system?

Short and medium 
term views
There is no question that immediate attention 
is required to ensure that hospitals are running 
their wards at around 85 per cent occupancy. 
For some time, many hospitals have been 

T he next steps for this policy 
will include ‘road testing’ some 
of the interventions we have 

identifi ed, sourcing other examples 
of good practice, and assisting health 
departments with implementation plans 
to encourage greater systemic change in 
the right direction.

The interim position paper, Managing 
demand for acute care, is available to 
download from www.aushealthcare.
com.au. Here you will also fi nd Dr John 
Deeble’s occasional paper and the 
policy we produced in 2008 on Service 
Integration which deals with a number of 
access issues and solutions in primary and 
community care. You can fi nd a link to our 
Croakey comment on the Productivity 
Commission draft fi ndings on our 
homepage.

Next steps

>



Stephen Wilson, David 
Mountain and Peter Disler 
at the Policy Think Tank in 
August 2009.

In depth
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operating well over 90 per cent capacity, and 
in some case at 100 per cent – a very unsafe 
situation. It’s one of the reasons we see 
‘ramping’ and ED bypass.

As a minimum, safer operating capacity 
means the need for increased staffi  ng (equals 
funding) with the provision of more round-the-
clock services such as diagnostics and specialists. 
If these services in major hospitals are not 
working on a 24/7 basis, they should at least 
be aiming for 16/7 for the full range of services 

needed in acute care. Ultimately the benefi ts are 
a reduction in unnecessary delays, deaths and 
lengths of stay.

Beyond the ED, however, other wards within 
hospitals need to provide the capacity to admit 
patients as early as possible. There should be 
a range of entry pathways into hospital wards 
with an essential single coordination point for 
patient and service management. Community 
and primary health services should be able to 
refer their clients directly to a hospital ward or 
specialist when their conditions and treatment 
needs are well known (through better use of 
care management plans and integration across 
sectors).

‘Access block’ in hospitals might be a 
symptom of overcrowding, but the causes and 
solutions go well beyond the hospital walls. With 
the constantly ageing population, community 
and residential aged care services have a major 
role to play in how quickly and eff ectively care 
is provided to their patients. A major problem 

is the lack of suffi  cient care options in the 
community that means older people and those 
with complex conditions often stay longer in 
hospitals than they need to, and sometimes end 
up in hospital unnecessarily.

Implementing and 
evaluating system changes
Systemic support for professionals and 
hospitals can be brought about in part by 

establishing robust mechanisms for ongoing 
evaluation at all levels, from clinicians all the 
way up to governments. Any initiatives that 
are implemented at a local level must have the 
capacity in time and skills to be fully assessed 
from the very start in order to understand 
their impacts on effi  ciency and eff ectiveness. 
All too often, as it stands now, we have a 
patchy subjective view of the many initiatives 
underway across the country. How many have 
been done before? How many have failed? How 
many have succeeded?

Another mechanism to help improve clinical 
and system practice is the use of indicators 
and targets. Such an approach has little eff ect 
if professionals across the strata are not held 
responsible or accountable for their decisions 
and actions. Rather than perpetuating cultures 
of blame around mistakes, it is a question of 
building the right incentives and structures 
to ensure professionals can undertake their 
jobs to the highest level possible. If an error 

occurs, the whole system adapts to reduce the 
likelihood of recurrence. This is just as relevant 
in funding and policy terms as it is in point-of-
care delivery.

Recognising needs

Governments at all levels must recognise and 
endeavour to understand how all parts of the 
system function together and impact on each 
other. A clear map must be drawn of the current 
system in order to identify where the naturally 
limited available resources should be targeted. 
This does not mean removing funds from one 
area to resource another, but an acceptance 
that health is critical to the functioning of 
society, and as such requires an appropriate 
level of investment that most argue we have 
not yet achieved.

Hospitals and all other health services can 
unquestionably work on establishing more 
effi  ciency in their operations, particularly 
through improved service integration, but 
they cannot do this without the fi nancial 
and systemic support to start changing the 
traditional processes.

”funding) with the provision of more round-the-
clock services such as diagnostics and specialists. 
If these services in major hospitals are not 
working on a 24/7 basis, they should at least 
be aiming for 16/7 for the full range of services 

needed in acute care. Ultimately the benefi ts are 
a reduction in unnecessary delays, deaths and 

Implementing and 
evaluating system changes
Systemic support for professionals and 
hospitals can be brought about in part by 

establishing robust mechanisms for ongoing 
evaluation at all levels, from clinicians all the 

””
Governments at all levels must recognise and endeavour 
to understand how all parts of the system 
function together and impact on each other

 How does your hospital or health 
service deal with demand and 
access issues? Tell us in 200 

words or less and the best entry will 
win a delicious picnic hamper! If you 
are interested in being involved in the 
next steps of policy development and 
implementation, contact the AHHA on 
02 6162 0780 or by email at admin@
aushealthcare.com.au.

Tell us your story 
and win!
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Opinion

r ED TAPE reduction – or 
‘best practice regulation’ 
– is a hot topic. We have 

a Minister (Lindsay Tanner) and 
a Department for Finance and 
Deregulation, a Minister Assisting, 
and an Offi  ce of Best Practice 
Regulation. There’s a handbook 
for public servants, and a guide
for businesses on how to calculate 
compliance costs. Will it help the 
healthcare industry?

Health tops the Public Service 
Commissioner’s list of regulatory 
activity, and our red tape is often 
highly specialised, even useful. 
But some we could do without, 
and I would start with the way 
healthcare services, especially 
non-hospitals, are funded. 

Colleagues and I published a 
report on red tape in Aboriginal 
and Torres Strait Islander 
healthcare, confi rming that 
funding in this sector is more 
complicated than any other 
providing comprehensive primary 
healthcare (PHC); one organisation 
in remote Australia received 42 
funding grants in one fi nancial 
year, each with its own accounting 
and reporting requirements. 

There are two problems. The 
fi rst is that PHC is a complex thing 
to deliver. It must be responsive 
to people’s needs; it can’t work by 
just stringing together a collection 
of targeted funding programs for 
specifi c conditions. Targeted 
funding can help, but only if 

there’s an adequate base of core 
funding. Most Aboriginal health 
services have core funding (from 
OATSIH and/or their state health 
department) but it’s not enough, 
and the balance is not right.

The second problem is the 
waste of healthcare resources 
in the administrative overburden 
that comes with such complex 
funding. And it is not only the 
ACCHS sector that’s aff ected: the 
government has recognised that 
the whole non-government sector 
is aff ected by this particular red 
tape problem. Consultations on 
a national ‘compact’ with the 
NGO sector have been underway 
for much of this year. Recognition 
that government organisations 
and general practice are similarly 
aff ected is less forthcoming. 

While we were doing the 
research, we were contacted by 
other peak bodies of the health 
and community services system, 
asking if we had any help for 
them. We have one key idea, and 
it’s about the legal contracts 
between funders and providers 
on which funding is now based. 

The situation is that parts of 
many government departments 
determine how they’ll contract 
with providers to apply their 
targeted funding program. Each 
thinks about a single contract, 
compliant with their particular 
procurement policies, the terms 
of the funding appropriation, 

policy commitments, and so on. 
They’re each designing largely 

classical contracts. From their 
perspective, the money falls 
straight down to the provider, 
with a perfect match between 
the funding guidelines and what 
providers do. But providers deal 
with a complex contractual 
environment, pulling together 
patches of funding that on a good 
day, and taken together, might 
support the real work of service 
delivery. There must be some 
providers that are making money 
from funding duplication, but we 
don’t hear about that as much.  

International evidence now 
indicates that funding for 
agencies providing complex care 
on behalf of the government 
should be based on a more 

modern approach to contracting, 
which acknowledges the funding 
relationship needed to ensure 
good healthcare in the long term, 
with shared accountability. An 
alliance approach to contracts 
involves longer time frames 
(instead of one- to three-year 
grants); a base of core funding; 

simplifi ed reporting requirements; 
lower transaction costs (ie, costs 
of managing the contracts); and 
realism about shared risk. 

In spite of funding problems, 
the ACCHS sector is eff ective, and 
has done a better job than 
governments in providing quality 
healthcare to Indigenous people 
in many parts of the country. 
What is needed is a real eff ort to 
ensure more and more suitable 
funding is implemented, with 
serious intent through respectful 
processes. The ACCHS sector is 
organised, skilful and ready to 
engage. Now government needs 
to get its contribution right.

*Dwyer J, O’Donnell K, Lavoie J, 
Marlina U and Sullivan P (2009). 
The Overburden Report: 
Contracting for Indigenous 
Health Services, Cooperative 
Research Centre for Aboriginal 
Health, Darwin. Available at: 
crcah.org.au/publications

Can red tape 
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The case of Indigenous 
health organisations
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sOMETHING HAPPENED 
in a hospital somewhere 
the other day and I 

noticed that the media again 
used the term “crisis in health 
care” to describe it. 

The recent Garling report into 
the NSW health system used 
the same expression, and I have 
also heard it used in connection 
with the National Health and 
Hospitals Reform Commission, 
Bundaberg, Camden and 
Campbelltown, and King 
Edward hospitals. I have to 
dispute the use of the term 
“crisis”. I’ve now been delivering 
health services in one way or 
another for the best part of 
25 years. Every year I’ve seen 
that term applied, and I recently 
saw it applied to events in health 
in the 1950s. Interestingly, 
that reference had to do 
with there being insufficient 
resources to provide care.

The handy internet dictionary 
features six definitions of the 
term crisis. Every one of them 
refers to a moment in time. 
There may be “a condition of 
instability or danger” in health 
care (definition number two), 
but it is no momentary thing. 
Rather, whatever is going on 
might better be considered a 

part of normal operations.
What is it like to spend one’s 

career in conditions of instability 
and danger? How does one 
get up morning after morning 
and provide high-quality health 
outcomes and meaningful 
care to people in these 
conditions? What attitude 
can one adopt so as to do this 
job well and remain healthy 
oneself? There is abundant 
evidence to show that people 
operating under conditions of 
chronic stress perform less well 
and become unhealthy. Is this 
true of healthcare?

Consider this: as a patient, I 
want my carers to provide the 
best for me, irrespective of cost. 
As a doctor, I feel it is part of 
my contract with each of my 
patients to provide the best for 
them that I possibly can. As a 
hospital administrator, I know 
that resources are limited and 
I want to use them to provide the 
greatest benefit for the greatest 
number. I also believe that front-
line clinical staff are best placed 
to make decisions about who 
will benefit most from the 
limited resources available, so 
I ask them to do so. There seems 
to be widespread acceptance of 
this point in Australian health 

management. The challenge lies 
in how to engage clinicians to 
make it happen. 

Herein lies the crunch: the 
same front-line staff are being 
asked simultaneously to make 
a decision based on how best 
to address the needs of the 
patient and the community, and 
the two are often inconsistent. 
Clinicians are being asked to 
hold this dissonance, to live with 
it as a continuing active concern. 
To my mind that represents a 
chronic “condition of instability 
or danger” which has a lot to do 
with the recurrent “crises”.

The pressure on service 
providers under these 
arrangements leads to one of 
two stereotyped positions. 
One is to side with the patient, 

to blame (and depersonalise) 
management and deny resource 
constraint. The other is to 
side with management and 
objectify the patient. Resource 
constraint is a reality like 
gravity: it’s just there all the 
time, but if you ignore it you 
will fall and hurt yourself. On 
the other hand, health is a lot 
about caring, the quality of the 
relationship between the patient 
and therapist. The need – for 
clinicians and managers – is to 
find a humane position which 
remains open to the concerns 
of patients and other staff, and 

balances this with the 
needs of the community as 
a whole. Solutions need to 
be found to this if we are to 
address this chronic crisis.

Trying to address the needs of 
patients within limited resources

Opinion
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Brie� ng:  nursing

mUCH OF the 
focus on our 
health system’s 

problems is placed on the 
crisis facing the large public 
hospitals, and understandably 
so. An oversimplifi ed option of 
opening more beds is constantly 
the answer put forward by 
some parties. But anyone can 
see that is a fl awed response. 
To start with, workforce 
constraints diminish the capacity 
to increase workloads safely. 
The reason many beds are 
closed is because there are not 
enough health professionals, 
in particular nurses, to manage 
them. Secondly, opening more 
beds concedes that the way we 
deliver healthcare now, through 
the tertiary system, is the most 
eff ective way. 

While an increase in resources 
is no doubt necessary, the only 
medium- to long-term answer 
is to reduce the need for beds 
in the fi rst place and move the 
focus of our health system from 
the hospitals. Taking the pressure 
off  and leaving them to the 
provision of ‘tertiary’ healthcare, 
the ultimate and hopefully 
avoidable step in anyone’s 
journey of wellbeing. The Reform 

Commission’s report recognised 
this and advised accordingly by 
recommending the development 
of a robust model of primary 
healthcare (PHC) delivery.

A brave approach to health 
reform and access to PHC must 
begin with alternative models 
of funding. Currently the vast 
majority of federal PHC funding 
goes directly to GPs. While GPs 
play an essential role in primary 
healthcare, they are not the 
only health professionals able 
to deliver eff ective primary and 
preventative healthcare services. 
Nurses are increasingly playing a 
vital role in general practice and 
already contribute signifi cantly 
to primary healthcare. There is 
legislation currently before the 
parliament to allow clients of 
nurse practitioners and eligible 
midwives access to MBS and 
PBS. This is landmark reform 
that must be supported, but is 
still facing major opposition from 
medical groups.

The reality is that nurses 
provide nursing care, not bits 
and pieces of what a doctor 
does. The two professions are 
independent of each other, but 
complementary, and at times 
intersect or overlap. 

Nurse-led clinics that are 
funded to order diagnostic tests 
or prescriptions would allow 
highly educated and qualifi ed 
nurses to manage chronic health 
conditions, such as diabetes 
and renal disease. Nurses are 
adequately knowledgeable to 
make referrals to other health 
professionals, identifying 
potential or developing problems.

Nurses working 
collaboratively in this capacity 
would greatly improve the 
efficiency of the workforce. GPs’ 
workloads would be dramatically 

reduced improving access to 
care for more people.

But the MBS and PBS issue is 
only a small part of improving 
PHC. Fee-for-service is not 
necessarily the most effective 
means of funding the PHC 
sector. It means funding follows 
the provider and not the 
consumer. The Government has 

indicated an interest in seeking 
alternative models, including 
block funding, that could be of 
great benefit to those struggling 
to access PHC.

Community health clinics 
where people ‘register’ for care 
have also been discussed. Most 
air-time seems to have been 
given to critics, but there would 
be obvious benefi ts. Registering 
a certain ‘population’ at a health 
centre would make workforce 
planning and resource allocation 
easier, diminish fragmentation 
of care, allow for better records 

maintenance, and develop a 
‘health home’ for residents, not to 
mention better collaboration with 
local hospitals.

This is no time for 
complacency or conservatism. 
Health reform has been 
promised and we need it. 
Australia’s health depends on 
it – now.

Understanding the role of 
nurses in system change

GED KEARNEY 

 Federal Secretary of 

the Australian Nursing 

Federation

Our health 
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A new National Registration 
and Accreditation 
Scheme for Health 

Professionals begins on 1 July 
2010. The new system will provide 
for single national registration and 
accreditation for:
• Chiropractors
• Dentists (including 

dental hygienists, dental 
prosthetists and dental 
therapists)

• Medical practitioners
• Nurses and midwives
• Optometrists
• Osteopaths
• Pharmacists
• Physiotherapists
• Podiatrists
• Psychologists

From 1 July 2012, Aboriginal 
and Torres Strait Islander health 
practitioners, Chinese medicine 
practitioners, medical radiation 
practitioners and occupational 
therapists will be regulated under 
the scheme.

The national system has many 
benefi ts, including enabling 
healthcare practitioners to move 
around the country or provide 

telemedicine services across 
borders. The system also provides 
consistency of laws applicable 
to healthcare practitioners 
in Australia. The scheme will 
maintain a public national register 
to ensure that a practitioner 
who is banned from one state 
or territory does not practice 
elsewhere in Australia.

Draft exposure legislation, the 
Health Practitioner Regulation 
National Law 2009, was released 
in June 2009 and a consultation 
process has been in progress.

Health practitioners holding 
registration immediately before 
the commencement of the 
national scheme on 1 July 2010 
will generally be deemed to be 
registered under the new scheme.

There are a number of public 
interest protection components 
to the new scheme. These include:
• Mandatory criminal history 

and identity checks;
• A requirement that 

practitioners and employers 
(such as hospitals) report 
a registrant who is placing 
the public at risk of harm;

A look at the new national 
registration scheme and what it 
will mean for health practitioners 

Update on 
national health 

practitioner 
registration

ON 1 JULY 2010, A NEW 
NATIONAL REGISTRATION AND 
ACCREDITATION SCHEME FOR 

HEALTH PROFESSIONALS 
BEGINS. WE TAKE A LOOK AT 

WHAT THE SYSTEM WILL MEAN 
FOR BOTH PROFESSIONALS 
AND THE PUBLIC AND HOW 

IT WILL HELP BRING 
CONSISTENCY TO AUSTRALIAN 

HEALTHCARE LAWS

Brie� ng:  legal
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• Simplifi ed complaints 
arrangements for the 
public, which will not 
replace the existing 
state-based healthcare 
complaints commissions. 
Boards and healthcare 
complaints bodies will have 
to inform one another of 
complaints received and 
must also consult each 
other on the handling of 
complaints;

• An expanded role for 
community members on 
state and territory boards;

• A requirement that, 
for annual renewal 
of registration, a 
registrant must 
demonstrate 
that they have 
participated in 
a continuing 
professional 
development 
program as 
approved by 
the national 
board;

• Requirement for 

practitioners to have 
suitable professional 
indemnity insurance 
whilst registered. This can 
include coverage under an 
insurance policy procured 
by an employer. There will 
be a two-year exemption 
period until June 2012 
from holding indemnity 
insurance for privately 
practising midwives 
(working in those states/
territories which do not 
prohibit such a practice) 
who are unable to obtain 
professional indemnity 
insurance for attending 
a homebirth subject to 
specifi ed conditions.

There will be a national board for 
each type of health practitioner. 

The members of these boards 
were announced on 31 August 
2009. There will still be state and 
territory boards that will oversee 
registration and complaints as 
delegated by the national board. 

The national law and/or state 

or territory law (depending on 
the choice of each jurisdiction) 
will provide for the investigation 
and prosecution of healthcare 
professionals. The consideration 
of serious matters relating to a 
practitioner will be undertaken 
by state and territory tribunals. 
Complaints will be referred 
to the tribunal in the relevant 
jurisdiction where the conduct 
occurred.

There will also be accreditation 
authorities who will be 
responsible for developing 
accreditation standards and 
assessing programs of study.

For more information, 
please contact:
Alison Choy Flannigan, Partner
Health, Biosciences and 
Pharmaceuticals
DLA Phillips Fox
T: 02 9286 8629
E: alison.choyfl annigan@
dlaphillipsfox.com

ALISON CHOY 

FLANNIGAN 

Partner at DLA 
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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.

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

The AHHA reflects your views 
and gives them a voice. Your 
ideas will help shape the AHHA’s 

policy positions and our highly 
influential advocacy program.

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 
systems; efficient financing 
models; targeted performance 

Membership Fees 2009/10

For more information:
www.aushealthcare.com.au
E:    admin@aushealthcare.

com.au
T:   02 6162 0780
F:  02 6162 0779
A:   PO Box 78  

Deakin West, ACT, 2600

measures and benchmarking; 
and a sustainable and flexible 
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 reflect your views. Join our 
think tanks or participate in our 
national seminars or conferences. 
Our voice is authoritative and 
influential. It is heard via our 
high-level advocacy program and 
extensive media exposure.

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 or online), up-to-the-
minute news bulletins and other 
professional information.

Become an 
AHHA member

Institutional Members (Australian Healthcare Providers)

Gross Operating Expenditure (x 1,000,000)

Equal to or greater than:            Less than:                Membership

 $0    $10   $1,650.00

 $10    $25   $3,300.00

 $25    $100   $7,700.00

 $100    $250   $16,500.00

 $250    $400   $22,000.00

 $400    $550   $27,200.00

 $550    $700   $33,000.00

 $700    $850   $38,500.00

 $850    $1000   $44,000.00

 $1000    $1500   $60,500.00

 $1500    $2000   $77,000.00

*Fee includes GST - valid from July 1, 2009 to June 30, 2010

Student              Australian: $190      Overseas: $256

Personal             Australian: $256             Overseas: $351

Associate              Australian: $714             Overseas: $976

Associate Gold            Australian: $1023           Overseas: $1398
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2009/10 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@aushealthcare.com.au

    Australian   Overseas

Student*    $190     $256

Personal    $256     $351

Associate    $714     $976

Associate Gold    $1023     $1398

Institutional        

(See 2009/10 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    

Email               

Institutional members may specify an IP address:           

eSubscriptions (optional)

 Just Health e-Newsletter - Today’s news, events and jobs updates (weekdays)

 E-Healthcare Brief - This week’s news and AHHA updates edited by the AHHA team (Tuesdays)

 AHR Preview - A reminder to check online for the current quarter’s Australian Health Review

Payment Details
Amount in AUD$ to be paid by cheque or credit card (maximum for credit card payments: $2000).

 Cheques should be made payable to Australian Healthcare & Hospitals Association

 Bank Transfer: Details available from admin@aushealthcare.com.au

 Credit Card Payments:

  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 retain a copy for your records
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Information from suppliers 
in the healthcare industry

Trade 
news

Cold Plasma 
Technology
Baxx is an environmental pathogen and 
air-borne pollutant removal system. The Baxx 
is not a filter nor an Ion, UV or Ozone generator.

Its cold plasma technology kills Bacteria, 
Virus, Moulds & Fungus by disrupting the 
metabolism of their cell walls – no toxins, no 
chemicals, no radiation.

The answer lies in reproducing the natural 
occurrence of airborne Hydroxyl Clusters as 
found in high altitudes and sunny conditions. 
Modern technology and electronics allows 
the Baxx to achieve this in a small low cost 
hygienic stainless steel 240volt appliance.

BAXX Australia Pty Ltd on (61 2) 9939-4900, 
or ssyme@symetec.com.au

www.baxx.com.au

HESTA – your health 
and community 
services industry fund
HESTA Super Fund is your health and 
community services industry fund. With 
650,000 members, 60,000 employers and 
more than $14 billion in assets, HESTA’s size 
delivers a number of benefits to members, 
including: increased portability when you 
change jobs, quality education and advice 
about super and fees amongst the lowest in 
the industry.

At HESTA we’re committed to supporting the 
health and community services industry that has 
supported us so well.

HESTa continues to strive to provide 
quality services to members. And with 
HESTA, you do not pay one cent in sales 
commissions to financial planners.

To advertise in The Health Advocate please contact:
Lindsay Every 
National Advertising Manager
Globe Publishing
T: 02 8218 3402
E: Lindsay.every@globepublishing.com.au

Photo taken at the announcement of the contract: Fresenius Kabi Australia Managing Director Nicolas 
Shortis, Business Manager Pete Tomlinson and NSW Minister John Hatzistergos with Associate 
Professor Greg Knoblanche, Director of Anaesthesia at Sydney’s Royal North Shore Hospital.

New technology 
to benefit patients
HOSpITAlS in the Greater Southern and 
Western area Health services of NSW 
have begun taking delivery of new infusion 
technology that will be used for all patients 
receiving intravenous fluids and medication.

Volumat MC Agilia pumps have been 
delivered by the newly renamed Fresenius 
Kabi australia Pty Ltd as part of a $70 million 
state government contract to supply new 
infusion pumps to all NSW public hospitals.

The pumps will provide safer and 
more efficient IV technology to patients 
and hospital staff. agilia is a lightweight 
modern device with clear displays and 
sophisticated software to reduce the 
potential for dosing errors 
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Medicraft Hill-Rom
For over 80 years, as a major innovator in 
the medical technology fi eld, Hill-Rom has 
been setting the standard globally for high 
performing, intelligent bed systems. For over 
45 years, Medicraft has been at the forefront 
in providing high quality, innovative hospital 
beds and furniture to the acute and aged care 
sector in Australia.

Together, Medicraft Hill-Rom is pleased 
to announce the launch of a range of acute 
and aged care beds. The MC range combines 
improved patient and care giver safety with 
innovative technology.

Please visit our website www.medicrafthill-
rom.com.au to view the complete MC range 
or email us sales@medicrafthill-rom.com for 
further information.

Australia’s most 
versatile treatment 
chair – T600 series
ARTISTIC Healthcare Seating’s treatment 
chair design has been the product of choice 
for around 95 per cent of major Australian 
Hospitals, since its introduction in 1995, for 
treating patients in Renal, Oncology and 
Intensive Care wards. 

The design philosophy has always been to 
produce a chair that not only provides a high 
level of patient comfort, but also reduces the 
inherent safety risks associated with nursing 
these patients. The basic features of chair height 
adjustment, one-touch emergency positioning 
and the ability to perform life-saving CPR whilst 
the patient remains in the chair, have been 
appreciated by nursing staff  for many years.

New Orthopaedic Drape Range 
from Mölnlycke Health Care
ORTHOPAEDIC surgery requires strong 
and durable surgical drapes that can 
withstand tearing and absorb large 
amounts of fl uid, and the new Mölnlycke 
drapes have been enhanced to perform in 
demanding surgical procedures.

Customer interaction and product 
development has resulted in a triple zone 
drape, each with unique properties of 
strength, absorbency and fl uid handling.

Together the three zones off er all over 
impermeability, conformability and a very 

drapeable solution that conforms well to 
the patient.

Each feature has been redesigned to 
address the needs of orthopaedic surgery, 
from durable strike-through protection and 
reinforced material in the critical zone to 
integrated adhesive edges and improved fl uid 
collection pouches for arthroscopy surgery.
For further information, please contact: 
Mölnlycke Health Care
Phone: 1800 005 231, info@molnlycke.com.
au, www.molnlycke.com.au
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The AHHA hosts a variety of events 
throughout the year. Here’s what’s 
on in the first half of 2010. 

Diary

This year’s congress 
was a huge success. 
The speakers and topics 
covered a variety of 

issues relevant to all healthcare 
workers in Australia. Be a part of 
next year’s congress! Log onto 
www.ahhacongress.com.au or 
contact us for more information.  

➧

Date Event Location Registration

March - April AHHA Think Tank Sydney Invitation only

April AHHA Strategic Planning TBC Council only

Various State/Territory Branch Seminars All states Open registration

Save the date

January – April 2010

Date Event Location Registration

June AHHA & Change Champions 
Seminar on Oral Health

Melbourne Open registration

July AHHA National Council meeting Teleconference Council only

July AHHA Think Tank Sydney Invitation only

Various State/Territory Branch Seminars All states Open registration

May – August 2010



A higher standard of clean.

Superior infection control is Australian made.

For superior thermal disinfection and cleaning choose Australian made Sanitech. The only 
Washer/Decontaminator that complies with both Auastralian Standard 2945 and AS4187; 
with 8 spray zones, AAAA water rating, Alphanumeric cycle display, super smooth high 
capacity racking and whisper quiet 37dB operation. And Sanitech Washer/Decontaminators 
come complete, ready to run; with racks, data log, in-built stand and detergent. No extra 
requirements, no extra costs.

T 03 9809 2701 E info@sanitech.com.au 
www.sanitech.com.au A U S T R A L I A
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t he AHHA would like 
to thank all National 
Councillors who, over 
the past year (and 

longer), have contributed greatly 
to the work of the organisation. 
Here we introduce you to our 
newest Councillors; we look 
forward to working with them.

Mr Graem Kelly 
(Victoria)

Graem is the Chief Executive 
Officer of Castlemaine Health, 
which has recently joined the 
AHHA as an institutional member. 
Castlemaine Health delivers 
acute, rehabilitation and aged 
care services to people in the Shire 
of Mt Alexander and neighbouring 
shires in central Victoria.

The other Victorian Councillors 
are Paul Scown (AHHA Vice 
President, Victorian Branch 
President), Felix Pintado (new 
AHHA Treasurer, Dental Health 
Services Victoria), Mark Sullivan 
(Dianella Community Health) and 
John Smith (West Wimmera 
Health Service).

Snippets
The last word

Improvement. This position was 
previously held by Dr Stephen 
Duckett, who moved to Canada  
to become the President and 
Chief Executive Officer of Alberta 
Health Services.

The key role of the Centre is  
to lead the development of a new 
culture for Queensland Health. 
The main components involved in 
this are improving patient safety, 
changing the organisational 
culture and improving 
performance orientation and 
transparency.

We welcome Tony while 
bidding farewell to Paul 
Monaghan, who was the AHHA 
Treasurer for the past two years. 

Tony joins two other 
Queensland representatives, 
Diane Aldous and Patrick O’Brien.

Mr Michael Pervan 
(Tasmania)

Michael has been appointed as 
Chief Executive Officer of the 

Southern Tasmania Area Health 
Service, moving from his role as 
General Manager of the Royal 
Hobart Hospital. The state 
established Area Health Services 
in July 2009 as part of their health 
reform plan, with a particular view 
to ensuring integration of acute 
and primary health care services.

Michael joins Siobhan Harpur as 
our second Council representative 
from Tasmania.

Mr Alan Wilson 
(Northern 
Territory)
Alan has taken up the position of 
Deputy Chief Executive in Acute 
Care for the NT government, with 
responsibility for all five hospitals 
in the Territory. He comes to 
Australia from New Zealand, 
where he spent 20 years in 
hospital management.

Alan joins our existing NT 
Councillor, Jan Evans, who’s based 
at the Royal Darwin Hospital.

Dr Yvonne Luxford 
(Associate 
Member)
Yvonne is the Manager of Policy 
and Advocacy at the Royal 
Australasian College of Physicians. 
Her role involves managing the 
policy and advocacy needs of the 
College’s 30 specialty groups, in 
addition to contributing to media 
and communication strategies 
and government engagement. 
She envisages her position on  
the AHHA National Council as  
a means to advocating through 
policy, media and other 
mechanisms for improvement  
in healthcare.

Yvonne joins the Council as  
the elected Associate Member 
representative, replacing Steve 
Sant from the Rural Doctors 
Association of Australia.

Dr Tony O’Connell 
(Queensland)

Tony recently joined Queensland 
Health as Chief Executive Officer 
of the Centre for Healthcare 





Your priority               is our priority

caring for life

At Fresenius Kabi, your priority really is our priority.

With a focus on the provision of high quality 
and best in class therapeutics, technology 
and service, Fresenius Kabi strives at all times 
to support healthcare professionals in their 
endeavours to address the needs of patients. 

Fresenius Kabi Australia Pty Ltd  ABN 39 109 383 593  Address: 964 Pacifi c Highway PYMBLE NSW 2073 
Tel: 02 9391 5555  Fax: 02 9391 5505  Email: info@fresenius-kabi.com.au  Web: www.fresenius-kabi.com.au
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