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AHHA in 
the news

HAVE YOUR SAY...
We would like to hear your opinion 
on these or any other healthcare 
issues. Send your comments and 

article pitches to our media inbox: 
communications@ahha.asn.au

AHHA joins call for 
action on climate 
change to improve 
global health
The AHHA has joined with more than 50 peak 

international health and medical organisations 

to raise global awareness of the impacts of 

climate change on human health.

Chief Executive Alison Verhoeven said the 

AHHA had signed on to the Global Consensus 

Statement — Act now to reduce the damaging 

health impacts of climate change — calling 

for urgent, meaningful action to combat the 

adverse health impacts of climate change.

“The global health and medical community 

is united in calling for global leaders to commit 

to tackling this important issue,” Ms Verhoeven 

said. “The devastating impacts of climate 

change on human health across the globe can 

no longer be ignored. We are pleased to be part 

of this important call for action at the United 

Nations Climate Change conference, COP21.”

As part of Doctors for Climate Action, the 

AHHA believes that COP21 is a critical moment 

for a global agreement on action to limit 

global warming to levels where adaptation is 

still possible.

Primary health access 
and affordability remain 
central concerns 
In early October, the AHHA called on the 

Commonwealth Government to collect and 

provide more timely and local health data, and 

to keep affordability and access to primary 

healthcare in mind as it makes changes to the 

healthcare system.

“The primary health data released today is 

15 months old,” said AHHA Chief Executive, 

Alison Verhoeven when commenting on the 

National Health Performance Authority’s 

2013–14 data on access to healthcare specific  

to each of the new 31 PHNS.

“More current data would show the effects 

on people’s access to healthcare of the 

Medicare rebate freeze and the downturn in the 

Australian economy, which are not represented 

in today’s data; and greater disaggregation of 

data at a local level, such as Local Government 

Areas, would facilitate responses by PHNs.

The Commonwealth must consider access and 

cost barriers reported in today’s data as it 

responds to the Medicare Benefits Schedule 

review, because it would be counterproductive 

for any changes to further reduce access to 

primary care.”

PHN role in aged care 
welcome but “limited 
dollars” no answer to 
aged care issues
The AHHA said more financial support, not 

less, is needed to support the community aged 

care sector and keep people out of residential 

aged care and hospitals, following comments 

by the Minister for Health and Aged Care 

Sussan Ley in The Australian on 6 October.

“As Australia’s long-lived population 

ages, it is important the Commonwealth 

Government commits appropriate funding to 

the community aged care sector to ensure it 

is able to fully support older Australians to 

live healthy lives at home,” said AHHA Chief 

Executive, Alison Verhoeven. “We are in full 

support of Primary Health Networks (PHNs) 

playing a role in the aged care sector, and in 

particular in determining service need and 

commissioning those services. What we don’t 

want to see is providers of services also having 

responsibility for determining service need, 

which can be well managed if PHNs are given  

a role in the sector,” Ms Verhoeven said. Access and affordability of primary care must remain at the forefront of reform discussions.

AHHA joins call for health leaders to demand action on 
climate change.
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The challenges facing  
My Health Record 
A Health Policy Issues Brief released by the 

AHHA and the Deeble Institute for Health 

Policy Research in late October has pointed 

the way forward on developing a national 

e-health initiative.

Despite significant Government investment 

in the development of an electronic health 

record, the e-health initiative has proven 

difficult to get off the ground. The Issues Brief, 

Toward better implementation: Australia’s My 

Health Record by the AHHA’s Krister Partel, 

explores the development of the Personally 

Controlled Electronic Health Record and 

identifies challenges and opportunities for the 

rebranded My Health Record.

The brief outlines potential issues with 

implementation and offers recommendations 

to assist with the process. Chief among these 

are the lack of registered users, the difficulties 

in transitioning from an opt-in to an opt-out 

system, and the importance of maintaining 

consistent, coherent governance arrangements.
“A well-implemented electronic health 

record has the potential to promote greater 
consumer engagement and understanding, 
reduce waste and inefficiency and improve 
quality and safety. This Deeble Institute 
Issues Brief outlines the steps necessary to 
ensure that My Health Record lives up to its 

potential,” said AHHA Chief Executive, Alison 

Verhoeven.

AHHA congratulates 
Queensland hospital 
on recognition at IHF 
International Awards
On 7 October, the AHHA congratulated its 

members, Metro North Hospital and Health 

Service and Royal Brisbane and Women’s 

Hospital, after they were named second 

runner-up for the prestigious IHF/Dr Kwang 

Kim Grand Award at the International Hospital 

Federation’s 2015 International Awards in the 

United States.

Royal Brisbane and Women’s Hospital 

Assistant Nursing Director Catherine Ryan 

authored the Queensland-based health 

services’ entry, titled The power to drive 

change — working together for excellence: 

creating a continuously improving consumer 

engagement.

“For the Metro North Hospital and Health 

Service and Royal Brisbane and Women’s 

Hospital to have been so highly commended 

in such a prestigious international award is a 

well-earned recognition of the work they have 

done in improving consumer engagement,” 

said AHHA Chief Executive, Alison Verhoeven.

“Better engagement with patients and 

consumers is a key element of Australia’s 

national safety and quality standards for 

healthcare, and underpins a high-performing 

health sector.”

“Patients first” must 
be mantra for MBS 
Review Taskforce
The Medicare Benefits Schedule Review 

Taskforce must look beyond cost-cutting and 

take steps to help build a patient-centred 

health system for the 21st century, the AHHA 

urged in a submission to the Commonwealth 

Government in November.

“It is important that the evidence-base 

and the cost-benefit of existing MBS items is 

critically assessed, and that the Taskforce’s 

core work results in new, revised and 

de-listed MBS items, which will add value 

to the Australian taxpayer and the public 

health system,” said AHHA Chief Executive, 

Alison Verhoeven. 

The AHHA is supportive of the Taskforce’s 

vision of reforming the MBS in the short, 

medium and long term to provide affordable 

universal access to best-practice health 

services, but stressed the need for a well-

informed review. “It is important that the 

Taskforce bring together clinicians, consumers, 

researchers and service representatives 

with regular consultation that fully engages 

frontline clinicians and the communities 

they serve,” Ms Verhoeven said.

My Health Record needs to address implementation concerns.

AHHA urges focus on patients for MBS Review Taskforce.
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PAUl DUGDAlE
Chair of the Australian Healthcare  
and Hospitals Association (AHHA)

VIEW FROM THE CHAIR

L ast month, I was delighted to 

facilitate two workshops with  

Dr Eric de Roodenbeke, CEO of the 

International Hospital Federation 

(IHF). The first was on patient empowerment, 

the second on end-of-life care — both crucial 

topics for the AHHA and our members, and 

the subject of recent member 

surveys by the IHF.

I suspect we will soon see 

generational change in relation 

to patient empowerment. 

The baby boomers have 

transformed so much as 

their demographic wave has 

washed through the decades 

after WWII. As children, their 

numbers drove widespread 

changes to school classrooms 

during the 1950s. After school, 

as university students, they 

challenged the professors and 

the traditional disciplines. 

From the radio to the bedroom, 

from literature to fashion, from parliament to 

the boardroom, the boomers have continued  

to drive social change. 

The oldest of the boomers are now 

approaching 70 years of age, and we can 

expect that, as their bodies break down and 

their engagement with our health services 

really ramps up, they will demand change in 

consulting rooms, in the wards, and in our 

health departments. They are more educated, 

more self-centred, and more oriented to 

change than the previous generation. If nothing 

else, they will drive acceleration in the current 

moves toward patient empowerment.  

As Eric outlined, patient empowerment 

has become a topline concern for policy and 

management as well as for clinicians. It is being 

facilitated by formal processes and useful 

tools, as well as changing attitudes. It is a 

strategy to create value through healthcare, 

but in addition, it makes health services more 

humane and more dynamic places to work.

Our discussion on end-of-life care focused 

on the role of hospitals. Hospitals are often 

not the preferred place for people to be at 

the end of their life, and it is clear the health 

system has a long way to go to get the location 

of dying right. In retrospect, dying in hospital 

is often unnecessarily expensive and overly 

intrusive. It remains a major challenge to 

foresee death prospectively and modulate 

our care accordingly, but we are getting better 

at this. 

Through advanced care planning, well-

informed patients can express a preference to 

move naturally toward death without undue 

intervention. While the legal issues, forms and 

policies can be confusing, the consensus now 

seems to be that having a conversation about 

it is the most important thing. 

On the technological front, Professor Ken 

Hillman from the Simpson Centre discussed 

how data emerging from the extensive work 

done on medical emergency team calling 

criteria is now 

being used to 

understand the 

ending of life. 

This perspective 

complements 

the expanding 

role of palliative 

care consultants 

(medical and 

nursing) in 

hospitals. While 

it is unlikely 

things will change 

quickly, it does 

seem that we are 

in the middle of 

a longwave evolution toward better, evidence-

driven and more appropriate end-of-life care in 

our hospitals.

The surveys on both patient empowerment 

and end-of-life care that formed the basis for 

Eric’s presentations at the workshops were 

conducted by the IHF Academic Medical 

Centres Special Interest Group. Together, they 

provide a broad, rapid stocktake on current 

practices related to these issues among 

engaged hospitals around the world. The next 

survey will be on the interaction between 

hospitals and universities, another important 

matter where we are living in interesting 

times.

Current issues 
in healthcare
Patient empowerment and end-of-life care

ha

Patient empowerment and end-of-life care are both 
crucial topics for the AHHA and our members.
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R ecently published research papers 

commissioned by the AHHA offer 

a way forward for the health 

sector on such vital issues as 

funding reform, bundled care payments 

and the role of Primary Health Networks 

(PHNs) in improving the sustainability and 

effectiveness of primary health.

Dr Paresh Dawda’s paper, titled Bundled 

Payments: their role in Australian primary 

care, takes a much-needed look at this 

alternative structure and finds there would 

be benefits and drawbacks to a bundled 

payment system in Australia. 

The paper, with funding support by Bupa, 

found bundled care payments would reduce 

incentives for growth in volume of services. 

Bundled payments would also promote 

quality and safe 

care, encourage 

team-based care 

and emphasise care 

coordination. Care 

packages tailored 

to an individual’s 

needs would 

also cut down 

on inappropriate 

care and promote 

efficiency.

A bundled 

payment system 

would provide 

many benefits 

to patients and the health sector. However, 

there needs to be an urgent compilation 

of quality data on outcomes and costs to 

support the transition. As Dr Dawda’s paper 

found, careful management would be needed 

to counter the system’s disadvantages, 

including difficulties in defining and 

calculating costs and allocating payment 

across providers. A poorly-managed bundled 

care payment system could also prevent 

access to healthcare for those most in need. 

According to Dr Dawda, there would be a 

need for risk adjustments to avoid creating a 

financial risk for the provider, particularly in 

relation to performance.

Two other papers commissioned as part 

of AHHA’s Pathways to Reform series, 

developed with the support of Novartis, 

also emphasised the need for change 

across the health sector. Sustainability, 

efficiency and equity in healthcare: The role 

of funding arrangements in Australia (by 

Michael Woods, Kees van Gool, Jane Hall, 

Marion Haas, 

and Serena 

Yu) illustrated 

the failings in 

the current 

health funding 

arrangements 

and urged a move 

towards a more 

coordinated 

and integrated 

system. Future 

funding 

reforms need 

to acknowledge 

the fact that the 

current system has no incentives towards 

better patient outcomes and improved 

system efficiency.

Primary Health Networks as a disruptive 

force for positive change (by Michael Woods, 

Kees van Gool, Jane Hall, Marion Haas, 

Serena Yu and Michael Wright) suggests a 

number of ways the new PHN system can 

improve the effectiveness, efficiency, equity 

and sustainability of primary healthcare in 

Australia. The AHHA has done a great deal of 

work to support PHNs during the transition 

from Medicare Locals, and this paper shows 

the positive impact the new networks can 

have on guiding necessary reform. 

The paper suggests PHNs could become 

budget holders to fund the management of 

care for vulnerable people with multiple 

chronic conditions, as well as for community-

based healthcare services directly related 

to care for 90 days following hospital 

discharge. PHNs can also be tasked with 

encouraging a greater take-up of e-health 

initiatives by consumers and providers. 

In doing so, PHNs would foster a more 

integrated and coordinated healthcare 

system, as well as encourage consumers 

to become more active participants in the 

maintenance of their own health.

All the papers mentioned above have 

highlighted opportunities to adapt the 

Australian healthcare system. The sector 

confronts escalating challenges including 

our ageing population, growing burdens of 

chronic and complex conditions, and the 

increasing financial burden of more expensive 

technologies and services.

Reform of funding and care is becoming 

ever more urgent, and it is important that 

this reform be guided by best-practice 

research to support the principles of equity, 

sustainability and quality in a healthcare 

system that is accessible and affordable for all 

Australians.

Funding and  
care reform
Research shows growing urgency for change

Reform of funding and care is 
becoming ever more urgent, 
and it is important that this 
reform be guided by best-
practice research to support 
the principles of equity, 
sustainability and quality in 
a healthcare system that is 
accessible and affordable for 
all Australians.

ha

AlISON VERHOEVEN 
Chief Executive 
AHHA

CHIEF EXECUTIVE UPDATE
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A ccess to emergency medical 
care is a topic that receives 
significant public, media and 
political attention. This attention 

predominantly centres on the delays in the 
timeliness of care. The scale of the platform 
providing access to emergency care is quite 
remarkable, with more than 8 million patients 
attending Australian emergency departments 
(ED) every year, and approximately 2.5 million 
of these patients being admitted to inpatient 
wards via the ED.1

The cohort of patients most impacted by 
these access issues is the group of patients 
admitted from the ED into the hospital as 
inpatients. These patients often have complex 
medical conditions and must negotiate the 
complicated ED-inpatient interface in order 
to access hospital inpatient care. This ED-
inpatient interface is a critical operating 
system for all acute hospitals and cares for the 
sickest and most vulnerable patients in the 
healthcare system.

The safety and efficiency of the ED-inpatient 
interface depends on many factors, including:

1. Complex negotiation between clinical 
services to facilitate inpatient admission 
(ED physicians and inpatient teams);

2. Incomplete available clinical information 
and diagnostic uncertainty;

3. Rapid changes in patient condition;

4. The unscheduled nature of the care 
competing with scheduled events for 
inpatient teams;

5. Limited resources including ED pressures 
(overcrowding) and inpatient pressures 
(limited bed availability); and

6. Time pressures.

Despite the lack of robust, peer-reviewed 
research in this area, the ED-inpatient 
interface is one of the very few areas where 
politicians have imposed time targets for 
clinical care. The Four Hour Rule: National 
Emergency Access Target (NEAT) was borne 
out of the National Health Partnership 
Agreement in 2011. The introduction of 
the NEAT prompted process changes aimed 
at meeting the target of 90% of patients 
presenting to EDs being admitted, discharged  
or transferred within four hours without a 
robust policy for monitoring patient outcomes. 

The paucity of research in this area is a 
consequence of the fact that clinical and 
data governance for the ED and inpatient 
components of care have traditionally been 
very separate. Historically, clinical data 
systems have focused on geographic areas 
(e.g. wards or EDs) or clinical units based 
on medical specialties, making it difficult to 
link data to gain information about patients 

as they cross between these silos.2,3 These 
well-established silos of care existing across 
the ED-inpatient interface have made quality 
improvement and clinical redesign across 
the interface difficult. Most clinical redesign 
efforts have occurred independently of the 
opposing silo on either side of the interface. 

Our aim has been to develop a centre of 
excellence in the ED-inpatient interface, 
uniting emergency and inpatient teams with 
the aim of characterising and optimising the 
ED-inpatient interface. Our recent work in a 
major tertiary hospital has shown that halving 
the ED length of stay for patients requiring 
emergency admission to hospital halves the 
inpatient mortality for this cohort of hospital 
inpatients.4 This reduction in ED length of 
stay and improvement in patient outcomes 
required inpatient and ED teams to traverse 
the traditional silos of care and focus on 
the efficiency and safety of the emergency 
admission process. This clinical collaboration 
was facilitated by an ED-inpatient dashboard 
which couples process measures (NEAT 
compliance) with patient outcomes (e.g. 
number of critical events and inpatient 
mortality) This dashboard has won an iAward 
merit prize for innovation in health and IT.4,5

Inpatient teams were reluctant to engage 
with a process measure (time to admission 
or NEAT compliance), however they were 

Emergency 
admissions 
Clair Sullivan and Andrew Staib from 
the Mater Research Institute discuss 
the processes and outcomes for our 
most vulnerable hospital patients

IN DEPTH
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very keen to look at patient outcomes (e.g. 
mortality) for emergency admissions to 
hospital and to engage in clinical redesign 
aimed at improving these outcomes. Process 
measures such as time to admission (NEAT 
compliance) also improved as the patient 
outcomes were optimised.

We have developed novel markers of patient 
flow across the ED-inpatient interface and we 
have demonstrated that traditional markers 
of emergency patient flow have little utility.6 

We have shown that particular patient groups 
are exquisitely sensitive to the quality of the 
ED-inpatient interface (particularly cardiac 
and respiratory patients).7 The death rates 
in patients requiring emergency admission to 
hospital who were over 85 years, or who had 
cardiac and respiratory conditions, improved 
markedly with improved NEAT compliance. 
Elderly, subacute patients traditionally were 
not expedited to the ward before our clinical 
redesign efforts. Interestingly, patient groups 
who have traditionally received prioritised 
admission to hospital (e.g. trauma patients) 
had unchanged mortality rates. 

This ED-inpatient interface is a critical 
operating system for all acute hospitals and 
cares for the sickest and most vulnerable 
patients in the healthcare system. The safety 
and efficiency of the ED-inpatient interface 
is dependent upon many factors. A literature 

review8 and further analyses are underway 
which will contribute to the evidence base. 

Clinicians (particularly inpatient teams) 
will struggle to engage with time-based key 
performance indicators, such as time to 
admission (NEAT compliance). However, all 
clinicians will be inherently interested in the 
clinical outcomes of their patients requiring 
emergency admission to hospital. Therefore, 
it is important that we have sound, evidence 
based and patient-focussed principles for 
improving access to emergency care for these 
vulnerable patients.8
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A t the heart of every clinician’s 

choice to use a particular 

product is patient safety and 

clinical efficacy. It is also at 

the core of a “best-value” product choice. 

Best-value goes beyond price and in 

clinical procurement; it is mainly about 

promoting a consistent and evidence-based 

approach to product selection. You can’t 

achieve this without clinical engagement. 

As a central procurement body, Health 

Purchasing Victoria’s (HPV) exemption under 

the Trade Practices Act provides us with the 

power to negotiate contracts on behalf of 

Victoria’s 84+ hospitals and health services. 

The economies of scale clearly make an 

immediate difference when procuring low-cost, 

high-volume categories that have never been 

consolidated before. But for more established 

high clinical preference categories, it is 

category management and clinical engagement 

that make the biggest value difference in the 

longer term.

In a budget-constrained environment, 

hospital CEOs are increasingly looking to 

streamline and innovate processes, and 

clinical purchasing decisions have to stand 

up to a clear value proposition. When 

approaching the re-tender of a state-wide 

Orthopaedic Prostheses tender in late 2014, 

we knew that in order to achieve additional 

financial benefits in cost reduction and longer 

term efficiencies, we needed a different 

approach.

From the outset, we needed to ensure that 

the clinicians on our Clinical Reference Group 

(CRG) had a stake in the procurement outcome 

and were representative of diverse hospital 

operating environments. The Orthopaedic CRG 

comprised clinicians from ten Victorian health 

services (including metropolitan and regional). 

In providing input on how to address system 

inefficiencies and improve service delivery 

models in the prostheses market, they engaged 

over a period of six months, standardising 

the orthopaedic constructs for hips and 

knees and reviewing usage expenditure data 

to determine the overall specification and 

sourcing strategy. 

With the primary hips and knees prostheses 

market alone estimated to be valued in excess 

of $43 million (HPV contracted items), and 

including 12,000 different products, as an end-

user in a hospital, it was almost impossible 

to make “like for like” product and price 

comparisons when ordering prostheses. Here 

was an opportunity to challenge the market 

in the bidding process to put forward a best-

value, clinically effective product at a ceiling 

price.

Among a myriad of products, HPV worked 

with the CRG to define 15 construct types 

— a set of individual prostheses components 

required for various transplants — for hips and 

20 construct types for knees. This led to the 

development of the construct reference guide 

that is essentially a mini product catalogue 

aimed at the time-poor clinician. It provides a 

more transparent view of the different product 

combinations and prices across each of the 

nine suppliers on the contract.

Clinicians are benefiting from this price 

transparency, according to Professor Richard 

Page, Director of Orthopaedics at Barwon 

Health. “It enables us to make more informed 

decisions on prosthesis value in terms of price 

and known patient outcomes. Being involved 

with HPV allowed an element of utilisation 

benchmarking and price awareness. This 

created an awareness of implant price as part 

of overall value in the delivery of orthopaedic 

joint replacement surgery.”

While pricing by constructs is a common 

procurement strategy in other industries, 

ceiling price per construct is still an emerging 

concept in orthopaedic prostheses, but one 

that is becoming more popular because of its 

ability to streamline purchasing decisions. 

Setting construct types and pricing also 

promotes the concept of formulary control, 

common in pharmaceutical management, 

whereby clinicians and pharmacists continually 

update and determine a list, or formulary, 

for the use of products in a particular health 

service setting. Formulary control also governs 

the adoption of new technologies, clinical 

policy and guidelines and the management of 

non-formulary prescribing approval process. 

There is merit in setting a ceiling price, 

particularly in the prostheses market where 

there is a high level of price variance. A 

recent interim report into the operational 

productivity of the National Health Service 

in the United Kingdom identified a 44% 

variance between the lowest and highest 

price paid in a primary cemented hip, and a 

56% variance for primary un-cemented hips. 

Formulary control is the next step in managing 

price variations and product selection.

This is why benchmarking is so critical to 

understanding your position and effectively 

engaging clinicians. Breaking down the price 

even further to understand cost drivers, such 

as supply chain and services, allows health 

services to work out new ways to reduce cost 

or improve efficiencies, such as reducing ad 

hoc orders, in partnership with suppliers.

Overall, the benefits of a collaborative and 

evidence-based approach have translated to 

some significant state-wide benefits in the 

Orthopaedic Prostheses category, equating 

to $4.1 million (9.7%) average cost reduction 

since the contract was instated. To continue 

easing cost pressure on hospitals through 

procurement savings, clinical engagement 

must remain integral to our approach.

Streamlining orthopaedic 
prostheses purchasing
Health Purchasing Victoria’s Colin Hui on the power of benchmarking  
and clinical engagement in improving price transparency 

ha
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C linical placements are a critical 

component of the production of 

skilled, work-ready allied health 

graduates. The Queensland public 

health system is a preferred provider of 

placements for many allied health programs 

in the state. During the mid-to-late 2000s, 

Queensland experienced a rapid increase in 

allied health programs and student numbers, 

which increased demand for placements in 

the public health system. This resulted in 

tension between service provision and clinical 

education, ultimately leading to industrial 

issues in some public healthcare facilities. 

In response to this challenge, a unique 

and multi-professional, jurisdiction-wide 

approach and reform process was enshrined 

within an industrial agreement to address 

the issue of pre-entry clinical placements. 

Provision was made within an industrial 

agreement, first negotiated back in 2007 then 

renegotiated in 2011, to provide for a Clinical 

Education Workload Management Initiative 

(the Initiative). The Initiative put forward 

funding equivalent to 139 full time positions 

across the range of allied health professions.1 

This enabled 

significant 

investment 

in clinical 

education 

aimed at 

increasing 

the capacity 

of health 

services to accommodate and manage student 

placements, and to provide new graduates 

with support. 

A strength of the Initiative was that each 

allied health profession was able to determine 

how the funding would be used to best support 

their particular clinical education needs. This 

is because actual financial allocations to each 

profession were based on a combination of 

employee numbers, current and anticipated 

student placement numbers, planned support 

strategies for new 

graduates, as well 

as the outcomes of 

negotiations with the 

relevant unions. Some 

professions employed 

dedicated clinical 

educators, whereas 

others used a back-fill 

model to release the required professional 

expertise for clinical placements within the 

health services. 

Together, these Initiative-funded positions 

worked to manage the risk associated with  

In a tight fiscal environment, 
the challenge moving forward 
will be maintaining this cultural 
and financial commitment to 
clinical education.

Pre-entry clinical placements
How Queensland is rising to the challenge of increasing demand in allied health
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novice learners in healthcare in addition 

to building the confidence, skills, knowledge 

and capability of allied health professionals 

in clinical education. They also helped to 

provide coordination of logistical elements 

for placements in consultation with university 

programs. Most of these positions were 

established at the senior health professional 

level in recognition of the skills and expertise 

required for the roles. 

A key achievement of the Initiative has 

been an annual rise in student placement 

capacity, even in the years when allied health 

staffing numbers have declined within the 

health services. The number of placement days 

offered to universities went up by 25% from 

2010-11 to 2014-15. Allied health professionals 

were asked in a 2013 survey for the reasons 

they were taking more students. The top three 

explanations included the support provided 

by the Initiative-funded positions, supportive 

organisational policies, as well as recognition 

of the overall increase in student numbers 

within programs. Allied health professionals 

particularly valued the contribution of the  

Initiative-funded positions in providing regular 

and timely support, for issues such as difficult 

learning situations, supervisor preparation, 

and placement logistics. Significantly, the 

state-wide profession-specific governance 

and leadership within the Initiative has 

strengthened the capacity for collaboration 

with universities around the management of 

placement supply.

Overall, there is a perception among allied 

health professionals and their managers that 

the Initiative has contributed to the ability of 

professions and health services to meet the 

increasing demand for placement. From the 

perspective of senior managers in Queensland 

Health, the Initiative promoted improved 

engagement with education providers, and 

gave new impetus for inter-professional 

collaboration which was able to increase 

efficiencies. In a tight fiscal environment, the 

challenge moving forward will be maintaining 

this cultural and financial commitment to 

clinical education.

1. Audiology, Clinical Measurements, Exercise Physiology,  
Medical Radiation Professions, Music Therapy, Nutrition and 
Dietetics, Occupational Therapy, Orthotics and Prosthetics, 
Pharmacy, Physiotherapy, Podiatry, Psychology, Rehabilitation 
Engineering, Social Work, Speech Pathology.

This article was prepared by: Liza-Jane 
McBride, Laura Morrison, Julie Hulcombe 
from the Allied Health Professions’ Office 
of Queensland, Department of Health, as 
well as Cate Fitzgerald from the Metro South 
Health.

‘Compassion Connect 338’ by Parker Knight. Image sourced from Flickr (CC BY 2.0: https://flic.kr/p/uWV16v).
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IN DEPTH

A colleague and I recently attended 

this amazing conference which 

was a joint collaboration of 

the IHF, the American Hospital 

Association and the American College of 

the Healthcare Executives. We were part 

of a team of five representing the AHHA 

for the conference, which attracted over 

750 delegates from 40 countries. A key and 

constant theme throughout the event was 

the challenges associated with demand, an 

ageing population, inequity of access, rapid 

technological advances and the need to 

keep developing and spreading innovation to 

improve patient safety and health outcomes.

Dr Clarissa Etienne MD, Director Pan 
American Health Organisation (PAHO), 
spoke on the need for universal access to 

health and universal health coverage as being 

fundamental objectives of a future health 

system in order to improve health outcomes 

and other basic system objectives. This is 

based on PAHO’s belief that it is “the right of 

every person to have the highest attainable 

standard of health, equity and solidarity” 

and that in the absence of universal timely 

and effective access, “universal coverage 

is an unattainable goal.” Key factors and 

observations which are inhibiting progress 

towards universal health are:

• Burden of disease;

• Rapid ageing;

• Lack of resilience of health system;

• Use of antibiotics;

• Rapid cost of health rising;

• Costs of drugs;

• Technological revolution;

• Benefits of advancement not reaching 

everyone; and 

• Poverty.

Many of these points have relevance to our 

Australian health system. To respond to these 

challenges, Dr Etienne believes that universal 

health is a key priority and that political 

will can produce real change. On a broader 

scale, resilient systems that can respond to 

crises, such as Ebola, are needed — as are 

integrated systems that facilitate a seamless 

journey. Also, while hospital roles remain 

crucial, these roles also need to be redefined 

as part of an integrated system, or else the 

viability of hospitals could be threatened if 

they do not respond to the needs of their 

communities. Specialised care must also be 

repositioned closer to community in order to 

be truly effective. 

Maureen Bisognano, President and CEO 
Institute for Healthcare Improvement, then 

spoke on the same types of challenges facing 

health systems and communities and how 

the burden of disease, ageing populations and 

modern living are growing “exponentially”. 

Her key message was that, “to achieve 

the triple aim of better care, better health 

and lower costs, we require a robust global 

learning system that leverages new models of 

care, new health promoting partnerships and 

new innovations.” There is a need to create 

“two-way” learning pathways that promote 

partnering with patients, hearing “their 

voice” and looking at old problems with fresh 

eyes. There is also the need to reduce data 

overburden and standardise what makes 

sense. From an Australian perspective, the 

introduction of performance boards (“how we 

are doing” boards) in wards and departments is 

now certainly a key feature of our hospitals as 

with the use of huddles around the boards to 

discuss trends and improvement opportunities.

Bernard Tyson, Chairman and CEO of 
Kaiser Permanente gave a presentation that 

was an absolute highlight. He said that 

Kaiser Permanente’s focus is primarily on 

prevention, that is, on how to keep people 

healthy, but also to be there when needed 

for episodic care. Their mission is to provide 

affordable healthcare and to improve health 

outcomes. The organisation is a not for profit 

and generates revenue of over $60 billion 

annually. It has 10 million members, 175,000 

employees, 19,000 doctors, 38 hospitals and 

4,000 research projects at any one time. 

Last year it: delivered 93,000 babies; 

provided 25,000 joint replacements and 

3500 open heart surgeries; treated 500,000 

diabetes patients; saw a 47% decline in heart 

deaths since 1995; and provided 20 million 

online consultations with doctors, as well a 

total of 18 million online prescriptions. 

Their collective challenge is improving 

quality and keeping treatment affordable. To 

achieve this, data is seen as a major strategic 

asset. They also have fully electronic medical 

records with 24/7 access. Patients can view 

their laboratory test results and send questions 

to their doctors if required. The message with 

the most impact for Australia and service 

design is that technology is the way of the 

future. Kaiser have identified that a majority 

of health dollars (80%) are spent on the last 

years of life. There is a need to move dollars 

to maximise healthy life years and to adopt 

a life cycle approach to healthcare. It was 

imperative to ensure “good beginnings and 

dignified endings” if improved health outcomes 

are to be achieved. To do this Kaiser will be 

spending 6-8% of revenue on technology.

Lisa Maria-Voipio-Pulkki, Director 
of the Health Care Group Ministry of 
Social Affairs and Justice, Finland gave a 

presentation with a focus on the challenges 

of data privacy and management and the 

need for an ethical approach. In Finland, 

patients can access their electronic medical 

record (eMR) and also see who has accessed 

A meeting of the minds in health
A summary of the International Hospital Federation’s 39th World Hospital 
Congress – held on 6-8 October 2015 in Chicago, Illinois – by AHHA National 
Councillor, Sandy Thomson
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their records. There are currently four out of 

five residents registered. Challenges include 

poor interoperability of systems and patient 

feedback that doctors “talk to computers 

and not to me”. There have been no major 

issues regarding data privacy, refusal to be 

part of the system is rare and the digital 

systems are considered to be safe. Finland 

has embarked on a major change program 

and a strategic plan with guidelines is about 

to be released. Some of the patient-centric 

objectives in the guidelines include: ensuring 

that consent to participate in the eMR 

system and understand how the data is to 

be used and shared is given on first contact; 

allowing patients to elect not to have records 

accessed and for the system to manage these 

consent limitations; and designing the 

system for patient use first and then for 

health professionals.

On the topic of biobanks, conference 

attendees were provided with an interesting 

perspective on consumer information in 

relation to the vast array of wellness apps 

that are available for use, and how there 

is really no legal framework to protect this 

information. Confidentiality on this data 

is open, and so app developers may be 

unaware of data requirements and, thus, 

may create unwanted privacy issues. In 

Finland, a joint approach will be used to 

examine health in context of innovation 

and business opportunities. There has been 

a very positive response from the Finnish 

people on the value of research to improve 

health outcomes. This includes the use of 

biobanks as a key component for future 

research studies, noting that there is a need 

to improve the operating systems to maintain 

trust and ensure ethical management of 

the biobank data. The point was raised that 

explicit consent for all biobank activities is 

not feasible and that this secondary use of 

data should be secured through legislation 

and guidelines. Consent withdrawal remains 

a difficult legal issue and, as a result, it 

has been recognised that a biobank legal 

framework is needed. 

The range of sessions on medical records 

and data management generally showed that 

Australia is particularly behind in this area. 

While there is some progress many hospital, 

general practice and community patient 

information systems are not integrated, and 

patient care is being compromised through 

this lack of integration. We still rely largely 

on paper records and scanned document 

systems. The piece de resistance was talking 

to a delegate whose husband had been 

recently discharged. She showed us the 

electronic discharge summary on her phone as 

with results of tests and so on. This discharge 

summary was completed at time of discharge. 

 Other presentations included those of 

Bruce Eshaya-Chauvin (Medical Adviser/
Healthcare in Danger project, International 
Committee of the Red Cross) and Emily 
Friedman (Independent writer, speaker 
and health policy and ethics analyst), who 

each provided excellent presentations on 

the dangers and challenges facing health 

professionals in conflict zones and other 

serious emergencies (such as Ebola). 

Previous discussions about the future of 
accreditation as a tool for improving patient 
safety outcomes at the British Medical 

Journal’s International Conference in London 

in April 2015 indicated that there was a need to 

rethink the value of accreditation with Norway, 

in particular, moving away from external 

assessment. Conversely, this IHF conference 

reinforced the role of accreditation, with 

countries in South America especially 

embracing the concept, albeit voluntarily. 

Many of the sessions I attended also had 

a strong focus on outlining strategies to 
ensure patients are engaged as partners in 
their care, with Kaiser Permanente being a 

key example. What was interesting, however, 

was the lack of evidence/information as to the 

engagement of consumers and carers in the 

governance of a health organisation. Australia 

is definitely leading the way by embedding 

this requirement in our National Accreditation 

standards. This was also a lead factor in the 

Royal Women’s Hospital achieving recognition 

for its work in this area.

In response to the challenge of helping to 
further spread innovation in the healthcare 
sector, the IHF has introduced inaugural 

awards in leadership and management, 

quality and safety and patient centred care, 

social responsibility, conference and an 

overall award which recognises excellence 

across all categories. The awards recognise 

the work of hospitals, not individuals. In 

total, 105 entries from 19 countries were 

received. The Australian team were delighted 

with the announcement that the Royal 

Brisbane and Women’s Hospital (Metro North 

Hospital and Health Service) from Queensland 

was a runner up in the final overall category 

with a representative being present to receive 

the award. We were very proud to witness 

this award and encourage others to submit 

for 2016.

Disclaimer: This summary of presentations is 
based on the perspective of the writer and 
notes taken. They are not to be regarded 
as a true and accurate representation of 
the actual presentations and information 
provided.
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A n innovative Victorian aged care 

organisation, a unique Newcastle-

based aged care program and 

a Victorian aged care hostel 

manager, all received top honours at the 2015 

HESTA Aged Care Awards dinner in Canberra on 

27 August 2015. The winners were recognised 

for their exceptional contribution to improving 

the quality of life of older Australians in three 

categories: Outstanding Organisation, Team 

Innovation, and Individual Distinction. Each 

winner received a $10,000 development grant, 

courtesy of proud awards sponsor, industry 

super funds’ owned bank, ME.

HESTA CEO, Debby Blakey, said the three 

winners reflected the important work of aged 
care professionals in meeting the challenge 

of providing high-quality care and support to 

the growing number of older people in our 

community. “Our winners are making a real 

difference, ensuring Australians age well in a 

variety of residential settings,” Ms Blakey said.

Outstanding Organisation Award
Southern Cross Care Victoria’s Employee 

Development and Empowerment Program was 

recognised for its ability to attract and retain 

a high-quality and predominantly female 

workforce, many of whom are from culturally 

and linguistically diverse (CALD) backgrounds. 

Southern Cross Care CEO, Jan Horsnell, said 

the program includes almost 20 initiatives, 

designed to empower its 89% female workforce 

across metropolitan Melbourne and regional 

Victoria. “Our organisation has partnered 

with a number of tertiary training facilities to 

provide formal education opportunities to our 

staff in aged care, leadership, pastoral care 

and computer literacy,” she said. 

“We have also actively promoted a Women’s 

Health Program provided by the Centre for 

Multicultural Women’s Health so staff can 

receive vital health information in one hour 

sessions over an eight-week period during paid 

time — this is in addition to a money-minded 

program to increase financial literacy among 

staff.” 

Ms Horsnell also spoke of the future benefits 

of the grant, saying it would facilitate tailored 

leadership development for staff from CALD 

backgrounds.

Team Innovation Award
Catholic Healthcare’s Charles O’Neill Hostel’s 

unique Newcastle-based aged care program 

for Australians suffering from mental illness 

won the Team Innovation Award. The program, 

A Safe Place to Call Home, was recognised for 

providing care to people who have often been 

turned away or referred from other facilities 

Excellence 
in aged care
Victoria and New South Wales shine 
bright in HESTA’s aged care awards 

BRIEFING
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without the resources to provide adequate 
care for people with a mental illness. 

Residential Manager, Kristen Grainger, said 
of the 40 residents in the hostel, 28 have 
been diagnosed with one or more mental 
health disorders, some requiring significant 
behavioural support. “The care team recognised 
that many people with mental health disorders 
such as schizophrenia, bipolar disorder, post-
traumatic stress disorder, personality disorder 
and depression, were being turned away from 
other facilities in the region,” Mrs Grainger 
said. “Over the past eight years, our care team 
has developed strong relationships with other 
specialist mental health services in the area, 
to ensure our hostel is the preferred service for 
seniors with a mental illness.”

Mrs Grainger said the prize money will help 
fund the introduction of an art therapist to 
work with residents on a weekly basis and 

contribute to further staff development and 

education.

Individual Distinction Award
Paul Brophy, events maestro and hostel manager 

of Brotherhood of St Laurence’s Sambell Lodge 

in Clifton Hill, Victoria, won the Individual 

Distinction category for staging a series of 

large-scale musical events for more than 6,000 

residents from 20 care homes across Melbourne.

Mr Brophy has staged 19 events since 2006, 

giving residents the opportunity to reminisce, 

and enjoy music, singing and dancing. He said 

many residents come from disadvantaged 

backgrounds and have little family contact, 

so he began staging events to make them feel 

less isolated. 

“The first event we held was the ‘Senior 

Olympics’ and we had 300 people attend from 

seven local care facilities. Among them were 

Aboriginal elders and Italian-born seniors. 

Everyone got into the spirit of the event, and 

any language or cultural barriers seemed to 

just melt away,” Mr Brophy said. 

“Now, we stage two events each year for 

residents from 20 care homes, who practise 

singing and plan their outfits for months — 

they say don’t get emotionally involved, but 

you do”, said Mr Brophy. 

Mr Brophy hopes to use some of his prize 

money for a scholarship to help a disadvantaged 

student complete secondary school.

HESTA is the industry super fund dedicated to 
health and community services, with more than 
$32 billion in total assets and 800,000 members. 
The 2015 HESTA Aged Care Awards is an initiative 
of HESTA, run in partnership with the National 
Aged Care Alliance and proudly sponsored by ME. 
For on HESTA’s awards program, including how to 
nominate, visit hestaawards.com.au 

2015 HACA Winners Jan Horsnell, Paul Brophy 
and Kristen Grainger. Image courtesy of HESTA.

ha
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T he health promotional efforts 

of the community of the remote 

Queensland township of Doomadgee 

has been acknowledged, with a 

local healthcare centre recently taking out 

the prestigious Best Film award in the “Our 

Way” category at the 17th National Indigenous 

Remote Media Festival held in Lajamanu, 

Northern Territory.

A category that included 45 other entries, the 

Woolbubinya Wellbeing Centre of Doomadgee 

— in conjunction with the community — was 

awarded the accolade for their short film titled 

Jane and Tom’s Story, one of six production 

pieces in a series of community education and 

awareness resources that target the impact of 

drug and alcohol abuse in remote Indigenous 

communities.

Independently judged by a panel of industry 

experts and remote community representatives 

the “Our Way” category was reserved for films 

which dealt with the complex and difficult 

issues faced by Aboriginal communities in an 

authentic and meaningful manner. 

A three year project in the making, the 

digital storytelling activity was a collaborative 

effort that began with the seeking of permission 

from the Doomadgee Aboriginal Shire Council 

(DASC) to conduct the project within the local 

community.

Featuring the debut production and director 

talents of the Woolbubinya Centre’s very 

own Edward (Beau) Walden, the film also 

featured Brendon (Ben) Peter from DASC, an 

actor in the film, as well as Qld Remote Media 

Associations Black Star Radio announcer Sairusi 

(Sai) Matainavora — also a member of DASC. 

The film was produced in collaboration 

with sister facility the Kalngkurr Wellbeing 

Centre at Mornington Island (which, along with 

Woolbubinya, is run under the auspices of 

North and West Remote Health) and Tropic 

Productions. It was also supported by the 

Breaking the Cycle initiative, funded by the 

Department of Prime Minister and Cabinet. 

The film was aimed at addressing the impacts 

of drug and alcohol abuse, and those involved 

in its production were congratulated for their 

efforts by North and West Remote Health 

Board Chair, Phil Barwick. “The team at the 

Woolbubinya Wellbeing Centre, the Doomadgee 

Community, and all of those involved in making 

Jane and Tom’s Story should be extremely 

proud of their accolade,” Mr Barwick said.

“Not only was the material professional 

and well developed, but the high quality and 

resonating messages are something that can be 

used as an education tool into the future”.

A DVD featuring all six short films was 

released in November, intended for use as 

an education resource for local professional 

workers and to guide change in individual, 

family and group contexts.

Promoting health through film
Woolbubinya Wellbeing Centre shines at Indigenous media festival

ha

Brendan Peters, Edward Walden, Sai Matainavora, Jan Cattoni, Lenny Cubby. Image courtesy 
Wayne Quilliam (photographer) and the Indigenous Remote Communications Association.

BRIEFING
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A s our population continues to 

age, it is inevitable that we will 

see a growing cohort of patients 

who have increasingly complex 

health needs existing within the limitations 

of a finite health budget. Advances in 

technology, combined with community 

expectation of a health system that can 

extend life well beyond anything we’ve 

experienced in human history, also means 

that a significant portion of a patient’s 

lifetime health cost will be compressed into 

a very short window at the end of their life. 

At the same time, we will continue to see 

a rise in patients diagnosed with chronic 

conditions such as cancer, respiratory 

disease, heart disease, diabetes and mental 

illness. These cost pressures demand an 

effective approach to delivering primary 

healthcare, with funding bodies increasingly 

expecting “bang for their buck”.

The overall approach to population health 

planning is to understand the demographic 

and health profile of a population and the 

environment — socio-economic, geographic, 

economic, cultural — in which they live; to 

identify unmet healthcare needs; and to 

identify and prioritise changes to services or 

other actions that could benefit the health 

and wellbeing of the population.

In any health system, there are always 

many options for allocating resources. 

Considerations often include distributional 

issues to address equity and accessibility, 

and efficiency to ensure that often limited 

resources are allocated based on the 

greatest need. A key task that Primary 

Health Networks (PHNs) are required to 

undertake is population health planning 

and health needs assessments within their 

regional boundaries. This is to inform and 

prioritise the distribution of health funding. 

The role of population health planning 

is to analyse and prioritise alternative 

means of optimising health outcomes in 

a defined population through effective 

resource allocation. This planning needs 

to identify the market factors and drivers 

that have relevance for the provision of 

primary healthcare services; determine 

priorities and identify strategies that will 

align funding with population health needs; 

and achieve optimal health and wellbeing 

outcomes and reduce inequalities.

As the health budget is stretched, and 

those delivering health services are required 

to do more with less, we can expect to see a 

greater emphasis on patient outcomes data 

and quality improvement. A key deliverable 

of the commissioning model of PHNs is 

demonstration of cost-effective, outcome-

focused health service delivery. Evaluation 

of the success of any initiative requires 

effective population health planning and 

data analysis to facilitate continuous 

improvement. This will require a shift in 

focus from simply measuring the activity 

and program outputs to measuring the 

health gain achieved from those services. 

Why planning is  
“the new black”

Sharon Sweeney and Jessica Barr from Central Queensland, Wide Bay, 
Sunshine Coast Primary Health Network discuss the role of population  
health planning in the delivery of effective primary health services. 
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However, no realistic discussion around 

primary healthcare can take place without 

recognising how social and economic 

determinants influence health status. This 

is why PHNs have 

also been tasked 

with improving 

access to health 

services, with a 

particular focus 

on populations 

at risk of poorer 

health outcomes. 

Acknowledging 

Julian Tudor 

Hart’s Inverse 

Care Law, which 

recognises that “…communities most in 

need of good care [are] least likely to get 

it,” PHNs must aspire to equity, not just 

efficiency, in the delivery of health services. 

Understanding the social determinants of 

health — education, employment, income, 

food security, transport and social inclusion 

— is critical in population health planning 

and service design. These factors must 

also be taken into consideration in the 

evaluation 

and analysis 

of health 

programs. 

Population 

health planning 

provides an 

opportunity 

for health 

organisations 

to start a 

conversation 

with 

communities and cultural groups who 

may be at increased risk of poorer health 

outcomes. Engaging sensitively with 

groups such as those living in rural 

and remote communities, people with 

mental ill-health, Aboriginal and Torres 

Strait Islander communities, culturally 

and linguistically diverse groups, and 

older people, gives them a voice in the 

conversation. This is particularly relevant 

to groups who may have cultural or historical 

reasons to distrust government or health 

agencies. 

Effective population health planning 

recognises the unique needs of these 

specific groups. In particular, this approach 

enables them to contribute to decisions 

around service planning and resource 

allocation and engages with them to find 

culturally appropriate solutions. Indeed, 

increased community participation in 

health planning and decision making can, 

in itself, provide a benefit to the community 

by increasing health literacy, empowering 

health consumers to take an active role 

in the health of their communities, and 

improving understanding of the factors 

that impact upon the health outcomes of 

individuals and communities. 

Population health planning 
provides an opportunity 
for health organisations to 
start a conversation with 
communities and cultural 
groups who may be at 
increased risk of poorer 
health outcomes. 
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‘Fire Eagle continues apace...’ by Tom Coates. Image sourced from Flickr (CC BY 2.0: https://flic.kr/p/4cbWR3).
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Reducing the damaging health 
impacts of climate change 
A consensus statement from the Royal Australasian College of Physicians

BRIEFING

P eak medical organisations from 
around the world have come 
together to call on States at the 
2015 United Nations Climate Change 

Conference (COP21) to commit to meaningful 

and urgent action to combat the adverse 

health impacts of climate change.

The recently released 

Second Report of the Lancet 

Commission on Climate 

Change and Health, Policy 

responses to protect public 

health — released in June 

20151 — and the wealth 

of available evidence, 

demonstrates unequivocally 

that climate change is a 

global health issue. 

The devastating impacts 

of climate change on human 

health across the globe 

can no longer be ignored. 

Extreme weather events, 

disruptions to food and water 

supply, loss of livelihoods, 

threats to human security 

and alterations in climate-

sensitive disease distribution 

and frequency, will all be 

exacerbated by unchecked 

climate change.1 These have 

serious consequences for 

physical and mental health 

and wellbeing.

Furthermore, the evidence 

suggests that countries 

that contribute the least 

to climate change are 

most likely to be severely 

affected. Many have limited 

resources to allow them to 

adapt to climate change and 

their health services already struggle to cope 

with the burden of climate-sensitive disease.2

COP21 offers the opportunity to limit the 

degree of warming to levels where adaptation 

is still possible. States must commit to 

meaningful measures to circumvent the 

adverse health effects of climate change 

that threaten us all. It is imperative that 

States commit to investing in climate change 

mitigation measures and in assisting lower 

income countries to do so.

Alongside these commitments from States 

at COP21, as a global health and medical 

community, we will also commit to promoting 

measures which will have positive 

co-benefits for our patients. 

There are significant immediate 

health benefits that flow 

from taking action on climate 

change at the individual and 

local level that will result 

in reduced rates of obesity, 

diabetes, cardiovascular and 

respiratory disease, improved 

life expectancy and reduced 

pressure on health systems.3
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An initiative of the 
Royal Australasian 

College of Physicians

doctorsforclimateaction.org

The Lancet Commission Report on Health and Climate Change

“Tackling climate change could be 
the greatest global health opportunity 

of the 21st century.”
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A pervasive and complex issue in 

Australian healthcare settings 

is that of healthcare associated 

infections (HAIs). HAIs are a 

major cause of avoidable costs, morbidity 

and preventable patient deaths, with 

approximately 200,000 cases of HAIs arising 

in Australian healthcare facilities each year, 

and 1.9 million hospital bed days diverted to 

treat them.1

Professor Nick Graves, Academic Director 

of the NHMRC Centre of Research Excellence 

in Reducing Healthcare Associated Infections, 

notes that while reasonable knowledge 

exists of many areas of infection control and 

prevention, including the importance of hand 

hygiene, targeted screening and antimicrobial 

stewardship, data 

on the role of 

environmental 

cleaning and 

whether a cleaner 

hospital reduces 

risk of infection 

are limited. In 

particular, “there is 

little evidence on 

cleaning relating to 

intervention cost, 

cost-effectiveness, 

feasibility and end-user concerns,” said 

Professor Graves. More evidence is needed 

to link cleanliness with infection spread 

to understand how 

and when improving 

cleaning practices is 

economically viable 

compared to managing 

infections and longer 

hospital stays. 

The Researching 

Effective Approaches 

to Cleaning in Hospitals 

(REACH) study aims to 

address this knowledge-

practice gap. REACH 

is a randomised controlled trial that will 

investigate the effectiveness of an evidence 

Researching environmental 
cleaning in hospitals

Alison Farrington from QUT Institute of Health and Biomedical Innovation  
discusses the effectiveness of a cleaning bundle intervention.

More evidence is needed 
to link cleanliness with 
infection spread to 
understand how and 
when improving cleaning 
practices is economically 
viable compared to 
managing infections and 
longer hospital stays. 
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Researching environmental 
cleaning in hospitals

Alison Farrington from QUT Institute of Health and Biomedical Innovation  
discusses the effectiveness of a cleaning bundle intervention.
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based cleaning bundle intervention, based 

on a 2014 pilot study at Logan Hospital in 

Queensland. In 2016, 11 major hospitals will 

each receive tailored support to implement 

the cleaning bundle, which includes audit, 

communication and training activities with 

environmental services staff. The trial uses 

a stepped wedge study design, so that each 

hospital site acts as its own control and 

each site implements the cleaning bundle 

intervention for at least 20 weeks. 

The trial, funded by a National Health 

and Medical Research Council Partnership 

grant (GNT1076006), is led by Queensland 

University of Technology and Wesley Medical 

Research in conjunction with various industry, 

policy and professional partners, including 

the AHHA’s Deeble Institute. The findings 

from this research will show clinicians and 

decision makers across public and private 

healthcare sectors whether investing in the 

implementation of an environmental cleaning 

bundle improves cleaning performance, is 

cost effective, and reduces the risks of HAI. 

The REACH team is currently recruiting 

major Australian Hospitals to participate in 

the cleaning trial. Belinda Henderson, Clinical 

Nurse Consultant, Infection Management 

Services at Princess Alexandra Hospital said: 

“This is a wonderful opportunity to showcase 

the value of our environmental services team, 

as part of the wider healthcare team, to 

improve patient health outcomes at Princess 

Alexandra Hospital.”

If you would like more information about 

the trial please contact Alison Farrington, 

Project Manager, on 07 3138 6132, or visit:  

http://reach.cre-rhai.org.au

Reference:
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Chrissie Welsh from Logan Hospital, and Michelle Allen from Queensland University 
of Technology (QUT), during the pilot study in 2014. Image courtesy of QUT.
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BRIEFING

T he increasing burden of climate 

change on health service delivery, 

and ways the health sector can adapt 

to meet the challenge and reduce 

its own carbon footprint, were the centre of 

discussion at the fourth annual Greening the 

Healthcare Sector Think Tank on 20 November 

2015 at Western Health’s Footscray Hospital in 

Melbourne. 

More than 40 health sector leaders actively 

engaged in the Think Tank, which featured a 

line-up of inspiring speakers and discussion 

panels followed by an afternoon of stimulating 

discussion based on Open Space Technology.

Keynote speaker Paul Holman, from 

Ambulance Victoria, had a clear message 

about the health impacts of climate change: 

heat kills. Mr Holman’s experience of coping 

with increased demand on ambulance services 

provided an insight into the need for health 

and emergency services, communities and 

government to prepare for heatwaves. The 

2009 heatwaves that preceded the Black 

Saturday bushfires in Victoria amounted to 

Australia’s biggest natural disaster in terms of 

lives lost—with 374 additional deaths, a 34-

fold increase in heat-related presentation to 

hospitals, a 2.8-fold increase in cardiac arrests 

and drastically reduced rates of successful 

resuscitation. Ambulance Victoria is now 

proactively educating communities about the 

risks heat poses to health and the delivery of 

health services.

Australian Health Design Council Chair Jane 

Carthey spoke of the successes and challenges 

of embedding sustainability in healthcare 

design. Ms Carthey highlighted the difficulties 

posed by having different costs centres for 

design, infrastructure and operations in health 

budgets in Australian states and territories, 

and she advocated for the need to link capital 

and operational budgets in order to get better 

financial outcomes in terms of implementing 

energy-efficient designs. Green building design 

can deliver medium and long-term savings, but 

with separate agencies and separate budgets, 

there is little incentive in upfront sustainability 

investments. Sustainability must be a higher 

order priority in healthcare design, according 

to Ms Carthey. She urged health leaders to step 

forward and challenge the “business as usual” 

paradigms.

A session on engaging for behaviour change 

for sustainability offered insights, experiences 

and lessons on how to engage people effectively 

in ongoing and meaningful commitments to 

sustainable actions. Practical examples included 

the implementation of recycling initiatives at 

Monash Health, the establishment of a green 

group at Alfred Health in Victoria and the 

embedding of sustainability and climate change 

in the revised undergraduate nursing curriculum 

at Monash University. The United Kingdom’s 

National Health Service School for Health and 

Care Radicals was cited as a positive example 

of how to drive change, as well as an example 

of the value of being able to influence others 

through a network.

The afternoon sessions of the Think Tank 

were given over to participant-generated 

mini-workshops using a discussion “technology” 

based on Open Space Technology. Participants 

were invited to pitch an idea to the group 

for a workshop, discussion or skill-share that 

they would offer to lead with a group. Three 

pitches resulted in three energetic discussions 

convened. Bronwyn Alymer, from Barwon 

Health, spoke on reducing waste to landfill. 

Barwon Health has reduced its waste to landfill 

by almost 40%.

Matt Power, of St Vincent’s Health, pitched 

an idea to cut energy use. He suggested 

instituting an energy efficiency plan that 

would save millions of dollars annually and 

avoid the production of millions of tonnes of 

carbon dioxide.

A trio including Aileen Thoms from Koowerup 

Regional Health, Libby Muir from the Australian 

Nursing and Midwifery Federation Victoria 

Branch, and Janet Roden from the NSW Nurses 

and Midwives Association, co-convened a 

group on engaging nurses and midwives in 

sustainability in healthcare initiatives. Given 

this huge workforce and multiple examples 

of leadership from nurses on sustainability 

projects, this discussion sought to explore 

how more nurses and midwives could be 

engaged and empowered to take action in 

their workplaces and communities. 

Outcomes from the final session included the 

establishment of a working group on engaging 

nurses and midwives; ideas for a Webinar on 

cutting energy use in health services; and the 

establishment of a Google Group for Think Tank 

attendees not already part of the Global Green 

and Healthy Hospitals Connect platform to stay 

in touch, share resources and ideas, and seek 

information.

To be part of the #GreenHealth Google 

group, or to join the Global Green and Healthy 

Hospitals network, contact Chris Hill (CAHA 

Sustainable Healthcare Project Officer) at 

chris.hill@caha.org.au and Krister Partel, (AHHA 

Advocacy Director) at kpartel@ahha.asn.au.

Talk of going green
An overview of the fourth Greening the Healthcare  
Sector Think Tank by the AHHA’s Krister Partel

Think Tank participants engaged in discussion.
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How can innovative packaging save staff time and reduce patient frustration?
Using highly trained nursing staff or food service personnel to help patients access their food by opening packaging can be a waste of time, 
money and resources.  It is not just a source of frustration for patients (especially the elderly or those with fine motor skill difficulties), but is  
also a barrier to nutrition.

For that reason, SPC worked in consultation with HealthShare NSW to develop a more accessible product and tested the new packaging with  
the Institute of Bone and Joint Research at the Royal North Shore Hospital to develop a range of new nutritionally balanced, portion controlled 
fruit cups under the SPC ProVital brand. These cups make it easier for people with fine motor skill challenges to access the range of cups. 

SPC ProVItal packaging is recyclable and offers cost savings and efficiencies within the healthcare system as well as improving  
overall patient experience

 P	Saves time and resources by reducing the time needed to help people with their food

 P	Reduces patient frustration by empowering them to choose and access the nutrition they deserve whenever they want

 P	Reduces direct and indirect costs such as time to serve, cost of container, storage, waste, cleaning, labelling, etc. 

The Australian made SPC ProVital range is made of 100% Australian fruit* and comes in an easy open cup, aiming to provide more accessible 
quality nutrition for consumers with fine motor skill difficulties through a number of key features:
 • A textured and lengthened pull tab for easier grip.
 • Optimised seal to reduce opening force.
 • Decagon shape for easier grip.
 • Clear instructions for opening.
 • Smaller grip span for easier hold.
 • Extra-large font for improved legibility.

SPC ProVital is currently running a Product Familiarisation Program within the Sydney healthcare environment to gain end user insights and 
staff and executive recommendations on how hospitals should engage with the new SPC ProVital portion control cups. Interim results from 129 
patients aged 50+, with and without motor skill difficulties are very promising. Key findings include;

 • 9 in 10 (90%) patients preferred the new cup to the current cup 

 • 85% of patients with impairment identified less pain opening the new cup compared to the current cup 

 • 4 out of 5 patients found the labeling extremely clear for the ProVital cup vs only 1 out of 5 patients with the old cup

 • 9 in 10 (93%) patients claim the new cup is easier to open than the old cup.

The SPC ProVital range  now available.

SPC ProVital is an:
 • Australian Innovation

 • Australian Made

 • Australian Fruit* 

 • Australian Quality

TM

* excluding pineapple in the fruit salad 

www.spc.com.au
research

ENDORSED BY THE
INSTITUTE OF BONE
& JOINT RESEARCH ‘SPC ProVital’ is a trade mark of SPC Ardmona. 



28    The Health Advocate  •  DECEMBER  2015

HElEN OPDAM 
National Medical Director 
Organ and Tissue Authority

IN DEPTH

T he national reform programme 

for organ and tissue donation 

for transplantation commenced 

in Australia in 2009 with the 

establishment of the Organ and Tissue 

Authority and the DonateLife Network. Since 

then, significant increases in the number of 

people donating after death has improved 

access to life-transforming organ and tissue 

transplants for Australians. 

In 2014, there were 378 deceased organ 

donors, which is a 53% increase upon the 

247 donors in 2009 and 84% increase from 

the 205 historic annual average number of 

donors (2000–2008). This has led to many more 

life-changing transplants, with 1,117 organ 

transplant recipients in 2014, a 38% increase 

from the 808 in 2009 and 63% increase from 

the 685 historic annual average (2000–2008).

So how does Australia compare with the 

rest of the world? Australia’s position on the 

World Health Organization Observatory on 

Donation and Transplantation ranking has 

risen from 32nd in 2009 to 19th in 2013, with 

Spain and Croatia as the leading countries. 

It is important to understand that reform 

takes time, and the gains made in Australia 

are similar to those seen in the Spain and 

Croatia during their first five years of reform 

implementation. To further increase rates 

of donation in Australia, there must be a 

concerted effort to broaden the medical 

suitability criteria, increase the consent rates 

and expand donation after circulatory death. 

Medical suitability criteria
Each year in Australia, there are only around 

700 people who die in the specific conditions 

that allow for organ donation. Every chance to 

optimise donation is critical. The DonateLife 

audit of hospital deaths is the single national 

dataset covering the vast majority of hospitals 

with donation potential. It verifies what is 

known anecdotally; that there is an extremely 

high rate of recognition and request for organ 

donation in 

patients with 

brain death.

The pool 

of potential 

donors with 

brain death 

in Australia 

is relatively 

small compared 

with countries like Spain for two reasons. 

Firstly, we have much narrower medical 

suitability criteria, as evidenced by the lower 

age of donors in Australia. A key opportunity 

in Australia, therefore, is the expansion 

of medical suitability for donation. Many 

European countries have systems enabling 

matching of older organs to older recipients so 

as to make the best use of all available organs. 

A transplanted kidney that will last five years 

may not be suitable for a young person with a 

long life expectancy but may be sufficient for 

an older person who will otherwise remain on 

dialysis. Systems are required that facilitate 

the best use of all of the available deceased 

donor organs in order to derive the greatest 

collective outcome from all those that might 

benefit from transplantation.

The second factor contributing to a higher 

incidence of brain death donation in Spain is 

a different medical approach to the care of 

patients with a severe illness. There, critically 

ill patients who are not expected to survive 

routinely receive life-sustaining interventions 

until such time as brain death occurs; this 

may take days of treatment in an intensive 

care unit. In Australia, the families of such 

patients are consulted by medical staff who 

present the option of continuing therapy to 

preserve a potential 

opportunity for 

donation. In a 

lot of cases, they 

choose not to 

“wait and see” 

whether donation 

becomes possible. 

Routinely extending 

life support in 

these circumstances may place considerable 

emotional burdens on families, as well as 

resource burdens on the healthcare system. 

If Australia were to adopt the Spanish-type 

approach, careful consideration would need 

to be given to these additional costs to the 

healthcare system, the impact on families and 

potential benefits.

Consent rates
Given Australia’s very high rate of donor 

identification and request, increasing the rate 

of brain death donation is mostly dependent 

on increasing the consent rate. Australia’s 

consent rate in 2014 for donation after brain 

death was 59%. This is low in comparison with 

Spain and Croatia, which both report consent 

rates of around 80%.

It is vital that we continue to emphasise 

the importance of registration and family 

discussion of donation choices. For people 

registered on the Australian Organ Donation 

Register (AODR), the consent rate is 90%.

When families know the donation decision 

of their loved one, the consent rate is 77%, 

Transforming lives
Ways to help increase organ donation in Australia

While the demand for organs 
for transplantation continues 
to exceed supply in Australia, 
as in the rest of the world, we 
are committed to optimising 
every donation opportunity.
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compared with 48% when this is not known 

and there is no AODR registration. However, 

only a third of people know the donation 

wishes of their family and, similarly, only a 

third of people aged 16 and above are actually 

registered on the AODR. Although family 

override of registered consents on the AODR 

attracts much media attention, this occurred 

in just 2.7% of all donation requests after brain 

death in 2014, or 10% of instances where the 

potential donor had registered consent on the 

AODR, equating to about a dozen instances a 

year. Removing the so-called family “right of 

veto” is unlikely to have a substantial impact 

on donation rates. 

Initiatives to increase consent rates need to 

focus on raising community donation discussion 

and registration, especially among groups with 

traditionally lower levels of awareness around 

donation, such as young adults, older males, 

and those from culturally and linguistically 

diverse communities. Training for healthcare 

professionals in caring for potential donors 

and their families is also essential. This will 

provide frontline workers with the skills to 

be able to sensitively raise the opportunity 

for donation in a way that better supports 

the donor’s pre-expressed wishes and ensures 

that families make a well-informed choice. 

Having a trained requestor present for every 

family donation conversation is also integral 

to our national model for requesting donation. 

Donation after circulatory death
Donation after circulatory death (DCD) also 

provides an additional pathway for individuals 

and families to donate organs when brain 

death will not occur. DCD donation accounted 

for 28% of deceased organ donors in 2014, 

providing 235 organs for transplantation. 

Some have expressed concern that patients 

who could donate organs after brain death may 

be diverted down the DCD pathway leading 

to fewer suitable organs for transplantation. 

However, data from the Australian and New 

Zealand donation registry confirms that 

patients who could donate organs after brain 

death are not being diverted down the DCD 

pathway.

Growth has occurred in both donation 

pathways in the five years following the 

establishment of the DonateLife Network in 

2009, with donors after brain death accounting 

for 60% and donors after circulatory death 

40% of the 534 additional donors achieved 

since 2009. Variable rates of donation after 

circulatory death between hospitals and 

jurisdictions suggest that there is further 

potential for donation via this pathway. 

At the end July 2015, Australia has achieved 

227 deceased organ donors, resulting in 658 

people having the life-transforming opportunity 

that organ transplantation provides. This 

number of donors is 5% higher than for the 

same period last year.

There is still much to do and a clear direction 

is now set with the Organ and Tissue Donation 

for Transplantation in Australia 2014–2018 

Strategic plan. While the demand for organs 

for transplantation continues to exceed supply 

in Australia, as in the rest of the world, we 

are committed to optimising every donation 

opportunity. Clinicians who are working in 

the donation and transplantation sectors, as 

well as governments and members of the 

community, all have a role to play ensuring 

that Australians have best possible access to 

donation and transplantation.
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BRIEFING

T he AHHA’s Deeble Institute for 

Health Policy Research has 

welcomed Professor Johanna 

Westbrook as the new chair of its 

Advisory Board. 

Prof Westbrook has been a leader in the 

health sector for years. She is currently the 

Director of the Centre of Health Systems and 

Safety Research at the Australian Institute of 

Health Innovation. Her research career has 

centred on the design and execution of complex 

multi-method evaluations in the health sector, 

with a particular focus on the effective use of 

information and communication technologies. 

In the course of her work, Prof Westbrook 

established — and still leads — the largest 

health informatics evaluation research team 

in Australia, conducting world-first research. 

Recent work includes the delving into the 

effectiveness of electronic medication 

management systems to reduce medication 

errors in hospitals. This ground-breaking work 

has expanded on international studies and led 

to improved hospital practices after identifying 

several design features in the systems that led 

to errors in medication. 

Prof Westbrook’s attentions have also turned 

to the aged care sector, with new research 

examining how information technology 

could support the integration of services and 

improve service quality in the sector. Her 

advice is often sought by government health 

departments and she has represented Australia 

at landmark international events, including 

the Asia-Pacific Economic Cooperation (APEC) 

e-Health Technical Forum in Korea in 2008.

Through her research, she has advocated 

for an evidence-based approach to the use 

of information technology in health and has 

influenced government policy. Her sector-

leading work has attracted more than $38 

million in research funding, including  

14 research grants in the past five years.

Prof Westbrook has been widely and 

frequently published, with more than 300 

refereed publications under her name. Her 

work has reached and influenced international 

audiences, having been printed on multiple 

occasions in the leading health informatics 

publication the Journal of the American Medical 

Informatics Association. Prof Westbrook is one 

of only five Australians to have been elected 

as a Fellow of the American College of Medical 

Informatics.

Prof Westbrook’s appointment to the college 

is just one of a long string of awards, honours 

and recognitions for her work. Last year she 

was named the Australian ICT Professional of 

the Year and the NSW ICT Professional of the 

Year by the Australian Information Industry 

Association. She has twice won the Branko 

Cesnik Award for best scientific paper at the 

National Health Informatics Conference. 

She is also a two-time winner of the Health 

Informatics Society of Australia’s Don Walker 

Award for improvement of patient outcomes 

through the use of innovative IT solutions.

As Chair of the Deeble Advisory Board, Prof 

Westbrook will be involved in the Institute’s 

sector-leading research that helps inform the 

national conversation about health policy. 

Given the need for funding and service 

reform in the sector and the Commonwealth 

Government’s announcement of reforms to 

the federation and tax system, it is vital the 

debate around health remain guided by best 

practice research. Prof Westbrook will become 

an integral part of that process, and the Deeble 

Institute for Health Policy Research welcomes 

her expertise and dedication. 

Deeble welcomes new  
Advisory Board chair
The AHHA’s Adam Vidler introduces Johanna Westbrook

ha
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T he 18th annual Australian Council 

on Healthcare Standards (ACHS) 

Quality Improvement Awards were 

announced at the Joint Congress of 

ACHS and the Australasian College Of Health 

Service Management in Melbourne in early 

November. Two of the three award-winners 

were AHHA members: Metro South Hospital 

and Health Service (Logan) Hospital, and The 

Children’s Hospital at Westmead. Hunter New 

England Local Health District was the third 

recipient.

ACHS Executive Director of Customer 

Services and Development Ms Linda O’Connor, 

together with Baxter International’s Director 

of Healthcare Solutions Mr Brendan Cummins, 

presented the awards in three categories 

— Clinical Excellence and Patient Safety, 

Non-Clinical Service Delivery, and Healthcare 

Measurement.

This year, ACHS received approximately 

100 high quality submissions from Australian 

and International ACHS member and Clinical 

Indicator Program organisations. Metro South 

Hospital and Health Service, Logan Hospital, 

won the Non-Clinical Service Delivery Award 

for their Preventing Infection through Cleaner 

Hospitals (PITCH): An Environmental Cleaning 

Bundle, a project to reduce healthcare-

associated infections and also reform and 

enhance hospital cleaning practice. This 

includes the introduction of ultraviolet gel 

auditing to assist in the visual review of 

cleaning.

The Healthcare Measurement Award was 

won by The Children’s Hospital at Westmead, 

for a project called: Sustaining Improvements 

in Cystic Fibrosis (CF) 

Nutrition Outcomes, 

which has a particular 

focus on CF patients 

aged 2-18 years. 

Hunter New England 

Local Health District 

won the Clinical 

Excellence and 

Patient Safety Award 

for their Preventing 

Catheter Associated 

Urinary Tract Infection (CAUTI) initiative, 

directly addressing a complication that 

accounts for 40% of all healthcare-

associated infections.

Ms O’Connor said the competition within 

the three categories had increased in recent 

years, each one receiving high commendation 

as runner-up to the winners. “The judges were 

impressed by both the scope and the very high 

level of entries submitted,” she said. “Each 

of the winners have identified an area of 

improvement in health, and set about to deliver 

a project that will bring measurable results.”

Ms O’Connor also stressed the value of the 

awards for innovation 

in Australian healthcare 

generally. “The Quality 

Improvement Awards are 

all about showcasing 

practical innovation 

projects where the 

use of imagination 

to challenge standard 

practices and provide 

more creative problem-

solving is leading to stronger initiatives. Patients 

around the country will benefit in the long-term 

from these initiatives as they are adopted 

by other health practices looking to improve 

patient safety.” 

Excellence in care,  
safety and quality
AHHA members recognsed in the ACHS Quality Improvement Awards
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“Patients around the 
country will benefit in 
the long-term from these 
initiatives as they are 
adopted by other health 
practices looking to 
improve patient safety.” 

BRIEFING
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Virtually on the mend
The Australian Physiotherapy Association writes about  
the benefits of virtual reality for rehabilitation programs

‘Razer OSVR Open-Source Virtual Reality for 
Gaming’ by Maurizio Pesce. Image sourced 
from Flickr (CC BY 2.0: https://flic.kr/p/qKaEyj).
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IN DEPTH

People who have experienced a 

stroke are severely impacted in 

terms of their quality of life and 

ability to actively participate 

in their community. Approximately 40% of 

people who have had a stroke either cannot 

walk at all or cannot walk outside the 

building where they live. One aim of stroke 

rehabilitation is to reverse any deficits in 

walking. To achieve this, high repetition 

exercises are aligned with functional 

walking related tasks. Rehabilitation may 

include many repetitions of standing 

up, weight shifting, stepping, turning 

and walking practice. With some 

close supervision and feedback from a 

physiotherapist, exercises can be done 

with using simple 

equipment like 

chairs, parallel bars 

and steps. 

Evidence 

demonstrates the 

benefits of unique 

equipment, such 

as a parachute-

style harness used 

by a patient 

completing repeated walking practice on 

a treadmill, to prevent falls.1,2 This may 

allow a physiotherapist more free time 

to assist other patients in rehabilitation. 

However, there are several issues associated 

with rehabilitation that need to be considered 

before embarking on a particular program, 

including the difficulty of maintaining 

motivation and the complexity of setting up 

an appropriate range of mobility tasks for 

each patient. Rehabilitation that incorporates 

technological developments such as virtual 

reality has the potential to address both of 

these issues. 

The Journal of Physiotherapy recently 

published a review of rigorous clinical trials 

aimed at enhancing rehabilitation with 

virtual reality after stroke.3 The review 

identified that incorporating virtual reality 

into rehabilitation programs induced greater 

benefits than standard rehabilitation alone. 

Fifteen trials were assessed, providing a 

substantial amount of data available to 

estimate the effects of incorporating virtual 

reality. 

The first benefit of incorporating virtual 

reality into some or all of rehabilitation 

was improved walking speed, with patients 

adopting such approaches walking, on 

average, approximately nine metres further 

each minute. Since many people after a 

stroke can only walk very slowly, this is 

a substantial benefit. A second identified 

benefit is that patients show significantly 

improved scores on a widely recognised 

and well validated 

balance scale.4 

Finally, there is 

the Timed Up & 

Go Test, used to 

assess mobility by 

having patients 

standing up from 

a chair, walking 

three metres, 

turning around, 

walking back to the chair, and sitting 

down. Using virtual reality aids, patients 

were able to reduce the average time taken 

to do this task by about two and a half 

seconds. 

All throughout the health sector, new 

technologies present exciting opportunities 

for changing the way that we work work to 

diagnose and treat patients. While the cost, 

appropriateness and accessibility of such 

technologies must remain at the forefront 

of both purchase and practice decisions, 

we must continue take advantage of the 

innovations in other sectors. 

In the case of physiotherapy, there is strong 

evidence that virtual reality technology 

for rehabilitation purposes needs to be 

looked at more seriously in the future. Not 

only has incorporation of virtual reality 

into rehabilitation thus far been shown 

to have no increase in the likelihood of 

adverse events, it can actually improve the 

motivation and involvement of patients to 

persevere with their treatment. Further 

promotion of people’s literacy, autonomy 

and engagement in their care must be 

encouraged, as does the incorporation of 

new technologies in the health space more 

broadly.
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People’s literacy, autonomy 
and engagement in their 
care must be encouraged, 
as does the incorporation 
of new technologies in the 
health space more broadly.
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A cquired brain injury (ABI) is a 

leading cause of disability in 

Australia. Currently over 600,000 

people live with the effects of ABI, 

and three out of every four are under 65 years 

of age. Sarah is one of these people. In her 

30s, married and having just given birth to 

her first child, Sarah sustained an ABI due to a 

stroke, which left her with paralysis down one 

side of her body. This injury meant that Sarah’s 

family had to provide full time care to her, as 

well as her baby girl. Unable to participate 

in traditional fast-stream rehabilitation 

due to the severity of the brain injury she 

experienced, Sarah subsequently moved into 

a supported residential service. 

 Currently over 7,000 young Australians are 

placed in residential aged care, 58% of whom 

experience ABI. Recognising the limitations in 

residential care arrangements for Australians 

like Sarah, this year the Federal Government 

delivered a Senate Inquiry into Adequacy of 

Existing Residential Care Arrangements for 

People with Disabilities in Australia, with a 

final report released mid-2015. Twelve key 

recommendations were put forward, outlining 

a range of strategies related to assessment, 

information, advocacy and health, and the 

development of integrated service pathways 

including housing, health, aged care, disability, 

and transport. 

In line with the release of the Senate 

Inquiry report, the Summer Foundation and 

BrainLink — with Melbourne Health and Alfred 

Health and LaTrobe University and Monash 

University — recently completed a Victoria-

based collaborative research project. This 

work has shed new light on the hospital 

pathways and rehabilitation and information 

needs of people with severe ABI and their 

families; people like Sarah. The collaborative 

project involved meeting with people with 

severe ABI and their families who had longer 

than usual stays in acute hospital settings, 

gathering research evidence over 18 months 

on their pathways from hospital and outcomes 

over time, and providing information services 

through BrainLink’s Hospital Liaison Project. 

The research and project work has provided 

further evidence of the challenges experienced 

following ABI, as well as some solutions to 

improve access to information, pathways from 

hospital and long term outcomes. 

Many people with very severe ABI are not 

eligible or suited to traditional rehabilitation 

services. They need what is termed “slow 

stream” rehabilitation, allowing a more 

extended timeframe to achieve small but 

functionally significant gains. There are some 

excellent slow stream rehabilitation services 

peppered throughout Australia in certain 

areas. Specific to Victoria, a new purpose-built 

slow stream ABI Rehabilitation Service was 

opened by Alfred Health in September 2014. 

However, given the dispersed nature of these 

services to date, not everyone with severe ABI 

has access to slow stream rehabilitation. To 

address this gap, Recommendation #8 of the 

Senate Inquiry report specifically identified 

the need for a national rehabilitation strategy 

and framework for slow stream rehabilitation 

for young people with acquired neurological 

disability.

In our research, 86% of the group followed 

from the acute hospital got access to some 

rehabilitation; however, a number of these 

people were not eligible for traditional ABI 

rehabilitation due to the severity of their 

Pathways to 
rehabilitation
A national rehabilitation and housing  
strategy for Australians with severe 
acquired brain injury

IN DEPTH
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injury, and thus accessed the Alfred Health 

model. Provided at a stage in ABI recovery 

when the person most benefits, the impact 

of this rehabilitation was measurable in both 

social and economic terms for the people we 

met. With timely access to rehabilitation, 

people with severe ABI had the potential to 

make functional gains that opened up options 

for return to community living. However, the 

research also highlighted that these significant 

gains take time, and supported housing 

choices for people with severe ABI continue 

to be limited. At 12 months post injury, 23% 

of the group were still receiving inpatient 

rehabilitation, 58% had returned to live with 

family support in the community, and 19% of 

participants were living in aged care nursing 

homes because there were no other options 

available for them. Recommendation #7 of the 

Senate Inquiry report identifies this significant 

housing gap, and highlights the need for 

Australian Government to conduct an inquiry 

into the issue of disability housing in Australia. 

The report points to the need to establish 

a supported disability accommodation fund 

to address the current housing gap, similar 

to the 2011-2012 $60M Federal Government 

Supported Accommodation Innovation Fund. 

For those people with severe ABI who 

return to live with their family caregivers, 

Recommendation #9 of the Senate Inquiry 

report identified the need for early availability 

of advocacy and information provision for 

both the young person and their family. This 

is particularly important when an ongoing risk 

of placement of a young person into aged care 

exists, or when placement has occurred. The 

BrainLink Hospital Liaison Project provided 

information and referral pathways to over 

300 people with ABI and their families within 

a 12-month period and has now received 

further philanthropic funding to extend 

this important project in Victoria. Families 

receiving this support report benefits gained 

from information, practical input, continued 

education and referral process to combat 

isolation, emotional distress, stress and carer 

burden and overload. Appropriate, accurate 

and timely information about a variety of 

areas, pathways and referral systems can 

reduce the stress and emotional situation 

experienced by a family or carer of a person in 

both the early days in hospital following brain 

injury, and on the lifetime journey this group 

face. Families have informed BrainLink that 

the earliest possible support has helped them 

to adapt and come to terms with an ABI and, 

for many, it has achieved better long-term 

outcomes for both the person with ABI and 

their family.

Information and access to slow stream 

rehabilitation has been key for Sarah and her 

family following her ABI. She is now living 

independently in a small house and is focused 

on reconnecting with her precious daughter 

and rebuilding her life. She continues to see 

the gains made in her journey of recovery 

following the brain injury she sustained — an 

investment that has allowed Sarah to return to 

part-time work and her role as a parent of her 

young daughter. 

This article was prepared by Libby Callaway, 
Monash University Occupational Therapy 
Department and Summer Foundation Ltd; 
Associate Professor Natasha Lannin, LaTrobe 
University and Alfred Health; and Sharon 
Strugnell, CEO, BrainLink.

Sarah and her young daughter. Image 
courtesy of the Summer Foundation.
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R ecent evidence indicates that the 

long-term improvements in oral 

health achieved in Australia during 

the 1970s and early 2000s have 

plateaued or started to go backwards, with 31% 

of the adult population reporting an oral health 

impact in 1994 compared to 39% in 2008. This 

reverse was confirmed by Filling the Gap — 

Disparities in oral health access and outcomes 

between major cities and remote and rural 

Australia, a report released by the Royal Flying 

Doctor Service (RFDS) in September 2015. Its 

headline statistics reveal the enormity of the 

oral health challenge, particularly in rural and 

remote areas:

• Childhood cavities are 55% higher for 

remote area children than children in 

major cities, and the number of filled 

teeth in remote area children is double 

that of city children; 

• A quarter (23%) of adults in major cities 

have untreated tooth decay, but this 

rises to one-third (37%) of remote area 

residents;

• More than half (57%) of Indigenous 

Australians have one or more teeth 

affected by decay;

• Six in ten (63%) major city adults visited a 

dentist in a year, compared to little more 

than four in ten (45%) visiting a dentist in 

remote areas;

• One in three (33%) remote area residents 

had a tooth extraction in a year compared 

to little more than one in ten (12%) people 

from major cities;

• Cities have three times as many working 

dentists than country areas, with 72 

dentists for every 100,000 people in cities 

compared to only 22 for every 100,000 

people in the country.

Of the many substantial health challenges 

facing Australia in the 21st century, oral 

health is arguably the greatest. This is not just 

because teeth are essential tools, but also 

because of the association between untreated 

oral disease and certain cardiovascular 

diseases, respiratory illnesses, and other 

chronic diseases.

For over 85 years, the RFDS has provided 

emergency aeromedical and primary healthcare 

services to rural and remote Australia, helping 

over 280,000 people last year, or one every two 

minutes. Cardiovascular disease and respiratory 

illness are two of the three most common 

reasons for tasking an emergency evacuation 

of a patient from remote Australia. Other 

diseases — including endocarditis (inflammation 

of the lining of the heart), stroke, aspiration 

pneumonia, diabetes, kidney disease and some 

adverse pregnancy outcomes — also trigger 

emergency evacuations of patients. All of these 

can also be associated with poor oral health.

The soon-to-be-released draft National Oral 

Health Plan 2015-24, slated as a blueprint for 

united action by states, territories and the 

Commonwealth, must articulate a proactive 

approach. Adopting or adapting some of the 

eleven state and territory based oral health 

programs, already road-tested by the various 

sections of the RFDS, may assist in providing 

some practical, ready-made solutions. 

The RFDS’ South Eastern Section (RFDS SE) 

— which covers New South Wales, Southern 

Queensland and the North Western corner of 

South Australia — has been delivering dental 

clinics to Outback communities since 1998 

and enabling oral health dental and therapy 

students to train, and experience what it is like 

to work, in rural and remote Australia. In 2012, 

it launched The Outback Oral Treatment and 

Health (TOOTH) program, a unique three-year 

public/private partnership between the RFDS 

SE, the Investec Foundation and the Gonski 

Foundation. 

The program identified four separate outback 

communities in Central Western New South 

Wales (Bourke, Collarenebri, Goodooga and 

Lightning Ridge) where levels of untreated 

dental decay were some five times higher 

than the national average in both adults and 

children and access to dental care was either 

non-existent or extremely challenging. The 

challenge was best summed up by the then 

TOOTH dentist, Dr Hendrik Lai: “The level of 

tooth decay I’ve seen in some remote NSW 

communities we’ve visited is a lot greater 

than I expected — worse even than in some 

developing countries.”

Using a cost-effective, flexible fly-in, fly-out 

model, rather than a traditional, “fixed” clinic, 

has allowed RFDS SE to use existing clinic 

facilities and adjust the frequency of clinics 

according to need. In just over three years, 

the TOOTH program has held more than 700 

clinics and treated in excess of 5,000 patients. 

This has undoubtedly transformed oral health 

in these communities. Data gathered over the 

period shows the program has halved the 

decay in children attending TOOTH clinics and 

established a consistently declining pattern of 

decay in adults in all four locations. The work 

of the dental hygienist in re-educating patients 

and the wider community about good oral 

health, and its link with healthy diet options, 

was also identified as major factor in TOOTH’s 

overall success. Patients are now visiting 

Filling the gaps
Addressing inequity in oral health in outback Australia
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the dentist more often and having complete 

courses of treatment, rather than just making 

emergency visits. The extension of the TOOTH 

program beyond its pilot phase will allow 

RFDS SE to continue to provide these remote 

communities with ongoing oral healthcare and 

education. 

While provision of primary care services  

is certainly very important, Filling the Gap 

recommends a “holistic” approach to better 

address our dental crisis, advocating for the 

need to tackle associated secondary issues 

such as water fluoridation; regulation and 

legislation on advertising unhealthy food 

and drinks; food labelling and nutritional 

claims; taxation and legislation of tobacco; 

reducing costs of healthy food outside major 

cities; integration of oral health programs 

into primary care; and inclusion of more oral 

health prevention messages in general health 

promotion programs.

Currently, the Commonwealth of Australia 

Constitution Act 1900 s51 (xxiiiA) empowers 

the Commonwealth to provide for dental 

services, yet a 2014 Australian Institute of 

Health and Welfare study found that 58% 

of the $8.7 billion spent during 2012-13 on 

dental services was met by individuals. Just 

18% was covered by the Commonwealth, and 

8% by state and territory governments. To 

halt a further national decline in oral health, 

and address the disparity in city and country 

oral health outcomes and access, a new 

commitment to dental health public policy 

reform is needed. The national plan should be 

finalised, implemented and given the resources 

it needs to succeed, otherwise programs like 

TOOTH will only ever be able to fill the gaps 

rather than fix the problem. 

Image: Dental checks in Lightning Ridge, NSW by Sam Ruttyn.
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Teach-back for better health
Jeremy Kennett from Melbourne Primary Care Network discusses the  
benefits of improving patient health literacy through clear communication
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W ith chronic disease — and the 

complexity of self-managing 

these conditions — on the 

rise, it is imperative that 

patients are fully engaged in their healthcare. 

But, while the evidence points to improved 

health outcomes for patients that take an 

active role in their own care, reaching that 

level of engagement can be easier said than 

done. 

Doctors may feel like they’re not getting 

through to some patients, who might regularly 

not follow through on advice and treatment 

plans for managing their conditions. For 

doctors having trouble keeping patients 

engaged, it could be time to teach-back. 

The teach-back technique focuses on the 

use of clear, simple language when speaking 

with patients and having them confirm their 

understanding by asking them to “teach-

back” the information. It is a best practice 

communications method for addressing health 

literacy, and can be used with all patients 

universally to reduce misunderstanding. It 

can also assist patients to better engage in 

their care.

Helping to improve 

health literacy is 

crucial. According 

to a study by the 

Australian Bureau 

of Statistics, nearly 

60% of Australians 

may not have the 

level of health 

literacy needed 

to effectively 

understand and use 

critical health information. This can lead 

to a range of negative health outcomes, 

including increased hospitalisations and 

greater use of emergency care.

A new video resource developed by the 

Melbourne Primary Care Network (MPCN) —  

in partnership with St Vincent’s Hospital and 

the Centre for Culture, Ethnicity and Health 

— demonstrates how to use the teach-back 

method in the context of a consultation with 

a patient about managing their hepatitis B.

Teach-back — a technique used for clear 

communication — aims to improve healthcare 

safety and outcomes by ensuring patients have 

correctly understood important information 

about their condition and the things they need 

to do, such as taking medicines appropriately. 

Helping patients understand their condition 

and their role in treatment can be life 

changing, according to infectious disease 

specialist, Dr Nadia Chaves. “I once had 

a patient who had been on treatment for 

hepatitis B for two years, and when he came 

to see me it was evident he didn’t understand 

the basics of the disease,” Dr Chaves said.  

“We used the Hepatitis B Story (another 

health literacy resource funded by MPCN) to 

go over these details and when we finished he 

was so relieved, because he realised he wasn’t 

going to die of the disease. Teach-back is really 

useful because 

it means that 

what I say to the 

patient I know they 

have understood. 

And it’s a way 

of engaging the 

patient in their 

own health.” 

Associate 

Professor Ben 

Cowie from the 

University of 

Melbourne agrees, saying he has regularly 

used Teach-back to help patients understand 

their conditions and counter incorrect 

information and misunderstandings. “Teach-

back is a simple but incredibly effective 

method of ensuring that the communication 

you are having with your client or patient is 

actually being received in the way that you 

intended it to be,” A/Prof Cowie said. 

In the video resource, A/Prof Cowie relates 

an experience he had with a patient who 

had been recently diagnosed with chronic 

hepatitis B, and subsequently isolated from 

his family due to fear of spreading the 

infection.

This included eating separately, moving to 

unit away from the family’s main house and 

even having a separate washing machine for 

his clothes. Using the teach-back method, A/

Prof Cowie was able to effectively explain 

how the hepatitis B virus could and could 

not be transmitted, directly addressing the 

misconceptions held by the patient and 

his family. “This has led to a substantial 

improvement in the patient’s engagement 

with us, and also in how he was able to deal 

psychologically with his new diagnosis of 

hepatitis B,” A/Prof Cowie said.

The new resource is now available on the 

NWMPHN website in the Health Literacy — 

Resources for Health Professionals section, 

at www.mpcn.org.au. As well as using 

the resource themselves, practitioners, 

service providers, health organisations and 

educational institutions can also host the 

teach-back video on their own websites. 

The URL for the video hosted on YouTube 

is: https://youtu.be/d702HIZfVWs. If need 

be, nterested parties can contact NWMPHN 

directly to get instructions on how to embed 

the video into their website. 

For more information on teach-back and 
health literacy in general, please contact 
Michelle Ferrari on 03 9347 1188 or email 
michelle.ferrari@mpcn.org.au.
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“Teach-back is a simple 
but incredibly effective 
method of ensuring that 
the communication you 
are having with your client 
or patient is actually being 
received in the way that you 
intended it to be.”
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Did you know that 97% of Australian 

women want to be asked about 

alcohol use in pregnancy? Most 

women visit a health professional 

when they are pregnant for advice on a 

range of topics, including alcohol. These 

visits present the ideal opportunity to 

discuss alcohol consumption 

and reinforce to women that 

not drinking alcohol during 

pregnancy is the safest 

option. 

However, research 

indicates that health 

professionals encounter a 

range of barriers in initiating 

these conversations. Some 

say they are reluctant to 

discuss alcohol consumption, 

as they are concerned 

that women may feel 

uncomfortable, or they 

are unsure of what advice 

to provide and where to 

refer women if necessary. 

A new national campaign, 

Women Want to Know, 

seeks to overcome these 

barriers by educating 

health professionals about 

the effects of alcohol 

consumption during 

pregnancy to ensure that 

women are fully informed. 

Conversations about 

alcohol with women who 

are pregnant or planning 

pregnancy are important 

as these can assist women 

to stop or reduce their 

alcohol use and prevent 

adverse consequences from 

occurring. Alcohol consumption during 

pregnancy is known to cause birth defects  

and is also linked to other adverse effects 

including miscarriages, premature births, low 

birth weights and Foetal Alcohol Spectrum 

Disorders (FASD). FASD is a lifelong 

disability is primarily associated with brain 

damage caused by prenatal alcohol exposure. 

People with FASD also experience growth 

restrictions, developmental delays and social, 

emotional and behavioural deficits. 

Despite numerous studies having been 

undertaken a safe level of alcohol during 

pregnancy has not been determined and 

there is no known level of alcohol or time 

during pregnancy where damage to the foetus 

will not occur. For these reasons Australia’s 

National Health and Medical Research Council 

(NHMRC) recommends that “for women who 

are pregnant or planning a pregnancy, not 

drinking is the safest option.” 

Health professionals can have a positive 

influence on a woman’s choices about her 

alcohol consumption by initiating conversations 

about alcohol with them. Australian women 

consider health professionals to be the best 

source of information regarding alcohol 

consumption during pregnancy 

and many are willing to make 

changes if advised to do so. 

However, many women do not 

ask about alcohol as they 

expect all important issues 

will be raised by a health 

professional.

To learn more about the 

Women Want to Know campaign 

and order FREE print materials 

for your health service, visit 

www.alcohol.gov.au. Health 

professionals working in your 

service can access FREE 
accredited online training 

available through the Australian 

College of Midwives; the Royal 

Australian and New Zealand 

College of Obstetricians and 

Gynaecologists; and the Royal 

Australian College of General 

Practitioners.

Women Want to Know has 
been developed by the 
Foundation for Alcohol 
Research and Education 
(FARE) in collaboration with 
the Australian Government 
Department of Health, the 
Royal Australian College 
of General Practitioners 

(RACGP), the Royal Australian and New 
Zealand College of Obstetricians and 
Gynaecologists (RANZCOG), Australian 
College of Midwives (ACM), the Australian 
Medical Association (AMA), the Australian 
Medicare Locals Alliance (AMLA) and the 
Maternity Coalition. 

On alcohol and pregnancy 
Women want to know more about alcohol consumption after conception

BRIEFING
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Did your health professional talk to 

you about alcohol when you were 

having a baby, and even after you 

had given birth? Did you know 

that alcohol in breastmilk can disrupt the 

hormones needed to successfully breastfeed? 

It causes the baby to receive less breastmilk 

which then makes the baby hungry and 

cranky.  

In Australia, there are national guidelines 

which outline how to safely breastfeed and 

consume alcohol but are our maternal health 

professionals aware of these? Are our pregnant 

women or new mothers aware of these? 

Research into this topic has been underway 

at the Telethon Kids Institute for just over six 

months now. Researcher Dr Roslyn Giglia is 

working with midwives, child health nurses, 

GPs, paediatricians and obstetricians to find 

out if they are talking to pregnant women and 

new mothers about alcohol and breastfeeding. 

Currently, Dr Giglia is working with the 

stakeholders from each of the maternal 

health practitioner groups to develop survey 

questions that will help paint a picture of the 

knowledge, awareness and practices of health 

practitioners when talking to breastfeeding 

women around the sensitive topic of alcohol. 

Once the survey responses are collected then 

work can begin with the key stakeholders 

to help identify barriers to maternal health 

practitioners initiating these conversations 

with lactating women and where further 

support or education is needed. 

Another important group is pregnant 

women and new mothers. Focus groups with 

these women are underway to find out what 

they know and think about drinking alcohol 

during breastfeeding. Once again, feedback 

from these groups will enable work to be 

directed where the participants feel they 

need more support or education.

If you are a pregnant woman, new mum or 

health professional and interested in having 

your voice included then Dr Giglia would like 

to hear from you. Please send her an email at 

Roslyn.Giglia@telethonkids.org.au or phone 

her on (08) 9489 7726.

On alcohol and breastfeeding
Research participants sought for new Telethon Kids Institute study
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‘Nursing and napping’ by David D.  Image sourced 
from Flickr (CC BY 2.0: https://flic.kr/p/oPWTva).
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T
he Australian 

Healthcare and 

Hospitals Association 

(AHHA) is an 

independent national peak  

body advocating for universal 

and equitable access to high 

quality healthcare in Australia.

With almost 70 years of 

engagement and experience 

with the acute, primary and 

community health sectors, the 

AHHA is an authoritative voice 

providing: strong advocacy 

before Ministers and senior 

officials; an independent, 

respected and knowledgeable 

voice in the media; and a 

valued voice in inquiries and 

committees. 

By becoming a member of 

the AHHA, you will gain access 

to AHHA’s knowledge and 

expertise through a range of 

research and business services.

The Deeble Institute for 

Health Policy Research was 

established by the AHHA 

to bring together policy 

makers, practitioners and 

researchers to inform the 

development of health policy. 

In joint collaboration with 

our university partners and 

health service members, the 

Institute: undertakes rigorous, 

independent research on 

important national health 

policy issues; publishes health 

policy Evidence Briefs and Issue 

Briefs; conducts conferences, 

seminars, policy think-tanks 

and workshops; and helps 

policymakers, researchers and 

practitioners connect when  

they need expert advice.

The AHHA’s JustHealth 

Consultants is a consultancy 

service exclusively dedicated to 

supporting Australian healthcare 

organisations. Drawing on 

the AHHA’s comprehensive 

knowledge of the health sector, 

JustHealth Consultants provides 

expert skills and knowledge in 

areas including: corporate and 

clinical governance training; 

strategy and business planning 

advice; organisation design and 

improvement; health services 

planning and program evaluation; 

and board induction training.

In partnership with the LEI 

Group, the AHHA also provides 

training in “Lean” healthcare 

which delivers direct savings to 

the service provider and better 

outcomes for customers and 

patients. 

To help share important 

developments across these 

various health research, policy 

and training spheres, the AHHA 

publishes its own peer-reviewed 

academic journal (Australian 

Health Review), as well as this 

health services magazine (The 

Health Advocate).

To learn more about these and 
other benefits of membership, 
visit www.ahha.asn.au

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

FROM THE AHHA DESK

ha

experience * knowledge * expertise * understanding

Phone: 02 6162 0780
Fax: 02 6162 0779
Email: admin@ahha.asn.au
Post: PO Box 78 | Deakin West ACT 2600 
Location: Unit 8, 2 Phipps Close | Deakin ACT 2600

Making connections across the health sector
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AHHA Board 
The AHHA Board has overall 

responsibility for governance 

including the strategic direction 

and operational efficiency of the 

organisation, the protection of 

its assets and the quality of its 

services. The 2014-2015 Board is:

Dr Paul Dugdale
ACT Health (Chair) 

Dr Deborah Cole 
Dental Health Services Victoria 

Mr Walter Kmet 
Wentwest, NSW 

Prof Gary Day 
Griffith University, Qld

Mr Adrian Pennington 
Wide Bay Health and Hospital 

Service, Qld

Mr Nigel Fidgeon
Merri Community Services, Vic

AHHA National 
Council
The AHHA National Council 

oversees our policy development 

program. It includes the AHHA 

Board as well as a range of 

members. The full list of Council 

members can be found at:

http://ahha.asn.au/governance

Secretariat
Ms Alison Verhoeven 
Chief Executive

Mr Murray Mansell  
Business & Finance Director 

Dr Linc Thurecht 
Director, Research Director

Mr Krister Partel 
Advocacy Director

Ms Susan Killion 
Deeble Institute Director

Ms Yasmin Birchall  
JustHealth Project Manager

Ms Lisa Robey 

Marketing & Engagement Manager 

Ms Kylie Woolcock 

Policy Manager 

Ms Emily Longstaff 
Editor, The Health Advocate 

Ms Sue Wright 
Office Manager

Mr Daniel Holloway  
Web /Project Officer 

Mr Matthew Tabur 
Administration Officer,  
Deeble Institute

Ms Cassandra Hill 
Administration Officer, AHHA

Mr Adam Vidler 
Communications Officer

Australian Health 
Review
Australian Health Review is the 

journal of the AHHA. It explores 

healthcare delivery, financing 

and policy. Those involved in  

the publication of the AHR are:

Prof Gary Day 
Editor in Chief

Dr Simon Barraclough  
Associate Editor, Policy

Prof Christian Gericke 
Associate Editor, Models of Care

Dr Linc Thurecht 
Associate Editor, Financing  

and Utilisation

Dr Lucio Naccarella 
Associate Editor, Workforce

Ms Danielle Zigomanis  
Production Editor (CSIRO Publishing)

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

•	 HESTA	Super	Fund

•	 Good	Health	Care

Other organisations support  

the AHHA with Corporate, 

Academic, and Associate 

Membership.

Contact details
AHHA Office  
Unit 8, 2 Phipps Close 
Deakin ACT 2600

Postal address 
PO Box 78 
Deakin West ACT 2600

Membership enquiries  
T: 02 6162 0780
F: 02 6162 0779
E: admin@ahha.asn.au
W: www.ahha.asn.au

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

Advertising enquiries
Lisa Robey
T: 02 6180 2808
E: lrobey@ahha.asn.au

General media enquiries
E: communications@ahha.asn.au 

The views expressed in The Health 

Advocate are those of the authors 

and do not necessarily reflect the 

views of the Australian Healthcare 

and Hospitals Association.

ISSN 2200-8632

AHHA Council 
and supporters
Who we are, what we do, and where you  
can go to find out more information

FROM THE AHHA DESK
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