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View from the Chair

BY DR PAUL SCOWN
Chair of the Australian 
Healthcare and Hospitals 
Association

New year, new 
challenges
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W elcome to the first issue of The 
Health Advocate for 2014. This year 
brings with it new challenges and 
opportunities across the Australian 

health system, and as the independent, national voice 
for universal high quality healthcare in this country, the 
AHHA will continue to play an active leadership role.

In late 2013, the AHHA provided a submission to the 
National Commission of Audit, focused on initiatives 
introduced under recent health reforms including  
activity-based funding for public hospitals; reduction of 
emergency department and elective surgery waiting 
times; new national health agencies; expanded  
performance reporting; establishment of Local  
Hospital Networks responsible for local service 
development and delivery; and establishment of 
Medicare Locals (MLs) to support a stronger primary 
care system. While some aspects of these reforms 
have made important improvements to the Australian 
health system, many require evaluation and some are 
of questionable value. The review undertaken by the 
Commission of Audit will provide useful guidance to 
the additional work which needs to be undertaken 
nationally to further refine health reform. 

Just before Christmas, the AHHA provided 
another submission, this time to the Department 
of Health’s Review of MLs. As a keen supporter of 
integrated care initiatives, the AHHA stressed the 
potential of the coordinating role that MLs can 
play across the primary care sector and the need to 
consider the performance of MLs in the context of 
the relative youth of the organisations.

Looking at healthcare more broadly, the AHHA 
started 2014 with its pre-Budget submission to 
Treasury. Areas highlighted as in need of much greater 
focus for a high-performing health system included 
activity-based funding; national governance and 
consistent reporting; a review of the MBS and PBS 

programs; preventive and patient-centred care; as well 
as the continuation of the commitments in oral health, 
and the health of Aboriginal and Torres Strait Islander 
peoples generally. An overarching issue for each of these 
areas is the need for a long-term approach to healthcare 
funding. Short-term funding will never be a successful 
strategy for addressing such long-term problems. 

Viewing healthcare issues in a long-term context 
is especially fitting this year, as 2014 marks the 30th 
birthday of Medicare. With this milestone in the 
life of our national health insurance scheme, we are 
presented with an excellent opportunity to see what 
has worked and what could be improved. This dual 
emphasis of retrospection and reimagining was the 
focus of discussions at the Medicare roundtable at  
Old Parliament House in Canberra on 30 January; an 
event hosted by the AHHA in partnership with the 
Menzies Centre for Health Policy at the University 
of Sydney.  Although the topic of structural health 
reform is not one that can be fully addressed in a 
single afternoon, the ability and passion of Australia’s 
healthcare leaders to embrace and contribute to a 
range of proposals for change to benefit all Australians 
should not be underestimated.

Later this year, we will hold our Quantum Leap  
Congress from 8-10 September at the Novotel  
Brighton Le Sands in Sydney, in partnership with the 
Australian Council on Healthcare Standards. Please  
be sure to save the date and register for the event.  
The theme this year is ‘Health Innovation: Making 
Quality Count’; an agenda which has been carried 
through to this edition of The Health Advocate.  
The added emphasis here is on eHealth technologies 
and ways to improve and integrate care, across  
geographies and sectors, and between hospital and 
the home. I hope that you enjoy reading about these 
topics in this first edition for 2014 and look forward  
to seeing you at our Congress in September.    ha

The importance of promoting a long-term  
view of healthcare
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AHHA in thenews

The burden of out-
of-pocket costs

Around 5% of people who 
needed to see a GP in the past 
year delayed seeing or did not 
see their GP because of the cost, 
according to a survey by the 

Australian Bureau of Statistics. Of those 
who did see their GP, 20% waited longer 
than they felt was acceptable. This 
problem was particularly felt in regional 
and remote areas of Australia. As 
the Commission of Audit examines 
Commonwealth spending in areas such 
as health, it will be important to ensure 
that recommendations are well-targeted 
and do not further disadvantage those 
who cannot afford appropriate care.

From the AHHA desk

In late January this 
year, the AHHA and 
the Menzies Centre for 
Health Policy co-hosted 

a roundtable to mark the 30th 
anniversary of Medicare.  
It brought together leading 
health experts from around  
the country to discuss  
Medicare and its future 
as part of a sustainable 
healthcare system. The 
meeting, held at Old Parliament 
House in Canberra, produced 
thought-provoking discussion 
from a select audience. 

➧

➧
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HAVE YOUR SAY…
We’d like to hear your 
opinion on these or any 
other healthcare issues. 
Write to us at  
admin@ahha.asn.au or 
PO Box 78, Deakin 
West, ACT, 2600

Medicare 
Roundtable
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No good news for 
those with large 
health bills

The Commonwealth Government’s 
plans to scrap the net medical expenses 
tax offset (NMETO) is a short-
sighted budgetary measure that will 
hit taxpayers with large health bills 

hard. “While the Government is seeking to 
portray the NMETO as a perk for the rich, 
its scrapping will have a significant effect on 
many Australians who struggle to pay medical 
expenses,” said AHHA CEO Alison Verhoeven. 

➧

At the Mid-Year Economic and 
Fiscal Outlook (MYEFO) last 
December, Treasurer Joe Hockey’s 
scrapping of the Labor party’s 

Priority Health Initiatives program 
threatens to stall critical infrastructure 
and clinical service improvement 
programs across Australia. The AHHA 
acknowledges the challenging fiscal 
environment but there are real concerns 
that these cuts will cause delays in access 
in critical areas such as cancer diagnosis 
and treatment, and neonatal care.

➧

Health and budget 
not necessarily 
mutually exclusive

AHHA believes that the long-term 
sustainability of Medicare is a pressing 
problem, but Health Minister Peter 
Dutton is right to avoid making any hasty 

decisions about reforming it. Any reform options 
– such as introducing patient co-payments for 
visits to GPs or emergency departments – need 
to be considered as part of a long-term strategy 
to improve health outcomes and the efficiency 
and effectiveness of our health system.

➧
Uptake of the 
PCEHR system has 
been limited.

Peter Dutton

Health Minister 
calls for national 
healthcare 
conversation

AHHA has called on the Minister, Peter 
Dutton, to consider the full range of 
funding and financing options, and more 
effective integration across primary 

health and hospitals, and across the public and 
private sectors.

Building 
confidence in 
electronic records

The Personally Controlled Electronic 
Health Record (PCEHR), currently 
under review by the Australian 
Government, has the potential to be 

an effective tool supporting high quality 
healthcare but must address the needs of 
both clinicians and consumers. The uptake 
of the PCEHR has been extremely limited, 
and unless clinicians have confidence 
that it will provide the complete picture 
they need, they will continue to shun the 
system. If clinicians don’t support the 
system then patients are unlikely to engage 
and vice-versa.

➧

Health services the 
MYEFO casualty

➧

Joe Hockey
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With Medicare now in its 30th 
year, there are around 8.5 
million Australians who have 
never known healthcare 

without it. To debate the effectiveness and 
sustainability of Medicare and the prospect 
of reform, a roundtable of health leaders 
was co-hosted in Canberra in January by the 
AHHA and the University of Sydney’s Menzies 
Centre for Health Policy. While opinions 
were inevitably diverse, there was shared 
agreement that Australia’s high quality, safe 
and effective health system must continue to 
be accessible and equitable for all Australians.

Health reform is always controversial, 
no matter how big or small, according to 
Anne-marie Boxall, Director of the AHHA’s 
Deeble Institute and co-author of Making 
Medicare. She proposed that acceptance of 
any reform requires broad consultation with 
practitioners, policymakers and consumers,  
as well as building on what already exists.

Catherine King, Shadow Minister for 
Health, reminded participants of the 
principles of Medicare: universal access, 
overcoming health inequity, access to new 

medications and treatments, and  
prevention. She highlighted the viability  
of Medicare being linked to demands on  
the Medicare Benefits Schedule (MBS) and 
the Pharmaceutical Benefits Schedule (PBS) 
and the ability to achieve best value from  
such investments. 

Whether Medicare is sustainable is the 
wrong question to ask, according to Stephen 
Duckett, Director of the Health Program 
at the Grattan Institute. He proposed that 
Australians should instead be questioning 
whether we get value in Medicare and the 9% 
of GDP spent on healthcare, and how we can 
improve over time. 

John Glover, Director of the Public 
Health Information Development Unit at 

the University of Adelaide, highlighted the 
impediments in accessing MBS and PBS data 
since 2009-10, and therefore, gaps in our 
understanding of the effect these schemes 
are having on the broader health system. 

Bulk-billing proponent Con Costa, 
President of the Doctors Reform Society, 
challenged general practitioners to focus 
their attention and energy beyond the 
confines of their surgeries, to reach out to the 
most disadvantaged in the community.  He 
proposed more home visits, aged-care facility 
visits and end-of-life care at home visits, and 
adjustments to Medicare to allow for this.

The negative impact of co-payment on 
consumers was noted by Rebecca Vassarotti 
of the Consumers Health Forum. She 
highlighted stories shared by consumers, 
particularly young families, older households 
and individuals with chronic illness, of a 
growing gap in equitable access to healthcare 
in Australia. Avoiding GP visits and not 
being able to afford prescription medicine 
paradoxically increases long-term health 
expenditure as treatment is delayed to the 
point consumers need emergency care at 

In depth

BY ALISON VERHOEVEN 
Chief Executive, AHHA

Taking a closer look at the future of Australia's healthcare system

Health: not just a 
question of money

Many of the most popular 
drugs are now coming off of 
their patents, and while new 
technologies are expensive 
to develop, the cost of 
production rapidly falls. 



hospital. Rather than short-term fixes, like 
introducing or increasing co-payments, she 
argued governments should review how we 
structure the health system and distribute 
health funding.

President of the Australian Medicare 
Association, Steve Hambleton, says if we 
do not want to spend more on health, then 
we must spend smarter. He argued that 
keeping people out of hospital is the best 
form of keeping health expenditure down, 
and requires investment in preventive 
and population health in the community. 
He proposed the Department of Veterans 
Affairs’ Coordinated Veterans Care Program 
as a best practice model for reforming 
Medicare Locals to fully engage GPs 
with less red tape and more streamlined 
arrangements for referring patients to 
appropriate allied health services.

Shaun Gath, CEO of the Private Health 

Insurance Administration Council (PHIAC), 
discussed the role of private health insurance 
in the context of Medicare. He noted the 
dominance of large funds in the market and 
advised that consumers could check out 
www.privatehealth.gov.au to better inform 
themselves before signing up to an insurer 
and ensuring the best value for money.

Adam Elshaug, of the Menzies Centre  
for Health Policy at the University of Sydney, 
challenged policymakers to focus on 
reducing waste and trialling new payment 
models, such as blended payments and 
medical home or accountable care models. 
He said the work of the Department 
of Health’s Medical Services Advisory 
Committee should inform the development 
of policy aimed at waste reduction, 
particularly with regard to items listed  
on the MBS.

Reforming PBS pricing should be a priority, 

according to Philip Clarke of the University 
of Melbourne. Many of the most popular 
drugs are now coming off of their patents, 
and while new technologies are expensive 
to develop, the cost of production rapidly 
falls. He argued that Australia consistently 
pays more for drugs when compared 
internationally, and that incentives to use 
more generics in Australia could see savings 
passed to consumers.

An afternoon of health policy discussion 
cannot do justice to the difficult questions 
of structural reform or health financing, and 
the viewpoints and solutions debated were 
of varied merit. What is not debatable is 
the passion of Australia’s health leaders to 
contribute to reform discussions, and the 
willingness of all to entertain innovative 
proposals to progress development of an 
economically sustainable, effective and 
equitable health system for Australians.   ha 
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The challenge for 
Australia's health system 

is to remain affordable and 
equitable for everyone.



superware
Setting the Standard in melamine tableware

+ Strong, durable and lightweight
+ Resistant to breaking, chipping or cracking
+ Heat resistant to 100°C
+ Dishwasher safe
Not suitable for dry bain maries, microwave 
or convection ovens.

Superware is produced by the world’s 
largest manufacturer of 100% melamine 
and offers a collection of plates,  
bowls, cups, trays and other tableware 
items in white, red, green, dark blue,  
pastel blue and dark yellow. 

Discover the full range of Superware at www.superwaremelamine.com.au or www.superwaremelamine.co.nz



Following the success of The Quantum 
Leap – Measurement: redefining 
Health’s boundaries in 2012, the 
Australian Council on Healthcare 

Standards (ACHS) and the Australian Healthcare 
and Hospitals Association (AHHA) will join 
forces again to bring you the 2014 conference,  
The Quantum Leap – Health Innovation: Making 
Quality Count.

In a health system under pressure from 
increasing demand, cost increases and budget 
restraint, the focus on value for money 
continues to grow. Clinicians, managers and 
policymakers are striving to balance the drive 
for efficiencies with the need to maintain and 
improve quality health outcomes.

The Quantum Leap – Health Innovation: 

Making Quality Count, on 8-10 September, will 
highlight the challenges and achievements of 
successful innovations in health, showcasing 
a range of award-winning local healthcare 
pioneers as well as international perspectives on 
health service management and delivery.

Federal Minister for Health Peter Dutton 
has been invited to deliver the opening 
address for the conference in Sydney.

Keynote speaker Professor John McDonough, 
Professor of Public Health Practice at the 
Harvard School of Public Health, will discuss 
Obama Care and the implementation of health 
reform in the United States. 

Richard Royle, Executive Director of 
UnitingCare, will outline the outcomes and 
implications of the Personally Controlled 

Electronic Health Records (PCEHR) Review, 
of which he is the Chair. Megan Main, Chief 
Executive of Health Purchasing Victoria, has 
been asked to discuss revolutionising the 
supply chain. And finally, Professor Clifford 
Hughes, head of the NSW Clinical Excellence 
Commission, will share his perspective on 
innovation and quality in healthcare.

As this list of speakers and topics suggests, 
this conference will appeal to a wide cross-
section of the public and private healthcare 
community throughout rural, regional 
and metropolitan areas. So, if there is one 
conference you attend this year, make sure 
that The Quantum Leap is it!

To register, visit www.thequantumleap.com.au 
or phone 02 6162 0780 for more information.  ha

Health Innovation: 
Making Quality Count

In depth

Health Innovation: Making Quality Count*

Monday 8 to Wednesday 10 September 2014
Novotel, Brighton Le Sands, Sydney

The Quantum Leap

*A collaboration of the Australian Council on Healthcare Standards (ACHS) and the Australian Healthcare and Hospitals Association (AHHA).
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Governments are pulling back  
from year-on-year growth in health 
spending, but the healthcare needs 
of Australians are increasing due  

to poor health behaviours and a stream of  
new technology for diagnosis and treatment.  
So, the question is: what to do when these two 
powerful forces collide? 

If we leave things to sort themselves out, the 
powerful lobby groups will continue to push their 
health spending agenda and the noisiest will win 
out. Politicians appear reluctant to grab health 
services by the scruff of the neck to instigate 
real change; they seem risk averse in a 24-hour 
media cycle and, for once, neither side of politics 
promised to ‘fix’ healthcare in the run-up to the 
2013 Federal Election.

The Australian Centre for Health Services 
Innovation (AusHSI) takes the view that small 
but important change can be made at the 
grassroots level. Such changes will grow from 
research projects undertaken by healthcare 
professionals and academics working together. 
The evidence that emerges from such research 
will help re-organise health services so they are 
less costly but deliver the same outcomes; or, 
so that they operate at a lower cost and deliver 
better outcomes. 

To date, the AusHSI stimulus grants scheme 
has funded 24 research groups .This has 
helped provide new knowledge about the 
cost effectiveness of home visits to prevent 
childhood caries; better ways of doing nursing 
handover in the ICU; and, a novel night-
lighting intervention to reduce inpatient falls 
in hospital wards. 

In partnership with 
the private sector, 
AusHSI is building the 
research capacity of 
health services and 
delivering solutions 
to important health 
service challenges. 
Our current partners 
are the Queensland 
Government, the 
Royal Brisbane and 
Women’s Hospital, and 
Queensland University 
of Technology. Affiliate 
partners are Bond 
University and St 
Andrews Medical Institute. 

It is important, however, for further 
engagement with private sector and with groups 
outside of Queensland. Indeed, nationwide 
innovation in health services is needed, as 
consideration of the following issues suggests: 
Adam Elshaug, a Sidney Sax Fellow with joint 
appointments in the School of Population 
Health and Clinical Practice at The University 
of Adelaide and at Harvard Medical School, 
recently found 156 potentially ineffective 
and/or unsafe services listed for funding on 
the Medicare Benefits Scheme. Philip Clarke, 
Professor of Health Economics at the University 
of Melbourne, found that $1.3bn is wasted on 
generic drugs simply because Australians are 
paying more than other countries do. Intensive 
care specialists, Peter Saul and Ken Hillman, 
have written about how we fail to let people die 

peacefully and instead admit them to hospital 
for interventions and procedures that are both 
costly and futile.

We need governments willing to lead reform 
and re-organisation on these kinds of issues, 
or even surrender control of health services to 
a non-political agency able to make tough but 
sensible decisions in the face of strong lobby 
groups. We also need to grow improvements 
from the ground up. 

There are many improvements that can be 
made to health services; they are often obvious 
and can lead to dramatic changes. They need to 
be quantified and disseminated by motivated 
healthcare professionals working in our hospitals 
and health services.

For more information on the Australian Centre 
for Health Services Innovation and its current 
activities, visit www.aushsi.org.au.  ha

What to do when demand for health services swells 
and budgets shrink

Improving our 
health services from 
the ground up

In depth

BY NICK GRAVES 
Academic Director of the 

Australian Centre for Health 

Services Innovation

Grassroots changes by hospital staff can make big differences to costs.
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With healthcare costs continuing 
to rise, and hospitals struggling 
with increasing demand, there 
have been calls to overhaul 

the funding and governance structures in the 
Australian health system. Before launching 
into another round of major reforms, 
governments and service providers should 
consider alternative models of care that have 
steadily been gaining support and credibility 
over recent years.

In November 2013, the National Health 
Performance Authority (NHPA) released two 
reports: one identifying the variation between 
hospitals in the length of stay for patients with 
the same condition, the other highlighting 
the large number of potentially avoidable 
admissions to hospitals in 2011-12. 

Unnecessarily long stays in hospital and 
avoidable admissions are an obvious area of 
waste in the health system and an opportunity 
for significant improvement in efficiency. The 
availability of appropriate primary care services 
and community-based care options is a key 
factor that influences the need for hospital 
admission and delays to discharge. Hospital 
in the Home (HITH) programs are one such 
option for acute and post-acute care outside 
traditional hospital settings.

Historically, the financial incentives for 
avoiding hospital admissions or reducing 
length of stay were minimal as other patients 
would always fill the beds and no realisable 
savings would be made. The incentives that 
did exist related to freeing up hospital beds 
for elective surgery patients. This group was  
a priority as there was often additional 
funding available for efforts to tackle the 
highly public and political issue of elective 
surgery waiting times.

Additionally, the responsibility for funding 
HITH services was often complicated and 
debated between the Commonwealth funded 
primary care sector and the state funded 
hospital sector. The result of this was a lack of 
collaboration, service duplication and accusations 
of cost-shifting between the Commonwealth and 
state and territory governments.

While a Deloitte Access Economics review 
in 2011 confirmed the cost/benefits associated 
with HITH, Professor Debora Picone, CEO 
of the Australian Commission on Safety 
and Quality in Health Care, alluded to outdated 
attitudes and beliefs of senior clinicians and 
managers, particularly in relation to cost, as a 
major barrier to greater use of HITH programs 

when she spoke at the annual HITH Society 
Conference in late 2013.

With the introduction of an activity-based 
funding model, where hospitals are paid 
for the actual number and type of services 
they provide, there is greater incentive to 
implement HITH models.

While the incentive to drive elective surgery 
throughput remains, the activity-driven 
funding model provides the capacity to access 
funding for both the HITH program and the 
additional hospital activity that the HITH 
programs allow.

HITH programs rely on effective 
collaboration between the acute hospital 
sector and primary and community care 
services. Medicare Locals have played an 
important role in facilitating cooperation 
between existing services and supporting  
the development of new services where  
gaps existed.

For many patients, HITH programs provide 
a safe and effective alternative to a hospital 
stay. Increased use of HITH programs will 
free up hospital resources to treat those 
for whom hospital admission is the only 
option. This approach has been recognised 
by the Queensland Government, which has 
allocated $28 million for new HITH programs 
in Townsville and the Sunshine Coast and 
expanded programs in Brisbane.

The national health reform process has 
delivered a funding model that better 
supports the HITH approach. We now need 
to encourage greater support for HITH from 
health service administrators and to ensure 
that the integration of care across sectors is 
not just a priority but also a reality for health 
professionals, policymakers and consumers in 
the years to come.   ha

Opinion

BY ALISON VERHOEVEN 

Chief Executive, AHHA

Innovative programs exist to deal with rising healthcare costs and 
hospitals struggling to meet demand

Service beyond 
hospital walls

Programs set outside the hospital have 
offered successful and cost-effective models.
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There are over 22,000 Australians with 
end-stage kidney disease (ESKD), 
many of whom are treated in specific 
dialysis centres at least three days 

a week. The number of dialysis centres has 
grown to accommodate this demand so that, 
internationally, it has become standard care.

However, there is increasing evidence of the 
benefits of chronic disease self-management 
for people with chronic kidney disease (CKD), 
including home dialysis rather than in-centre 
dialysis. Individual benefits include patient 
empowerment and choice; improved quality 
of life; decreased travel burden; ability to 
dialyse longer and more frequently; and greater 
flexibility and health outcomes generally. 
Secondary benefits include decreased rates of 
hospitalisation; ability to return to/maintain 
a working life; and cheaper cost to the health 
system.1 Patients are generally comfortable once 
they are established on dialysis, implying that, 
to improve home dialysis rates, patients should 
be exposed to home therapies early to avoid 
the ‘status quo’ bias against changing to these 
therapies once established.2

During 2012, at the Royal Hobart Hospital – in 
Tasmanian Health Organisation-South (THO-
South) – we developed and implemented a 
new pathway for people developing ESKD by 

Innovation award 2013, Tasmania

Home Dialysis 
First

BY MATTHEW JOSE 
Nephrologist, THO-South 

AND COLIN BANKS Nurse 
Unit Manager, Nephrology 

Department, THO-South

In depth

For all the benefits offered by dialysis centres, there is evidence to suggest home-based dialysis 
may be more effective for people with chronic kidney disease.



incorporating a philosophy of ‘Home Dialysis 
First’. In developing our model of care, we 
have combined our CKD Educator, Home 
Haemodialysis and Peritoneal Dialysis teams and 
placed them in one facility – the Karingal Renal 
Education Centre (KREC). Previously, they had 
worked relatively independently of one another. 

Our patients attend early pre-dialysis 
education and information in KREC and are 
now exposed to other patients self-managing 
their own care from the start of their chronic 
disease journey. Pathways have been developed 
from CKD through to treatment options and 
a framework for home dialysis has also been 
developed to assist in defining the level of 
dependence achievable by the individual which 
in turn determines dialysis location.

Buy-in has been sought and achieved from 
all members of the renal multidisciplinary team 
(doctors, nurses and allied health professionals). 
Patients are now provided the opportunity to 
make an informed choice on their treatment 
option in consultation with the CKD educator. 
This aligns with the core principles in the 
Australian Commission on Safety and Quality in 
Health Care framework to provide care that is 
consumer-centred, driven by information, and 
organised for safety.3 

By the end of 2012, the number of new 

patients starting dialysis in the home therapies 
unit had doubled to 60% overall. The number 
of people going home on dialysis also doubled. 
Patient satisfaction has proved very high and 
the new model of care has resulted in an annual 
saving of over $200,000 in its first year alone. 

Since introducing the program, we have 
realised that the phrase ‘Home Dialysis First’ 
is a misnomer: not all patients go home for 
various reasons, but some remain independent 
in the training facility. Consequently, we are 

now promoting patient independence in their 
dialysis treatment, irrespective of their final 
geographic location.  

Some other projects incorporated in this 
model include:
 Commencement of a Peritoneal Dialysis 

masterclass for ongoing peer-led education;
CKD education in a social context, including 

healthy eating choices and easy exercise 
classes to promote healthy living including 
tai chi;
 The development of independent dialysis pods 

with 24-hour access allowing independently 
trained patients to dialyse after hours without 
staff present; 
 After-hours on-call dialysis nurse support.

In October 2013, we were awarded the Lake 
Maintenance Innovation Award for best team 
contribution for service excellence and the Gold 
award for the best example of person-centred 
care in Tasmania. The prize money is being used 
to develop telecommunication links with our 
patients at home.   ha

1. Kidney Health Australia (Jan, 2012).  A Model for Home Dialysis.

2. Kidney Health Australia (Jan, 2011). Consumer Perspectives 

on Dialysis: First National Census. 

3. Australian Commission for Safety and Quality in Health Care 

(2013). Australian Safety and Quality Framework for Health Care.
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disease journey. Pathways 
have been developed from 
CKD through to treatment 
options and a framework 
for home dialysis has also 
been developed to assist 
in defining the level of 
dependence achievable by 
the individual which in turn 
determines dialysis location
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Availability of new technology has 
been identified as a significant 
driver for the emergence of new 
models of care in health services. 

The eHAB telerehabilitation system was 
developed by the Telerehabilitation Research 
Unit at the University of Queensland. These 
devices were billed as being portable and sturdy, 
and contained a suite of calibrated assessment 
tools that allow allied health professionals to 
undertake a variety of clinical measurements, 
over the internet, from a remote location.

Cairns and Hinterland Hospital and Health 
Service first received the eHAB system in 2008, 
when the devices were purchased for the district 
by Statewide Telehealth Services. In 2009-10, 
a trial of the devices was conducted at six sites 
across the district. The aim was to investigate 
the possibility of using eHAB technology to 
allow rural and remote patients to access 
specialised allied health services without the 
need to travel long distances or incur associated 
travel costs. In addition, the trial sought to 
examine the effectiveness of using eHAB 
technology to bridge the gap in clinical support 
and supervision of staff in rural and remote 
areas, particularly for new and recent graduate 
allied health professionals.

Unfortunately, a number of technical issues 
with the devices and an increased number of 
vacant allied health positions across the district 
led to difficulties with adequately trialling 
the devices in this manner. Prior to the trial 
(and a concurrent trial in the Darling Downs 
West Moreton Hospital and Health Service), 
the devices had only been investigated 
using an ethernet internet connection in a 
major metropolitan setting. Given the rural 
and remote nature of the trial area, internet 
connection was accessed using the Telstra 
Next G network. At the time, mobile coverage 
to much of the area was patchy at best and 

resulted in significant issues with transmission 
of data, particularly audio and video.

In addition to this, the amount of time 
required to set up the device and the difficulty 
in finding a location with adequate mobile 
reception were frequently reported as the 
biggest barriers to using the eHAB system. 
This was true for both clinical consultations 
and for accessing professional development 
activities. Despite these barriers, most clients 
and clinicians reported that they would be 
willing to continue to access specialist services 
and undertake professional development using 
technological means. This was particularly 
true of new and recent graduate allied health 
therapists working in rural and remote locations.

While recruitment and retention of staff 
across the district was not a direct Key 
Performance Indicator of the eHAB Models of 

Care Project, the outcomes of the trial were 
negatively impacted upon by the continual  
turnover and loss of allied health staff across the 
district within the trial timeframe. As a result, 
the study was unable to generate a lot of data 
that can conclusively state the effectiveness of 
using eHAB to improve the continuum of care 
for rural and remote clients, or for providing 
rural and remote clinicians with increased access 
to professional development activities. 

Although the findings of the trial were limited 
at the time, recent advances in technology 
and significant improvement in remote mobile 
internet access may have changed the outcome 
if the trial were conducted today. Technology 
definitely has its place in providing support 
for rural and remote clinicians and clients, and 
further investigation is warranted to determine 
how to best capitalise on this.  ha

Trialling Telerehabilitation in Far North Queensland

eHAB models of 
care project

In depth

BY DAMIANE CLIFFORD  
A/Team Leader and  

Senior Physiotherapist,  

Cairns  Hospital

Speech Pathology PhD student Monique Waite assists a patient with accessing a new 
telerehabilitation system.
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Primary Care Partnerships (PCPs) 
commenced in 2000 and are now 
in their 13th year of operations 
across Victoria. There are 30 PCPs 

representing a diverse range of over 1200 
health and human service organisations, 
including primary care, acute care, mental 
health, women’s health, community and 
welfare and local government. 

Activities across all PCP member 
organisations are underpinned by partnerships. 
These can be viewed as a mechanism that 
can guide integrated approaches, build 
relationships between agencies, and harness 
existing resources – all in an effort to achieve 
results across a wider catchment area, rather 
than just within one agency. 

In addition to Partnerships, three other 
key deliverable areas for PCPs are Integrated 
Health Promotion, Integrated Chronic Disease 
Management and Service Coordination. 
Examples of PCP activities in each of these 
areas are discussed below.

Partnerships
n  LGA representation on the membership of 

PCP governance groups and contribution 
towards both the development and 
monitoring of PCP strategic directions;

n  PCP participation in the consultation and 
development of Municipal Public Health 
and Wellbeing Plans and alignment of 
plans for community health and wellbeing 
outcomes;

n  PCP membership of a Local Government 
Access Alliance, a partnership group working 
together to link people with a disability with 
physical activity opportunities; and

n  The Heart of Corangamite Project focuses 

on improved health outcomes addressing 
physical activity and nutrition.

Integrated Health Promotion
n  Growing up in G21: Health and wellbeing of 

children 0-8 years in the G21 Region, a report 
released in October 2011 that provides a 
regional view of 0-8-year-old children living 
in Greater Geelong, Queenscliffe, Golden 
Plains, Surf Coast and Colac Otway;

n  Smiles 4 Miles, a project aimed at increasing 
the number of early childhood services 
(preferably kindergartens) that provide 
environments supportive of oral health; 

n  Kids-Life! A program designed to support 
and resource families to make healthy 
lifestyle changes.  A PCP received funding to 
facilitate agreements and referral pathways, 
and to promote Kids-Life!;

n  A grant secured by Wimmera PCP for 
Horsham Primary School to establish a fruit, 
vegetable and bush tucker garden; and

n  A range of PCPs working in collaboration 
with Women’s Health services with a 
targeted focus on prevention of violence 
against women and/or sexual and 
reproductive health. 

Integrated Chronic Disease Management
n  Development of referral pathways for 

diabetes management across primary  
health settings;

n  Provision of health coaching for practitioners 
to improve client self-management of 
chronic disease;

n  Support of Early Intervention in Chronic 
Disease/EIiCD programs in community 
health; and

n  Improvement in communication with 

General Practitioners through more 
systematic client information sharing.

Service Coordination
n  CBD Homelessness Health Access Protocol 

Project – the development of Access 
Protocols to build pathways between 
primary health services, mental health 
services and the homeless sector;

n  Active participation in the development and 
implementation of the Service Coordination 
Tool Templates to improve service system 
access;

n  The Community Mental Health Planning and 
Service Coordination Initiative, instigated 
and supported by the Department of Health 
with the aim of supporting the Mental 
Health Reform Strategy, through partnership 
projects in PCP catchments; and

n  Support and development of eHealth 
practices across primary health agencies.

Since their inception, PCPs have played a 
role in contributing towards improved health 
outcomes for Victorians in the following areas:
n  Early identification of their full range  

of health and care needs;
n  Easier navigation of the health and  

human service system;
n  Improved access to health and  

human services;
n  Quality health promotion practice across 

organisations contributing to healthier 
communities; and

n  Improved coordination, consistency and 
continuity of care.

For further information, contact me on  
03 9389 2261 or at granth@inwpcp.org.au.  ha

Building relationships and promoting integration

Statewide Primary 
Care Partnerships 
in Victoria

In depth

BY GRANT HAMILTON
Statewide PCP 

Executive Officer
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Recently, I spent some time in the 
United States (US) examining 
models of healthcare and 
developments in the patient-

centred medical home. Putting aside the 
so-called ObamaCare reforms (which were on 
high-rotation debate at the time), what struck 
me was the breadth of progress in primary 
care reform. Many service providers – from 
health maintenance organisations, hospital 
operators and smaller commercial players – 
were investing in new models of primary care.

While the US health system is relatively 
expensive and does not provide the 
same universal coverage as in Australia, 
it is similarly fragmented. A variety of 
service providers, payers and jurisdictions 
overlap and compete to create significant 
complexity and sub-optimal health outcomes. 
Furthermore, in both nations it is widely 
recognised that better integration of 
healthcare is a system objective that can no 
longer be ignored if we are to meet existing 
and future population needs.

My observation of the US reforms was that 
necessity has been driving change, and that 
change has been taking place at a number of 
system levels. The need to move away from a 
system that promotes the wealth of a few as 

opposed to health for all was more obvious 
than ever. Dependence on expensive acute 
health systems has opened up a gap in which 
vulnerable and diverse population groups 
are more likely to miss out; and chronic and 
complex conditions are not managed well.

New models of primary healthcare 
recognise that people who are well are 
also more likely to be healthy. This may be 
described as a holistic rather than medical 

view of health. For a move in this direction 
to be sustainable, financial and structural 
changes cannot be avoided, and such changes 
need to be debated here in Australia.

The goal of transforming a system to be 
holistic, patient-centred, and even primary 
care based, will not be easy. The very fact 
we are embedding traditional approaches to 
health (and wellbeing) in much of our medical 
and professional training will only make the 
journey longer. A good place to start, though, 
would be investing in training and processes 
that reflect future challenges as opposed to 
existing practice.

One example is the linking of disparate 
payment systems to reflect what a patient’s 
journey should be rather than the way it has 
always been. 

Systems in the US which have developed 
a strong track record of transformational 
leadership in this area include Nuka’s 
system of care for indigenous populations, 
OregonCare’s roll out of the Patient Centred 
Primary Care Home, and Mt Sinai New York’s 

In depth

BY WALTER KMET 
CEO, Wentwest

Primary care reform in the United States 

Lessons for 
systemic change

A variety of service providers, 
payers and jurisdictions 
overlap and compete to 
create significant complexity 
and sub-optimal health 
outcomes. 



Accountable Care Organisation. These are all 
examples of regional leadership that remains 
responsive to community needs.

The success of Mt Sinai’s New York campus, 
which straddles Manhattan’s affluent Upper 
East Side and the poorer neighbourhood of 
East Harlem, was definitely a case of working 
with the community rather than just treating 
a medical condition. For example, in instances 
of childhood asthma, the healthcare provider 
saw it as absolutely their responsibility to work 
with families to ‘clean up’ the child’s living 
environment and make families feel good 
about helping out each other in the process.

The lesson here is that primary care models 
can be structured to be sufficiently holistic 
and commercial. The hospital system made 
the (significant) upfront investment to create 
better ‘outward facing’ care integration for 
these publicly funded populations groups,  
improving their access and equity at the 
primary-care level and also investing in family 
wellness as a result.

On the other side of the country, 

OregonCare has regarded ‘acting with the 
individual to learn from the population’ as the 
starting point for improving on the pattern 
of persistently ineffective and high cost care 
for those most vulnerable. By designing new 
approaches for vulnerable patient groups, 
they have been able to build capacity in the 
primary healthcare system with support from 
legislative and resource changes. 

Here, there have been no short cuts to 
identifying, understanding and working closely 
with individuals. Such an approach has, in turn, 
begun to have significant impacts on access, 
costs and equity.

In taking the idea of transforming healthcare 
even further, Don Berwick, who needs no 
introduction as one of the  leading authorities 
on healthcare quality and improvement in 
the US, said in his keynote address at the 
Institute for Health Improvement’s 25th Annual 
Conference in Orlando, that creating wellness 
was the challenge for a new healthcare system. 

He said quality improvement initiatives, as 
important and valid as they are, would only 

go so far. In asking local politicians, policy 
leaders, clinicians and administrators ‘what 
can you do?’, he suggested:
  Reconsider your own concept of health;
  Reconsider the form and function of your 
piece of the healthcare system;
  Take account of healing tools you and your 
patients have that lie outside the boundaries 
of the healthcare system;
  Bring systems thinking to the pursuit of 
wellbeing;
  Re-establish your faith in and use 
of connectedness and interpersonal 
relationships; and
  Remember, embrace, and celebrate that 
kindness is inseparable from healing and good 
health.

This type of thinking provides many of 
us in the health system with the confidence 
that transformational change lies in our 
own hands, and that we are not alone in 
wanting to make the journey, even if it means 
redefining the ways that we conceive and 
fund our health system here in Australia.   ha
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Australia’s health workforce 
needs to change if the nation is 
to have sustainable, accessible 
and affordable healthcare that is 

available to everyone.
This stark reality was highlighted through 

Health Workforce Australia’s (HWA) Health 
Workforce 2025 Doctors, Nurses and Midwives 
(HW2025) – Australia’s first long-term, national 
projections for these professions.

In response to HW2025, HWA developed a set 
of policy actions that were approved by health 
ministers in November 2012. As one of these 
actions, health ministers asked HWA to examine 
which industrial and legislative practices help or 
hinder workforce reform. 

HWA is progressing this action through the 
Addressing Barriers and Enablers to Reform 
project, which is identifying the industrial 
and legislative barriers and enablers to health 
workforce reform.

“If Australia is to meet the challenges of 
providing sustainable and affordable healthcare 
for all Australians, we are going to need to 
change the way the health workforce operates,” 
Ian Crettenden, HWA’s Acting Chief Executive 
Officer, said.

“Industrial relations and legislation can 
potentially impact positively and negatively on 
the health workforce. HWA has been identifying 
the impact of industrial and legislative 
frameworks in health workforce reform. We 
are hearing about the issues with industrial 
and legislative frameworks when changes 
are proposed. This is not just in the industrial 
agreements and legislation, but in the ability 
for health service managers and professionals 
to lead change in the workplace. We need 
to address how workers and managers work 
together to ensure health service changes 
are managed productively and effectively 
in the interests of patients and consumers,” 
Crettenden said.

The industrial relations element of the 
project is looking at industrial frameworks and 
interactions between employers and employees 
within the health system.  

This includes how enterprise bargaining 
agreements, management policies and 
workplace culture support or hinder health 
workforce reforms such as changing or 
expanding roles.

Health ministers have initially identified two 
key legislative areas for HWA to examine – 

medical radiation and drugs and poisons acts.
The project team is consulting with states and 

territories and a range of stakeholders to learn 
more about the industrial and legislative barriers 
and enablers to health workforce reform.

A report will be produced by for health 
ministers later in 2014. Recommendations 
from the report aim to help health ministers 
address barriers and promote enablers that 
support health workforce reform for better 
health services.

For more information on this project, please 
visit www.hwa.gov.au.    ha

Key future challenges outlined by Rob Johnson, Senior Writer at  
Health Workforce Australia

Changing Australia’s 
health workforce

In depth

“If Australia is to meet the challenges of providing 
sustainable and affordable healthcare for all Australians, we 
are going to need to change the way the health workforce 
operates. Industrial relations and legislation can potentially 
impact positively and negatively on the health workforce."
Ian Crettenden, Acting Chief Executive Officer, HWA

A new team will examine the barriers to 
industrial reform in healthcare.
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The role of clinical engagement in 
ensuring high-quality healthcare 
outcomes is well established. 
However, clinicians are also vital  

to supporting supply chain efficiencies  
which in turn support cost-effective and 
sustainable healthcare. 

Non-labour costs typically comprise 
30-40% of a health service’s budget. In a 
financially constrained sector, there is room 
for significant reduction realised in non-
labour costs, but to achieve real bottom-line 
savings, it has to be done in collaboration 
with key staff across a health service, rather 
than resting solely in an operational or finance 
driven unit within a health service. 

Health Purchasing Victoria (HPV), through 
its role in managing collective procurement 
on behalf of Victoria’s health sector, has 
delivered a broad range of savings and 
outcomes for the Victorian health sector 
since 2001. The value under HPV contract 
has more than doubled in the past five years 
and is currently estimated at more than  
$500 million. Key to achieving these 
outcomes is the collaborative input of our 

health services, in particular clinicians and 
other technical experts.

Every year more than 150 clinicians 
participate in HPV reference groups to 
develop specifications for upcoming tenders, 
evaluate supplier submissions and provide 
vital input into our sourcing program.  

HPV invests up-front in engaging and leading 
clinicians in this process so that our sourcing 
program can reflect the diverse operational 
requirements of public health services, 
large and small, metropolitan and rural. 
We recognise that it is clinicians who best 
understand the products required to provide 

the highest standard of patient care on best 
value terms.  

Best value doesn’t simply mean lowest 
price. We rely on clinical input to gain insight 
into the rationale for selecting products that 
have driven lower total costs or superior 
clinical outcomes and these may justify 
a premium price in some cases.

Through regular reference groups, we 
provide clinicians with a platform to take 
ownership of sourcing outcomes, not only 
for their health service, but for the state of 
Victoria as a whole. These groups promote 
greater inter-health service collaboration 
among clinicians as well. 

In the case of our first statewide 
Orthopaedic Prostheses tender in 2011, we 
worked with a range of metropolitan and 
regional clinicians on two expert advisory 
panels and with the Victorian branch of the 
Australian Orthopaedic Association. We 
achieved a 10% cost reduction, which equated 
to $4 million across the state.

The end result is a panel of suppliers which 
meet strict quality and service criteria as 
defined by the expert advisory panels.

In depth

BY MEGAN MAIN  
Chief Executive Officer, 

Health Purchasing Victoria

Without engaging clinicians in procurement decisions, health supply 
chains risk operating in silos that fail to deliver long-term value

Clinicians key to 
supply chain reform

Standing clinical councils 
drive innovative sourcing 
decisions and become 
advocates for effective 
supply chain practices, 
influencing other clinicians 
and leading by example



We also rely on clinicians to set the agenda 
for new sourcing events – this is critical to 
ensure that we make supply chain decisions 
based on ‘coalface data’ from clinical experts 
who are attuned to the supply and demand 
requirements of a particular product. 

For instance, a recent greenfield tender 
for the complex biopharmaceutical product, 
filgrastim, used to treat neutropenia in cancer 
patients, was undertaken with extensive 
clinical engagement. First, we engaged 
with key stakeholders such as Directors of 
Pharmacy, Chairs of Drugs and Therapeutics 
Committees and the Victorian Therapeutical 
Advisory Committee.

Throughout the process, we leveraged 
clinical expertise and influencers who were 

able to act as advocates within their  
health service to gather research on  
product use and also to facilitate meetings 
and communication throughout the 
specification development. 

Taking the additional time to adopt a 
tailored approach and ensuring that key 
clinical influencers are involved at each 
key milestone in the sourcing process pays 
off in the end and ensures that savings are 
optimised. In this case, the outcome was 
a $2.3 million (or 79%) in cost reduction  
over a period of one year.

Healthcare providers in the United States, 
New Zealand, England and Scotland that 
have already embarked on supply chain 
reform have adopted varied approaches 

to managing their supply chains, but the 
common factor uniting them is clinical 
engagement. Standing clinical councils 
drive innovative sourcing decisions and 
become advocates for effective supply chain 
practices, influencing other clinicians and 
leading by example. Clinical engagement is a 
consistent and integrated part of their supply 
chain management, extending in some cases 
to having senior surgeons or physicians 
seconded to supply chain divisions on a part-
time or full-time basis.

Ultimately, the long term financial viability 
of Victoria’s (and, indeed, Australia’s) health 
sector depends on supply chain reform. 
For supply chain reform to succeed, clinical 
engagement is essential.    ha
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Clinicians are the key to making the 
healthcare supply chain more efficient.
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Healthcare systems are moving 
toward greater efficiency, 
transparency and accountability, 
and this trend is unlikely to 

reverse.  Many countries are placing greater 
pressure on health services to improve quality 
and performance, and health departments 
in Australia and overseas are increasingly 
using performance data to track the quality of 
healthcare delivered by public and private health 
services and clinical teams. 

Australia’s National Health and Hospital 
Reform Commission emphasised the 
importance of using data as a tool for 
continuous improvement in the health system. 
Unfortunately, the development of robust 
measures for many aspects of care (such as 
teaching, training, research, mental health care, 
etc) is still a work in progress, so patient wait 
times, which are relatively simple to measure, 
have come to dominate political debate.

Over the past two decades, many countries 
have implemented various forms of public and 
non-public reporting of performance measures 
with varying degrees of success. Lessons learned 
from past initiatives have helped shape current 
practice. The United States was an early adopter 
of public reporting. In the United Kingdom, 
much time and effort has been invested 
in developing a system of target setting, 
performance monitoring and public reporting 
to drive quality improvement and financial 
efficiency in the National Health Service.

Here in Australia, the 2011 National Health 
Reform Agreement mandated the reporting of 
nationally consistent data on a comprehensive 

range of hospital and primary healthcare 
service performance indicators. The National 
Health Performance Authority’s My Hospitals 
website, for example, publishes performance 
data for individual public and private 
hospitals. Perhaps the two most notable and 
publicised targets are the National Emergency 
Access Target and the National Elective 
Surgery Target.

The research evidence looking at performance 
reporting in healthcare remains sparse despite 
its growing and widespread use. Australian 
research evidence is even sparser, with the vast 
majority of studies coming from the United 
States and the United Kingdom.

Many of the available studies examine 
different types of performance schemes in 
different settings, making it difficult to compare 
outcomes. However, the evidence that does 
exist depicts a positive trend over time with 
more recent research evidence underscoring 
this point. This may be attributed to health 
policymakers using past lessons to better inform 
current policy and practice, which has resulted 
in more sophisticated targets and systems of 
monitoring and reporting.

This is not to say that performance reporting 
is free of negative or unintended consequences, 
but policymakers are able to learn from the past 
to inform current and future reporting programs.

The main takeaways are that a positive 
trend has emerged in support of performance 
reporting in healthcare, but much more 
research is required in order to reach a 
definitive conclusion. Until then, health 
policymakers, administrators and clinicians 
should consider the common lessons found 
throughout the literature in order to improve 
the delivery of service and drive system-wide 
efficiency, transparency and accountability:

  Understand the social, political and economic 
landscape before developing a performance 
reporting program;
  Pilot first, and once rolled out, strive for 
continual design, accuracy and relevancy testing 
of measures and the way data are collected and 
reported;
  Mandatory, system-wide participation is 
preferable;
  Allow health services to drive improvements 
in a devolved, patient-centred manner;
  Avoid onerous data collection and reporting 
overburden because data collection should not 
be an end in itself but a driver of positive change;
  Real-time reporting, which delivers 
comparative clinical performance data back to 
health service providers, should be the goal;
  Strive for more than just wait-time measures;
  Include both public and non-public 
performance reporting mechanisms;
  Foster a culture of learning over punishing 
and judging; and
  Engage key stakeholders, especially clinicians 
and senior leadership, but also the media and 
general public.   ha

Krister Partel, Policy Analyst at the Deeble Institute, AHHA, looks at how 
we can make performance reporting better and more effective

Performance reporting 
in healthcare 

In depth

Data collection should not be 
an end in itself, but a driver 
of positive change.
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When Zsuzsoka Kecskes was told 
by the Australia Day Council 
that she was nominated as the 
2013 ACT Australian of the Year 

by two mothers and a staff member for her 
work in neonatal care, she was thrilled. “To be 
nominated by families and staff is for me the 
greatest honour and privilege in itself. To then 
be also chosen as the ACT Australian of the Year 
is a humbling, overwhelming experience [which] 
was very unexpected,” she said. 

Kecskes has been recognised for her leadership 
in two projects: the implementation of cameras 
in the Neonatal Intensive Care Unit (NICU) at 
Canberra Hospital and the inclusion of families in 
the planning for the design of a new NICU.  

According to Kecskes, the NICU cameras 
(NICUcam), which stream twice a day for 
four hours, have three benefits. They provide 
reassurance to families or family members who 
are not able to visit their baby; they allow families 
to get to know their baby’s habits and behaviours; 
and they enable families to show their baby to 
friends and relatives at different times of the day. 

Kecskes said she hopes to use the recognition 
by the Australia Day Council for her work 
with the NICUcam, and in the operation of 
NICUs more broadly, to talk about partnering 
with patients and families. “Our inclusion of 
families in planning a new hospital has been 
of great benefit … I believe that if we included 
patients and families more in the planning and 
management not just of their own health, but in 
quality and safety projects and capital planning 
strategies, we would have an improved system 
with better outcomes with a better patient 
experience and greater staff satisfaction. This 
is a new concept and will take a lot of change, 
novel ideas and thoughts but can be achieved.” 

Aside from her work with NICUs, Kecskes 
has been appointed as Clinical Lead at the 

Canberra Hospital for the National Safety and 
Quality Health Service Standard, Partnering 
with Consumers (Standard 2). The aim, 
according to Kecskes, is “to improve systems 
and strategies to create a consumer-centred 
health system by including consumers in the 
development and design of health care.” 
Extending herself further, Kecskes has also 
taken on an Associate Professorship with the 
Medical School at the Australian National 
University to develop and teach a quality 
and safety curriculum.

While reflecting back on the place of all of 
her work efforts within the broader healthcare 
sector, Kecskes recounted her earlier forays 
into medicine. “My PhD at the University 
of Queensland was about identification of 
outcomes of neonates suffering from perinatal 
asphyxia,” she said. “This is a worldwide 
problem, and methods to improve babies’ 
outcomes by teaching and implementing 
prompt and appropriate resuscitation, 

management of hypoxic-ischaemic organ 
damage, and avoidance of ongoing organ 
damage, are applied in many NICUs.” 

The broader issue for Kecskes is that “early 
recognition of babies suffering from long-
term damage, in order to implement brain-
saving strategies, is still difficult.” Improving 
the lives of the roughly one million babies 
affected worldwide will prove to be a benefit, 
she believes – not just for infants and their 
families, but also for the health system and 
budget at large.  

Just knowing that there are such big 
hurdles to overcome in neonatal care means 
the title of ACT Australian of the Year provides 
all the more motivation to do better in the 
future. “As a clinician, I strive to do a good 
job”, Kesckes said. “To be recognised in such 
a way for doing a good job is an indication 
that we, as a team, as clinicians, are not only 
respected by our patients and families, but 
also appreciated and valued.”   ha

A profile of Zsuzsoka Kecskes, Clinical Director, Department of 
Neonatology, Centenary Hospital for Women and Children, Canberra

Neonatal specialist 
recognised

In depth

ACT Australian of the Year Zsuzsoka Kecskes in the neonatal unit of Canberra Hospital.
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Policymakers strive to consider 
all the available evidence when 
developing policy, but they do not 
always succeed. Often, they lack the 

time, resources and skills to access the latest 
evidence, and sometimes they struggle to 
make sense of it.

Academic researchers can play a valuable role 
in shaping policy development, but to do so they 
need to find ways of engaging policymakers and 
talking to them about their research findings in 
ways that are accessible and meaningful.

In line with the Deeble Institute’s strategic 
objective to build capacity in the health sector for 
knowledge translation and exchange for health 
policy development, we have developed a three-
day short course in collaboration with Professor 
David Preen, University of Western Australia.

This three-day course will assist academic 
researchers to make their work more accessible 
and useful to policymakers. Course sessions will 
cover a range of topics including:
  Why knowledge exchange and research 
translation is becoming more important for 
academic researchers, and the various ways it 
can be done;
  The realities of the policymaking process and 
the environment in which policymakers work;
  Engaging effectively with the media and 
non-academic audiences; and
  Opportunities to secure funding for policy 
and practice-relevant research.

The course combines a theory component 
with a strong practical focus, so participants will 
have the opportunity to develop the skills needed 
to communicate their research in ways that are 
more accessible to a non-academic audience. As 
well as receiving training on the fundamentals 
of writing for policymakers and communicating 
in the mainstream media, participants will have 
the opportunity to enhance these skills in small 
groups, applying the theory presented to their 
own research projects. 

At the completion of this three-day course, 
participants will:
  Understand why it is important to get 

involved in knowledge exchange and 
research translation activities;
  Understand the barriers that 
prevent it from happening naturally;
  Have a better appreciation of 
the realities of policymaking and the 
pressures policymakers face;
  Be familiar with a range of funding 
opportunities available to do policy 
and practice-relevant research; and
  Have developed skills in 
engaging with policymakers and 
communicating their research 
findings to non-academic audiences, 
including policymakers and the 
mainstream media.

For more details and to register, visit 
www.ahha.asn.au/event, or contact Dr 

Anne-marie Boxall, Director, Deeble Institute for 
Health Policy Research; aboxall@ahha.asn.au,  
02 6162 0780. This event is sponsored by the 
ANU Research School of Population Health.   ha

Briefing

Translating research findings 
into policy and practice
An overview of a Deeble Institute short course

Academic researchers can play a valuable role in 
shaping policy development.

deeble 
institute

What? 
Short course on research translation
When? 
14-16 April 2014 
Where? 
Building 65, 20 Balmain Crescent, 
Australian National University, Canberra
Registration?   
www.ahha.asn.au/events
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As Australia’s population continues to 
age and the desire for terminally ill 
patients to die at home increases, 
the need to provide appropriate 

end-of-life care is more important than ever.
In mid-2012, the Australian Government’s 

then Department of Health and Ageing 
funded the creation, pilot and initial launch 
of an online education package promoting 
the awareness and use of the Guidelines for 
a Palliative Approach for Aged Care in the 
Community Setting.

This contract was let to a consortium 
including AHHA, its business arm JustHealth 
Consultants (JHC), Silver Chain Group,  
e3 learning, and internationally recognised 
palliative care educator, Molly Carlile.

The training package developed incorporates 
the best practice education design principles 
and is aligned with units of competency within 
the Australian Quality Training Framework to 
provide additional learner outcome options. 
One of the key aspects of the project is that 
it offers participants the ability to apply for 
recognition of prior learning if they wish 
to progress to further formal study after 
completing these modules. 

Due to the success of the training package, 
in 2013, the federal funding contract was 
extended for a further year, and is due for 
completion on 30 June 2014. 

A recent report to the Department of 
Health about the progress of the palliative 
care training program reveals some important 
insights into participation. Firstly, the response 
to the training thus far has been overwhelming, 
with more than 9000 people registered for the 
course since June 2013. This far exceeds initial 
expectations of the project. And although the 

package is only a third of the way through the 
funding period, the completion rate for the 
online modules is high. 

Analysis of enrolment data from  
November 2013 also reveals that 
participants are drawn from a diverse range 
of geographies, occupations and work 
environments. Despite this variability, 
feedback from participants indicates that 
the training package is considered to be 
relevant, easy to use, somewhat challenging, 
and engaging. Furthermore, over 90% of 
participants said they would recommend the 
package to their colleagues and 85% had no 
suggestions for improvement.  

Overall, the training package has been 
evaluated as having considerable reach 
across a range of palliative settings in both 
aged care and the community, and being 

very effective in 
increasing the 
knowledge of a 
palliative approach. 
It has achieved 
extremely positive 
satisfaction rates, 
particularly given 
the diversity of 
participants. It 
appears to have 
significantly 
increased the level 
of understanding of 
the Guidelines for a 
Palliative Approach 
to Aged Care in 
the Community 
with almost all 
respondents rating 

their understanding of the Guidelines as 
being excellent or greatly improved after 
completing the training. Perhaps one of the 
biggest signs of the degree of interest in 
palliative care training offered by our online 
training package is that participants have 
expressed a high need for the package and 
a strong willingness to market it to their 
employers and colleagues. 

If you are interested in completing the 
palliative care online training, visit  
www.palliativecareonline.com.au or contact 
Terrie Paul, Director of AHHA JustHealth 
Consultants at tpaul@ahha.asn.au. She will 
also be able to provide information about 
JHC’s free face-to-face palliative care training 
programs being carried out throughout 
Tasmania in 2014-15, or you can register for 
them at www.ahha.asn.au/events.   ha  

Palliative care in review

Briefing

The training offered by JHC 
has been a great success, and 

funding has been extended 
until June
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The National Rural Health Alliance, 
of which the AHHA is a member, 
believes that all Australians, 
wherever they live, should have 

access to high quality healthcare. Equally, 
people living in rural and remote areas 
should have every opportunity for health 
outcomes equivalent to those enjoyed by 
their metropolitan counterparts. 

However, people living in rural and remote 
areas still have, overall, shorter lives and higher 
levels of health risk factors (such as smoking) 
than those living in cities. Furthermore, 
occupations in rural areas (such as agriculture 
and mining) have higher incidences of injury 
than white-collar jobs in metropolitan areas. 

Despite these risks, people living in rural 
and remote areas have poorer access to health 
services. This is partly because there are 
insufficient health professionals wanting to live 
and work in such places. This, in turn, can result 
in the employment of temporary staff or locums 
from outside the area – doctors and nurses 
flying to parts of rural and remote Australia from 
New Zealand for a well-paid weekend’s work.

Health service managers can be the forgotten 
profession here as focus is generally placed on 
the number and distribution of GPs, nurses or 
allied health workers in rural and remote areas. 
Part of the problem is that health leadership 
is often limited and design of services is not 

always best practice or contemporary.
Good quality health services require good 

quality managers – people who are educated in 
management, leadership and strategy rather 
than simply promoted to the position on the 
basis of their longevity. These are people who 
are able to develop innovative models of care 
and redesign health service delivery to get the 
best outcomes for local populations. 

Examples of such skilled management, 
capable of transforming systems, can be 
found in a number of rural areas. Managers 
working with local communities are 
converting outdated hospitals into dedicated 
multipurpose service centres with high-end 
aged-care accommodation. By doing so, 
communities can see that they get the best 
combination of services that meet their needs, 
with acute care being provided in nearby 
regional centres. Alongside this, elderly 
citizens no longer able to stay at home without 
assistance are supported by community 
workers and can stay in their communities. A 
manager leading this transformation engages 
the community in planning and establishing 
services. In doing so, they avoid the distress 
and political outcry often associated with 
closures of small hospitals deemed unviable. 
Such a community-centred scheme seeks to 
integrate health service delivery and meet 
everyone’s needs.

Integrated teams are vital to the health of 
people in rural and remote areas. For maximum 
efficacy, each team needs to be managed 
and led by someone who understands best 
contemporary practice in health service 
delivery. An example of high quality evidence-
informed leadership is preventing the closure 
of birthing services when there is a loss of the 
GP proceduralist who previously provided this 
service. Births, like first level mental healthcare, 
chronic disease and palliation, work better 
when managed locally and can be led by a 
GP, midwife, nurse practitioner or community 
nurse. They do not need ‘rostered’ staff. Instead, 
skilled managers can seek to transform models 
of care and types of employment. They can 
shift local hospitals rosters into caseload 
models of care and combine sources of funds 
to coordinate networked teams of health 
professionals efficiently across regional referral 
links and local delivery. 

It is easy to forget the importance of 
relationships in healthcare delivery. A good 
leader, often the health service manager, can 
not only coordinate healthcare but also make 
sure there is good communication between 
healthcare professionals, communities and 
patients. Ultimately, good leadership can 
transform services into contemporary best 
practice, based on evidence of effect and 
with maximum efficiency.   ha

Opinion
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Rethinking healthcare in rural and remote areas 
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Just over a year ago, a dear friend had a 
stroke at the young age of 45. One day 
at work he felt dizzy, heavy-headed and 
had blurred vision; another migraine he 

thought. He went home and collapsed in bed.
After sleeping for around 15 hours, he 

presented to his GP who, after listening to the 
events that took place the day before, asked 
him to go to a hospital. The GP told him that 
he had had a stroke.

After a few days of transfers between 
hospitals, admission to different units, tests 
and consultation by different clinicians, he 
was discharged from hospital with a letter 
to his GP and little other information. Just 
knowing that a stroke is something that can 
reoccur made it very frightening for him 
to be sent back into the world with little 
understanding of what had just happened to 
him and what would happen next.

As he relayed his experience to me, I was 
struck by just how variable the care people 
receive can be, even though there are well 
defined clinical practice guidelines for 
dealing with a stroke. Some information on 
what care to expect in the event of a stroke 
can, as this example suggests, prove greatly 
beneficial to a person’s wellbeing and their 
experience of care.

The Australian Commission on Safety and 
Quality in Health Care (the Commission) 
has been working in collaboration with 
consumers, clinicians, researchers and health 
organisations on the development of Clinical 
Care Standards.

The Clinical Care Standards describe the 
appropriate care to be provided to consumers 
by identifying the key components of care 
a patient should be offered for a specific 
clinical condition or a defined part of a 

clinical pathway. Their development is based 
on the most up-to-date clinical guidelines 
and standards with consideration of what is 
important to consumers and the professional 
expertise of clinicians.

In agreeing on what constitutes effective 
care, the clinical care standards aim to reduce 
the gap between what we know works 

(in terms of procedures, treatments and 
processes) and what care is actually delivered 
to consumers.

The Clinical Care Standards also seek to 
support consumers by describing the care 
they can expect to receive so they can use 
the information to aid decision-making in 
partnership with their clinicians. 

In December 2013, the Commission made 
available for public consultation the draft 
Clinical Care Standards on Acute Coronary 
Syndrome and Antimicrobial Stewardship. 
Consultation was open until 14 March 2014.

A draft Clinical Care Standard for Stroke 
is also under development and is expected 
to be released for public consultation  
later in 2014.    ha

Opinion

BY ROSIO CORDOVA 

Program Director, Clinical 

Care Standards,  

Australian Commission on 

Safety and Quality

Different people have different experiences of the healthcare system, 
but national clinical standards should alleviate that

Towards national 
clinical standards

A uniform set of clinical care standards will help improve the care offered to consumers.

Some information on what 
care to expect in the event 
of a stroke can, as this 
example suggests, prove 
greatly beneficial to a 
person’s wellbeing and their 
experience of care.
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handsets and the Ekahau Real Time Location System.

For more information, or a booked demonstration, contact Questek on 1300 364 829 
or email sales@questek.com.au

www.questek.com.au

Sydney | Melbourne | Brisbane | Adelaide | Perth | Hobart | North Carolina, USA | Indonesia

INTEGRATED HEALTHCARE SOLUTIONS
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• February 2014 marked an important 
Australian milestone: 30 years of Medicare 
and the guarantee of universal access to 
health care.

• Also in February, the Australian Government 
assigned the National Mental Health 
Commission to conduct a national review 
of mental health services and programs. 
The focus of the review will be to assess the 
efficiency and effectiveness of programs 
and services in supporting individuals 
experiencing mental ill health – as well as 
their families and other support people – 
to lead a contributing life and to engage 
productively in the community.

• Abolishing the private health insurance 
rebate could save the budget $3 billion a 
year, dwarfing the savings that would be 
generated by introducing a $6 fee for GP 
visits, according to a think tank. 

• The annual number of serious medical errors 
made in Australian hospitals has increased 

from 87 to 107, a Productivity Commission 
report shows. These included 34 in-patient 
suicides, 35 instruments left inside patients 
and four cases of the wrong patient or body 
part operated on where it led to death or 
permanent injury.

• Modern science has solved a historical  
cold case by revealing that two of the 
world’s most devastating plagues, the 
Black Death and Plague of Justinian – each 
responsible for killing as many as half 
of the population then in Europe – were 
caused by distinct versions of the same 
pathogen, Yersinia pestis.

• New research led by the University of 
Melbourne has helped debunk the common 
belief that a sixth sense, also known as 
extrasensory perception (ESP), exists.

• Incremental creep and massive holes in 
universal health coverage have left many 
Australians questioning whether there’s 
any such thing as ‘free health care’. A recent 

study estimated households now pay directly 
for almost 25% of the nation’s health costs.

• Melbourne scientists have made a major 
breakthrough in the fight against several 
cancers, which could lead to new drugs to 
treat the disease. Scientists at the Walter 
and Eliza Hall Institute say they have worked 
out how to suppress a protein which causes 
diseases including leukaemia and lymphoma.

• Hundreds of thousands of Australians are 
switching to no-frills private health insurance 
to save money. 

• A leading expert on health inequality has 
warned the Abbott Government against 
introducing $6 co-payments for doctor 
visits, saying it could have dangerous 
consequences for the poorest and sickest. 
A $6 fee for doctor visits would discourage 
the wrong people from visiting the doctor 
while doing nothing to dissuade those who 
already see their GPs too much.  ha

Snippets
The last word

What’s been happening since we last met?
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Information from suppliers in the healthcare industry

Tradenews
Comcater - For HACCP  
compliant kitchens
Whether specifying commercial kitchen equipment or designing patient meal 
delivery systems,  Comcater has a comprehensive range of equipment specifically 
designed to meet the stringent food safety practices of Healthcare facilities. 

From the receipt of food at the loading dock through to the delivery of meals 
to the patient’s bedside, Comcater has the equipment and expertise to help you 
enhance patient satisfaction and operational efficiency.

At Comcater, every product is carefully selected with HACCP compliance, food 
safety, reliability and quality in mind. We take the time to understand the unique 
needs of each customer and ensure all equipment supplied pass a series of rigorous 
tests before they are delivered to you. For a more information on a tailored solution, 
please contact Damon Yzelman on 0437 941 492 or visit www.comcater.com.au. 

Willach
Willach is the only company owned, 
locally operating division of its kind 
in Australasia, ensuring unrivalled 
reliability you would expect from an 
established market leader.  We invest 
heavily into our national team of 
locally based pharmacists, technicians 
and designers to deliver exceptional 
customer care and ongoing support.  
Our understanding of the local market 
and unsurpassed product range, 
allows us to provide the ideal solution 
that will save valuable space, improve 
stock management, reduce delays and 
minimise errors, to deliver financial 
benefits.  We challenge you to find an 
equal quality German manufactured, 
complete dispensary package from 
design to implementation, which 
has made us the number one choice 
for over 380 Australian hospital and 

community pharmacies.  Visit  
the Willach stand at the 2013 SHPA  
National Conference in September, 
or contact us for a free, no obligation 
consultation and learn how a Willach 
solution can transform your business 
today. 

Company contact details:
Willach Australia Pty Ltd
Building 2/650 Church St
Richmond,  VIC  3121
Ph: (03) 9429 8222
Fax: (03) 9429 8233
Website: www.willach.com.au. 



Seamless Theatre Technology

-  Theatre Intergration -  Endoscopic Imaging -  Camera Systems
-  Robotic Surgery -  Surgical Lighting -  Theatre Tables

Unison offers a seamless operating theatre solution providing a combination of the 
best technologies available in the OR environment.

Technologies include:

For more information

1800 429 551 | customers@device.com.au | device.com.au/unison

Pioneering Possibility

ADV-Unison-2014.indd   1 7/03/14   10:29 AM

For more information

1800 429 551 | customers@device.com.au | device.com.au/unison

Seamless Theatre Technology
The Unison system is testament to Device Technologies promise to enable superior health outcomes  
for patients, by providing them with access to the best medical systems available worldwide.

Camera Systems
SynergyHD3TM imaging is a commanding imaging platform featuring a true 1080p HD programmable  
camera head, a LED “xenon-bright” light source and an image management system all in one tablet- 
controlled device. The network-based system allows live video streaming from any authorised  
remote viewer. 

Robotic Surgery
Minimally invasive da VinciTM uses the latest in surgical and robotics technologies. da Vinci  is beneficial for  
performing routine and complex surgery. Your surgeon has precise control of the system, which translates  
his or her hand movements into smaller, more precise movements of tiny instruments inside your body. 

Theatre Intergration
The Harmony iQTM OR integration Systems are based on an upgradable platform that can grow as your 
needs change.  Using a Fibre optic “backbone” to deliver true HD video signals from virtually any source  
to monitors mounted on HD capable suspension arms such as the Harmony LEDTM visualisation systems, 
image clarity is paramount to the iQ systems.  As technology evolves in camera’s, imaging devices and  
navigation /computer equipment, the components of the platform can be upgraded to keep pace with 
these evolutions.  The Harmony universal ports provide auto recognition of equipment making image  
routing simple through the user friendly touch-panel.

Surgical Lighting
The Harmony LEDTM  surgical lights provide exceptional operative site and deep cavity illumination with 
natural white light.  The multiple LED sources also deliver a consistent light field with unparalleled shadow 
reduction for improved visualisation.  Every detail in exposed tissue has greater clarity with subtle shades 
and deep saturated reds benefiting from the high colour rendering index and R9 value of 96 points out of 100.

Theatre Tables
A superior operating table is the foundation for better patient outcomes. Versatile, easy-to-use and built 
for today’s patients and procedures, there’s a solution for every operating room and budget with Device’s 
wide range of surgical tables. 

Endoscopic Imaging
This innovative endoscopic imaging platform continues to expand support for diagnostic and therapeutic 
capabilities in endoscopy. The premium video processor EPK-i7000TM and the new high performance  
i10TM series endoscopes offer the latest advances in endoscopic imaging technology. This design has  
taken advantage of the latest imaging technologies to provide a vivid endoscopic image with excellent  
clarity and detail, allowing for improved observation capability.

ADV-Unison-2014.indd   2 7/03/14   10:29 AM
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The Mount 
Hospital in 
Perth has a 
new Director 

of Nursing, Pamela 
Antonace, who was 
previously with the 
King Edward Memorial 
Hospital.

Dale Thomas, the 
Director of Medical 
Services at Redcliffe 
Hospital, is moving 
to the South Coast of 
NSW to become the 
Director of Medical 
Services at Shoalhaven 
District Hospital. 

Also making the 
move from Queensland 
is David Cooper, 
who is taking the 
position of Director 
of Medical Services at 
Shellharbour Hospital. 

Kathryn McKeefry is moving 
to NSW to take up the position 
of General Manager at Waratah 
Private Hospital. Previously, Ms 
McKeefry was Assistant Director 
of Nursing at The Wesley 
Hospital, QLD. 

St Vincent’s Health Network 
Sydney welcomes Anthony 
Schembri as the new Chief 
Executive Officer. Previously, 
he was General Manager at 
Liverpool Hospital. 

John Tucker, General Manager 
at Nepean Private Hospital, will be 

making a move to become the CEO 
at Wolper Jewish Private Hospital.

Peter Ebeling is leaving the 
University of Melbourne to 
become Professor and Head of 
the Department of Medicine, 
Southern Clinical School, with 
Monash University.

Leaving the Auckland 
University of Technology, Anita 
Bamford-Wade is moving to 
Queensland to take up the 
position of Professor of Nursing 
and Midwifery at the Gold Coast 
Hospital and Health Service. 

Dean Palmby will join 

Melbourne IVF as their 
Operations Manager, leaving  
his position at Western Health  
as Division Director of  
Clinical Support. 

Nicole Waldron has been 

appointed as Executive 
Director of Operational 
Projects at the Epworth 
HealthCare, having 
previously been the Chief 
Operations Officer at 
the Epworth Hospital 
Richmond.

Allan Boston has 
moved across Melbourne 
from Epworth HealthCare 
to be CEO of The Bays 
Hospital Group.

Moving to the University 
of Liverpool’s Institute of 
Translational Medicine 
from the Wellcome Trust 
Centre for Human Genetics 
at the University of Oxford 
is Andrew Morris, who 
has been appointed as 
Professor of Statistical 
Genomics. 

Also starting in  
the University of Liverpool’s 
Institute of Translational 
Medicine is Bertram Müller-
Myhsok, who has taken up the 
position of Chair in Statistical 
Genomics.  ha

Who’s moving 

From the AHHA desk

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

Readers of The Health Advocate can track who is on the move in 
the hospital and health sector, courtesy of the AHHA and healthcare 
executive search firm Ccentric Group



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

he AHHA supports 
your access to 
networks of 
colleagues.  

It provides professional forums 
to stimulate critical thinking. 
It facilitates a collective voice 
across Australia and develops 
innovative ideas for reform.

Network and learn
As a member, you will have 
access to the association’s 
regular professional development 
activities and to networking 
opportunities with colleagues 
across Australia through our 
stimulating networks and 
innovative events. 

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

Deakin West, ACT 2600

 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 care delivery 
in appropriate settings through 
better service integration; 
enhanced information 
management systems; efficient 
financing models; targeted 
performance measures and 
benchmarking; environmental 
sustainability and a flexible 
workforce.

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

Become  an  
AHHA  member

*Fee includes GST - valid from 3 June 2013 to 30 June 2014

deeble 
institute

You will also receive the 
Australian Health Review, 
Australia’s foremost journal 
for health policy, management 
and delivery systems (print and 
online), as well as our magazine 
The Health Advocate, up-to-the-
minute email news bulletins and 
other professional information.

Membership Fees 2013 – 2014
Australian Overseas

Student  $ 226  $303 
Personal  $ 303  $ 417 

 Associate  $ 1,216  $ 1,656 

Full Members
(Health Services / Academic / Research Institutions)
 

Band Gross operating 
expenditure Membership fee

1 $0 - $10M $ 1,957
2 $11M - $25M $ 3,913
3 $26M - $50M $ 9,134
4 $51M - $100M $ 15,295
5 $101M - $250M $ 18,632
6 $251M - $400M $ 24,806
7 $401M - $550M $ 30,760
8 $551M - $700M $ 38,147
9 $701M - $850M $43,549

10 $851M and 
over $49,723
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AHHA Council and 
supporters
AHHA Board 
The AHHA Board has overall 
responsibility for governance 
including the strategic direction 
and operational efficiency of the 
organisation, the protection of its 
assets and the quality of its 
services. The 2012-2013 Board is:
Dr Paul Scown
Chair  
Ms Siobhan Harpur
Deputy Chair
Dr Deborah Cole
Treasurer
Mr Felix Pintado
Director
Ms Elizabeth Koff
Director
Prof Kathy Eagar
Director – Academic
A/Prof Paul Dugdale
Director

AHHA National 
Council
The AHHA National Council 
oversees our policy development 
program. It includes the AHHA 
Board above and the following 
members:
Mr Walter Kmet (NSW)
Ms Sheila Holcombe (NSW)
Ms Annette Schmiede (NSW)
Mr John Smith (VIC)
Mr Lyndon Seys (VIC)
Ms Kathy Byrne (QLD)
Dr Annette Turley (QLD)
Ms Lesley Dwyer (QLD)
Ms Learne Durrington (WA)
Mr Chris McGowan (WA)

Mr Graeme Houghton (TAS)
Mr Michael Pervan (TAS)
Ms Barbara Reid (ACT)
Ms Joan Scott (ACT)
Mr Ross O’Donoughue (ACT)
Ms Christine Dennis (NT)
Ms Wendy Ah Chin (NT)
Mr Greg Mundy (Associate  
Member rep)
Dr Martin Dooland (Personal 
Member rep)

Secretariat
Ms Alison Verhoeven
Chief Executive
Mr Andrew McAuliffe
Senior Director Policy and 
Networks
Ms Terrie Paul
Director Business Services
Dr Anne-marie Boxall
Director Deeble Institute
Mr Krister Partel  
Policy Analyst Deeble Institute
Ms Amy Kilpatrick
Manager Membership  
Legal Counsel
Ms Emily Longstaff
Editor, The Health Advocate 
Ms Sue Wright
Office Manager
Mr Dennis Strand
News Editor
Ms Yasmin Birchall 
Project Coordinator JustHealth 
Consultants
Mr Daniel Holloway 
Communications Officer
Mr Murray Mansell
Accountant
 

Australian Health 
Review
Australian Health Review is the 
journal of the AHHA. It explores 
healthcare delivery, financing  
and policy.
Prof Andrew Wilson
Editor in Chief
Dr Anne-marie Boxall
Managing Editor 
Dr Simon Barraclough 
Associate Editor, Policy
Prof Christian Gericke
Associate Editor, Models of Care
Dr Lucio Naccarella
Associate Editor, Workforce
Ms Caroline Hadley
Publisher (CSIRO Publishing)

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

Primary sponsors
HESTA Super Fund
Good Health Care

Event sponsors
Holman Webb Lawyers

Other organisations support  
the AHHA with Institutional, 
Corporate, Academic, and 
Associate Membership. To find 
out about joining the AHHA and 
having your organisation listed, 
 contact Amy Kilpatrick. 

AHHA Office  
Unit 8, 2 Phipps Close 
Deakin ACT 2600
Postal address 
PO Box 78 
Deakin West ACT 2600
T: 02 6162 0780
F: 02 6162 0779
E: admin@ahha.asn.au
W: www.ahha.asn.au

Editorial enquiries
Emily Longstaff
T: 02 6180 2808
E: elongstaff@ahha.asn.au

Advertising and General 
communications enquiries
Daniel Holloway
T: 02 6180 2808
E: dholloway@ahha.asn.au

Subscription enquiries
T: 02 6180 2808
E: admin@ahha.asn.au 

Membership enquiries
Amy Kilpatrick
T: 02 02 6180 2802
E: akilpatrick@ahha.asn.au

Art Direction
Tim Donnellan

The views expressed in The Health 
Advocate are those of the authors 
and do not necessarily reflect the 
views of the Australian Healthcare 
and Hospitals Association.
ISSN 2200-8632



Meal delivery made easy
Australian Healthcare Facilities choose Socamel

FEATURES:

• Holding and 
 rethermalisation of meals 
 without onboard technology

• Meals maintain quality, 
 taste and nutritional value 

• Safe and efcient meal 
 distribution - hot, cold 
 or frozen

• Easy to use and handle 

• I-Serv HACCP recording 

Find out how Socamel can benefit your Healthcare business, 
call our National Healthcare Manager
Damon Yzelman on 0437 941 492
or email d.yzelman@comcater.com.au

www.comcater.com.au
from the world of Comcater

CONTACT US TODAY TO
ORGANISE YOUR 

FREE DEMONSTRATION

MultiServ 

Dinning room 
service solution

Docking Station with Cart

Revolutionary meal 
delivery system

Compact Serv

In room 
service solution

Offering complete state of the art meal delivery systems to ensure the highest 
quality rethermalisation and meal distribution performance for hot or cold meal 
services. Socamel are committed to providing integrated solutions tailored to the 
specic needs of each customer. 
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