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 The Quantum Leap Conference held 
in Sydney was a major success, with 
very positive feedback from delegates 

reflecting the quality of the speakers and 
program. Reports on the conference and 
associated events can be found in this edition 
of The Health Advocate.

During the Conference, the AHHA Annual 
General Meeting was held at which Council 
nominations and Board elections were 
conducted. I was pleased to accept the 
nomination to continue as Chair, with Siobhan 
Harpur again elected as Deputy Chair. I would 
like to welcome the following new member 
of the Board Dr Deborah Cole and new 
Councillors Mr Graem Kelly, Ms Sinead  
O’Brien, Ms Sheila Holcombe, Mr Walter 

Kmet, Mr Lyndon Seys and Ms Learne 
Durrington.  My sincere thanks to Dr David 
Panter, who is retiring from the  Board (but 
staying on Council) and departing Councillors 
Dr Patrick Bolton and Ms Rosio Cordova for 
their contributions over the past 12 months.

A Special General Meeting was also held 
to allow consideration of a new Constitution 
for the Association, which was adopted 
unanimously. Although the Constitution 
is regularly updated, this year saw major 
revisions required to modernise the language 
and structure of the document and to reflect 
organisational changes. One change arising 
from the new Constitution is an amendment 
to the title of some Board positions including 
my role as President now being the Chair.

Recent weeks have felt like ‘submission 
season’, with the AHHA canvassing views 
of members to develop submissions on a 
range of topics including Senate Community 
Affairs Committee Inquiries into Private 
Health Insurance, Dental Costs and the Social 
Determinants of Health; the IHPA Draft Pricing 
Framework for 2013/14 and Block Funding; 
the Draft National Primary Health Care 
Strategic Framework; the National Framework 
on Arts and Health; and the National Health 
Performance Authority operation and 
effectiveness. Many thanks to those members 
who contributed their experience and views, 
enabling the AHHA to produce high quality and 
well informed submissions on these important 
policy issues.   

The AHHA has received very positive feedback 
from its The Quantum Leap Conference

Your opinion of The Quantum Leap: 

“It was fantastic to hear that after over 20 years 
as a clinician, the focus is finally beginning to turn 
away from the fiscal /numbers/ KPI assessment of 

healthcare and back on the care itself.”

“Fantastic value, excellent venue, speaker quality and 
organisation. Best conference of the year.”

“Having the three specific topics/streams for concurrent 
sessions was excellent and gave opportunity to go from one 

room to the next depending on level of interest.”

“A really good variety of speakers who addressed 
the conference theme well and from a range of 
perspectives. Very informative, inspiring and 

moving, especially Professor Clifford Hughes!”

“Several sessions provided food for thought and reflection on 
how to do things differently. I will certainly be incorporating 

this into my plans and implementing some change.”
“Loved the iPhone app - very handy.”
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AHHA in thenews
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

The AhhA commended the Senate 
Standing Committee on Community 
Affairs for its report into Palliative 
Care in Australia and urged the 

Government to carefully consider its 
recommendations. The Committee 
produced a comprehensive report which 
highlights some of the major challenges 
facing palliative care and provides practical 

and evidenced-based recommendations  
to address these. 

In particular, the AHHA supports the 
emphasis on a national palliative care 
pathway and the integration of palliative 
care into a comprehensive primary health 
care system. We also agree with the 
Report’s emphasis on the need to support 
‘dying in place’.

➧

Palliative care report welcomed

From the AHHA desk

The DenTAl Benefits 
Amendment Bill 2012 represents 
a major step forward for dental 
services in Australia and the 

Government and the Greens are to be 
commended for this initiative. 

The new scheme will provide Medicare 
funded dental services to children and 
additional funding to the states and 
territories for services to low-income 
adults. It is a much more comprehensive 
and fairer scheme than the CDDS, which 
targeted only those people with dental 
problems arising from a chronic illness. 

The scheme has been supported 
by AHHA, along with other key 
stakeholders including the Australian 
Dental Association, the National Rural 
Health Alliance and the AMA. AHHA 
congratulated Independents, Rob 
Oakeshott, Andrew Wilkie and Tony 
Windsor for supporting the Bill.

All Australians 
better off with 
public dental 
care

➧

➧

THe GOveRNMeNT’S decision to  
cut funding for Hyperbaric Oxygen 
Treatment (HBOT) is based on flawed 
advice from the Medical Advisory 

Services Committee (MSAC). 
AHHA says that MSAC made a major error 

by analysing the cost of HBOT as if it were 
provided as a first line treatment to all 
patients as soon as they develop problem 
wounds and ulcers. The analysis has been 
further compounded by a major error in the 
Commonwealth’s own calculations that claim 
removing HBOT will save over $3.7 million 

dollars per year. But it failed to report the 
huge costs of ongoing community care when 
standard treatment fails to heal their ulcers. 

AHHA says axing HBO treatment will 
actually increase costs to the taxpayer by 
over $800,000 in the first six months of 
treating these patients. 

In September the AHHA and Hyperbaric 
Medicine experts met with the Totally and 
Permanently Incapacitated Federation in a 
campaign to prevent the cuts to HBOT. Many 
TPI people have experienced non-healing 
ulcers and wounds. 

➧

Government wounds patients with 
$20 million error in calculations

Health cuts to spare patients
FOllOWING THe announcement 
of the Mid-Year economic and Fiscal 
Outlook by the Treasurer, Wayne Swan, 
the AHHA said that the announced 

health measures were appropriate and were 
unlikely to directly impact upon patient care. 

In particular, the AHHA supports the 
changes to the Private Health Insurance 
Rebate which will reduce the current high 
growth rate of this subsidy. However, while 

supporting the important role of the private 
health sector in the Australian health system, 
we do not believe that the $5 billion spent 
every year on the rebate is justified. By 
reducing the cost of the rebate, more funding 
will be available to support other services 
which deliver better value to the Australian 
community. In the current fiscal environment 
we simply cannot afford to keep pouring 
money into this inefficient scheme.
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➧

Tasmanian 
elective surgery 
boost welcomed

The AHHA welcomed the 
Commonwealth’s elective 
surgery funding boost and the 
establishment of a new Commission 

on Delivery of Health Services in 
Tasmania. Public hospitals in Tasmania 
have been struggling to meet the demand 
for elective surgery for some time. 
This additional funding will deliver at 
least 2600 additional elective surgery 
procedures and take the pressure off the 
stressed public hospital system. It will also 
greatly reduce current waiting times. 

AHHA also welcomed the establishment 
of a Commission on Delivery of Health 
Services. This important new body will 
develop strategies to help the Tasmanian 
health system become more sustainable 
over the longer term. 

Response to Queensland health 
cost pressures needs to be 
considered and multi-faceted

The AhhA said that 
Queenslanders should be worried 
about the impact on health services 
of cuts to the Queensland health 

system. Investment in Queensland’s 
health services in recent years has 
improved access and quality and these 
gains must be protected in any planned 
government funding and job cuts. 

While the Queensland health system 
is under financial pressure, the response 
to these cost pressures needs to be 
considered and multi-faceted to ensure 
a continuing focus on prevention and 
community based care which effectively 

reduce and avoid demand for expensive 
hospital services. 

We also need to ensure efficiency 
without compromising high standards of 
care. This includes the many people who 
work very hard to support the effective 
operation of so-called ‘frontline’ staff. 
This requires a health system which 
has the expertise and the resources to 
drive the changes needed to sustain 
a high performing health system for 
Queensland. Any proposed funding cuts 
potentially risk losing key health policy 
and management expertise which will be 
extremely difficult to replace.

➧
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From the AHHA desk

Sidney Sax 
Medallist 2012
The AHHA is delighted to announce Professor Andrew Wilson  
is the recipient of this year’s prestigious Sidney Sax Medal

 The AhhA awards its 
annual Sidney Sax 
Medal to an individual, 

active in the health services field, 
who has made an outstanding 
contribution in health services 
policy, organisation, delivery  
and research.

Professor Andrew Wilson 
has been an outstanding leader 
in our health system, where 
he has made a rich and varied 
contribution to our public 
healthcare sector as a clinician, 
senior policymaker and academic.  

Andrew has a Bachelor of 
Medical Science, a Bachelor 
of Medicine and a Bachelor of 

Surgery (hons) and a PhD in 
epidemiology. he is a Fellow of 
the Royal Australasian College 
of Physicians and a Fellow of 
Australasian Faculty of Public 
health Medicine.  

Andrew is the editor-in-Chief 
of the AhhA’s Australian health 
Review and has consolidated 
its position as a leading peer-
reviewed health journal, both 
nationally and internationally.  

he has also been integral to 
the establishment of the AhhA’s 
Deeble Institute for health Policy 
Research, signing the Queensland 
University of Technology up as 
a founding partner, and actively 

participating in its development 
as a Board member. 

Andrew’s distinguished career 
began as a public health physician 
with research interests in the 
application of epidemiology 
to inform decision making in 
clinical medicine, public health, 
and health service policy and 
planning. his career has taken him 
on a diverse journey from Chief 
Investigator and Field Worker for 
the South Pacific Commission 
Study of Oral Cancer in the 
Solomon Islands to his recent 
appointment as the new Director 
of the Sydney node of the Menzies 
Centre for health Policy.

With a particular interest 
in Indigenous health, Andrew 
has undertaken clinical work 
at Durak Aboriginal Controlled 
Medical Service.  he has been an 
NhMRC Public health Research 
and Development Committee 
Research Training Fellow.  his 
post include Professor of Public 
health, School of Population 
health, and Deputy Dean and 
Director of Research Faculty 
of health Sciences University 
of Queensland. he has been 
a notable leader in NSW and 
Queensland public office – as 
Director of the Centre for Clinical 
Policy and Practice and then 
Chief Health Officer and Deputy 
Director-General, Public health 
in the NSW health Department, 
and Deputy Director General 
Policy, Strategy and Resourcing, 
Queensland health. 

Andrew’s numerous other 
roles have been as wide-ranging, 
including in the lead up to the 
Sydney 2000 Olympics, as the 
NSW health Chair of the Olympic 
health and Medical Committee.

Andrew’s contribution to 
Australia’s healthcare system 
has been, and continues to be, 
significant and influential. He 
achieves much with intelligence, 
vision, good humour and 
compassion.

The AhhA also appreciates 
Andrew’s important contribution 
to our Association.  

Professor Andrew Wilson (left) receiving his medal from Mick Reid, Sidney Sax Medallist for 2011
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From the AHHA desk

2012 Honorary 
Life Membership 
This year, the AHHA Board has great pleasure in awarding  
Gordon Gregory the Association’s 12th Honorary Life Membership 

 HONORARy LIFe 
Membership of the 
AhhA is precious. 

It is awarded only rarely and 
only in recognition of a person’s 
significant, long-term contribution 
to healthcare in Australia as well 
as to the Association.  

Gordon Gregory has been 
executive Director of the National 
Rural health Alliance since its 
inception in August 1993. he 
has a BA (hons) in economics 
and economic history from the 
University of Durham and a 
Master of Philosophy from the 
University of Nottingham.

At the time of his appointment, 
the alliance was in its infancy and 
needed someone like Gordon to 
coordinate the wide diversity of 
community and health groups into 
a coherent and strong voice. It is 
now famous – widely recognised 
as the peak non-government body 
working to improve the health 
of people throughout rural and 
remote Australia.

Gordon has never been a 
stranger to rural life. In fact, his 
devotion to the country spans  
30 years and he well understands 
the ‘tyranny of distance’. Before 
1993 Gordon worked at the Rural 
Development Centre at the 
University of New england.

Nor was Gordon a stranger to 
the inner workings of politics, 
having spent nearly eight years on 
the personal staff of the Federal 

Minister for agriculture and rural 
affairs in Canberra as an adviser 
on rural affairs, horticulture and 
fisheries. Therefore, he had just 
the right attributes and experience 
to take up the alliance role. And 
he has certainly not disappointed 
anyone since – over 20 years now.  

The alliance now comprises 33 
national organisations as member 
bodies, consisting of consumer 
groups and health service providers 
and professional representative 
bodies. Under Gordon’s guidance, 
the alliance’s policy focus has 

extended way beyond a ‘narrow 
definition of health’ to include all 
the factors that contribute to the 
wellbeing of people living in rural 
and remote areas. 

Gordon says that in comparison 
with the urban population, rural 
and remote people have a poorer 
health status, worse lifestyle 
habits, less access to healthcare 
and higher costs of health 
service delivery. he calls it “the 
quadruple whammy”.

In 2009 the nation recognised 
Gordon’s achievements when 

he was awarded the Order of 
Australia Medal (OAM) for 
services to rural health and the 
National Rural health Alliance.

And now the AhhA also 
honours Gordon, as one of the 
most tireless and committed 
people working to improve health 
outcomes for people in Australia’s 
rural and remote areas. he has 
been a good friend to the AhhA 
for many years and together we 
have worked on many issues of 
importance and scored numerous 
victories for the ‘forces of good’.  

AHHA President Dr Paul Scown presenting Honorary Life Membership to Gordon Gregory
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The Quantum Leap 2012

Measurement: Redefining health’s boundaries

This year, the Australian Healthcare 
and Hospitals Association partnered 
with colleagues from the peak 

organisations The Australian Council on 
Healthcare Standards and Women's and 
Children's Healthcare Australasia to host four 
intense and brilliant days at the Quantum Leap 
Conference, held from 24 to 27 September in 
Sydney. The organisers are grateful for the 
support of our sponsors: NSW Health, HESTA 
and the Australian Commission on Safety and 
Quality in Health Care.

The conference, with the theme 
Measurement: Redefining health’s boundaries, 
explored a highly significant aspect of changes 
in the health sector following the National 
Health Reforms of 2011. While measurement 
of outcomes and results has been a constant 
necessity for patient care, assessment of 

organisational performance is now taking on 
an added imperative, as is redefining health’s 
boundaries in terms of safety and efficacy.

The collaboration of the three Australian 
peak organisations brought together politicians, 
influential groups of clinicians, executives 
and academics in Australian healthcare 
across both public and private sectors to 
discuss our vision for an evidence based, high 
performing healthcare system. Participants 
were challenged and informed by a series of 
workshops, keynote addresses and concurrent 
presentations. Delegates also enjoyed the 
jungle-themed dinner at Taronga Zoo and the 
trade display featuring 20 exhibitors.

The conference took a leap into the social 
media world with the regular tweets  
@AusHealthcare featuring the #tql hashtag 
and a sizable increase in our Twitter followers.  

The conference program 
was also available as a smart 
phone app complete with 
live feedback and in-session 
voting options.

Journalist Melissa 
Sweet was the conference 
commentator. She 
provided delegates 
with daily overviews 
of happenings at 
the conference 
and the following 
compilation of the major 
understandings and outcomes from  
the conference.

Prue Power, CEO of the Australian  
Healthcare and Hospitals Association

At conference sponsor 
HESTA’s welcome reception.
(L-R) Chris Winton of HESTA, 
Anita Sharma of ME Bank, 
Prue Power of the Australian 
Healthcare and Hospitals 
Association, Karen Linegar 
of the Australian Council on 
Healthcare Standards,  
Mark Ashby of HESTA 
and Brian Johnson of the 
Australian Council on 
Healthcare Standards

Quantum Leap
Conference 2012

The



Conference overview
Under the broad national reform agenda, 
states and territories have won greater 
flexibility in how they spend federal funds, and 
in return are committed to providing greater 
accountability and public reporting of progress 
towards agreed outcomes.

The COAG Reform Council is charged with 
public reporting on how well governments are 
progressing toward meeting outcomes agreed 
under the 2009 Intergovernmental Agreement 
on Federal Financial Relations. There are six 
national agreements, covering healthcare, and 
other critical policy areas affecting population 
health, including education, housing and 
Closing the Gap in Indigenous disadvantage.

COAG has recently endorsed a revised set 
of performance indicators for the National 
Healthcare Agreement, with fewer indicators 
that are more focused on outcomes. COAG 
Reform Council reporting compares the 
performance of jurisdictions with other 
jurisdictions, and with their own performance 
over time. It is starting to show some early 
patterns of differences in outcomes; for 
example median elective surgery waiting 
times are longer in NSW than the national 
average, and have increased 20 per cent in four 
years; while the rates of people experiencing 
financial barriers to healthcare have increased 
significantly in two years.

The reform agenda, together with a 
global trend towards increasing community 
expectations of open reporting, is also 
leading to more comparative reporting on the 
performance of health services.

The National Health Performance Authority 
will report to the community on performance 
of hospital and primary health care services 
at a local level, including some measures of 
patient experience of care. The Authority is 
releasing its draft mission statement and its 
strategic plan by the end of October.

Against this backdrop of increasing 
performance reporting, conference speakers 
noted the potential for such efforts to lead to 
improvements in patient care and outcomes. 
But for data to drive useful changes, it needs to 
have integrity and to be backed by systematic 
change processes, as well as leadership and 
governance arrangements that are committed 
to using data to drive change.

A recurring theme was the need for greater 
engagement of the wider community and 
patients in health reforms generally, and in 

developing 
performance 
indicators, to ensure that they are meaningful 
and reflect measures that matter to the 
community. It is also important that they are 
relevant and useful to other users of the data, 
including clinicians, researchers and managers.

Several speakers also said there should be 
more attention to patients’ experiences of care 
in performance reporting. The inadequacies 
of patient satisfaction surveys were noted. It 
was also acknowledged that not everything 
that matters can be measured. Free Lee, 
author of If Disney Ran Your Hospital: 9½ Things 
You Would Do Differently, emphasised the 
importance of compassion in healthcare, as an 
important contributor to patients’ outcomes 
and recovery, as well as to the experiences of 
patients and their families.

Concerns were raised about the potential 
for unintended and adverse consequences 
to result from data collection and 
reporting. A number of speakers suggested 
performance measurements could do harm, 
if they promoted the wrong behaviours, and 
encouraged throughput, inefficiency and 
fragmentation of services, rather than 
quality or appropriateness of 
care. 

Speakers also 
stressed the need 
for locally relevant 
data, saying 
that nationally 
consistent data 
collections 
were rarely 
useful at a local 

level. Discussions also highlighted the 
burden upon services of data collection 

and the need to rationalise collection.
There are multiple users of and uses for data, 

and it can be a challenge to balance all of those 
interests. Dr Diane Watson, CEO of the National 
Health Performance Authority said: “We need to 
create information that aligns with how patients 
learn and what they value and understand 
from their healthcare system, and at the same 
time provide information that clinicians and 
managers want to use to provide care.”

On broader health reform issues, concerns 
were raised about the impact of activity based 
funding and the focus on funding according to 
throughput rather than outcomes. Speakers 
noted that other countries are moving towards 
payments based upon outcomes as well as 
patient experiences of care.

While national health 
reform efforts 
have not 
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The Quantum Leap 2012

addressed all of the important constraints 
and challenges facing the health system, they 
have resulted in positive developments, and 
speakers suggested it is important to work 
with new structures. The potential of Medicare 
Locals to drive meaningful change was 
highlighted, as was the importance of effective 
collaboration between Local Health Networks 
and Medicare Locals.

Future challenges

Concerted efforts are needed to evaluate the 
impact of health reforms. It was suggested that 
the Department of Health and Ageing should 
fund a health policy research program. 

Australia should consider developing a 
national health plan with a long-term focus and 
targets, and the community should be engaged 
in this process.

Future reform efforts should address 
appropriateness of care. Speakers noted 
variations in care as well as relatively high rates 
of discretionary surgery in Australia, including 
hysterectomy and caesarean section rates. The 
role of financing systems, including fee-for-
service, in driving demand was also highlighted.

As increased performance reporting helps 
to identify poorer performing services, there 
should be efforts across the sector to help these 
services improve standards. Many services are 
expected to have difficulty meeting the new 
National Safety and Quality Health Service 
Standards, particularly around community 
involvement in governance, antibiotic 
stewardship, aseptic technique, patient 
identification and deteriorating patients.

Other areas requiring attention were 
highlighted by the latest Australasian Clinical 
Indicator report, launched at the conference 
by the Australian Council on Health Care 
Standards. While it noted improvement in 

several areas, 
it also found 
deteriorations 
in unplanned 
delay in 
discharge in day 
surgery, seclusion of 
mental health patients, 
hospital admissions with 
pressure ulcers, and inpatient 
falls in patients 65 years or older.

There is a gap between workforce 
capacity/aspirations and community 
needs. For example, many nurse graduates 
want to work in ICU or midwifery, when the 
areas of need are mental health and aged care.

Speakers also described the ongoing 
challenges of addressing the wider 
determinants of health, including the 
interrelationship between social and economic 
inequalities and health outcomes, particularly 
around chronic diseases. Given the complexity 
of many health challenges, for significant 
reforms to take place in the future, central 
agency coordination may be required.

New developments  
and tools
Patient based care – Professor Clifford Hughes, 
Chair of the Clinical Excellence Commission of 
NSW, made a powerful presentation arguing 
for a move away from traditional concepts of 
patient-centred care, which he said constrained 
patients within boundaries of the system’s 
making. Instead, he suggested the concept of 
patient-based care.

The Commission has developed a checklist, 
The Patient Based Care Challenge, to help 
health services move towards this model of 
care. It includes the suggestion that each board 
meeting begin with a story of patient care, and 
that board and executive members visit wards 
regularly to talk with staff and patients.

Patient Opinion – Health services have 
increasing opportunities to receive 

feedback from patients and their 
communities as a result of online 

and social media developments. 
Patient Opinion is a new 
website, modelled on  
a UK initiative, that provides 
services with public feedback 
about patients’ experiences, 
positive and negative. It aims 

to 
provide 
real-time 
stories to elicit real-time responses and 
real-time service improvements. The first 100 
stories on the website have been viewed over 
22,000 times. Health services can pay a fee 
to receive customised alerts. They can also 
feature their Patient Opinion stories on their 
own webpage.

The New Zealand Atlas of Healthcare 
Variation – This is a new tool from the Health 
Quality & Safety Commission for clinicians and 
users and providers of health services. It shows 
variation between the health care received by 
people in different geographical regions. The 
purpose of the Atlas is to stimulate questions 
and debate about why there is variation, with 
the aim of leading to service improvements.

Using Google Maps for travel efficiency 
– Silver Chain has been using Google Maps 
algorithms to reduce driving time. They 
plotted travel of 2500 home visits in Perth to 
optimise the driving route, and ended up with 
a 30 per cent saving in kilometres travelled, 
which enabled staff to spend more time with 
patients. The system is also enhancing safety, 
as managers know in real time where their 
team members are at all times, and to alert 
clients if an employee is delayed. Being able to 
plot client clusters has also enabled Silver Chain 
to determine which areas we need to recruit 
staff from as well as the location of clinics and 
service centres. 

Melissa Sweet, journalist and conference 
commentator
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What can the world of

The importance of satisfaction and compassion

Disney

As bOOk titles go, If Disney Ran 
Your Hospital; 9½ Things You Would 
Do Differently, is certainly one that 

captures attention. The author, Fred Lee, has 
worked both in managing health services – and 
for Disney. According to his website, Disney 
recruited him because of his expertise in 
helping hospitals achieve a culture that inspires 
patient and employee loyalty. His book was 
awarded the 2005 book of the Year from the 
American College of Healthcare Executives, 
and is described as the “all-time best selling 
book on hospital leadership”.

below, Fred Lee describes how his personal 
history has shaped his professional perspectives.

The difference between  
a great hospital and  
a good hospital

Many years ago, my beloved wife, Margaret, 
hovered between life and death for two months 
in intensive care, and then rehab, eventually 
succumbing to encephalitis from a mosquito 
bite while we were living in singapore. she was 
28 years old. she left behind a 2-year-old son 
and 5-year-old daughter.

Now, decades later, I remember only two 
kinds of hospital workers – those who treated 
Margaret with compassion, as if she was a 
member of their own family, and those who 
treated her with seeming indifference and even 
callousness, probably because she was not 
aware of what was going on. Unfortunately I 
can’t remember the majority who faithfully did 
a good job, with courtesy and competence.

There is an adage I often say: “A satisfied 
patient has no story to tell. Only the dissatisfied 
and very satisfied do.” In other words you cannot 

go from good to great doing just the things 
people expect, the things that satisfy them.

This event, plus two other traumatic 
episodes, have had a lifelong impact on me 
and shaped the lens through which I view the 
relationship between patient and caregiver. 
This lens has been useful to me throughout 
my three decades working in healthcare 
(including a stint as senior vice president of 
one of America’s largest hospitals). However, 
it was the two years during which I was a part-
time ‘cast member’ at Disney, working as a 
consultant, that were a turning point.

With an insiders’ experience and a keen eye 
for cultural comparisons between Disney and 
Florida Hospital, I discovered that hospitals 
could learn a lot from Disney. One thing was 
my aforementioned point about satisfaction. 
Disney does not have a culture of satisfaction. 
No corporation that is number one is satisfied. 
At Disney, we were given ‘guidelines’ on how 
to dress appropriately but they treated them 
seriously like standards. In hospitals, we often 
use the word ‘standards’ but treat them like 
guidelines and don’t reinforce them.

Also, like going to a Disney movie, being 
in hospital is an experience. It’s not a service, 
like dry cleaning. Disney is in the business of 
meeting the emotional needs of a family to 
have fun. Hospitals meet the emotional needs 
of a family going through fear, pain and 
even tragedy. In fan letters written to 
hospitals singing the praises of staff, 
the most common words used are 
compassion, kindness, empathy, 
caring, help and comfort. These 
words capture the essential variable 
that can take a hospital from 
good (our service) to great (their 
experience) in patient perceptions.

so, to the degree that patients in a clinic or 
health centre are experiencing pain, fear, loss, 
anxiety, or emotional stress, staff need to be 
good at responding appropriately. We have no 
trouble convincing nurses of the importance 
of empathy and compassion. However, many 
nurses tell me that the emphasis on clinical 
and financial outcomes in their hospitals make 
them feel that their gift of compassion and 
nurture (the Latin root for “nurse” is the same as 
“nurture”) is less and less important or valued.

Studies show a significant correlation 
between empathy and clinical outcomes in 
numerous diseases, shorter length of stay in 
the hospital and higher patient perception 
scores. If we are to achieve greatness in our 
health systems, we need to value compassion 
in the patient’s overall experience.

As Mother Teresa said: “We can do no  
great thing. We can only do small things with 
great love.” 

Melissa Sweet, journalist
This article originally appeared on Croakey: 
http://blogs.crikey.com.au/croakey

teach hospital leaders?

Fred Lee speaking 
at the Quantum 
Leap Conference

The Quantum Leap 2012



16    The Health Advocate  December 2012

The Quantum Leap 2012
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do we know

Developing real rigour in health outcomes

How

The AhhA Conference, The Quantum 
Leap, was a showcase of progress in the 
role of metrics and our health system. 

Eminent speakers discussed a plethora of fine 
examples of measuring outcomes for clients. 
We discussed measurements of child healthcare 
services, counting births, understanding 
measures of clinical performance both in terms 
of workforce management and quality as well 
as safety outcomes. We discussed the emerging 
role of technology and the increasing volume of 
data arriving at our desktops. We were exposed 
to the early thinking of the National health 
Performance Authority and the release of new 
drafts for the Australian Council on healthcare 
Standards’ equip National.

Over the days of the conference I found 
myself reflecting on John Argenti’s famous 
challenge: “We need to understand who 
are the beneficiaries of our services, and in 
precisely what way they benefit. And then 
we need to measure that benefit. Without 
this discipline, organisations are simply the 
playthings of their managers.” 

As we noted the development of the 
National health Performance Authority’s 
promising work on measuring health system 
performance, it occurred to me that in many 
ways we measure the bits of the health system 
but not the health system as a whole. To 
explore a metaphor: A great set of wheels, 
comfortable seats, beautifully engineered 
engine, terrific doors and comfortable steering 
do not necessarily combine to form a vehicle 
that meets the needs of the purchaser of the 
car. First we must understand whether the 
purchaser wants a sports car, a family car or 
an all-terrain vehicle. And then we measure 
the value the vehicle brings the purchaser to 
address that purchaser’s wants and needs.

Our health system is in many ways adopting 
measures that reflect the existing nature of 
the health system. Are our surgical waiting 
times appropriate, ambulances ramping, 
re-admission rates low? Even, are we satisfied 
with our hospitals, do we have access to general 
practice, are we satisfied with our hospital 
experience? We are measuring the components 
of the health system and not the benefits of 
the health system for our community. With the 
economic outlook for the foreseeable future 
being viewed through an apprehensive lens, we 

need to be designing the componentry of 
our health system such that it drives the 

outcomes necessary for a population. 
As all commentators are quick 

to acknowledge, the rate of 
growth of our healthcare system 
overwhelmingly outpaces the 
growth in GDP. even in a relevantly 
affluent country like Australia, 
healthcare services will be rationed 

either overtly or covertly. Without leadership  
and clarity on how the components of the 
healthcare system (the hospitals, general 
practitioners, radiographers, pharmaceuticals…) 
lead to delivering the best outcomes to the 
population, we are effectively taking our hands 
off the wheel. The existing structures and 
processes of the health system (the professional 
crafts, the institutions such as hospitals, 
Medicare Locals and Local health Districts) will 
be inclined to do more and/or do better within 
the existing service delivery channels.

If we are to truly make the quantum leap 
to drive health system performance from a 
measurement point of view, we need to ensure 
our system drives equity, and measures it. 
We need to defer the onset of age related 
disease and disability, and measure it. We 
need to efficiently and effectively co-ordinate 
and manage age related disability and 
chronic disease such that health system use 
and morbidity is minimised. We also need to 
deliver as much of our acute cycles of care in 
the most efficient way possible – often not in 
a hospital setting. Targeting these four goals 
and measuring each component of the health 
system's contribution to them will ultimately 
drive the best health outcomes for the 
community as a whole. This broad approach 
to addressing the 'allocative efficiency' of our 
health system to deliver more value to the 
owners (the community) requires us first to 
know what we need to know about our health 
system. It requires leadership and vision that is 
deeply rooted in the interests of the community 
not the institutions and crafts that capture the 
agenda claiming to represent  
the community. 

we know?
what

Dr Diane Watson, CEO National 
Health Performance Authority
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We must make opportunities to streamline the 
national collection and use of health data

our approach
Coordinating

ONLy IN recent years has the dental 
sector begun to recognise that it 
needs to operate more as part of 

the wider health system. The South Australia 
Dental Service, which I manage, has a long 
history of using data to guide decision 
making at all levels from strategic to local and 
clinical. So the opportunity to learn about the 
wider health sector’s use of measurement 
to improve services and outcomes was very 
inviting.

The Quantum Leap conference certainly 
tackled big questions, for example:
• Paying for performance – is this the answer 

to improving performance?
• how should we use measurement to drive 

quality?
• Why is leadership important in supporting 

clinical performance?
• Is there a best practice method to drive 

clinical performance?
• how should clinicians use data to create 

innovative models of care?
• how will a national approach to data 

collection improve performance?
• Does public reporting of performance 

achieve better outcomes?

What did I learn? There is certainly a lot of 
activity at a national level in the area of health 
information with organisations such as the 
Independent hospital Pricing Authority, the 
National health Performance Authority, the 
Australian Institute of health and Welfare 
and more. I came away feeling that there 

must be opportunities to streamline the 
national collection and use of health 
data – possibly with fewer or more 
coordinated processes.

The conference also examined 
the evidence of a link between 
the availability/reporting of 
the performance information 
and subsequent performance 
improvement. At best the link seems 
inconsistent. This wasn’t a surprise. 
In my dental services, just having 
vast amounts of information (which 
we do) hasn’t ever led to improvements 
in service delivery and outcomes. every 
step forward has required major change 
management processes to bring clinicians 
and other decision makers along. And that 
was another message from the conference 
– the culture change needed to have this 
information used can take years.

Other speakers warned that our focus 
on things that can be measured can lead 
to ignoring things that cannot – such as 
compassion – and these non-measurables can 
be important to outcomes. I have no difficulty 
accepting that this is true. however, I think 
we have to be careful that such warnings are 
not excuses. By taking statistical information 
seriously and modifying our services 
accordingly, public dental services in South 
Australia have been able to treat tens of 
thousands more people. The information that 
allowed these improvements wasn’t perfect – 
but it was useful. 

The Quantum Leap conference ranged 
widely over issues to do with using 
information to improve performance. 
It exposed me to different thinking and 
approaches being taken in the wider health 
sector that will influence the services I manage 
in South Australia. I think an important 
next step will be to hear about more real 
examples from the wider health system – of 
successful and unsuccessful examples of the 
journey through data collection, reporting, 
change management, changed behaviour 
and improved outcomes. That sounds like a 
good job for the Australian healthcare and 
hospitals Association. 

The Quantum Leap 2012



18    The Health Advocate  October 2012

In depth – International health care

What happened in the

The National Health Service  
under the Coalition Government

United Kingdom?

In May 2010 the new Coalition 
government said it would “stop the top 
down reorganisations of the national 

Health Service (nHS) that have got in the 
way of patient care”. yet several months later, 
David nicholson, nHS Chief Executive, sitting 
next to an uncomfortable andrew Lansley, 
(Health Secretary) at the House of Commons 
Health Select Committee, joked that the nHS 
reforms were so large “you can see them from 
outer space”. The Health and Social Care Bill 
took 14 months to get through Parliament and 
surpassed all previous Health Bills in length 
and complexity, including the original 1948 act 
which founded the nHS. 

It has been a model of how not to do things. 
Bungling legislative process; antagonising  
the great majority of key players in the 
system; damaging the reputation of the two 
Coalition parties and poor synchronisation 
of workforce implications – leaving its likely 
outcome as unclear as the political swamp 
from which it emerged. 

There isn’t space here to lay out all the 
complexities. Wikipedia gives a reasonably 
detached, concise and well informed view of 
the act itself.1 nicholas Timmins, renowned 
journalist who has reported on the nHS for 
decades, in Never Again2 describes the political 
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carve up when the Coalition formed, which  
put Lansley on the back foot from the outset.

What has emerged at the end of the  
process is an amalgam of ideas and 
mechanisms. Most had a number of 
enthusiastic supporters at various stages 
during the legislative process, but have been 
compromised out of initial recognition. 

Putting GPs in control of commissioning 
health services attracted support at the outset 
but GP enthusiasts have been dismayed 
by the discretion they were promised 
being compromised by the demands for 
accountability, by constrained choices in 
affording and procuring commissioning support 
and by bureaucratic authorisation processes for 
their Clinical Commissioning Groups. 

attractive though clinically-led 
commissioning with local discretion was, Clinical 
Commissioning Groups (CCGs) were seen as 
too small (and inexperienced) to commission 
specialist services or strategically shape those 
serving much larger populations. Step forward 
the new nHS Commissioning Board, to be led 
by nicholson, which will oversee the CCGs and 
undertake the commissioning of both specialist 
services and primary care contracts. 

The nHS Commissioning Board will have  
a ‘mandate’ from the Secretary of State, 
setting out what he wants to see in the 
performance of the nHS. There will be a 
continuing tension between those who 
advocate comprehensiveness and precision 
in this and those who see an opportunity 
for the Health Secretary to step back from 
involvement in nHS detail.  

The CCGs replace Primary Care Trusts (PCTs) 
previously responsible for commissioning and 
the administration of contracts for primary 
care provision. PCTs were not particularly 
well loved but their imminent demise has 
been accompanied by the exodus of many 
seasoned leaders and staff with commissioning 
experience. Prior to their disappearance next 
spring, PCTs have been ‘clustered’ (informal 
mergers), providing commissioning support 
to fledgling CCGs and upholding a hoped-for 
continuity in accountability in the run up to 
CCGs taking formal responsibility. Clusters 
and their staff will migrate in several directions 
– some to the nHS Commissioning Board; 
some into 23 regionally based Commissioning 
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“What has emerged is an amalgam of ideas and 
mechanisms. Most had a number of enthusiastic 

supporters at various stages, but have been 
compromised out of initial recognition.”

Support Services (CSSs) – (to provide technical 
support to CCGs; and some to re-shaped Public 
Health services. CSS are not even mentioned 
in the act but will be key players. Initially under 
the wing of the nHS Commissioning Board, 
they are eventually intended to float off into 
independent sector ownership and a sharply 
competitive environment. But will they?

Going too are the Strategic Health 
authorities which oversaw the PCTs and the 
rump of nHS Trusts (providers) who were 
insufficiently robust to make it to Foundation 
Trust (FT) status (more independent and with a 
mixture of accountability locally to ‘Governors’ 
and systemically to the regulator Monitor). 
NHS Trusts will either make it to FT status or 
will somehow migrate their services into other 
existing provider organisations, mostly FTs.

Competition is in the mix too, initially with 
the idea of allowing CCGs to commission 
from ‘any willing provider’ – code for 
independent sector providers challenging 
the local monopoly of nHS providers. 
Monitor originally was intended to promote 

The Health Advocate  December 2012    19

competition. But as the Bill staggered along, 
the private sector dimension generated 
antibodies in predictable quarters. In addition, 
Monitor was given a second responsibility 
to promote ‘integrated services’ (requiring 
collaboration between providers). How to 
square that duality of purpose?

Public Health is going (partly) back to Local 
Government (from whence it came in 1974) 
although some public health functionality will 
continue to exist nationally in Public Health 
England. Local authorities also get some say 
over commissioning plans through joint local 
authority/nHS health and well-being boards. 

How will all this work? It’s too early to tell. 
One good analysis has been provided by nigel 
Edwards of the Kings Fund.3 

and marketisation of the nHS? Well, 
recent events in the wider economy have 
not enhanced private sector reputations for 
efficiency, rectitude, thrift or accountable 
transparency. Meanwhile nicholson has 
steadily been building a formidable machine 
at the nHS Commissioning Board. He 

understands how high the stakes are in getting 
the NHS through its biggest ever financial and 
demographic squeeze in the next few years and 
he has seen the loss of organisational memory 
and skills over the last two years. How will he 
react? What Lansley originally trumpeted as 
the greatest devolution of power ever may turn 
out to be the precise opposite of that. 

Chris Spry was an NHS Chief Executive for 
over 20 years. Between 2001 and 2010 he was 
with OD Partnerships Network and freelance 
since then. In 2011 he co-designed the AHHA 
Australian National Health Reform Simulation.
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In depth – International health care

May you live in interesting times. 
So goes the ancient proverb, and 
these are certainly interesting 

times for the Canadian health systems, and 
thus the Canadian Healthcare association 
(CHa). The last year has brought a great deal 
of change and unanticipated developments. 
Within a few short months, widely held 
expectations have been largely turned on 
their head and an entirely new dynamic has 
emerged in the politics of Canadian healthcare.  

amidst the turmoil, CHa has dedicated 
significant energy to the completion of a new 
strategic plan that will guide us through to 2016. 
a federation of provincial and territorial health 
organisations that serve the people of Canada 
across the continuum of care, CHa is poised, 
in the language of our new mission and vision 
statements, to lead “informed and continuous 
health system improvement,” towards “an 
innovative, accountable and sustainable health 
system for the people of Canada.” 

An update from the  
Canadian Healthcare Association

Living ininterestingtimes
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“The Council of the Federation is a forum of 
Canada’s 13 provincial and territorial premiers.  
It enables them to work together on initiatives 

they identify as important to all Canadians”

Pamela Fralick 

President and CEO,

Canadian Healthcare 

Association

Interesting times

For almost a decade, health care priorities  
in Canada have been heavily influenced by 
the 2004 10-Year Plan to Strengthen Health 
Care. What Canadians fondly refer to as their 
health care system is, in reality, 14 different 
health systems. The 13 provinces and territories 
are each responsible for the management, 
organisation and delivery of health services  
in their jurisdictions and the federal 
government has responsibility for the health  
of specific groups.* The 10-Year Plan 
committed the federal government to an 
annual six per cent increase in the cash 
contribution it transfers to the provinces and 
territories for health care (the Canada Health 
Transfer). Perhaps more significantly, it also 
sought to identify priority areas common to 
federal, provincial and territorial governments, 
and to set out steps to improve health care 
across Canada, with a focus on access, quality 
and health status and wellness. 

The plan included commitments to 
improvements in wait times, health human 
resources, home care, primary health care, 
pharmaceuticals management, prevention, 
public health and health innovation. 
While progress in these areas has been 
uneven, there is general agreement that 
improvements have been made and that these 
successes were in large part achieved through 
setting targets and measurable goals. (Health 
Council of Canada, 2011; 2012)

as 2011 drew to a close, Canada’s 
provincial and territorial governments, health 
organisations and provider associations were 
preparing themselves for the anticipated 
discussions and debates that would be 
prompted by the fast approaching end of the 
10-Year Plan. As an active participant in the 
discussions leading to the 10-Year Plan in 2004, 
the CHa anticipated playing a similar role this 
time around.

However, expectations that 2012 would 
see continued dialogue toward a new “2014” 
agreement were undone by an unanticipated 
announcement of a new 10-year funding plan 
by Canada’s Federal Finance Minister. on 
December 19, 2011, the Minister announced 
that ottawa would keep the six per cent annual 
escalator of the Canada Health Transfer (CHT) 
for three years beyond the expiry of the current 
10-Year Plan. However, starting in 2017-18, the 
CHT would be tied to GDP plus inflation, with 
growth expected to be in the range of four per 
cent a year. This arrangement was presented as 
non-negotiable.

Initial reactions to the Federal Finance 
Minister’s announcement of a new formula for 
the CHT focused largely on its non-consultative 
nature, of which many took a dim view 
(Globe & Mail, Dec 19, 2011). Subsequently, 
perspectives differed between those who saw 
value in the predictability signalled by the 
announcement, and others who felt that the 
new formula would, by reducing the rate of 
growth of the CHT, further shift the burden of 
health system funding to the provinces (Matier 
2012; Council of the Federation 2012a).

over and above the issue of the cash 
transfers themselves, it has become apparent 
that the funding announcement reflects a 
recalibration of the terms of the federal role 
in health care. Historically, ottawa has used 
health transfer payments to ensure adherence 
to the basic principles of the Canada Health 
Act of 1984 and, since 2004, to coordinate pan-
Canadian priorities – albeit with mixed results. 
The new CHT mechanism will not have this 
capacity for influence. The federal government 
continues to make announcements of specific 
and targeted initiatives, in areas such as 
health research funding and support for family 
caregivers. Nevertheless, it has been clear in its 
assertions that healthcare is a provincial and 
territorial responsibility which does not require 
a federal leadership role.

New dynamics
But there is a new dimension. a very 
significant player has assumed a considerably 
strengthened role in pan-Canadian healthcare 
politics. The Council of the Federation (CoF) is 
a forum of Canada’s 13 provincial and territorial 
premiers. It enables them to work together 
on initiatives they identify as important to 
all Canadians. In the last year this group has 
stepped forward to take up the challenges 
and opportunities faced by health care. 
Shortly after the announcement by the federal 
Minister of Finance regarding the new funding 
formula for the Canada Health Transfer, the 
premiers formed two working groups: one to 
examine the new formula, the other to focus 
on healthcare innovation. Reports by each 
of the working groups were released in July. 
Perhaps not surprisingly, the report on funding 
concluded that the new formula for calculating 
the CHT will shift more of the burden to the 

keith Denny

Director, Research  

and Policy,
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provinces and territories (Council of the 
Federation 2012a). The report by the 
Innovation Working Group (Council of the 
Federation 2012b) focuses on scope of 
practice, clinical practice guidelines and human 
resources management. It identifies and 
recommends some specific courses of action 
in each area. although the recommendations 
in the HCIWG report are modest rather than 
transformative, CHA believes that it identifies 
important opportunities for innovation in the 
area of team-based practice and for greater 
cross-jurisdictional collaboration in health 
human resource planning and management. 

one of the more interesting and novel 
features of the Innovation Working Group, 
which is co-led by two provincial deputy 
ministers of health, was the participatory 
gesture with which it reached out to consult 
with the healthcare community. CHa strongly 
supports the participatory and consultative 
nature of the Council’s process, which we 
believe sets a new standard for political 
dialogue regarding health policy. Both 
individually and through its collaborative 
networks, CHA took the opportunity offered 
by this process to enter into dialogue with the 
Working Group and its co-leads. 

So there are hopeful signs and there 
has been some progress. Still, while the 
fundamentals are sound, reports, such as 
those from the Commonwealth Fund and 
the oECD, remind us that Canada continues 

to underperform relative to comparator 
countries both in terms of overall 

efficiency and effectiveness. Total 
health spending remains above 

the oECD average in Canada 
(Canadian Institute for Health 

Information, 2011). We still 
need to see changes that 
will improve the health of 
Canadians and the quality of 
their care, while increasing 
system efficiency and 

slowing the growth in costs. 
Canadians still cherish their 

healthcare system and they 
remain generally satisfied with 

their experiences of it. But, as a 
recent synthesis of multiple years of 

trends in public opinion on health care 
in Canada found, they worry for its future 

(Soroka, 2011). 
as previously mentioned, CHa is in 

on-going dialogue with the Council of the 
Federation, which our Board identified 
early as a strengthened player in pan-
Canadian healthcare discussions. CHa also 
continues to press the federal government 
in Ottawa to play a pan-Canadian leadership 
role, specifically in key areas identified as 
priorities by our Board of Directors: ensuring 
sustainable and equitable health system 
funding is provided, promoting pan-Canadian 
health human resources planning, fostering 
system innovation, and improving population 
health. Much has been accomplished – and 
much remains to be done. We do, indeed, live 
in interesting times! 

*The Government of Canada administers 
the Canada Health Act, which sets out the 
criteria and conditions provinces and territories 
must adhere to—universality, accessibility, 
portability, comprehensiveness and public 
administration—to receive their full share of the 
federal cash contribution for health, known as 
the Canada Health Transfer (CHT). In addition 
to providing funding to provinces and territories 
through the CHT, the federal government also 
supports health research and public health, 
and provides direct funding for health care 
for groups not covered by the Canada Health 
Act, including military personal, inmates of 
federal penitentiaries and refugees. The federal 
government also provides a range of programs to 
Canada’s First Nations and Inuit populations.  
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There are some stark 
contrasts between 
the US and Australian 
healthcare systems

effectiveness
Comparative

valuecomparative
An AustrAliAn colleague, practicing 

physician and quality improvement 
specialist who researched health policy 

in the us once commented: “the Australian 
healthcare system is wasted on Australians”. His 
premise was that a stroll through the complexity 
of us health care highlights Australia’s system 
strengths. One of those strengths is near 
universal recognition of an economic truism:  
we face choice under resource scarcity.

Debating notions of value and opportunity 
cost certainly occurs in us academic 
institutions, think tanks, foundations and 
healthcare centres. However, the same 
conversations rarely transcend to the political 
stratosphere where arguably they are needed 
most. therefore, in many spheres, payers 
and providers are legislatively hampered 
in considering value – cost alongside 
effectiveness. 
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“US results indicate that global budgets with  
pay-for-performance and shared savings incentives 

have begun to slow underlying growth in medical 
spending while improving quality”

A recent new York times Op-Ed expressed 
this frustration succinctly.1 At Memorial 
sloan-Kettering Cancer Centre they: “made a 
decision that should have been a no-brainer: 
we are not going to give a phenomenally 
expensive new cancer drug to our patients. 
the reasons are simple: the drug… has proved 
to be no better than a similar medicine we 
already have… while its price – at $11,063 on 
average for a month of treatment - is more 
than twice as high.” 

this is a common scenario and represents a 
relatively straightforward case of equivalence 
(or non-inferiority) of a new drug to its 
comparator, such that a premium price cannot 
be justified. In the US however, the Food and 
Drug Administration (FDA) approves drugs 
if they are shown to be ‘safe and effective’. 
Unlike Australia’s Pharmaceutical Benefits 
Advisory Committee, the FDA does not 
consider what relative costs (read value) 
might be once the new medicine is marketed. 
Furthermore, by law, Medicare must cover 
every cancer drug the FDA approves at the 
price set by the manufacturer. this simple 
example is replicated over and over in the 
US, and offers some insight as to why GDP 
spend on health care is nudging 18 per cent 
(doubling Australia). 

And while many might be familiar with  
this national expenditure figure, less well 
known is the fiscal cliff faced by many US 
states. Massachusetts (MA) now spends  
40 per cent of its state budget on health care 
under ‘romneyCare’. An analysis of MA state 
budget allocations reveals that, between 
FY2001 to FY2011, allocations to health care 
rose 59 per cent ($5.1 billion) to almost  
$14 billion annually. Critically, over the same 
period the following state services saw an 
across-the-board 20 per cent reduction  
in financial allocations: Public health  
(-38 per cent); Mental Health (-33 per cent); 
Education (-15 per cent); infrastructure/
Housing (-23 per cent); Human services  
(-13 per cent); local Aid (-50 per cent); Public 

safety (-11 per cent).2 rarely is opportunity 
cost demonstrated so potently.

How MA is responding to this might be  
little known, but reveals the test tube approach 
seen throughout the us where true innovation 
and excellence is being demonstrated at local 
and state levels, with federal and international 
significance. In 2012 the MA legislature passed 
a much-anticipated cost-control bill. it sets 
annual state spending targets, encourages the 
formation of accountable care organisations 
and establishes an independent commission 
to oversee healthcare system performance. 
An early initiative is Blue Cross Blue shield’s 
Alternative Quality Contract, which places 
providers at risk for excessive spending and 
rewards them for quality via shared savings 
schemes based on a global budget and pay-
for-performance for achieving certain quality 
benchmarks. song and co-workers3 analysed 
changes in spending and quality associated with 
the Alternative Quality Contract and found: 
• the rate of spending increase slowed over 

the first two years, drawing savings by 
member groups of 2.8 percent (1.9 per cent 
in the first year and 3.3 percent in the second 
year) compared to controls. 

• savings were accounted for by lower prices 
achieved through shifting procedures, 
imaging and tests to facilities with lower 
fees, as well as reduced utilisation among 
some groups. 

•  Quality of care also improved within chronic 
care management, adult preventive care, 
and paediatric care. 

We await publication of exactly how these 
improvements were achieved and whether 
they represent low hanging fruit such that 
further marginal improvements will be harder 
to extract as the programs extend. 

More recently, the us federal government, 
via the Centres for Medicare and Medicaid 
services, has begun implementing its own 
versions of patient-centred medical homes, 
pioneering accountable care arrangements 

and bundling payment models for the 
Medicare population. there is some overlap 
here with Australia’s independent Hospital 
Pricing Authority’s responsibilities in 
navigating block funding and efficient  
pricing arrangements. 

us results indicate that global budgets 
with pay-for-performance and shared savings 
incentives have begun to slow underlying 
growth in medical spending while improving 
quality. true, their baseline position might 
suggest there is more fat on the bone at the 
outset. nevertheless, incentives are realigning 
towards care optimisation and value, thereby 
addressing issues of both technical and 
allocative efficiency. These lessons transcend 
nations. 
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A trans-Tasman perspective on chronic illness among  
Indigenous peoples in New Zealand and Australia

Closing 
the gap

As a Maori health researcher living 
and working in australia, i sometimes 
hear the comment that Maori are 

better off than Indigenous Australians because 
of the fact that New Zealand has a treaty 
that guarantees equitable health and social 
outcomes for everyone. While lamenting that 
australia lacks a treaty with its indigenous 
people, some people have even gone so far as 
to say that “aboriginal people really only have 
themselves to blame for their poor health”. 

From a neo-liberal perspective, things on 
the other side of the Tasman might look rosier 
for indigenous people than they are here, but 
sadly, such a perspective disguises a multitude 
of similarities between aboriginal and Torres 
strait islander people in australia and Maori 
in New Zealand that have contributed to high 
rates of chronic illness and as a consequence, 
profoundly entrenched disparities that 

will be difficult to shift in the space of one 
generation. The lofty ambition of closing the 
gap on life expectancy in a generation could 
apply to New Zealand just as it applies here 
in australia. Not only do distinct disparities 
exist but recent research has suggested that 
the gap between Maori and non-Maori health 
outcomes is widening.1

in both australia and New Zealand,  
chronic illness is the major contributor to 
health disparities between indigenous and 
non-indigenous populations.2,3 The World 
Health organisation has warned of ‘a tsunami 
of chronic illness’ that will overwhelm 
governments and communities over the  
next 20 years.4 if something radical is not  
done urgently, we can expect the most 
devastating impact of this tsunami to be  
felt within indigenous communities on both 
sides of the Tasman. 

in both countries, the leading causes of 
mortality are cardiovascular disease, cancer, 
diabetes and respiratory conditions – some 
of which are considered to be preventable.5,6 
In New Zealand there are stark differences in 
health outcomes for Maori and non-Maori. 
Maori men in the 45-65 age group are almost 
ten times more likely to die of heart disease 
than non-Maori men. Maori men are three 
times more likely to die of lung cancer and 
Maori women are five times more likely 
to die of lung cancer than their non-Maori 
counterparts. overall, cancer mortality rates 
are increasing among Maori while they are 
decreasing among non-Maori. The New 
Zealand Health strategy, He Korowai oranga, 
has identified improving health status of  
Maori and reducing disparities as a priority 
health issue yet there seems to be little sign  
of improvement.7

in New Zealand and Australia
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“Health services and the people who work in 
them must ensure that they listen to the voices 

of the people who are most affected”

Health systems need to be mindful of these 
disparities, and measures need to be put in 
place to reduce them. But in their efforts to 
address these challenges, health services and 
the people who work in them must ensure 
that they listen to the voices of the people 
who are most affected. 

a recent major study into the barriers and 
facilitators to good care and support for people 
with chronic illness found that aboriginal and 
Torres strait islander patients with chronic 
illness face a barrage of problems, most of 
them related to the quality of services available 
to them.8 as the people in this study indicated, 
poor communication, racism and a failure to 
acknowledge indigenous culture are all too 
common when aboriginal and Torres strait 
islander patients and their families present at 
non-indigenous health services. 

in New Zealand, there has been a growth in 
the number of Maori health service providers. 
as well, there has been an increase in the 
number of Maori who have enrolled with a 
primary health care provider.9 There are still 
severe shortages of Maori in the health and 
disability workforce but there are measures in 
place to rectify this shortfall.10 all of this has 
been underpinned by a policy approach which 
recognizes the central role of whanau (family) 
in the prevention and management of chronic 
illness.11 This policy recognises that the family is 
a key element of indigenous communities and 
that family members can play a central role in 
the self-management of chronic illness. 

a coordinated approach is essential to the 
prevention and management of chronic illness 
in indigenous communities. New Zealand, 
with its central government and district 
health boards, provides a good example of 
a coordinated approach. in contrast, here in 
australia, we have seen an approach to chronic 
illness that at times appears to be fragmented 
and unfocussed. With individual governments 
developing their own strategies to deal with 
chronic illness, there is ample room for overlap 
and replication. Policy makers in aboriginal and 
Torres Strait Islander health would benefit from 
taking a more coordinated approach to chronic 
illness so as to avoid replication.

it is true that the Treaty of Waitangi in 

New Zealand has provided a focal point for 
consideration of disparities between Maori and 
non-Maori. in fact, Maori have never ceased 
talking about the Treaty and its promises 
since the day it was first signed in 1840. The 
challenge today, nearly two hundred years 
later, is how we harness the provisions of the 
Treaty and strengthen our commitment to 
ensuring equitable outcomes for everyone 
affected by chronic illness. In the same way, 
here in australia where a treaty was never 
signed, we need to commit to improving 
systems, facilitating access and guaranteeing 
respectful treatment and care for all members 
of the community, and especially those who 
are at greatest disadvantage. 
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The United States leads on prevention and health

Good health
The key reform component in 

President Obama’s landmark health 
legislation, the Affordable Care Act 

(ACA), is the recognition that health is more 
than merely the absence of disease; it is 
physical, mental and social wellbeing. The 
American healthcare system is burdened by 
high costs and an epidemic of chronic illnesses. 
The US ranks below many comparable nations 
in life expectancy, infant mortality and other 
indicators of a healthy life and there are 

substantial and growing disparities in the 
health status of many communities.

Improving the health and quality of life of all 
Americans requires a major focus on prevention 
and public health. Many of the strongest 
predictors of health and wellbeing lie outside 
the healthcare system. health is delivered 
where people live, work, learn, play and pray. 
It’s a function of education, quality housing, 
available transportation, safe neighbourhoods, 
quality nutrition, clean air and safe drinking 

water, job safety and social justice. The ACA 
puts the social determinants of health at the 
centre of health reform.

The new law establishes the National 
Prevention, health Promotion and Public 
Health Council (the National Prevention 
Council)1 which provides the leadership and 
coordination necessary to engage all of the 
federal government and a diverse array 
of stakeholders to realise the benefits of 
prevention. The Council comprises 17 heads of 

at every stage of life
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“Improving the health 
and quality of life of all 

Americans requires a major 
focus on prevention and 

public health”

departments across the federal government, 
all of which have a role in promoting 
prevention and wellness. It is chaired by the 
US Surgeon General, Dr. Regina Benjamin, 
and informed by a presidentially-appointed 
Advisory Group on Prevention, health 
Promotion and Integrative and Public health 
comprised of 22 outside experts.

In June 2011 the National Prevention Council 
released the National Prevention Strategy.2 
The Strategy’s overarching goal is to increase 
the number of Americans who are healthy at 
every stage of life. It identifies four Strategic 
Directions (Healthy and Safe Community 
Environments; Clinical and Community 
Preventive Services; empowered People; and 
the Elimination of Health Disparities). There 
are seven Priorities (Tobacco Free Living; 
Preventing Drug Abuse and excessive Alcohol 
Use; healthy eating; Active Living; Injury 
and Violence Free Living; Reproductive and 

Sexual health; and Mental and emotional 
Well-being) and these have evidence-based 
recommendations, together with indicators 
and 10-year targets. There is explicit alignment 
with other key national health strategies. 
The Strategy speaks to all stakeholders; it 
outlines federal commitments and provides 
examples of areas where state, local and tribal 
governments, business and the private sector, 
community and faith-based organisations and 
individuals can make a difference.

Led by the Surgeon General, the National 
Prevention Council and the Advisory Group 
are now working to turn the Strategy into 
action. In June 2012, along with the required 
annual report to the President and Congress, 
the National Prevention Council Action 
Plan3 was released. This is a remarkable 
inventory of all the current health and 
prevention initiatives underway in the federal 
government, more than 200 in all. What is 
exciting and heartening is the fact that so 
many of these are collaborative partnerships, 
across departments, with state and local 
governments, and with the private sector. 

Many of these actions are in areas where 
health may not traditionally be considered, 
such as sustainability, transportation, and 
community planning. These efforts range 
from contributions to safe community 
environments and facilitating access to 
recreation areas to supporting safe and 
healthy workplaces – all actions intend to  
help move the nation from a system of sick 
care to one based on wellness and prevention.

In addition, all Council members have 

specifically committed to increasing tobacco-
free environments, increasing access to 
healthy, affordable foods, identifying additional 
opportunities to consider prevention and health 
within their departments and encouraging 
their partners to also do this. Actions taken to 
advance these commitments will vary, with 
each department having its own processes 
and goals, but with a central reporting and 
evaluation system to measure progress.

Like the National Prevention Strategy, the 
National Prevention Council Action Plan is 
intended to be dynamic, evolving as the needs, 
interests and priorities of individuals, families 
and communities change. Importantly, it 
provides leadership and guidance to the wide 
range of stakeholders who are essential to the 
wider promulgation of this effort. 

This ‘health in all policies’ approach demands 
sustainability and philosophical and cultural 
shifts in policy, but not necessarily increased 
funding, to deliver the anticipated outcomes. 
It is a model for national investment in health 
that Australia could look to emulate. 

Lesley Russell was previously Senior Policy 
Advisor to the US Surgeon General.
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We've learned much from rural medical 
education schemes. It’s time we consider  

taking our knowledge to the South Pacific

Over the last 25 years Australia has 
developed, and almost perfected 
a medical education system away 

from the cities. In 1990 it was determined that 
all medical students should spend significant 
time in the country. Good reasons were put 
forward and many and varied were the hopes 
that this would benefit the nation. But some 
said the Deans would be uncomfortable. Some 
in the teaching hospitals said it would lower the 
standards. however, the students seemed keen 
and the rural doctors said they were ready.

Fortunately at that time, the then 
Government accepted the notion and put up 
the funds. By various persuasions the medical 
schools agreed, and were to be provided 
additional funds if they arranged for 25 per 
cent of all their Australian students to study 
in a rural area for eight weeks. those who 
had enrolled from overseas were not seen as 
relevant for this scheme as it was designed to 

encourage Australian graduates into Australian 
rural areas of workforce shortage. Programs 
related to this have multiplied.

the rural Clinical training and Support 
(rCtS) program1 is the amalgamation of the 
rural Clinical School and rural Undergraduate 
Support and Coordination programs. the 
University Departments of rural health are 
managed under a slightly different contract.2

there are now rural clinical schools far away 
from the capital cities where senior students 
spend a full year or longer. this last year  
40 per cent of those attending the University 
of Sydney’s Dubbo Clinical School for example, 
went on to take up jobs in the country. there 
are now numerous scholarships, subsidies and 
encouragements to take up such careers. 

What has not matured are the rewards  
for teaching. While staff employed at the  
11 University Departments of rural health 
and 17 rural Clinical Schools are salaried, 

the majority of teaching is done by private 
practioners in their rooms or in public hospitals.

this resource is overloaded. Student numbers 
each year seem to be greater and the student 
enthusiasm for rural and remote experience is 
simply wonderful but approaching saturation. 
the doctors who need help in their country 
practices are the ones who must do the teaching 
in Australian mainland rural communities.

So here we go into the 
Pacific
The ‘Blue Continent’ beckons and the nations of 
the South Pacific need as much help as we can 
offer. The questions to be asked are all about 
teaching. We now know that students can 
learn in the field but if we are to take Medical 
education of Australian students into the 
Pacific and enjoy the privileges of such a great 
opportunity we must reward the teachers. 

A helping hand for

Briefing – International health care

Dr Bruce Harris
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“If we are to take medical education into the 
Pacific and enjoy the privileges of such a great 

opportunity, we must reward the teachers”there can be no doubts that medical 
students still learn well when away from the 
major city hospitals. there must always be a 
balance in the curriculum and those who teach 
are essentially just as important whether in the 
big hospitals or the small towns. the recent 
decades in which these systems have matured 
are instructive and are now moving on from 
being merely innovative. Such processes are 
fragile. It will be, eventually, of the greatest 
benefit in many different ways, but to be 
sustainable the teaching must be paid for.

We have demonstrated that an investment 
in infrastructure, in communication, in collegial 
education and practical assistance are more 
valued and effective than just a financial 
teaching allowance. It is obvious that the 
whole of medical education would collapse if 
universities tried to pay everyone who teaches 
a sum that was anything like that which they 
are worth. that’s the scary reality of the city 
doctors and public hospitals where traditionally 
teaching has been a privilege and not done 
for a cash reward. It is also a temptation for 
Medical Schools to put teaching back into 
clinical areas and away from main campus.

Of all the diseases, infections and 
disorders that Indigenous people of Australia, 
New Zealand and the South Pacific face 

there can be none more urgent than 
rheumatic heart Disease. recognising the 
billions of dollars at risk when primordial 
preventative health measures are ignored is 
not just neglect or a disgrace – it’s a looming 
national financial catastrophe. Our regions 
have children needing simple health checks, 
and for those who need it simple penicillin 
shots. those who miss out may go on to 
cardiac valve disease, which is really expensive 
to fix and will cost our countries dearly. 

The disease is preventable and the Pacific 
and Australia have the worst figures in the 
world. Ironically the cure is penicillin, for 
which an Australian, howard Florey, shared  
a Nobel Prize. We have lots of medical 
students who would love to be out in the 
villages helping the locals and learning 
firsthand what is needed. Throat swabs and 
echocardiograms could be made available to 
people close to where they live.

Sovereign South Pacific nations need 
assistance with their self-determination. 
Indigenous peoples need respect. health  
and harmony is of benefit to all of us.

The South Pacific is our shared region  

of the planet. We have learned so much  
from our experience of the inland and the 
capacity of medical students to enrich clinical 
services in rural Australia. It seems timely  
that we discuss more urgently that which  
we should take to the islands.

In medical education it is hard to find 
partnerships and reciprocal learning 
opportunities among Australia and New 
Zealand and the many Pacific countries.  
There are likely to be obstacles in finance  
and there are going to be obstacles in  
curricula and accreditation.

But then, think of the benefits as the 
neighbours start helping each other. Medical 
students are not only advocates, ambassadors 
and the doctors of the future. they can be a 
very useful resource, immediately. It has to  
be worthy of serious consideration. 
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 in 1997, McKinsey & Company coined 
the term ‘the war for talent’ when the 
firm conducted original research into 

successful talent management practices. 
McKinsey was the first to explicitly identify that 
better talent is what will increasingly separate 
winning organisations around the world from 
their opposition. At the same time, they 
predicted just how fast growing were individual 
expectations of the developmental, financial 
and psychological rewards people would get 
from their work. McKinsey, importantly, also 
introduced the concept of creating a winning 
Employee Value Proposition that brings the right 
talent through the door – and keeps them there. 

Today, switching jobs has little, if any stigma 
associated with it. It’s easier to do than ever 
before, particularly because of the internet, 
social media and the recruitment industry. 
Relocating overseas is a far more realistic, 
tangible option throughout an exciting range  
of career opportunities.

All of us involved in talent management and 
executive search recognise executive turnover 
is a direct problem for all organisations 
involved with relocation. First and foremost, 
the cost associated with replacing just 
one senior manager can be very high – not 
just in monetary cost, but also with regard 
to productivity, employee morale and 
organisation reputation.

According to Shaffer, Harrison, Gregersen, 
Black, and Ferzandi (2006), there are three key 
types of adjustment competencies important 
for expatriate success:
• Work adjustment - the degree of comfort 

associated with the job

relocation
The war for 
international talent

Briefing

• Interaction adjustment – the degree of 
comfort associated with interacting with 
host country nationals both inside and 
outside of work

• Cultural adjustment - the degree of comfort 
associated with various aspects of the 
foreign environment, such as general living 
conditions, local food, transportation, 
entertainment, facilities and health care.

At Ccentric, we have recently released detailed 
research that focuses specifically on executive 
mobility in the health care, life science and 
health care academic sectors. The Ccentric 
Executive Mobility Survey was conducted during 
2012 to specifically explore issues relevant to 
brain drain and, more importantly, brain gain 
issues in health care globally, including Australia, 
Asia and the United Kingdom.

The Executive Mobility Survey reflects the 
responses of 418 senior managers working 
across the health care, life science and health 
care academic sectors. For Part One of the 
research – involving people who had previously 
relocated countries for work – the top five 
employer-related factors, across genders, were:
1.  Career opportunities
2.  Organisation reputation
3.  Leadership
4.  Opportunities to innovate
5.  Culture.

The top five job-related factors were:
1. Professional development
2. Challenging role
3. Remuneration
4. Make a difference
5. Location.

These factors were almost universal across 
gender, except for location on which males 
placed more importance.

In Part Two of the Executive Mobility 
Research – which covered respondents who 

indicated they would consider relocating for  
a career opportunity – an overwhelming  
84 per cent of respondents indicated they 
would consider relocating, which is good news 
for those targeting a brain gain. Unsurprisingly,  
a new career opportunity and increase in salary 
feature highly on factors that would motivate  
a senior manager to relocate.

More interestingly, there is a significant 
difference found between genders on the sub 
factor family experience with women tending 
to rate this factor more highly when deciding 
to relocate to a new country. There were also 
significant differences across age segments 
with, for example, younger executives (ie those 
aged 45 years or less) driven more by career 
aspirations and increased salary.

The United Kingdom was the most popular 
destination for relocation with 63 per cent 
of respondents stating they would move 
there. Australia, New Zealand, Asia and North 
America also ranked highly with 50 per cent of 
respondents indicating they would consider 
these regions.

The results indicate that over a quarter of 
senior managers would consider relocating to 
the Asian region if the right career opportunity 
was offered. Across the Asian region, the most 
popular countries for relocation were:
1. Singapore (38 per cent)
2. Hong Kong (37 per cent)
3. China (18 per cent)
4. Malaysia (17 per cent)
5. Vietnam (16 per cent)
6. Thailand (16 per cent).

Other Asian countries included Indonesia  
(10 per cent), the Philippines (8 per cent),  
India (8 per cent), and Sri Lanka (5 per cent).

The quality of life was by far the single most 
important consideration in choosing which 
country to relocate to, followed by personal 
security. Cost of living and quality of education 
and health issues were also important.

Relocation



The Health Advocate  December 2012   33

“A new career opportunity and increase in 
salary feature highly on factors that would 

motivate a senior manager to relocate”

In brief summary, the factors that motivate 
healthcare executive talent to relocate include:
•  Country aspects such as quality of life, 

cost of living, personal security, health and 
education infrastructure

•  Employer aspects including leadership, 
organisation culture, reputation of the 
organisation, mission and values, and  
a supportive workplace

•  Job factors such as remuneration, sense of 
purpose, challenging role, and professional 
development

•  Reward factors, most particularly the salary 
package and also relocation assistance.

These motivating factors should be kept in 
mind when your organisation is developing or 
refining its own Employee Value Proposition.

Winning the war for talent will always 
be a relative victory, rather than absolute. 
Nonetheless, with well researched parameters 
and expectations it’s possible to achieve 
increased market share and conversion ratios. 

The Ccentric Executive Mobility Survey will  
be available for download in the near future 
from www.ccentricgroup.com. 

In July 2012, Wayne Bruce, Chief Executive, 
Ccentric Group addressed the Association of 
Private Hospitals of Malaysia conference in 
Kuala Lumpur on ‘The Factors Involved in Brain 
Drain vs Brain Gain’. This is an abridged version 
of his presentation.
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For executives considering relocation,  
the ‘brand’ of the employing organisation is 
a strong motivating influence. The Ccentric 
Mobility survey found that leadership of the 
organisation was the most important single 
factor – although organisation culture rated 
highest overall. Organisation reputation, 
supportive workplace and mission and values 
were the next highest ranked factors.

Overall, males placed significantly greater 
value on job security, working in a supportive 
workplace, and ability to innovate.

In the survey results, the job factors 
considered important by respondents include 
remuneration, challenging role, work/life 
balance and professional development. 

It is interesting to note that there is a strong 
correlation between the Executive Mobility 
Survey results, Ccentric’s earlier research 
into what motivates Healthcare Executive 
Talent, and the McKinsey research from the 
late 90s. This tends to confirm the validity and 
importance of the factors highlighted.

Of the 84 per cent of people who stated 
they would be prepared to relocate to a new 
country, irrespective of gender, 64 per cent 
would relocate for up to three years, with 
many expressing a willingness to relocate 
for longer. 

It is also interesting to note that 
historically more men than women have 
relocated to another country to take 
up an executive position (63 per 
cent male vs 37 per cent female). 
However, our research clearly 
shows that more women than 
men are now willing to relocate 
(51 per cent vs 49 per cent). 
This is an important message 
for attracting executive talent 
in healthcare, life sciences and 
academia – women want to 
be on the move career-wise, as 
much as, or more than men do.
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 As a ‘low polluter’ the health sector in 
Australia has not been directly affected 
by the introduction of the carbon tax on 

1 July 2012. The magnitude of an indirect impact 
arising from factors such as increased energy 
and other costs is still being determined.

While much of the policy debate on climate 
change in australia and elsewhere has focused 
on the environmental impacts and the economic 
impacts of the policy response, there has been 
relatively little public discussion about the 
consequences of climate change on human 
health and the demands on the health system. 

Yet the consequences are significant: 
according to the australian Climate 
Commission1, “climate change is harming 

our health in Australia and poses a significant 
threat for the future”. In 2009, a commission 
established by The Lancet and University 
College London said climate change is “the 
biggest global health threat of the 21st 
century”.2 a recently published article in the 
Public Library of science Medicine journal 
suggests that in the medium and long term, 
climate change could constitute a health crisis 
at least as wide-ranging as that currently 
caused by tobacco.3,4

a joint paper by The Climate and Health 
alliance and The Climate Institute has 
highlighted the health benefits obtainable 
through climate action.5 These benefits include 
reductions in cardiovascular, respiratory and 

Greening
Reflections from AHHA’s Think Tank, August 2012

Briefing

nervous system diseases by reducing reliance 
on coal-fired power generation and reductions 
in the risk of ischaemic heart disease, dementia 
and depression by switching to active transport 
options like walking and cycling.

The aHHa, in conjunction with the Climate 
and Health Alliance (CAHA), convened the first 
Greening the Health sector Policy Think Tank in 
sydney on 22 august 2012. 

The Think Tank was attended by over 50 
enthusiastic participants representing health 
facilities, state departments, industry and 
universities and achieved the aim of starting an 
important conversation about how hospitals 
and healthcare providers can reduce their own 
carbon footprints (mitigation), and how in doing 
so, can provide a leadership role in terms of 
educating the community and informing public 
policy and debate. The australian health system 
can be strengthened through the promotion 
of greater sustainability and environmental 
health. The need is for the health sector to build 
capacity to deal with the impact of climate 
change on health services (adaptation).

The keynote speaker was Professor Peter 
Orris from the Usa, senior advisor to the 
international organisation Health Care 
Without Harm. Professor Orris is the Director 
of the Occupational Health service Institute 
and Global Chemicals Policy Program at the 
University of Illinois school of Public Health, 
a component of a WHO Collaborating Center. 
Professor Orris discussed the approach that has 
been taken in the Usa and internationally to 
reduce carbon emissions in the health sector 
and research undertaken to demonstrate 
cashable savings arising from a sustainable The panel. L-R: Forbes McGain, Glen Hadfield and Peter Orris

Andrew McAuliffe

Senior Director  

Policy and Networks, 

Australian Healthcare and 

Hospitals Association
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approach to health service delivery and 
facilities management.

The Think Tank coincided with the launching 
of the Global Green and Healthy Hospitals 
Network (GGHHN) in australia and the induction 
of the aHHa as a founding partner of this 
international network of over 3,500 hospitals 
and health services dedicated to reducing 
their ecological footprint and promoting 
public environmental health. Participants 
at the Think Tank recommended a range of 
strategies to inform the aHHa and CaHa policy 
development, advocacy campaign and research. 
a summary of the recommendations was 
developed to align with the GGHHN agenda and 
covered actions including:
•  seeking government funding for the 

establishment of a national coordination unit 
similar to the UK’s National Health service 
sustainable Development Unit

•  Development of national standards for 
sustainable healthcare

•  Reducing waste through a life-cycle analysis 
of consumables and processes

•  Establishing a nationally consistent approach 
to the development and management of 
energy cogeneration and tri-generation 
programs.

To support ongoing engagement of 
participants and to encourage sharing of 
experiences and successes, the aHHa has 
subsequently been working with the GGHHN 
staff on the development of a case-study 
clearing house. The clearing house will be 
accessible through the GGHHN website6 and 
will feature simple summaries of sustainability 

“The Think Tank started an important 
conversation about how hospitals and healthcare 

providers can reduce their own carbon footprints”

projects from around the world. The aHHa 
has also commenced discussions with the 
aCHs to support the inclusion of a greater 
focus on sustainability in the aCHs’ EQuIP 
accreditation program.  
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Opinion

Margret Meagher looks at the  
major changes taking place in the field 

of arts and health internationally

Creative 

At a time when people are grappling 
for solutions to the rapidly ageing 
population, the increasing incidence 

of chronic disease and frightening statistics 
around loneliness and social exclusion, the arts 
and creative engagement are being seen as a 
means to combat these challenges effectively 
and cost efficiently. 

In five countries – UK, USA, Canada, Ireland 
and Australia – arts and health is an established 
field of practice and research. There is growing 
awareness and acceptance of the field in a 
number of other countries including Hong Kong 
and China, Singapore, France, Germany, Israel 
and Scandinavia.

The UK has just launched the National 
Alliance for Arts, Culture and Wellbeing. 
its charter, published on its website, www.
artshealthandwellbeing.org.uk, provides an 
excellent statement of purpose and vision which 
can be readily applied to the arts and health field 
internationally. One of the National Alliance’s first 
initiatives is to host a major conference in Bristol 
in June 2013 to inform international perspectives 
on Healthy and Creative Ageing, Global Health 
Inequalities and the Social Determinants of 
Wellbeing. Key areas of focus include the latest 
research and new methodologies, regional, 
national and international policy development 
and networks, programs in museums, healthcare 
settings and health promotion. 

i am proud to have been invited to give  
a keynote presentation on the international 
field of arts and health and join Lord Howarth 
of Newport, Professor John Wyn Owen, 
representing The Learned Society of Wales, 
and David Leventhal, from New York’s Mark 
Morris Dance Company, which has developed 
an outstanding Dance for Parkinson's program. 

The conference chair is Professor Richard 
Parish, Chief Executive of the Royal Society for 
Public Health. More information can be found 
at www.culturehealthwellbeing.org.uk.

In the United States, the Society for the Arts 
in Healthcare has been in existence for 25 years 
and was originally established to support the 
arts in hospitals. This has now expanded to 
embrace all areas of the arts and health field 
including primary and acute care, community 
health, aged care, health promotion, education 
and research. There are plans to rebrand the 
organisation shortly to reflect the growth of the 
field globally. Visit www.thesah.org.

Arts Health Network Canada has been 
developing a presence for a period of time 
similar to arts and Health australia, but a 
recent major philanthropic grant has given  
the organisation the impetus, and the 
resources, to escalate its national vision. Its 
website – www.artshealthnetwork.ca – is  
a treasure trove of information.

ireland has also developed very strong 
programs in arts and health, particularly in 
hospitals and community health, and has an 
excellent website: www.artsandhealth.ie.  
The country’s Bealtaine Festival is a world 
leading initiative in positive, creative ageing. 
See www.bealtaine.com for more information.

in australia, we are developing our vision for 
the field in a new five-year plan that will see 
major advances take place in this country, too. 
You can find more at www.artsandhealth.org. 
arts and Health australia is proud to be leading 
this initiative, including a new partnership with 
Research Australia. I am also working with the 
College of Fine Arts at UNSW to establish a 
Chair for Arts and Health and arts and health 
courses within COFA’s curriculum.

Finally, for those who would like an absorbing 
snapshot of the arts and Health world at large,  
i would recommend the regular blog distributed 
by Clive Parkinson, Director, Arts for Health at 
Manchester Metropolitan University. Find it at 
http://artsforhealthmmu.blogspot.com. Clive 
is the incoming chair of the UK’s new National 
Alliance for Arts, Health & Wellbeing in 2013 and 
his arts and health work is currently taking him 
beyond the UK to France, Italy and Lithuania. 

Arts and Health is now a field of growing 
importance internationally. It’s exciting to be 
riding the crest of the wave and for australia 
to be at the forefront of global innovation in 
healthcare, education and research. 

Margret Meagher
Executive Director  

Arts and Health Australia 
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They say life begins at 40; how wrong that is. Mine 
began the day I heard the ad on local radio for the 
Blow the Dust off your Trumpet project. I met 23 
strangers there who are now all in daily contact 
with one another. For all of us, our lives are taken 
up with our orchestra which we are continuing 
to run. Who needs therapy when you can have 
an orchestra! Geraldine McKibben, Bealtaine 
Festival, Ireland 2012
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Opinion

A s nursing and healthcare reel 
from one horror story to another, 
as official reports and lay accounts 

of poor care appear, each more impossible to 
fathom than the last, we could all be forgiven 
for wondering if there has been a gargantuan 
loss of plot in our health services.

What would happen I wonder, if in nursing 
we went back to first principles – to our 
touchstones of care, service and thoughtful, 
research-informed practice; to the powerful 
sense of vocation that saw nursing as more 
than just a job and to a model of leadership 
that shouldered responsibility and knew exactly 
where the buck stopped.

In short: "What would Florence do?"
The saccharine, sentimentalised veneer that 

portrays Florence Nightingale as nothing but 
an angelic, ethereal presence, wafting through 
wards with a lamp has blinded many to the 
strength of character and myriad achievements 
of one of the most powerful and influential 
women of the 19th century.

in Illuminating Florence1, a wonderful 
condensation of the legacy and wisdom of 
Florence Nightingale, Alex Attewell, former 
Director of the Nightingale Museum in London, 
highlights the timeless wisdom and relevance 
of her thinking for today's nurses, nurse 
managers and our health system.

Way, way back in 1983 in the UK, Roy 
Griffiths observed in his report into National 
Health Service (NHS) management (he 
used the term loosely) that: "If Florence 

Nightingale were carrying her lamp through 
the corridors of the NHS today she would 
almost certainly be searching for the people in 
charge". This situation will strike many readers 
today as simply the norm, but Griffiths was 
fundamentally wrong, Florence would not have 
been looking for someone in charge, she would 
have been in charge. Griffiths' report and the 
hundreds, if not thousands that have followed 
it into the dustbin of history help us savour 
another of Florence's most cogent warnings, 
that: "Reports are not self-executive".

Florence would give short shrift to our 
current culture of entitlement and victimhood, 
where everything is forever either 'their' or 'the 
system's' fault and where expecting personal 
accountability is seen as a form of harassment. 
She once excoriated a British Ambassador  
with her famous remark: "Mr. Ambassador,  
I never gave an excuse, I never take one". She 
understood to her fingertips the power of 
nursing as a force for health and took absolute 
responsibility for those areas of patient care 
that are inescapably Nursing's remit: "If a 
patient is cold, if a patient is feverish, if a 
patient is faint, if he is sick after taking food, if 
he has a bed-sore, it is generally the fault not of 
the disease, but of the nursing".

When the King's Fund recently described the 
NHS's 'institutional inertia' few were surprised 
but Florence would have been horrified. She 
would have no truck with a stagnant, self-
serving empire that will not progress, warning 
that: "No system can endure that does not 
march. Don't let us stereotype mediocrity".

When a new nurse told me recently 
that her nurse manager's opening salvo 
during orientation was: "You're not here to 
think, you're here to work", I remembered 
Florence's conviction that: "When a profession 
undertakes research, it takes a step toward 
maturity and the assumption of its social 
responsibility...We must place emphasis on 

the use of research findings as well as on the 
conduct of research." Note the absence of 
caveats such as if you can be bothered, if it  
has no resource implications or if my staff 
have nothing else to do.

As a passionate epidemiologist and 
statistician Florence would have been cheering 
today's open health service comparisons such 
as the MYHospitals website that terrify so 
many. Indeed, she was advocating systematic 
benchmarking of hospitals and wards and the 
publishing of league tables of achievement 
nearly 150 years ago: “I am fain to sum up with 
an urgent appeal for adopting this or some 
uniform system of publishing the statistical 
records of hospitals. If they could be obtained, 
they would show subscribers how their money 
is being spent, what amount of good was really 
being done with it, or whether the money itself 
was doing mischief rather than good”.

Not for Florence the endless grasping 
for across the board more resources, for 
she understood the importance of positive 
outcomes and of evaluating services to be sure 
that they are doing good, rather than mischief. 

Instead of ending with the tired refrain that: 
"lessons must be learned to ensure that this 
never happens again" that seems to be trotted 
out for every modern hospital scandal, poor 
care story or official review, I think Florence 
deserves the last word. 

"I think one's feelings waste themselves in 
words; they ought all to be distilled into actions 
which bring results." 

Reference

1 Alex Attewell, (2012) ‘Illuminating Florence’. 
Sigma Theta Tau International Nursing Society, 
Indianapolis, USA. ISBN: 9781937554507 pp.82

Philip Darbyshire believes nursing  
needs to go back to first principles

PhiliP Darbyshire

Director of Philip 

Darbyshire Consulting 

and Professor, Monash 

University

What wouldFlorencedo?



38    The Health Advocate December 2012

ToDay I declined to approve a drug 
which the evidence provided informs 
me is likely to extend a patient's life 

by six weeks at a cost of $20,000. It doesn't 
come any closer to playing God than this.

In principle I don't mind having to make 
resource allocation decisions of this sort. an old 
boss of mine used to say “you take the money 
and you do the job”, and I see making difficult 
decisions and delivering on them as part of this, 
and I hope I do it well. However, there are two 
ways in which this process makes me angry.

I take making this kind of decision seriously. 
In this case the patient was not old but had 
disseminated cancer. There's an essay here 
in how much we spend to hold death at 
bay, but this is not it. The drug had not been 
approved for the indication in question by the 
Pharmaceutical Benefits Scheme (PBS). I take 
the PBS as the de facto standard setter for these 
kinds of decisions in australia. one can criticise 
my use of the PBS as the standard, as one can 
the decisions made by the PBS. However, if the 
PBS do not support an indication using all the 
expertise and resources available to them, then 
I do not presume to do so.

There are situations in which I depart from 
the PBS. These are where evidence is provided 
to me to suggest that provision of the drug 
is likely to be cost-effective in the sense that 
it will be offset by a saving arising from a 
reduced length of stay in hospital. The main 
problem here is that there are no standards for 
such questions, and so there will be inequity 
in access to this therapy across australia. I 
exercise my discretion to approve the drug 
where a counterpart of mine in another 
hospital may make a different decision.

Opinion

Why central agencies sometimes  
make Patrick Bolton angry

Mandating
Dr PATrICK BOLTON
Director of Cinical 

Services (Medical) at 

Prince of Wales Hospital

behaviour

This kind of issue would be better addressed 
through a set of national guidelines, perhaps 
a wiki where people in my position were able 
to publish their decisions and their reasons 
for them – suitably de identified to protect 
patient, prescriber and approver – in the 
interests of consensus and debate. This is an 
area  in which a central agency could usefully 
take a lead. This would create standardisation 
and efficiency because the evidence about a 
drug in a particular clinical situation could be 
compiled once, well, rather than in multiple 
different health services with variable 
reliability. The failure of central agencies 
to lead this is a missed opportunity and a 
failure to fulfil their responsibilities to the 
community. I am angry because they shirk this 
responsibility and leave it to people like me 
who have not been given a mandate by the 
community to make these decisions.

The other reason that this kind of issue makes 
me angry is almost the opposite problem. 
When I make these decisions I ask for and look 
at the evidence carefully and use it to guide 

my decisions. I don't get applications of the 
kind above without evidence, and would not 
consider them if I did not. However about once 
a week I get some central agency requiring me 
to implement something for which there is a 
limited evidence base, just something someone 
thought was a good idea. Things like hand 
hygiene, handover or root cause analysis (RCA). 
These all have face validity, but so does the idea 
that the earth is flat. 

The problem that arises when central 
agencies mandate behaviour for which there 
is no evidence is that this consumes limited 
healthcare resources which the people on the 
ground are trying to use to provide services 
for which there is evidence. How can I say to 
a patient and a prescriber that the evidence 
for the drug they need is not good enough, 
when my masters do not act with the same 
accountability?    
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Opinion
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Professor of Health  

Care Management at  

Flinders University

Fair go,  

Judith Dwyer says we need leadership  
on respect for women in public life

 It is a truism in international health 
development that the shortest route to 
improving the health of children is to 

educate women. When women are illiterate, 
they have fewer options, and are less able 
to protect their kids from hazards of every 
kind. For their daughters, there is a double 
whammy – little girls see the poverty of their 
own futures in the restricted lives of their 
mothers. And little boys absorb a different 
message, which is not good for them either.

in this country, we’ve recovered from the 
thinking that once denied a full education to 
girls and young women. For this and many 
other reasons, we’ve seen a growing number 
of women in leadership roles in most fields. 
But it’s especially tough going for those 
women who step up to take part in politics, 
the roughest game of all. 

the vitriolic personal nature of the attacks 
on our Prime Minister (and sometimes the 
women in her Cabinet, and others) has been 
making a lot of us feel quietly sick for a long 
time. and then alan Jones, praetorian guard 
for the Opposition Leader, went right over 
the top with his shameful use of the PM’s 
father’s death to make a rhetorical point. alan 
Jones is an all-purpose hater, it must be said 
(remember his role in the Cronulla riots). it is 
hard to think of a difficult community problem 
that he hasn’t found a way to make worse.

the public policy question, as always, is 
‘qui bono’ – who benefits? Maybe the point of 
the hate-talk against women in public life is 

to make fewer of us want to go there. Maybe 
alan Jones and his ilk are just the side show, 
and it is political leaders who give the signal 
that it’s OK to denigrate our women leaders, 
even though they themselves may stay within 
somewhat tighter rhetorical limits. 

this affects all of us, regardless of what 
you think of Ms Gillard, or how you parse 
the difference between a carbon price and 
a carbon tax – which does seem to be a 
stunningly technical point on which to base 
the charge of egregious lying. is it somehow 
worse when a woman practices the political 
arts of compromise and redefinition? Do we 
somehow set a higher standard of virtue?

i’m not claiming to be objective about  
this – i’m delighted we have women in high 

office and my respect for Ms Gillard increases 
as i watch her tough it out through treatment 
that makes me cringe. But that is not the  
point either. 

the country needs leadership on respect for 
women in public life. it is time for those who 
claim to lead to do so on this. it’s not that hard 
to run a tough political game without attacks 
that are based (however sneakily) on gender, 
or religion, or race, or disability. attacks 
on bad policy, poor implementation, lazy 
thinking, ill-discipline or bad results might go 
closer to addressing the things that make  
a difference for the citizenry. 

it’s not really that complicated, as any 
footballer can tell you – you just need to play 
the ball, not the woman. 

sport



40    The Health Advocate  December 2012

From the AHHA desk

The Deeble 
Institute
The AHHA’s Deeble Institute is open for business

 The AhhA’s new health 
policy research institute, 
the Deeble Institute, 

is now officially up and running. 
The Institute was launched at the 
AHHA Congress in September 
by Dr John Deeble, who spoke 
with great enthusiasm about the 
benefits of collaboration in health 
policy research. 

Since the launch, many 
policymakers, practitioners and 
academics have been in contact 
with us – to find out about what 
we are doing, join our mailing 
list, suggest a potential topic for 
research, request an Evidence 
Brief, or commission some 

research. We’ve also published 
a new Issues Brief about health 
care services and the climate 
debate and have a few more in 
the pipeline. So, we’ve been busy!

Over the next few months, 
one of our key priorities will be 
to develop some collaborative 
research proposals with our 
academic partners and health 
service members. We have begun 
work on one project proposal 
with the University of Canberra. 
While it is too soon to let you 
know what it’s all about, we can 
say that the project is cutting 
edge, very topical and highly 
relevant to the everyday work of 

our hospital members. 
We are also very interested 

to hear from any of our health 
service members with ideas for 
collaborative research. It doesn’t 
matter how big or small the idea, 
or how well-developed it is, we 
will be happy to work with you 
to develop an exciting research 
proposal. Our seven academic 
partners have a wealth of 
experience and expertise – in areas 
such as health services research, 
data linkage, evaluations, primary 
health care and public health – 
and have strong track records 
winning research grants. If you 
are aware of problem or issue in 

your daily work and have often 
thought ‘someone should do some 
research on that’, then why don’t 
you give us a call or drop us a line. 
You never know, it might turn out 
to be ground-breaking research 
that changes policy and practice 
across the country. 

If you’d like to get involved in 
the work of the Deeble Institute 
or just keep up to date with what 
we are doing, please contact me:

Contact: 
Anne-marie Boxall
Director – Deeble Institute 
Ph: 02 6162 0780 
Email: aboxall@ahha.asn.au 

Dr John Deeble The Deeble Institute Board

deeble 
institute

enhancing national health policy by connecting POLICYMAKERS, PRACTITIONERS AND RESEARCHERS
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From the AHHA desk

JustHealth 
Consultants
JustHealth calls for participants to take part in pilot palliative care training

 In June 2012, the 
Commonwealth 
Department of Health 

and Ageing contracted AHHA 
– Justhealth Consultants to 
develop an online, evidenced 
based educational package for 
community based providers of 
palliative care. The modules are 
based on the Guidelines for a 
Palliative Care approach to Aged 
Care in the Community (2011). 

The modules aim to assist 
health professionals who provide 
palliative care to aged persons in 
the community to implement the 
principles of the Guidelines  
in their practice. 

Over the last few months, 
Just Health has been working 
with SilverChain, e3 Learning 
and experts in the community 
based provision of palliative care 
to design the content of four 
educational modules as follows:

Module 1  
A palliative approach to care

Module 2  
Providing and delivering care  
to clients and carers

Module 3  
Delivering a palliative approach 
for aged care in the community 
setting

Module 4  
Planning and assessment

Invitation:
Take part in a pilot test of the 
four online modules
JustHealth now invites agencies 
across Australia to participate 
in a pilot test of the on line 
educational modules to take 
place in February 2013.

We ask each agency to select 
up to three frontline staff who 

deliver palliative care in the 
community to pilot test the online 
modules. We are particularly 
keen for nursing staff, clinical 
specialists and personal care staff 
to be part of this important pilot.

Each pilot participant will need 
to spend a total of six to eight 
hours on the set of four modules.  
As the educational modules will 
be accessed via the web, access 
to a computer and the internet  
is essential. 

each participant in the pilot 
will be able to record their 
participation as Continuing 
Professional Development. We can 

provide a record to each agency 
of evidence of participants’ time 
spent on this activity and we will 
acknowledge the contribution of 
each organisation in the published 
educational materials. 

For more information or 
to register your interest in 
contributing to the pilot study, 
please contact Terrie Paul. 

Contact: 
Terrie Paul
Director – Justhealth Consultants 
Ph: 02 6162 0780
Email: tpaul@ahha.asn.au  
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Navigate
health law
issues

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

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

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

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

Apply now at www.qut.edu.au/applied-law, or contact us at
lawandjustice@qut.edu.au or (07) 3138 2707.
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Readers of The Heath Advocate can track who is on the move 
in the hospital and health sector, courtesy of the AHHA and 
healthcare executive search firm, Ccentric Group.

 In a substantial change of 
direction, Ron Dunham is 
heading back south east 

across the Tasman to be the new 
CEO of Lakes District Health Board 
in Rotorua, New Zealand. He was 
most recently the CEO of Western 
NSW Local Health District in 
Australia.

The CEO of Wide Bay Local 
Health Network in Queensland, 
Ken Whelan, is now the Deputy 
Director-General, System 
Purchasing & Performance with 
the Ministry of Health in NSW.

Debra Thoms is the inaugural 
CEO of the Australian College of 
Nursing – previously she was the 
Chief Nurse in NSW.

In Queensland, Local Health 
Network CEOs have been 
announced:
•	  Metro South: Dr Richard Ashby
•	  Metro North: Professor Keith 

McNeil
•	  West Moreton: Lesley Dwyer
•	  Sunshine Coast: Kevin Hegarty
•	  Wide Bay: Adrian Pennington
•	  Gold Coast: Ron Calvert
•	  Torres Strait-Northern 

Peninsula: Simone Kolaric
•	  South West: Graem Kelly 
•	  North West: Sue Belsham
•	  Mackay: Kerry McGovern

•	  Darling Downs: Dr Peter 
Bristow

•	  Children’s Health QLD: Dr Peter 
Steer

•	  Central West: Michael Lok
•	  Central Queensland: Maree 

Geraghty
•	  Cape York: Susan Turner
•	  Cairns and Hinterland: Julie 

Hartley-Jones.

David Panter has been appointed 
as the new CEO of Central 
Adelaide LHN, He was previously 
the Executive Director Health 
Reform with SA Health.

Donna Freer, formerly 
Contract Relationship Manager at 
Australian Regional Health Group, 
has joined Spotless Group as 
General Manager, Education.

Alex Cockram has moved from 
Melbourne Health where she was 
Executive Director, Mental Health, 
to become CEO at Western Health.

Nicole Pianta, former General 
Manager of Cotham Private 
Hospital, has joined Spotless 
Group as National Workforce 
Planning Manager

Richard Sweetnam, former 
General Manager-Finance at 
Healthscope Pathology, has joined 
Spotless Group as well, to assume 

the role of General Manager, 
Laundry Services.

In another clean break, Paul 
Waterson, former General 
Manager, Revenue at Healthscope, 
has also joined Spotless Group as 
the Group General Manager.

Ian Maytom, former General 
Manager Newcastle Private 
Hospital, is returning to Ramsay 
Healthcare as General Manager, 
Lake Macquarie Private Hospital.

Moving to the same locale, 
Michael Mitchell, former Chief 
Executive	Officer	at	Dubbo	Private	
Hospital,	is	filling	the	position	
of General Manager, Newcastle 
Private Hospital.

Sally Pearce, former Director of 
Finance at South Western Sydney 
Local Health District, has joined 
St Vincent’s and Mater Health 
Service, Sydney as Chief Financial 
Officer.

Andrew Cook, has joined 
Medibank Private as National 
General Manager, Healthcare 
Networks. Andrew was an 
Associate Director at Paxton 
Partners.

Karen Dodd has been promoted 
within La Trobe University to 
become the Executive Dean of 
Health Sciences.

Also in Victoria, Margie Hepner 
has been appointed as the new 
CEO of Embracia, a leading aged 
care provider.

The biggest career move this 
issue is that of Julian Wright, 
who was the Director for 
Postgraduate Medical Education 
with Manchester NHS Trust 
(ie Manchester, England). He 
is warmly welcomed by the 
University of Melbourne as the 
Chair of its Rural Health Academic 
Centre.  

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

From the AHHA desk

Who’s  
moving?





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

 T   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.

Become an 
AHHA member

*Fee includes GST - valid from 1 July 2012 to 30 June 2013

Membership Fees 2012-2013

Institutional / Academic Members (Australian healthcare providers)

Gross Operating Expenditure (x 1,000,000)

Equal to or greater than:            Less than:                Membership

 $0    $10   $1,864

 $11    $25   $3,726

 $26    $50   $8,699

 $51    $100   $14, 567

 $101    $250   $17,745

 $251    $400   $23,625

 $401    $550   $29,295

 $551    $700  $36,330

 $701    $850  $41,475 

 Over $850     $47,355
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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.

Student              Australian: $215      Overseas: $289

Personal             Australian: $289             Overseas: $397

Associate*              Australian: $1158           Overseas: $1577

Corporate              Australian: $1158           Overseas: $1577

*Companies providing products and services to healthcare providers

Im
ag

e:
 iS

to
ck

ph
ot

o



The Health Advocate  December 2012  45

To advertise in  

The Health Advocate  

please contact:

Adam Cosgrove

Globe Publishing

T: 02 8218 3412

E: adam.cosgrove@

globepublishing.com.au
Information from suppliers in the healthcare industry

Tradenews

Herman Miller Procedure Carts 
Herman Miller healthcare  
carts are designed to meet the 
demands of today and the 
changes of tomorrow. A wide 
variety of bodies and parts  
make it easy to create the cart  
you need: procedure, supply, 

utility, medical/surgical, linen  
or document storage. 

Lightweight and ergonomically 
designed, Herman Miller carts 
are easy to move even when fully 
loaded. They are made from highly 
durable, impact-resistant plastic, 

are GREENGUARD 
certified as 
low-emitting 
products and 
are up to 98 per 
cent recyclable. 

Herman 
Miller 
carts are 
backed 

by a 10 year, three shift warranty.
Middlemore Hospital in 

Auckland, New Zealand, chose 
Herman Miller carts when 
standardising their resuscitation 
trolleys in 2008. Tracey Cooper, 
Team Leader, Resuscitation 
Educational Facilitator said that 
the Herman Miller carts were 
considered alongside the previous 
brands used by the hospital. 
She said the Herman Miller carts 
were: “more mobile, more robust, 
fully cleanable and much more 
appropriate from an infection 
control perspective, customisable 
and cost effective”.

“They have proved over the 
last four years to be worth the 
investment. They require little to 
no maintenance and we have had 
no mechanical or structural issues 
reported out of the entire fleet 
purchased for both onsite at the 
main hospital and the community 
hospital units”.

Ergonomic, durable and flexible 
products make Herman Miller 
a long-term partner for your 
healthcare needs. 

For more details or to view  
our entire range please visit  
www.hermanmiller.com.au or 
info_au@hermanmiller.com.

Twenty million ProcedurePaks®
The European market leader in 
customised procedure packs, 
Mölnlycke Health Care, is proud 
to announce the delivery of its 
20-millionth ProcedurePak pack. 
The pack, produced at Mölnlycke 
Health Care’s plant in the Czech 
Republic, was presented to the 
Clinique Saint-Luc in Bouge 
(Namur), Belgium by Eric De 
Kesel, President Surgical Division 
of Mölnlycke Health Care. 

Mölnlycke Health Care has 
produced procedure packs at 
its Karvina plant in the Czech 
Republic for the past 10 years. 
“We have grown from an annual 
production of 73,000 trays  

10 years ago to 3.5 million trays 
in 2011,” says Eric De Kesel, 
President Surgical Division. 

“Besides this volume growth, 
the market has also become more 
complex. In our Karvina plant, we 
have the expertise and knowledge 
to process 12,000 different 
configurations with 5,000 unique 
components. Every month, 100 
new customised configurations 
enrich our portfolio. Our 
20-millionth pack in 10 years’ 
time is an important event for us 
and for our loyal customers, who 
have grown with us in this market. 
Every six seconds, a surgeon in 
an operating theatre somewhere 

in Europe uses one of our 
customised procedure packs.”

By switching from the 
traditional preparation of 
operating theatre supplies to 
ProcedurePak® customised 
procedure packs, hospitals cut 
preparation time for surgical 
procedures by up to 
50 percent. This way 
they can free up time 
to focus on patient 
care, staff training 
and coaching, 
or for additional 
procedures.

 Mölnlycke Health 
Care’s ProcedurePak 

pack is a sterile pack containing 
all single-use material required for 
a particular surgical intervention, 
customised to meet surgeons’ 
individual needs.

For more information, please 
contact 1800 005 231 or email 
info@molnlycke.com.au
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•	  The new Queensland Government 
announced that an extra $816million will 
be invested in Queensland Health this year, 
with the vast majority going to the newly 
created Hospital and Health Services which 
have been established to give greater local 
control and input into health services. Health 
Minister, Lawrence Springborg, said the 
additional funding would be strategically 
targeted at new or expanded programs 
aimed	at	ensuring	more	staff	were	available	
at hospitals on weekends; engaging private 
hospitals to assist reduce ‘long wait’ patients; 
and funding an additional 40,000 specialist 
outpatient appointments.

•	 Minister for Ageing Mark Butler announced 
$10.2 million in funding for 26 projects to 
better prepare the aged care workforce to 
care for older Australians. The projects will 
focus on better integrating the aged care 
workforce with mainstream community 
services like GPs, pharmacists and allied 
health professionals across four main 
areas: safe medication management in 
the community; residential aged care; 
preventing functional decline in the 
community; and complex care coordination 

in the community. 
•	 After months of consultations, the McKeon 

Review released the Strategic Review of 
Health and Medical Research consultation 
paper. The overarching message from this 
paper is that Australia needs a stronger 
connection between health and medical 
research, and the delivery of healthcare 
services. Embedding research into health 
care will ensure government investment in 
research	benefits	all	Australians	–	through	
better	health	outcomes	–	and	delivers	the	
greatest economic value.

•	 Regional and remote communities will 
benefit	from	$17.7	million	in	projects	aimed	
at boosting the healthcare workforce in 
rural areas. Under one of the initiatives, 
an	additional	387	nursing	and	allied	health	
workers will be recruited through Australia’s 
first	nationally	coordinated	recruitment	
approach. The other initiative will see the roll 
out of eight projects across Australia to look 
at ways to improve education networks to 
allow doctors to continue advanced medical 
training relevant to the needs of remote and 
rural locations. 

•	 In September at the AHHA Congress, The 

Deeble Institute was launched. Professor 
Vivian Lin from La Trobe University is the 
Inaugural Chair of the Institute Board and its 
Inaugural Director is Dr Anne-marie Boxall. 

•	 More than three million children will be 
eligible for government-subsidised dental 
care, in the same way they’re now entitled to 
Medicare-funded GP visits. Under a landmark 
$4 billion package, the Government will also 
provide dental services to more than one 
million low income adults and Australians in 
rural and remote areas, focusing especially 
on pensioners. The Dental Health Reform 
package is an unprecedented initiative to 
address increasingly poor oral health among 
Australians	–	in	particular,	among	low	and	
middle income families. 

•	 Minister for Health Tanya Plibersek 
announced $652 million for 1,141 grants for 
ground-breaking medical research across 
Australia. The grants are administered by 
the National Health and Medical Research 
Council and address research needs from 
basic science to research translation, and 
they support researchers and their teams 
through the early and mid-stages of their 
careers.  

Snippets
The last word

What’s been happening since we last met?



Care More,
Compromise Less.

3M is a registered trademark of 3M.

© 3M 2012. All rights reserved.

3M New Zealand Limited
94 Apollo Drive
Rosedale, Auckland 0632
Customer Service: 0800 80 81 82
www.3M.com/SkinWoundCare

3M Australia Pty Limited
ABN 90 000 100 096
Building A
1 Rivett Road
North Ryde NSW 2113
1300 363 878
www.3M.com.au/healthcare

To Care and Protect
3M builds upon its history of innovation to bring you 3M™ 

Kind Removal Silicone Tape - a new, silicone-based, adhesive 

technology that delivers reliable fixation and atraumatic removal 

in one easy-to-use, affordable tape. 

You can be secure in the knowledge that you will have the 

adhesion level needed to get the job done, and take comfort in 

knowing you can help minimise tape-related pain and skin injury.

Comfort 
Removes cleanly, without 

disrupting fragile skin  
layers or causing patients  

any undue pain.

Ease of Use  
Can be repositioned and  

neatly torn by hand.

Security  
Offers reliable yet pliable 

fixation, remains in place until 
you decide otherwise.

Skin Injury Is Occurring  
More Often Than You Think
The problem occurs across units in the health care setting1 

and its prevalence is expected to grow as the number of 

patients with fragile skin continues to increase. Use of adhesive 

products such as tape can exacerbate the risk of skin injury.2 

Konya reported that cumulative incidence of skin injury caused 

by tape removal may be as high as 15.5% 3.

Skin tear Tension injury Skin stripping

3M™ Kind Removal Silicone Tape

For a sample please email 3mkrst@mmm.com 
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