
Can we do better?Can we do better?Can we do better?Can we do better?aaaaaaaaaaaaaaaCCCCCCCCCCCCCCCCaCCCaCaCaCCCaCCCaCCCaCaCaCCCaCaCaCCCaCaCaCCCaCCCaCCCaCaCaCCCaCCCaCCCaCaCaCCCaCCCaCCCaCaCaCCCaCaCaCCCaCaCaCCCaCCCaCCCaCaCaCCCaCaCaCCCaCaCaCCCaCCCaCCCaCaCaCCCaCaCaCCCaCaCaCCCaCCCaCCCaCaCaCCCaCCCaCCCaCaCaCCCaCCCaCCCaCaCaCCCaCaCaCCCaCaCaCCCaCCCaCCCaCaCaCCCaC n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?Can we do better?

Ken Hillman 
discusses the issues

Home Support 
Services and 

their work in the 
community

Ian Forbes on 
innovations resulting 

from Public Private 
Partnerships

It happens:
Death in 
hospitals

Member 
profi le

Designing 
better 

facilities

The Health

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

ALSO
in this issue

• Workplace safety
• Events

• Health system
   governance

•  Advanced care 
directives

ISSUE 3 • APRIL 2010

Aged and 
end of life care

Aged and 
end of life care

CCCCCCCCCCCCCCCCCCCCCCCCCCCCCCC n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?n we do better?

community

AAAAAAAAAAAAAAAAAAAAAggggggggggggggggggAgAAAgAgAgAAAgAAgAAAgAgAgAAAgAAgAAAgAgAgAAAgAggggggAgAAAgAgAgAAAgA ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed ed andandandandandandandandandandandandandandandandandandandandandandandandandandandandandandandandandandandandandandand
end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of 

g
end of 

ggg
end of 

g
end of 

g
end of 

ggg
end of 

gg
end of 

ggg
end of 

g
end of 

g
end of 

ggg
end of 

gg
end of 

ggg
end of 

g
end of 

g
end of 

ggg
end of 

g
end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of end of llllllllllllllllllife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife ife cacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacacarererererererererererererererererererererererererererererererererererererererererere

Aged and 
end of life care



Nurse of the Year 
Innovation in Nursing
Graduate Nurse of the Year

$25,000
in prizes up for grabs!*

Do you know a 
remarkable nurse?

For more information and to purchase tickets 
visit: www.hestanursingawards.com

Proudly presented by:*Proudly supported by:

Issued by H.E.S.T. Australia Limited ABN 66 006 818 695 AFSL 235 249 regarding 
HESTA Super Fund ABN 64 971 749 321. Kim Watkins and Big City Beat appear by 
arrangement with Saxton Management Group Pty Ltd

Celebrating the outstanding 
efforts of a remarkable nurse 
in one of three categories:

in prizes up for grabs!in prizes up for grabs!

Winners announced at a gala dinner on 
Thursday 13 May 2010 at Melbourne’s 

Crown Entertainment Complex

Hosted by 

Kim Watkins

Special guest performanceby Big City Beat

TICKETS ON SALENOW 
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treatment chairs have established 
themselves as market leaders. 

Just ask the hundreds of centres 
across Australia that use them... 

The T600 Series.
The most versatile treatment 
chair available today. 

13-15 CENTURY DRIVE, BRAESIDE VIC AUSTRALIA 3195
T: + 61 3 9587 2330 E: sales@artistic.com.au  W: www.artistic.com.au
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A division of:

For use in: 
• Oncology 
• Renal Dialysis 

• Blood Collection 
• Critical Care 
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6    The Health Advocate April 2010

 welcome to 2010 and our third issue 
of The Health Advocate! We’ve already 
seen a lot of activity around the health 

debate in this election year. one key health policy — 
the Government’s proposed changes to the private 
health insurance rebate — has already provided a 
trigger for an early election and has established some 
clear battle lines in Federal politics. the opposition 
has put forward a ‘kernel’ of an idea for hospital 
boards in two states which risks fragmentation if 
not backed up with a clear policy framework for 
the whole system. this kind of debate will certainly 
galvanise the public at least.

the Australian Healthcare and Hospitals 
Association (AHHA) is always twice as busy in an 
election year. As the only national body fighting 
independently for the strongest public healthcare 
sector possible, we have our work cut out for us. 
Some positions are clear and unequivocal, such 
as the absolute need for more funding for public 
hospitals and other services. there can be no 
question about the ever increasing demands on the 
public sector, and the knowledge that expenditure by 
Government is not keeping pace.

But there are areas that are open to much debate 
and discussion about the best path forward. these 
include ways of changing healthcare practice to 
ensure patients are held at the centre of a system 
built around them, how to make care happen in the 
most appropriate setting, and the best mechanisms 
for funding and governing the whole health system 
to achieve these goals. this is something the AHHA 
has long been grappling with — and you can find a 
summary from our executive Director, Prue Power on 
page 44 of this issue.

All of these discussions are still occurring in the 
context of Government negotiations over their 
recently announced health reform plan, and no 
publicly disclosed health reform policy from the 
opposition (at least beyond NSW and Queensland). At 
the time of writing, interest groups, the media and the 
public had finally welcomed the first announcement 

from the Rudd Government of its plans to reform 
health — starting with public hospitals. It’s as though 
we know we’re waiting for something big, assuming 
almost everyone will be disappointed, and the Federal 
Government delivered with a proposal for more 
national influence and funding combined with more 
local decision making. All the while, the States remain 
engaged in the system, and all governments are now 
in the process of negotiating over the acceptance or 
rejection of the plans. the Australian public seems 
relieved that there is finally some action in this area. 
Still, it seems all sides of politics are in for a bumpy 
ride during their election campaigns.

In light of heightened public attention to health, 
this issue of The Health Advocate has a focus on one of 
the most significant drivers of the system today and 
in decades to come — ageing and end-of-life care. We 
know that a lot of Australians die in hospitals when 
they would prefer to spend their last days at home or 
in a non-hospital setting. everyone has to die at some 
point, we just happen to be doing it at higher ages. As 
we get older, there are increasing co-morbidities and 
chronic disease that make coordinated, ethical and 
compassionate care absolutely critical.

As a society and as health professionals we need 
to overcome some of the more difficult concepts 
around mortality and quality of life, and actually start 
talking openly about it as consumers, professionals 
and family members. medical advancements since 
the mid-20th century have been so significant, and 
continue to be revered for their capacity to keep us 
alive for longer, that it seems to come as a shock that 
we do actually have to die.

I hope that you gain some helpful insights from 
the excellent articles, contributed from all areas of 
the health sector. We hope that you engage with us 
throughout this landmark year. With so many fantastic 
opportunities, including our high-level workshop 
series in June, regular think tanks and the congress 
in my hometown (Adelaide) in September, you won’t 
miss a minute of the action. You never know, we may 
encounter some real change for the better!

With an election year upon us, 2010 is going to 
be an interesting time for us all, with both sides of 
politics promising reform of the health system
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Letter to the Editor – 
The Age,  
13 February 2010

MICHAEL Roff (“Private 
health rebate helps the 
public system’’, online, 
9/2) misrepresents the 
findings of the Productivity 
Commission’s inquiry into 
public and private hospitals.
Contrary to Mr Roff’s claims, 
the Commission found that 
public hospitals are efficient 
and provide good value to 
the community. In fact, the 
Commission stated that 
the efficiency of public 
and private hospitals is, on 
average, similar.
Mr Roff also claims that 
private health insurance 
rebates help reduce demand 
on the public system. This is 
false because, first, people 
who drop their private 
health insurance when prices 
increase are generally the 
affluent and the healthy.
Second, given the fixed 
number of doctors and 
nurses, a shift in demand 
to private hospitals attracts 
health care providers away 

from public hospitals.
Private hospitals are an 
important part of our health 
system. However, they are 
not, and never have been, a 
substitute for public hospitals. 
All Australians rely on a high 
quality and accessible public 
system that provides essential 

services not provided by 
private hospitals, such as care 
for complex patients, accident 
and emergency services, 
paediatrics and hospital 
services in rural areas. As 
numerous health economists 
have found, the billions being 
used to fund the private 

health insurance rebate would 
deliver much greater health 
gains if used to fund health 
services directly.

Prue Power, Executive 
Director, Australian 
Healthcare and Hospitals 
Association, Deakin, ACT

➧

Media 
coverage 

and issues 
of interest 

to the 
AHHA

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

In the
news

Healthy 
public role

Have your say…
We’d like to hear your opinion on 
these or any other healthcare 
issues. Write to us at admin@
aushealthcare.com.au or PO Box 
78, Deakin West, ACT, 2600
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THe AHHA welcomes 
the early attention 
to healthcare in this 
election year. It will be 

a flagship issue, but one we 
must all exercise caution over 
when we vote for the next 
government. We always expect 
a mix of interesting ideas, 
left-field discussions, feverish 
allusions and simplistic 
‘solutions’ that appease the 
public but do nothing to 
actually change how the whole 
system can function.

The AHHA has been working 
on a suitable approach to 
system reform of governance, 
incorporating financing 
sources and mechanisms, 
reporting and accountability, 
and moving decision-making 
and planning closer to the 
local level. Remarkably, these 
principles have been reflected 
in the Government’s proposals 
announced on 3 March. The 
Coalition put forward its 
first health idea in February 
to implement government-

appointed boards for the larger 
hospitals in Queensland and 
NSW. While we are certain the 
Coalition will have more fully 
developed proposals than this 
(of course, there are 10 million 
other people in the country), it 
concerns the AHHA that such 
knee-jerk responses to real issues 
in hospitals and healthcare can 
gain traction. For a discussion of 
the Government proposals, see 
Prue’s summary on page 44.

Unfortunately for the public 
healthcare sector, a second run 

through the Senate for proposed 
means testing of the Private 
Health Insurance Rebate was 
rejected. The AHHA has been 
vocal over many years about 
the need to redirect the massive 
amount of public funds spent 
annually on the rebate to health 
services themselves. This chance 
was lost again, with hospitals 
missing out on a boost of $1.9 
billion from the projected savings 
that would have resulted from 
the entirely reasonable means 
testing of the rebate.

Ringing in the election year!

➧

>

Im
ages: iStockphoto
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➧

➧

AHHA events 
provide the 
opportunity to 
openly discuss 
the big issues

Since the last issue of 
the health Advocate, the 
AhhA has held Branch 
Seminars in Brisbane, 

canberra and Adelaide. in each 
of these Seminars, our presenter 
was the chief executive of the 
state health department – Mick 
Reid, Mark cormack (prior 
to becoming ceO of health 
Workforce Australia) and tony 

Sherbon. each speaker gave 
local context to national health 
reform plans and insight into 
the high-level discussions. 
there are clearly concerns 
held by members, but 
they can see there are 
pathways through the 
political quagmire to 
an improved health 
system.

Events &
meetings

the AhhA holds regular 
think tanks on key issues 
with expert speakers, 

which run on chatham house rules 
and are limited in the number of 
available seats, giving participants 
the freedom to discuss issues 
openly. this was particularly 
important for our last think tank 
of 2009 (with the Productivity 
commission’s David Kalisch) and 
the first for 2010.

David spoke in more detail 
about the commission’s study 

into the comparative costs in the 
public and private health sectors. 
this work confirmed that costs 
are generally similar across the 
sectors — the public sector is more 
cost effective in its most frequent 
services (medical, emergency) 
while the private sector has 
efficiencies for its specialties 
(surgical services). the AhhA was 
pleased that Dr John Deeble was 
able to provide significant support 
to the commission, following his 
chalmers Oration that explored 
similar issues. For a copy of the 
Oration, contact the AhhA at 
admin@aushealthcare.com.au.

Our first think tank of 2010 was 
an opportunity to collaborate 
with Palliative care Australia to 
discuss end-of-life care in acute 
settings, during which Professors 
Ken hillman and Jane ingham gave 
excellent and sobering insights to 
the decisions facing clinicians.

iF AnD When indigenous Australians with acute coronary 
episodes reach hospital, they have fewer procedures and 
poorer outcomes than the rest of the population. A forum at 

Parliament house in canberra on 24 november examined existing 
data, looked at the reasons behind lower intervention rates, and 
canvassed policy options to close this gap in health outcomes, 
believed to be a significant contributing factor to the broader life 
expectancy gap. the forum and policy options are the result of a joint 
initiative between the heart Foundation and AhhA, aiming to close 
the gap in hospital intervention rates. then Director of the heart 
Foundation’s Aboriginal and torres Strait islander Program, traven 

Lea, said that in-hospital fatality and procedure 
rates for indigenous Australians are far 

worse than for other Australians.
the honourable Warren Snowdon, 

Minister for indigenous health, Rural 
and Regional health, made time 

to speak to those in attendance. 
the final paper will be presented 
to the Minister in April and the 
AhhA and heart Foundation 
are moving forward with the 

campaign. the paper is available 
from the AhhA – send us an email 

at admin@aushealthcare.com.au.

➧

 Mick Reid, Director General 
of Queensland Health

Think Tanks

Indigenous Parliamentary 
Roundtable

Left-right: Dr Lyn Roberts, Lyn Dimer, The Hon 
Warren Snowdon, Traven Lea and Dr Andrew Boyden

Branch Seminars
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Opinion

tHE TASKS of aged care 
and the services the 
sector provides are 
relatively well-known. 

Residential aged care, which at any 
one time looks after around 170,000 
older people, is a visible presence in 
our suburbs and often graces 
diff erent pages in our daily 
newspapers. Community care – 
looking after people in their own 
homes – is less visible and less 
well-known by those members of 
the public outside of its clients and 
their families, yet it cares for up to 
one million people every year. 
ACSA’s members are active 
providers of retirement village 
accommodation with around 
45,000 units of housing for older 
people. These services form the 
core tasks of our aged care industry. 

They don’t stand alone: as the 
National Health and Hospitals 
Reform Commission (NHHRC) put 
it, the health and aged care 
systems are like two giant 
interconnecting cogs. They also 
correctly noted in their Interim 
Report, that aged care is not only 
about healthcare as most people 
would perceive it. It’s also about 
supporting older people’s lives by 
assisting with tasks of daily living 
and facilitating social 
engagement. These are elements 
of a broad defi nition of health but 
far removed from wound care and 
medication management.

My list is not exhaustive either. 
Aged care providers are also 
involved in hospital avoidance 
programs, post-acute care 
programs and providing services 
to younger people with a 
disability, to name just a few.

What links the various tasks or 
services that aged care providers 
undertake in the $10 billion aged 
care industry is their purpose. The 
purpose of aged care is to assist 
older people to live the most 
self-directed and satisfying lives 
that they can in their remaining 
years. This is the spirit of aged 
care, its heart.

It is in this spirit that ACSA has 
responded to the NHHRC (see 
agedcare.org.au). How can we 
equip our aged care system to 
respond to the diverse needs of 
our growing aged population, 
fl exibly and sustainably? How can 
we facilitate smoother 
connections between aged care 
services and the other supports 
that older people may need such 
as primary health care and 
hospital care? How can we 
transition from our current, rather 
rigid system? How can we best 
address the challenge posed by 
the coming increase in demand in 
the context of a fi nite workforce? 
In ACSA’s view we won’t be able 
to meet the challenges of caring 
for an ageing population by doing 
more of the same. 

Our aged care system is already 
feeling the strain. Aged care 
providers are fi nding it increasingly 
diffi  cult to build new aged care 
homes or renovate existing ones on 
the current policy settings. Aged 
consumer organisations and 
providers agree that this needs to 
be addressed but our adversarial 
political system is blocking lasting 
solutions. Community care services 
are becoming increasingly 
thinly-spread as the subsidies fail to 
keep pace with the cost of 
providing services. Providers in 

many parts of Australia, particularly 
those aff ected by the mining 
industry, fi nd it very diffi  cult to 
recruit and retain staff  in the face of 
the wages paid to the miners. 
Access to GP services by the 
residents of aged care homes has 
been diffi  cult for over a decade and 
will not be fi xed without attention 
to the fi nancial incentives to GPs to 
provide this service.

We have been encouraged by 
an increasing degree of 
recognition by the Australian 
Government that change is 
needed. They have indicated that 

they will give the Productivity 
Commission a reference to 
progress reform of aged care. The 
Prime Minister has given public 
recognition to the challenges of 
an ageing population (which we 
should celebrate as a triumph of 
human achievement!). This is an 
advance on the mantra of the 
previous ten years of denying that 
there are any problems that can’t 
be dealt with by short term 
patches. It’s not action, though, 
and action is what we need to 
continue to provide quality 

services to older people. 
Longer term reform is vital and 

should not be blindly rushed, but 
we also need action in the short 
term to stop the decline in the real 
value of aged care subsidies and 
to enable residential care 
providers to resume building.

Our job in aged care is to help 
people get the most out of the 
later stages of their lives. To do 
this we need good relations with 
other parts of the care system and 
the right sort of support from 
governments. These are our 
challenges in 2010 and beyond.

The spirit 
of aged care
Greg Mundy shares the 
perspectives of Aged and Community 
Services Australia

”care industry is their purpose. The 
purpose of aged care is to assist 
older people to live the most 
self-directed and satisfying lives 
that they can in their remaining 
years. This is the spirit of aged 

t is in this spirit that ACSA has 
responded to the NHHRC (see 
agedcare.org.au). How can we 
equip our aged care system to 
respond to the diverse needs of 
our growing aged population, 
fl exibly and sustainably? How can 
we facilitate smoother 

solutions. Community care services 
are becoming increasingly 
thinly-spread as the subsidies fail to 
keep pace with the cost of 
providing services. Providers in 

many parts of Australia, particularly 
those aff ected by the mining 

there are any problems that can’t 
be dealt with by short term 
patches. It’s not action, though,
and action is what we need to 
continue to provide quality 

services to older people. 
Longer term reform is vital and 

Our job in aged care is to help people 
get the most out of the later stages 
of their lives

GREG MUNDY

Chief Executive Offi cer 

of Aged and Community 

Services Australia
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 the Commonwealth funded 
aged care program 
currently provides services 

to approximately 170,000 
residential care recipients and 
48,000 community care 
recipients. Just over 70 million bed 
days of care are provided each 
year and approximately 530 
million medication administration 
events occur each year in 
residential care alone.

It’s estimated that the number of 
persons in care will rise from 
218,000 to approximately 370,000 
by 2031. The interface between this 
group of very frail older care 
recipients and the acute hospital 
sector is an important one that 
needs to be handled expertly and 
sensibly by both service providers. 
Any service failure in either domain 
can have severe consequences for 
the care recipient. In particular, 
where inappropriate or poor 
management of a person in this 
care group occurs, the cost 
escalation that can fl ow from 
serious chronic illness and disability 
should prompt strategies to prevent 
such outcomes.

There are examples of good 
dialogue and inter-relationship 
arrangements between hospitals 
and aged care providers (fi ne 
examples being the Gold Coast 

Hospital aged care provider 
interface in south east Queensland) 
and other tentative engagements 
mostly being driven by innovative 
general practice networks. 

It is estimated that there are 
39,000 transfers from residential 
care into the acute sector, many of 
which are short term emergency 
admissions. AIHW has estimated 
that roughly 8,000 of these 
admissions are preventable due to 
either medication adverse events or 
capacity of residential care staff  to 
undertake complicated clinical 
management. There is an urgent 
need for signifi cant improvement in 
communication channels between 
residential care and acute hospitals 
in order to achieve a number of 
underlying objectives, namely to: 
• prevent unnecessary admissions;
• improve the clinical capacity 

and profi ciency of residential 
care staff ;

• provide a range of educational 
opportunities for acute sector 
staff  to better understand the 
needs of aged care patients – in 
particular those suff ering from 
dementia – and the constraints 
under which aged care services 
must operate;

• improve the information fl ow, 
particularly that surrounding 
medication regime from 

residential care into acute care 
and from acute to residential 
care; and

• implement a discharge summary 
electronic documentation 
process to better inform staff  in 
each setting about the diagnosis 
and prognosis of the patient/
resident on transfer.
In addition, there are 55,000 new 

admissions into residential care 
each year, with approximately 60 
per cent or 33,000 of these being 
transfers from acute hospitals into 
residential care. The fl ow of 
information at the time of a transfer 
from acute to residential is often 

poorly managed. The same issues 
surrounding medication regime, 
diagnosis and prognosis outlined 
above are just as relevant to a 
residential care service receiving a 
new admission from an acute 
setting as a person being 
transferred between care settings.

It is generally accepted that the 
number of persons aged 85 years 

and older in Australia will increase 
to approximately 1.2 million people 
by 2045. The needs of this group, 
whether being cared for in the 
residential care setting or an acute 
treatment setting, are unique and 
demanding and if Australia is to 
provide quality services in either 
setting it will be essential that care 
services are eff ectively resourced to 
achieve quality outcomes. But more 
particularly, our care/clinical 
providers need training and 
education in understanding the 
nature of diseases that impact this 
very elderly population; and in 
choosing the most appropriate 

form of care and service for persons 
in this age group, especially those 
living with a cognitive impairment. 

Aged care stands ready to work 
cooperatively with the acute care 
sector to achieve improvements in 
the effi  ciencies of our programs. In 
this way we can deliver better care 
outcomes and avoid unnecessary 
clinical interventions.

Aged care 
- problem or 
passing mirage?

Rod Young shares the views of the 
Aged Care Association of Australia

”capacity of residential care staff  to 
undertake complicated clinical 
management. There is an urgent 
need for signifi cant improvement in 
communication channels between 
residential care and acute hospitals 
in order to achieve a number of 
underlying objectives, namely to:

revent unnecessary admissions;
mprove the clinical capacity 

and profi ciency of residential 
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staff  to better understand the 

transfers from acute hospitals into 
residential care. The fl ow of 
information at the time of a transfer 
from acute to residential is often 

poorly managed. The same issues 
surrounding medication regime, 

education in understanding the 
nature of diseases that impact this 
very elderly population; and in 
choosing the most appropriate 

form of care and service for persons 
in this age group, especially those 

””
� e number of persons aged 85 years 
and older in Australia will 
increase to 1.2 million

ROD YOUNG

Chief Executive Offi cer of 

the Aged Care 

Association of Australia
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 c LARE KARIBIKA 
graduated in general 
nursing from the 
Cumberland College 

in 1983 and subsequently worked 
at the Royal North Shore and 
the Royal Hospital for Women 
in Paddington.

Clare met Louis, a Rwandan 
who was studying at the 
University of Newcastle. Like 
many of his compatriots he was 
passionately patriotic and 
determined to return to his 
country after his studies. Unsure 
of Clare’s willingness to move 
there, they didn’t marry until 
February 1994. They married in 
Australia and honeymooned in 
Zimbabwe, Uganda and Rwanda.

To Clare and Louis’ horror, on 
return to Australia, the news of the 
commencement of the April – July 
1994 genocide fi ltered through. 

Both felt a determination to 
help the country. Louis returned 
for a visit in 1995 and resettled his 
parents in Rwanda – they had 
been living in exile in Uganda.  
Clare and Louis returned in 1998, 
with two young sons for a four 
month visit, to a country still 
struggling with high community 
tensions and poor infrastructure. 
National infrastructure had been 
destroyed by the retreating Hutu 
army and its supporters. Most 
stores stocked bars of soap and 
candles only.

Clare applied for a position at 
the King Faisal Hospital and was 
appointed Unit Manager for 
Critical Care, while Louis, an 
information systems specialist, 
was appointed to a senior position 
in the Ministry of Finance.

Clare’s work at the hospital 
continued over the years. She 
became Director of Nurses 
Services and held this position for 
eight years. She is now the 
Director of Continuing Quality 
Improvement, co-ordinating the 
hospital’s program for 
international quality accreditation.

She both managed and taught 
over the years, contributing 
signifi cantly to turning the facility 
into the tertiary teaching hospital 
it is today.

Training of nurses was initially 
on-the-job, with Clare working in 
each ward on a day-to-day basis. 
To address the need to build local 
capacity, she has worked with the 
institutions that train nurses and has 
arranged for nurses to be trained in 
Kenya. The lack of standards and 
regulation is now being addressed 
with the establishment of a 
National Nurses and Midwives 
Council and improvement of the 
programs off ered by the national 
training institutions for nursing 
and midwifery. Funding is an 
ongoing challenge along with 
managing demand.

The aftermath of the 1994 

genocide is still evident today 
with post traumatic stress cases 
both in patients and staff , and 
continuing issues of trust between 
the rival groups. As doctors 
become better educated and 
trained as specialists (many of 
whom have studied abroad), there 
is the challenge of educating 
nurses to the required level of 
specialisation to support them.

Capacity-building remains the 
biggest hurdle and while the 
hospital has made extraordinary 
progress, there is still a long way to 

go in all fi elds. Australians have 
contributed to building skills, 
including Clare and three other 
Australians, as well as one New 
Zealander. One Australian is into 
her fi fth year, heading up the nurse 
training in Internal Medicine and 
other cross-cutting elements, such 
as Infection Control and Pain 
Management. Forty-fi ve Australian 
health professionals from 
Operation Open Heart visit each 
November and perform open heart 
surgery on some 30 children. A 
similar group comes from the USA 
each April to treat adults.

There is an ongoing need for 
skilled medical people – nurses, 
medical GPs, specialists and many 
allied health professionals and 
administrators – to build capacity. 
People who are prepared to 
contribute their skills both to 
patient care and to building the 
skills of the local staff . If you are 
interested in a short visit as a 
volunteer or a stint of six months 
or more there are opportunities for 
you to really make a diff erence. 

On both professional and 
personal levels, Clare has faced 

many challenges over her time in 
Rwanda. Louis died in an accident 
eight years ago, three weeks 
before the birth of their daughter. 
Yet Rwanda is a country with big 
dreams and its leadership is 
determined to achieve these. It is 
physically beautiful, safe and free 
from corruption. Through all this, 
Clare has maintained her 
commitment to the country.

Clare can be contacted on 
ckaribika@gmail.com if you would 
like to make a contribution to a 
worthy goal: building the health 
services of the new Rwanda.

Rwanda’s 
Clare

”Services and held this position for 
eight years. She is now the 
Director of Continuing Quality 
Improvement, co-ordinating the 
hospital’s program for 
international quality accreditation.

he both managed and taught 
over the years, contributing 
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personal levels, Clare has faced 

many challenges over her time in 
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� e aftermath of the 1994 genocide is 
still evident with post traumatic 
stress cases

The many challenges and rewards of 
making your career and life in 
another country

CLARE KARIBIKA

Director of Continuing 

Quality Improvement, 

King Faisal Hospital, 

Rwanda
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See fi rst hand products, services and technology 
relevant to public healthcare professionals 
at Australia’s International Exhibition on 

Hospital, Diagnostic, Pharmaceutical, Medical, 
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www.medicalfair-australia.com

MEDICAL FAIR AUSTRALIA is set to confi rm 
its position as Australia’s hub medical event!

With the challenge to improve patient care 
and tightening up treatment procedures to
 relieve the burden of costs, all sectors of the 
medical industry are being pushed to attain a 
truly high level of performance.

Your visit will present the perfect opportunity to 
keep one step ahead, make informed purchasing 
decisions, stay on top of the latest trends and get 
to know all the new players.

Set to feature over 160 Australian and international 
exhibitors representing manufacturers, wholesalers 
and distributors from innovative small businesses 
to medium-sized companies and global players, 
what’s on show will have the dual effect of 
both improving your treatment procedures and 
rationalising costs.

Visit and you’ll see many of the innovations 
launched at MEDICA ‘09 and be able to explore 
both new high-tech and familiar, reliable 
equipment, products and services used in the 
diagnosis, prevention, treatment and management 
of disease and disability.

Showcasing the entire spectrum of outpatient 
and in-patient health care, MEDICAL FAIR 
AUSTRALIA will provide you and your staff with 
all the information, the know-how and the 
contacts to help you reach your potential and 
remain in-touch with technology. 

Admission is FREE!  
Log on to www.medicalfair-australia.com 
and plan your visit now!

Admission
Is Free!

If you’re a wholesaler or distributor you’ll not want to miss this either! The Fair is structured to assist 
international distributors tap into the Australian market and many are choosing it as a platform to 
source local agents.
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Ken Hillman discusses the difficulties around 
end-of-life care in hospitals
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>more than half of all 
Australians now die 
in acute hospitals. 
The way death and 
dying is handled in 

our society has changed markedly over the last 
few decades.

Around the middle of the last century many 
illnesses were dealt with in the community 
by general practitioners. Then there was 
an explosion in what modern medicine 
could off er; new drugs such as antibiotics, 
chemotherapy and drugs to treat severe 
cardiac and respiratory problems; diagnostic 
machines which could pinpoint problems 
anywhere in the body; complex surgical 
procedures; non-invasive inventions to 
unblock arteries, stop bleeding and refashion 
heart valves; and sophisticated machines in 
intensive care units (ICUs) which could keep 
a body “alive”, even when there was no hope 
of recovery. There are reports of the newest 
miracle drugs and life-saving procedures 
almost on a daily basis. Is it any wonder that 
society is given the impression that death may 
soon be a thing of the past?

Medicalised death

The reporting of medical advances is 
reinforced by TV programs that almost 
invariably show patients being saved by astute 
doctors and high technology. A recent study 
showed that, according to every US medical 
drama aired over several months, survival 
after cardiac arrest in acute hospitals was 
approaching 80%. The real fi gure is more 
like 10% and many of those die soon after 
discharge from hospital.

Although ageing, dying and death are 
inevitable, they are somehow buried (excuse 
the pun) among reports of new diets, gyms and 
plastic surgery. Interestingly, our news is full 
of distant deaths as a result of wars, accidents 
and natural disasters but there are few images 
of a peaceful and natural death involving an old 
person that we can all relate to.

In the 1950s, similar to the dying process 
now, the birthing process was medicalised. 
Women usually had their babies in a specialised 
obstetric hospital. The baby was removed from 
the mother and placed in a room with other 
babies. Fathers not only were not permitted to 
be at the birth, they could only view their child, 
along with all the other babies lined up in the 

large room, through glass windows.
Acute hospitals are now the 

flagships of health care. They contain 
the technology and expertise necessary 
to sustain life. When serious illness 
strikes, people ring the ambulance. In 
Australia, ambulance personnel do not 
have discretionary powers to not take a 
patient to the nearest hospital, even if it 
is beyond doubt that there is nothing that 
the hospital could offer and the patient 
was naturally and inevitably dying. Usually 
the ambulance delivers the patient to 
the emergency department where they are 
rapidly assessed and, if necessary, life-
saving treatment commenced. Emergency 
departments are geared for resuscitating and 
packaging patients. In an emergency situation, 
there is little time to decide whether further 
treatment is appropriate or not. Even if the 
patient has expressed a wish not to have 
invasive treatment at the end-of-life, there are 
many “ifs and buts” around that statement. 
What if the patient has a cardiac rhythm which 
is causing a low blood pressure and a decreased 
level of consciousness and, when cardioverted, 
the patient immediately returns to normal 
and is discharged from hospital soon after? 
What if the patient has fallen off  a ladder and 
broken ribs but with life support treatment in 
intensive care, they make a full recovery and 
are discharged home to lead a normal life after 
a week in hospital?

These are diffi  cult challenges with serious 
implications for patients and their carers. As 
a result, staff  in the emergency department 
usually commence resuscitation and manage 
patients. They are then admitted to hospital; 
either to a general ward or to a specialised unit 
such as a coronary care unit or ICU.

Determining prognosis

The question of prognosis now begins to 
have more meaning. It is often diffi  cult at the 
initial stage of treatment to be certain of the 
prognosis. However, if the initial resuscitation 
has been successful, it is a good time to stand 
back and assess more accurately the situation.

Many other factors can now be considered 
including: the age of the patient; the underlying 
medical problems; their physical and mental 
functional state; as well as the nature of the 
acute illness that necessitated their admission 
to hospital. The wishes of the patient, if 

large room, through glass windows.
Acute hospitals are now the 

flagships of health care. They contain flagships of health care. They contain 
the technology and expertise necessary 
to sustain life. When serious illness 
strikes, people ring the ambulance. In 
Australia, ambulance personnel do not 
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advanced directives have been discussed, can 
be a powerful factor in deciding whether further 
active treatment should be contemplated.

In a younger population, the severity of the 
acute illness which precipitated the admission 
is the most important factor in prognosis. In 
older patients, the acute problem responsible 
for hospital admission may be relatively trivial 
but the patient, because of their underlying 
health status, may only require a small insult 
to suff er a life-threatening illness. One of 
the major challenges for medicine is that it is 
diffi  cult to accurately measure the underlying 
reserve of an older person. It is often a surprise 
to relatives to be told that their loved one has 
a high chance of dying. They often respond 
by saying something like – “but they were 
perfectly well yesterday”. The extent of 
‘reserve’ and the defi nitions of ‘futility’ can 
often only be evaluated in retrospect.

And so, when there is doubt about 
prognosis, a titrational approach is often 
used. Where there is significant uncertainty, 
it may be, after discussion with the patient 
and/or their close ones, that it is appropriate 
to trial a course of aggressive and invasive 
therapy, even escalating to life support 
machines. This needs to be accompanied 

by transparent and honest discussion 
about the strategy. There may be rapid 
improvement and the patient may live with 
no long term consequences of the serious 
illness. However, more often than not, a 
state of equilibrium is reached. The drugs 
and machines are keeping the patient alive – 
there is neither improvement nor worsening 
in the condition. It is then that serious 
questions arise about the value of sustaining 
‘life’ in those circumstances. Apart from 
the broad issue of ‘ethics’; there is the 
suffering of the patient, suffering 
from the tubes and devices 
necessary to sustain life; as well 
as the fear from being unable to 
communicate because of the 
tube in the patient’s throat.

Difficult 
decisions
In this situation, several 
predictable challenges 
arise. The patient is usually 
unconscious as a result of 
sedation or the illness. Relatives 
are left with decisions about 

continuing active management. Relatives may 
perceive the whole decision of life or death 
rests with them. The law is not clear around 
this issue and probably for good reasons. It is 
not black and white. Many would consider it 
unfair to give the responsibility of life or death 
to the closest relative. Moreover, physicians 
do not have to continue to institute what 
they consider futile and cruel treatment. An 
experienced physician in intensive care will not 
make the relatives make this decision alone. 
They will state that despite everything being 
done, their relative is dying and that further 
measures would be futile. They usually state 
that it is not a decision that either the relatives 
or they 

”
advanced directives have been discussed, can 
be a powerful factor in deciding whether further 

by transparent and honest discussion 
about the strategy. There may be rapid 

””
� ere are real challenges facing the system, not least the 
prospect of an ageing population and the great 
demands this will inevitably place on the system. 
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have to make; the patient has made it by not 
responding to conventional measures. Usually 
staff  and relatives work through this process 
in a constructive way, where grief and sadness 
are acknowledged and they are reassured that 
their loved one will not suff er any pain.

Occasionally, a diff erent discussion occurs. 
The relative knows that the drugs and 

machines are keeping the patient alive; 
they know that if they are withdrawn, they 
will die; they argue that miracles happen 
and demand that active treatment is 
continued until death naturally occurs. 
The problem is that ‘natural’ death 
sometimes is not allowed to take its 
‘natural’ course.

Perceptions in the community 
are often around miracle drugs and 

procedures capable of prolonging death 
indefi nitely. That death is no longer a 

natural outcome of life. It is rare that this 
impasse occurs for more than a few days but 

it is uncomfortable for hospital staff  and the 
families. Mistrust and antagonism can occur. 
Sometimes there are unresolved family issues 
at the heart of the matter. Often, it is just the 

pure grief at having to accept the inevitability 
that their loved one will die.

It can also be diffi  cult for some to distinguish 
between euthanasia as opposed to withdrawing 
and withholding treatment on patients 
whose life is temporarily being supported by 
technology. Euthanasia is the deliberate taking 
of life, whereas withdrawing existing therapies 
or withholding potential therapies is done when 
there is no hope of survival.

Committee medicine

End-of-life issues are increasingly occurring 
in patients being managed on general wards 
outside specialised ICUs. This is often the 
result of increasing specialisation in medicine. 
Doctors become experts in one part of the body 
without necessarily seeing it in the context 
of the whole person. Their organ may be 

chronically aff ected and coming near the end 
of its use-by date, being supported by various 
drug combinations. But illness involves many 
organs failing simultaneously, and during that 
process, aff ecting each other’s function. They 
cannot be looked at in isolation when things 
begin going seriously wrong. As a result, the 
patient is the subject of ‘committee’ medicine, 
where each specialist tries to optimise the 
function of their own organ without necessarily 
looking at the patient as a whole.

This has made the diagnosis of dying diffi  cult 
for specialists. When the patient deteriorates 
on a general ward, they are increasingly subject 
to a system fi rst described in Australia and 
commonly known as the Medical Emergency 
Team or MET concept. It comprises a way of 
recognising at-risk patients early and then 
responding rapidly to their needs. Unfortunately 
the system picks up patients who are naturally 
and inevitably dying as well as those where 
further active treatment is appropriate. As a 
result, because the intensive care specialist is 
involved in the response they are increasingly 
making the diagnosis of dying, because they 
are the ones who decide whether further active 
management would infl uence the outcome 
of the patient. Their job is made more diffi  cult 
when, before they see the patient, specialist 
colleagues ask patients and relatives, “Do you 
want everything done?” Phrased like that, 
relatives often feel that, of course, they would 
want everything done. What is not explained 
well is that any further active treatment will be 
futile and, therefore, not appropriate.

In summary, management of end-of-life 
in acute hospitals is often inappropriate and 
cruel. Nevertheless, there are pressures to 
place people at the natural end of their life on a 
conveyer belt from their home to the hospital 
and from there into an ICU to spend their last 
days connected to machines when there is no 
hope of recovery. The reasons why this has 
happened are complex and include: societal 
expectations about what modern medicine can 
off er; the fragmentation and specialisation in 
medicine; the reluctance of doctors to discuss 
death and dying; lack of community resources 
to support the dying and their carers in the 
home; the low profi le of palliative care; and 
fear of litigation. This is creating enormous 
problems for society in terms of the increased 
cost of healthcare as well as unfair burdens 
on patients and their carers when their dying 
process is not managed appropriately.

”it is uncomfortable for hospital staff  and the it is uncomfortable for hospital staff  and the 
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We must not sit back and wait for the Federal Government 
to tell the States what to do, but instead
ensure that the necessary discussions take place. 
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using precision bearing slides, designed to improve sliding operation and  
to fully extend the basket outward for easy product access.

The baskets are available in a variety of sizes and can 
be fitted with dividers, and be mixed and matched 
with chrome or stainless steel wire shelves. The  
basket mesh is tight to prevent small items from  
falling through, and they will carry a significant 
amount of weight.

This storage system is ideal in theatre stores for all 
those hundreds of small items that do not store 
economically on standard wire shelving.

Rapini is Australia’s leading supplier of medical  
storage systems embracing Rapini In-Line High  
Density Compact Storage Systems, Chrome Wire 
Shelving, Static and Mobile storage units. Our  

product range includes Catheter, Suture, and Linen 

Trolleys, Patient Distribution Trolleys, Gowning  

Benches and Packing Benches – to name a few. For 

the Food Service area especially, we have a most 
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Service Carts, and Jumbo Trolleys. In addition, Rapini 

is a major supplier of Mortuary Refrigerators (and  

Trolleys), Vaccine and Drug Refrigerators and Freezers, 

and Laboratory Refrigerators.

Please review our web-site or contact us via email or 

telephone should you require further information.
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 hEALTHCARE professionals 
and other organisations 
in the healthcare sector 
have formed a coalition to 
address the issue of sharps 

safety and needlestick injury prevention in 
the healthcare workplace. Every needlestick 
or sharp object injury at work is a foreseeable 
hazard to healthcare employees in Australia. 
The elimination of workplace hazard and risk is 
a fundamental principle of occupational health 
and safety legislation. The risk of occupational 
exposure to blood borne pathogens from a 
needlestick or sharp object injury can and must 
be eliminated.

Background

In Australia, it has been estimated that at least 
18,000 nurses and other healthcare employees 
suff er needlestick and sharp object injuries 
every year. Numerous studies have shown 
that approximately 50 per cent of needlestick 
injuries are not reported, with rates of under 
reporting ranging from 40 per cent to 80 per 
cent. Therefore the actual number of injuries 
to healthcare professionals is likely to be in 
excess of 30,000 per year. 

A 2008 report on occupational exposures 
of Australian Nurses [ASCC 2008] found that 
needlesticks and other sharps are identifi ed 
as high risk occupational hazards by 43.5 per 
cent of nurses. The report also shows that one 
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healthcare employees su� er needlestick 
and sharp object injuries each year.
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Jan’s story

Behind the statistics are the 
personal stories.
“In January of 2002, I had a 

needlestick injury at work while taking 
blood from one of my HIV patients. It 
happened in a split second and changed 
my whole world.”

Jan’s story was enough to move 
participants into action when they 
 heard her speak at a Parliament House 
healthcare roundtable held in Canberra 
in March 2009.

Jan had just taken a blood sample 
from one of her regular patients who was 
HIV positive, when he suddenly became 
unwell. Her attention was momentarily 
diverted and the sharp tip of the needle 
pierced her hand. Two months later, 
Jan was diagnosed with occupationally 
acquired HIV.

The diagnosis changed her life. She 
had to give up her job, endure months of 
debilitating drug therapy and had to come 
to terms with the fact that her life and 
those of her family had changed forever.

ANNE TRIMMER
Chief Executive Offi cer of 

the Medical Technology 

Association of Australia 

on behalf of the Coalition 

for Needlestick Injury 

Prevention in Healthcare

in nine nurses had at least one needlestick or 
other sharps injury in the previous 12 months.  
These injuries generate signifi cant cost for the 
Australian healthcare system and can result in 
great stress for the injured healthcare workers 
and their families.

Global picture

Many overseas jurisdictions have already 
mandated the implementation and use of 
safety engineered needles and other sharps in 
medical workplaces.

However, Australia has yet to adopt a 
nationally consistent approach to the use of 
safety engineered medical devices (SEMD) in 
healthcare settings either through prescriptive 
legislation or policy. Guidelines, awareness and 
education campaigns and other non-legislative 
initiatives alone have generally proven 
ineff ective in the prevention of needlestick and 
sharp object injuries in healthcare.

Australia trails behind its contemporaries 
in taking concerted and consistent action 
to address the ongoing issue of needlestick 
injuries at work.

Coalition approach

The recently formed Coalition for Needlestick 
Injury Prevention in Healthcare has broad-based 
membership including the Australian Infection 
Control Association, Australian Nursing 
Federation, Infection Control Plus Pty Ltd, 
Medical Technology Association of Australia, 
Royal College of Nursing Australia, and the 
Royal College of Pathologists of Australasia.

The aim of the Coalition is to ensure that 
all healthcare employees in Australia are 
protected from the hazard of occupational 
exposure to blood borne pathogens from 
needlestick and sharp object injuries and the 
subsequent risk of acquiring a potentially 
life threatening blood borne disease such as 
hepatitis B, hepatitis C or HIV/AIDS.

Independent studies show that the majority 
of needlestick and sharp object injuries are 
preventable through the implementation and 
use of SEMD combined with relevant education 
and training programs for healthcare employees.

The Coalition believes that the action 
required is three-fold, to:
• Improve the education and training 

of all healthcare employees and other 
stakeholders on the importance of sharps 
safety and needlestick injury prevention;

• Require a standardised national system for 
monitoring and reporting of occupational 

exposure to blood borne pathogens; and
• Incorporate into occupational health 

and safety standards/legislation and into 
healthcare safety and quality standards, the 
mandatory use of safety engineered medical 
devices in our healthcare system.

The provision of a safe and healthy working 
environment is a fundamental right of every 
employee in Australia.  The safety of all 
healthcare employees must be viewed as 
paramount and is everyone’s responsibility.  
Let’s not forget that safety for healthcare 
employees is as important as patient safety.
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tHIS PAPER REFLECTS research 
undertaken to examine claims 
that innovations have been made 
in the architecture of hospitals 
procured under the Public 

Private Partnerships (PPP), and the earlier 
British version of Private Finance Initiatives 
(PFI). The research methodology used was to 
examine literature published regarding PFI/
PPP hospitals in the years from 1997 to 2009 
and through interviews and an email survey 
of architects and managers involved with the 
PPP process. As the model for hospital PPPs 
is predominantly a Commonwealth country 
approach, only people in the United Kingdom 
(UK), Canada and Australia were involved. 

The context of 
the British PFI/PPP 
design process

The history of PFI/PPP is integral with the 
history of hospital development in UK. 
Although there is a history of private and public 
interrelationships with Australian hospitals 
the formulation of PPP as it is structured in 
Australia today is essentially based on the 
British model. 

Hospital building in the UK is characterised 
by post-war shortages and a stock of old 
buildings, many of Victorian era, which 
were unchanged well into the 1970s. As 
technological change increased, a number of 
alterations and additions occurred, but the kind 
of complete redevelopment with innovations 
seen in the mid 1970s at the Greenwich and 
the Oxford Radcliff e Hospitals were few and 
far between. After the 1974 oil crisis the public 
spending virtually stopped and then through 

the 1980s projects dragged on incrementally 
over many years. 

By the 1990s the Thatcher Government 
realised that hospital infrastructure was in a 
desperate state and despite a new recession 
they had to close the gap. Using the private 
sector philosophies so famous for Thatcher’s era, 
the logical conclusion was to prevent another 
public borrowing spree by treating hospitals as 
commercial developments, built and maintained 
by the private sector and ‘leased’ by the 
government National Health Service for 25 to 
30 years. The Private Finance Initiative (PFI) was 
initially off ered to hospital trusts (the public 
hospital fund-holders) as an alternative way 
of obtaining capital through the private sector.  
Later under a Labour Government the process 
was refi ned, made more systematic and renamed 
Public Private Partnerships (PPP); suggesting 
private and public sectors working together in 
long term partnerships. 

Immediately this enabled hospital trusts to 
seek developments by private consortia 
that raised funds, designed, built and 
importantly, maintained these 
needed facilities under long-
term contracts for 25 to 30 
years. Governments in all 
countries using PPP insisted 
on competitive bidding 
between consortia to 
ensure probity. A process 
that became incredibly 
expensive with costs 
borne by the consortia. 
Responsibility for the 
risks of the development, 
construction cost and 
time, as well as the risk for 
ongoing facility management 

Innovation in design 
An architect's view

In depth
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>
services, passed out of government hands to the 
private sector consortia. It was also believed that 
the construction industry would gain from supply 
chain integration and consolidation into larger 
units through this process although this seems 
not to have happened. Long-term contracts 
would guarantee private investment in these 
projects and major international investment 
groups were pleased with the idea of being 
able to take equity in public sector areas not 
previously available.

As evidence of success, the Royal Infi rmary 
Hospital of Edinburgh had waited 50 years to be 
redeveloped, but under PPP was completed in 
several phases from 2002 to 2003 within a total 
project time of seven years. British Government 
statistics show that between 1997 and 2008 
there were 139 projects approved under the PFI/
PPP procurement regime with an expectation 
of an annual expenditure for the year 2009-2010 
to top £2.25 billion. It is widely agreed that 
the objective of closing the gap in UK is clearly 
being achieved. In Australia, governments have 
followed the lead and where several billion 
dollar replacement hospitals looked too much 
for state treasuries, the PPP has been invoked 
to enable them to be developed now.

What were the claims 
made about design 
under PPP?

Architects involved in PFI/PPP projects claim 
the innovations in the design of PPP hospitals 
should be derived from the integration into 
one team of all parties responsible for the 
outcome of the building solution. In particular 
the presence of the facilities management 
(FM) fi rms was important. This meant that 
decisions about the cost of materials, fi nishes, 
fi xture and fi tments could be made as genuine 
life-cycle costing decisions¹ not the lowest 
initial cost, usually imposed to meet treasury-
determined budgets and funding policies. With 
PFI/PPP the lower the 25 - 30 year net present 
value (NPV) the better the deal off ered by the 
government through the tender process. 

Another example at the Royal Infi rmary 
project 2 was the introduction of higher quality 
fi nishes reducing maintenance costs. Adding 
basement service tunnels with extra lifts 
meant additional costs upfront to achieve a 
more effi  cient material distribution system. To 
improve the life of the fi xtures they purchased 
prefabricated toilets of a higher quality rather 
than using in situ construction. 

In depth
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Many early innovations were in engineering 
service systems, and projects were able to 
report energy savings as well as improved 
physical environments for patients and staff . 
Most often the innovations were with their 
facades, the clustering of the buildings and the 
overall appearance of the buildings. They have 
taken a more commercial concern for image. 
Comments from architects, however, suggest 
this is the easiest area to achieve change where 
as clinical innovations are hard to measure or 
determine outcomes. We are currently seeing 
the same types of innovation in non-PPP 
hospital designs. Apparently despite the life-
cycle cost philosophy, the lowest overall capital 
cost was still being sought to make the bid 
competitive and the best fi nancial deal is what 
drove the winning solutions.

Have the PPP design 
processes produced better 
hospitals?

It would appear from evaluations of PPPs3 that 
there are many disincentives to good hospital 
design. This failing apparently comes from 
attempts during the tender stage to increase 
effi  ciency sought by the facilities managers, but 
not necessarily to improve the hospital’s clinical 

operations.  Authors believe the focus of 
concerns during the PPP design process, 

including projects in Australia, has not 
been with challenging clinical design 

aspects that reduce government 
operating costs. That is not a cost 
that the consortia must bear. What 
this suggests is that achieving better 
health outcomes through better 
facility design is left to the “tenant” 
and depends on how well the future 

operating expectations have been 
described. It would seem that the 

whole reason for why the facility has 
been developed has been missed in the 

PPP process. 
In the PPP tender, the brief, which 

has traditionally been the essential guiding 
document in design, was not always able 
to be thoroughly tested with the client user 
groups before tenders closed. This still holds 
despite the increased interaction with the 
consortia teams in recent projects. In major 
hospital projects in Australia, where there is 
no PPP, considerable operational innovations 
have been achieved by continuing clinical 
interaction, often moving away from the brief’s 

initial clinical operational models. This lack of 
consideration for local facility-specifi c solutions 
has been consistently cited as a major problem 
with PPP design outcomes.

Apparently the lack of incentive, but 
importantly the lack of time during the 
PPP’s frantic and incredibly expensive 
bidding process, meant no examination was 
encouraged that might lead to operational 
innovations for fear of delays. Solutions are 
based on current best practice, not evidence-
based design and tenderers address the letter 
of the brief, regardless of the document’s 
quality or comprehensiveness. It would also 
seem that although achieved in some cases, 
there has been no great incentive to make 
the physical environment more healing and 
supportive, especially when it might clash with 
facility management’s concerns for the cost of 
the facility. 

What is the future for PPPs?

There is no doubt that an amazing number of 
hospitals have been built in the UK in a short 
period of time since the PFI process began. 
Similarly in Australia stalled projects have 
moved forward under PPP. However, it is only 
now that health system questions are being 
asked about what should have been built and 
in what locations. It is clear that only minimal 
operational and clinical effi  ciency innovations 
have occurred in the large number of UK PFI/
PPPs. Clearly the quality of designs achieved 

have mostly been in their built form, while the 
clinical solutions depended on how informed 
the health planning design teams were and 
how many new operational ideas were possible 
to incorporate during the probity-driven 
tendering process.

PPP/PFI was initially seen as a solution by 
governments who were limited in funds and 
borrowing capacity, either real or politically 
perceived. Closing the hospital backlog gap 
was a high priority internationally but now 
the quality of the product achieved is raising 
questions about whether this process can 
produce all of the innovative outcomes desired. 
It is important for Australian governments to 
consider whether the impetus that created the 
PPP phenomena in the UK still holds true in 
Australia today before deciding to commit to 
further such hospital developments.

1The Role of Lifecycle Costing in Capital 
Investment in Healthcare Facilities (2007) 
eds: Barrie Dowdeswell and Jonathan Erskine:
 Report for the European Health Property Network.

2. Stark D, (2006) Healthcare Procurement 
Methods in Design & Health VI: Future trends 
in Healthcare Design edited by A. Dilani. 
Stockholm: International Academy for Design & 
Health. pp93 – 98

3. Scher P, (2004) An Eye on PFI HD - Hospital 
Development Wilmington Media Ltd:London, April.
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Comments from architects, however, suggest 
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that the consortia must bear. What 
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Respecting
patients wishes

iT IS widely accepted that 
the increasing cost of 
healthcare is unsustainable. 

It is known that the greatest 
part of the cost of healthcare to 
individuals arises in the last few 
months of life. An examination 
of end-of-life care might suggest 
opportunities to improve the 
effi  ciency of healthcare.

Advanced Care Directives 
(ACDs) or Living Wills provide 
one such opportunity. An ACD 
is a statement which sets out 
a person’s desires regarding 
medical treatment in the event 
that the person cannot do so as 
a result of disease or injury. 

Surveys consistently show 
that around two-thirds of adult 
Australians would complete 
an ACD if supported to do so. 
Between 70 and 95% of Americans 
have indicated that they would 
prefer no treatment to aggressive 
treatment where their prognosis 
is limited. Acknowledging 
that “no treatment” should 
properly be read as “being made 
comfortable”, these data suggest 
that ACDs represent a signifi cant 
opportunity to better focus the 
use of health resources and meet 
the expressed needs of patients. 
Disturbingly, there are some data 
that people who have had an ACD 
are less likely to die than those 
who have not. High cost, high 

complexity healthcare may not 
be benefi cial, at least for patients 
at the end of life.

There is legislation supporting 
the use of ACDs in all states 
except Tasmania and NSW. The 
legislation in all states except 
Queensland provides for the 
operation of the common law 
ACDs. In this respect, the 2009 
NSW Supreme Court decision 
in HNEAHS v A is of national 
importance because it confi rmed 
the common law right of a person 
with an ACD to have the ACD 
complied with. The Court found 
that a failure by a healthcare 
worker to adhere to an ACD could 
amount to the tort of assault. 
The legal doctrine of precedent 
means that one would expect this 
decision to be applicable in other 
Australian jurisdictions. 

The case drew out the tension 
between historical rights: On 
the one hand the interest of the 
state in the lives and health of its 
citizens. On the other, the right 
of an individual to autonomy and 
self-determination. Review of the 
legal cases which consider ACDs 
refl ects this tension. There are 
legal cases in which my personal 
interpretation of the facts leads 
me to believe that the person 
completing the ACD would not 
have wished for active measures 
in the circumstances that arose, 

although the court disagreed. In 
some of these the court has not 
upheld the ACD, sometimes for 
reasons that I think have more to 
do with values than logic.

I recall being surprised to 
discover a healthy 70-year-old 
who did not want antibiotics if 
she had pneumonia requiring 
intubation, notwithstanding 
the probability of a full return 
to her current condition with 
therapy. The patient was not 
depressed or suicidal. On 
discussion, it was clear that 
she simply felt that if death 
without treatment was relatively 
painless she was happy to 
accept that her number was up. 

The main issue that courts 
and others grapple with in the 
interpretation of ACDs is the 
applicability of a generally 
expressed ACD to unforeseen 
specifi c circumstances. The 
question is whether the actual 
circumstance is suffi  ciently 
diff erent to the one the person 
had anticipated when they were 
making their ACD as to make 

it inapplicable. It may not be 
possible for an ACD to be framed 
specifi cally so as to capture 
every possible eventuality. The 
court in HNEAHS v A encouraged 
healthcare workers to seek 
the assistance of the court 
in interpreting ACDs in this 
circumstance. 

The rise of ACDs and the 
decision in HNEAHS v A create 
some challenges for healthcare 
providers. Firstly, how do you 
document that a patient has an 
ACD so that this information is 
available to clinicians in a timely 
manner? This is particularly 
important when we know that 
this information needs to be 

available and prominent in an 
unanticipated arrest situation. 
Secondly, how do you support 
staff  who may have provided 
care consistent with an ACD but 
contrary to their own values, or 
conversely have breached an 
ACD in order to provide care 
consistent with their values, and 
perhaps those of the hospital 
and/or broader community?

Patrick Bolton gives us his 
combined medical and legal insight 
on Advanced Care Directives

Opinion
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Surveys consistently show that around 
two-thirds of adult Australians would 
complete an ACD if supported to do so.
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 aS OUR governments tell us that 
the health care system is under 
pressure to meet the needs of 
an ageing population, the media 
continues to report that older 

patients are stuck in hospital as they have 
nowhere to go and that wards are full of elderly 
people taking up beds. The burden of ageing 
on the health care system and burgeoning 

costs has become a political agenda. Have 
we failed our older citizens by blaming them 
rather than taking a more responsive role in 
working to provide creative solutions to meet 
their ongoing needs? 

We know that Australia has an ageing 
population, people are living longer and the 
birth rate has dropped. Ninety per cent of 
health care is spent in the fi nal few years of 

our lives. It is a challenge to provide the right 
infrastructure and the right workforce to cater 
for the ongoing care needs of older people 
in the midst of evolving technology, rising 
consumer expectations, and an increase in 
chronic disease. 

The pressures on health services across 
community and hospital settings are 
numerous, including the expectation that 

Enhancing the interface between aged, community 
and acute health settings to achieve better care

In depth
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The right care 
for the elderly
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increasing the number of beds in ED and acute 
care will solve the problem. As a colleague 
recently commented, what we do “is to torture 
the elderly to prolong the inevitable”.  The 
elephant in the room in health care is about 
deciding where health care intervention is 
required to support life and where support 
for care at the end of our lives would be more 
appropriate. 

Older people have diff erent health care 
trajectories that are infl uenced by where they 
live, their age and health status including 
mental illness and or chronic disease.  Older 
people’s entry into health care, community 
services and residential aged care fl uctuates 
depending on the system’s ability to respond 
to their care needs at any given time. For 
example, being admitted to hospital via an 
emergency department has become a default 
for care due the increasing complexity of older 
people’s health care needs and the lack of 
capacity to set up and maintain supportive care 
environments in community and residential 
aged care sectors. 

Health care reform based on a community 
oriented primary care sector is integral to 
providing fl exible and receptive care. This 
means working with and forming partnerships 

between the profi t and not-for-profi t community 
services, building greater fl exibility into health 
care models and working with older people 
to help them determine their own pathway of 
care in older life. For example, an older person 
with respiratory problems that fl uctuate should 
fi nd it easy to have: oxygen at home, additional 
home help in those weeks when breathing 
problems exacerbate, phone and email linkages 
to general practitioner, pharmacist and specialist 
to monitor symptoms and adjust medication, 
in addition to the usual visits to the doctor and 
physiotherapist to manage symptoms early and 
prevent deterioration. 

There is also strong capacity for the broader 
service provider network (community and 
residential aged care) to be drivers with health 
services in providing this care. The development 
of multidisciplinary and intersectoral service 
approaches that manage risk and/or restore 
health and function of individuals can work to 
avoid admissions to emergency departments 
and subsequent admission to hospital.   Current 
service models in NSW such as Healthy at 
Home and ComPacks have been innovations 
that engage with the service provider network 
outside health services. They provide case 
management and brokerage funding models 

BRONWYN WILKINSON

Director of Catch 

Consulting

Im
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with the ability to be fl exible and 
responsive to need.  These services are 

based on short term interventions to address 
service gaps until the usual services are 
available to support the client long term, and 
case management which assists people and 
carers to develop self-directed short, medium 
and long term plans of care.  This is followed 
by assistance to navigate the service system 
and facilitate the provision of restorative 
and proactive care.  Case managers ensure 
continuity of care, integration of service 
provision and a collaborative care plan that 
fosters eff ective communication between the 
person, carers and all providers in the service 
sector. This can lead to better decision-making 
and agreements for ongoing care needs when 
an older person is coming towards the end of life. 

Mr S, a 76 year old man had been in 
hospital for 6 weeks and had declined a hostel 
placement.   He wanted to go home but there 
were no services in place and the hospital 
team were concerned for his safety at home. 
He had dementia and no family support.  He 
had refused to sign documentation for respite 
or any other service referral.  A Community 
Options case manager visited him in hospital 
and he agreed to accept ComPacks support 
as a way of getting home safely.  The case 
manager met him when he arrived home 
and he refused any help.  After several weeks 
of twice-weekly visits to build his trust, he 
agreed to have safety rails installed for the 
bathroom and front and back steps.  He also 
agreed to assistance for heavy cleaning.  Soon 
after, he received dementia support services 
to have meals prepared and bills paid. The 
case manager made contact with his GP as he 
agreed his health was deteriorating and his 
self-medicating preferences were not bringing 
an improvement in his health.  Finally, he 
agreed to a referral for a Community Aged 
Care Package (CACP) and he is successfully 
living at home with his needs monitored by his 
GP and through CACP services.

Enhancing the interface between aged, 
community and acute care settings requires 
investment in:
■  A single point of contact, as opposed to 

multiple options, that enables direct access 
for people and carers to appropriate services, 
early intervention and information.  These 
contact points accept referrals from general 
practitioners, chronic care service providers, 
hospitals and residential aged care services;

■  IT infrastructure that enables providers to 
communicate with each other and share 

information about documented assessments 
and care plans supporting service needs; and

■  Improved coordination of care, to utilise 
health assessment, case conferencing and 
care planning with general practitioners and 
other service providers. The benefi ts are 
proactive monitoring, early identifi cation 
of signs of deteriorating health, physical 
or psychosocial function, which trigger 
early assessment and short-term care 
coordination or additional service 
provision. The timely outcome of 
this approach is to relieve the 
person’s and carers’ anxiety 
and stress with a plan of care 
that promotes wellbeing.
When we are older the 

way we’d like things is 
pretty straight forward: to 
be involved in discussion 
about our health and care 
options, and to access well 
coordinated short-term 
services and ongoing care 
if required. We would like a 
system to support periods 

of acute illness and chronic illness through 
self-care and management to maximise 
our functional status and accommodate 
impairment. In fact, we want to be treated with 
respect by a system that can support care that 
manages illness and end-of-life care, not too 
late and very well.

In depth
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about our health care, and to access coordinated short-
term services and ongoing care if required
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 aS AN ageing baby boomer 
myself, perhaps I should 
declare my interest. Like 

most people, it’s not my ambition 
to be a burden on the health and 
aged care systems, although I 
confess to an increasingly 
intimate relationship with the 
pharmaceutical industry – all in 
order to stay healthy, mind. It’s 
good to see that the doomsday 
approach of the fi rst 
Intergenerational Report (2002) – 
‘we’re about to drown in millions 
of pesky empowered oldies’ – has 
been toned down a bit in the 
latest one (2010).  

But the projections are still 
scary. Health and aged care 
spending, plus increased pension 
payments, remain the major 
future pressures on the federal 
budget, with Federal health 
spending estimated to almost 
double in GDP terms over the 
next 40 years (from 4% to 7.1% 
by 2050); Federal aged care 
spending more than doubles 
(from 0.8% to 1.8%); and age and 
service pensions increase by 
almost half (from 2.7% to 3.9%). 
Total national Government 
spending goes up by only 1.1% of 
GDP over the 40 years (that is, of 

course, a lot of dollars), but 
together, health, aged care and 
pensions grow to be nearly half 
of that total Federal spending. 
The main shrinking sectors are 
defence and education.  

But don’t leap to the 
conclusion that we really ought 
to send every third baby boomer 
out to the desert to die cheaply 
– less than half of the predicted 
increase in spending is due to 
population growth and ageing 
combined. The rest comes from 
‘demand for higher standards of 
care’ and ‘rapid technological 
innovation’ (p51) which 
presumably benefi t everyone, 
not just the oldies.

There are two important 
omissions in the report’s 
extensive modelling of our 
health and aged care futures. 
Firstly, for the frail and 
bewildered aged, there is an 
assumed trend away from 
low-care residential places to 
community care (with a 
matching increase in the costs of 
support for carers) – let’s hope 
they’re right about that. But 
there is no recognition of caring 
responsibilities as a barrier to 
workforce participation by older 

people (p30) – Treasury needs to 
talk to older women more. 

Secondly, the projections of 
hospital costs appear not to 
include any thought of change to 
the admission rate of older 
people, particularly those over 
85, for whom it is desperately 
high. We need to do more than 
hope that they’re wrong on that 
one. While it’s not for Treasury to 
fi gure this out, it would be pretty 
awful if we are not able to do 
anything in the next 40 years to 
change the way that we deal with 
the last years of life. 

I will never forget seeing a 
group of fi ve elderly ‘long 
stayers’ on a visit to an adult ICU 
– all of them were going to die; 
and only one was conscious. That 
one had declared her intention 
to stop treatment and she was 
on her way home. The others 
were not able to speak for 

themselves and, for diff erent 
reasons, no-one else was able to 
speak for them. They seemed 
destined to stay there – not a 
good place or way to die. Given 
the choice, I think more than half 
of us would rather be that one 
who could and did decide. 

Here is where the baby 
boomers might pay their way 
– we might be able to seize more 
control of our endings, and 
achieve gentler good nights than 
our elders are currently allowed. 
And that means more focus on 
making Advanced Care 

Directives* workable, and more 
provision for timely serious 
discussion with one’s healthcare 
providers. Activism may again be 
required, but we’re good at that 
– provided we get to it while we 
can still remember what it was.  

*See Patrick Bolton’s article in 
this issue.

The 
Intergenerational 
Report

Judith Dwyer asks, can baby 
boomers change the health 
and aged care future?

”population growth and ageing 
combined. The rest comes from 
‘demand for higher standards of 
care’ and ‘rapid technological 
innovation’ (p51) which 
presumably benefi t everyone, 

There are two important 
omissions in the report’s 
extensive modelling of our 
health and aged care futures. 
Firstly, for the frail and 
bewildered aged, there is an 
assumed trend away from 
low-care residential places to 

awful if we are not able to do 
anything in the next 40 years to 
change the way that we deal with 
the last years of life. 

I will never forget seeing a 
group of fi ve elderly ‘long 

achieve gentler good nights than 
our elders are currently allowed. 
And that means more focus on 
making Advanced Care 

Directives* workable, and more 
provision for timely serious 

””
We might be able to seize more control 
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gentler good nights.
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Rediscovering the person 

within the patient

HomeHomeHomeSupport 
Services

traditionally speaking, 
patient care has 
been based on the 
identifi cation, treatment 
and management of 

disease; the medical model. A patient 
visits their local clinic or emergency 
department with a set of symptoms 
and these symptoms are consequently 
analysed, diagnosed and treated. 
The patient returns home with their 
diagnosis and six months later re-
presents to the clinic or ED with the 
same set of symptoms; the true cause 
of their presentation not resolved.

It goes without saying that the 
classifi cation and treatment of illness 
is absolutely fundamental to patient 
care. But by reducing the patient to 
a biomedical nomenclature of their 
symptoms, we run the risk of overlooking 
the root cause of the presentation – the 
underlying psychosocial, environmental 
or behavioural aspect that may be causing 
that patient to re-present in our already 
overburdened healthcare system.

The medical model in 
perspective
For illnesses which are isolated events 
in a patient’s life and for which medical 
or surgical intervention is the only 
option, the medical model remains 
necessary. However, as our lives become 
increasingly complex, so too do our 
health complaints. As a result, it is no 
longer enough to simply address the 
physical symptoms of our illnesses when 
the underlying cause of these symptoms 

is often intrinsically linked with the 
extenuating circumstances of our lives. 

The medical model, which has 
dominated healthcare for so many years, 
has little room within its framework 
for the impact of social, psychological 
and behavioural dimensions on a 
person’s broader healthcare issues. To 
appropriately address a patient’s needs 
and stop the cycle of unnecessary GP 
and hospital presentations, one cannot 
isolate the home support structure, 
environment, mental health status, 
psychosocial and family situation. These 
areas are interrelated, and require 
equal attention to understand what 
our patients need to continue to safely 
manage within their own homes.

Moving forward

Investigating the medical model verses 
holistic care debate demonstrates that 
Australia is moving away from the 
traditional view; partially due to limited 
resources and an ever increasing demand 
for hospital services. Consequently, the 
role of a more holistic framework of care 
is becoming increasingly accepted as a 
preferable mode of care delivery.

The health reform agenda supports 
this shift with recommendations built on a 
framework moving towards community-
based hospital avoidance programs 
with an increased focus on the holistic 
model. This framework affi  rms the value 
of service integration, the delivery of 
wellness and targets comprehensive 
health service providers to ensure the best 
opportunity for improved outcomes.
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Rediscovering the person 
within the patient
Before a holistic framework of care can be 
implemented we need to learn to listen; to 
rediscover the person inside our patient. This 
involves not only addressing physical anomalies 
but devoting time to unravelling the layers of 
psychosocial and environmental factors which 
may be contributing to a patient’s illness. 
Furthermore, we need to listen not only to their 
immediate concerns, but to what they will need 
to ensure their health and independence is 
maintained well into the future. 

By truly listening to our patients and 
implementing a care plan based on a holistic 
assessment, we reintroduce the concept of 
patient-centred care. We are able to uncover 
the root cause of a patient’s problem and 
implement a range of targeted interventions 
to surmount it. By doing so, we increase the 
probability that patient will achieve and sustain 
a positive health outcome. 

Home Support Services (HSS) and its 

community-based provision of hospital 
avoidance care are at the heart of the 
government’s health reform agenda reducing 
pressure on the hospital system through the 
delivery of holistic care across three states; South 
Australia, Queensland and New South Wales 
(northern area). At HSS, the philosophy of patient 
care is centred on holistic assessment and care 
delivery; discovering, addressing and treating the 
root causes behind a patients’ presentation to 
hospital or community healthcare setting. 

Case Study: Edith

Edith is an 84 year old lady who presented to 
the ED with a soft tissue shoulder injury after a 
fall at home. A fall is never just a fall. It requires 
a detective approach to fi nd the root cause. 
It has to be put into the context of a broader 
framework of the person’s environment. 

Edith wanted to go home, and was referred to 
HSS. As is often the case within this age group, 
Edith presented with co-morbidities: a history of 
falls over the past six months plus a diagnosis of 

Parkinson’s disease. The multiple falls meant that 
Edith was anxious and frightened and it was not 
just a matter of providing a walking frame, shower 
chair and some pain relief while the immobilised 
shoulder heals. A comprehensive look into what 
caused the fall in the fi rst place was required. 

To prevent Edith from extending her time 
in ED, HSS needed to provide the immediate 
actions of supportive mobility aids, visits for 
clinical care as well as meal preparation, shopping 
and personal hygiene as needed. Work was then 
done on discovering the cause of the fall.

It was determined that the fall was due to 
dizziness from the Parkinson medications and 
deteriorating vision. Edith received an assessment 
from a Registered Nurse Specialist in Parkinson’s 
disease and suggestions and strategies were 
made to slightly alter the time the medications 
were due to fi t into Edith’s daily routine which 
would minimise the dizziness. These actions 
together with a pharmacy review, referral for a 
vision review, a call alert and more regular GP 
visits facilitated Edith to remain as independent as 
possible without further falls. 
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Case Study: John

HSS was contacted by a mental health 
community service for assistance with John, a 51 
year old gentleman with major depression. John 
had been placed on new mediations. He lived 
alone, displayed some anti-social behaviour and 
became very anxious with any change. 

The mental health community service key 
worker who visited weekly had noticed his anxiety 
was increasing and they were concerned he was 
entering a manic phase. The key worker did not 
think it was in John’s best interest to go to ED 
or hospital as this would increase the risk of an 
exacerbation of a manic episode but realised 
he did require his regular medication. HSS was 
asked to visit twice daily starting that evening to 
settle John’s anxiety, support with medication 
prompting and assist the new change transition.

Due to his anti-social behaviours, the 
coordination of his care required initial joint 
visits with the key worker until John was 
able to accept HSS staff . Joint visits were 
gradually weaned, John’s anxiety eased, he was 

responsible in taking his own medications, and 
as a result, John’s anxiety and potential manic 
episode were controlled. He did not need to 
present to ED, and he was able to remain safely 
managed in the community. John was able to 
continue with regular visits from his mental 
health key worker following the Home Support 
Services episode of care. 

In the case of both Edith and John, the medical 
model alone could not have adequately 
addressed the environmental or psychosocial 
impacts on their ability to self-care and sustain 
ongoing independence. These examples 
demonstrate that providing a holistic care 
model not only identifi es proactive measures 
to prevent further loss of function but 

addresses the root cause of issues that hinder 
ongoing independence.

Home Support Services’ holistic model has 
broken away from the perceptions of a system-
generated medical blueprint of disease and 
illness management, towards the concept that 
all aspects of psychological, physical and social 
needs are essential to address in order to prevent 
unnecessary GP and hospital presentations and 
to eff ectively care for the person in context of 
their situation and environment.

For more information and to contact Home 
Support Services, visit the HSS website at 
www.homesupportservices.com.au. This article 
was prepared with the assistance of Joanne 
Besanko and Emma Kentish at HSS.

”
HSS was contacted by a mental health 
community service for assistance with John, a 51 
year old gentleman with major depression. John 
had been placed on new mediations. He lived 
alone, displayed some anti-social behaviour and 
became very anxious with any change. 

The mental health community service key 
responsible in taking his own medications, and 
as a result, John’s anxiety and potential manic 

addresses the root cause of issues that hinder 
ongoing independence.

”
By truly listening to our patients and implementing a 
care plan based on a holistic assessment, we 
reintroduce the concept of patient-centred care.



38    The Health Advocate April 201038    The Health Advocate April 2010

Because 
We Care
Improving the lot of nurses in aged care facilities

Brie� ng: nursing

GED KEARNEY

Federal Secretary of 

the Australian Nursing 

Federation

 iT’S ALMOST 12 months since the 
Australian Nursing Federation launched 
our national aged care campaign 
'Because We Care'.

Our aim is simple: to ensure aged care 
nurses and staff  have the resources necessary to 
deliver the best possible care and that vulnerable 
older Australians have access to quality care, 
whenever and wherever they need it.

The 'Because We Care' campaign strategy 
has been to involve members, residents, the 
community and key stakeholders in aged care 
to support the campaign, and let the Federal 
Government know that substantial funding 
and operational changes to aged care are 
imperative if we are going to provide quality 
care for older Australians.

The campaign has four main objectives:
• The right balance of skills and nursing hours 

so that nursing and care staff  can provide 
quality care for every resident;

• Fair pay for aged care nurses and care staff  
who are paid up to $300 per week less than 
nurses in other sectors;

• Recognition of the professional skill of 
Assistants in Nursing and care staff  through 
a national licensing system; and

• A guarantee that taxpayer funding is used 
for nursing care for each resident.

2010 is going to be a big 
year for Because We Care
On 3 February 2010, a delegation of 20 aged 
care nurses and residents went to Parliament 
House in Canberra to visit with Senator Claire 
Moore and over 25 Members of Parliament 
and Senators from all over Australia.

This was an opportunity for MPs to hear 
directly on why aged care matters and what 
needs to be done. MPs and Senators spoke to 
residents about the importance of nurses and 
care staff  to their lives, about the relationships 
they build, and the workplace conditions 
experienced by dedicated aged care nurses.

Their stories were a sobering reminder that 
this issue will not go away, but will only get worse 
if something is not done in the 2010 budget and 
in this year’s federal election.

Because We Care in the 
2010 Federal Election
We all know that there will be a federal election 
this year, and the ANF will be campaigning in 
key electorates on aged care policy and changes 
which must be made to wages, staffi  ng levels and 
funding accountability.

In March, branches held hundreds of activities 
in key federal electorates around Australia: in 
shopping centres, at train stations and, of course, 
in nursing homes.

April will be a month of community activities, 
with meetings taking place in each state and 
territory. These will be an opportunity for all to 
have their say about aged care in Australia.

TV and radio ads

The ANF launched national TV and radio ads 
focusing on aged care in March and will continue 
this campaign in April. We will be asking for the 
Australian community to support the 'Because 
We Care' campaign and go to the website to send 
a message to Prime Minister Rudd that aged care 
is important to them.   

The 2010 
Intergenerational Report
In his speech to the National Press Club on 1 
February 2010, Treasurer Wayne Swan launched 
Australian to 2050: The 2010 Intergenerational 
Report. During this speech, the Treasurer stated 
that Australia faces massive challenges now and 
into the future with the ageing of the population. 
Treasurer Swan said that this generation, our 
generation, “can’t sit on our hands”. 

We agree. The challenges facing aged care 
nurses, care staff , residents and the Australian 
community are challenges that we must address 
in Budget 2010. If we don’t, future generations 
will pay for our policy failures.

See the details at www.becausewecare.org.au.  
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The value of 
opportunity
History of the Peter MacCallum Cancer Institute

Brie� ng

EMMA RUSSELL

Principal Historian at 

History @ Work

 ‘tHE WAY we think socially is so much 
about choice: “I have a right to ... go 
here, go there, study, not study”, but 
when this disease comes ...’

‘This disease’ is cancer and 
60 years ago surgery and radiation were the only 
treatment choices available. Both were radical, 
potentially dangerous and painful. At the time, 
infectious diseases were reducing in virulence and 
frequency, and people were becoming healthier 
so living longer. This provided an opportunity 
for cell-based diseases like cancer to materialise 
more frequently. Cancer was becoming the new 
scourge and the medical and scientifi c world had 
no choice but to tackle full-on ‘the big C’, as it was 
fearfully known.

In Australia, there was the Government’s 
Cancer Advisory Committee of 1928; 10 annual 
Cancer Conferences during the 1930s; cancer 
research was underway in Victoria at the Baker 
Institute, Walter and Eliza Hall Institute and The 
University of Melbourne; and the establishment 
of the Anti-Cancer Council of Victoria in 1935. This 
was a solid cancer campaign, but was it durable 
and was it making inroads? 

In 1943, visiting UK doctors Edith and Ralston 
Paterson, the doyens of cancer research 
and medicine, were invited by the Victorian 
Government to study the way cancer was 
managed in that State. They advocated ‘a single 
central institute’ for as much radiotherapy 
and surgery as possible, with a department 
dedicated to research. Victoria accepted these 
expert recommendations gratefully and six years 
later in 1949, Dr Peter MacCallum, a leading 
Victorian pathologist with a keen interest in 
cancer, opened Australia’s fi rst dedicated cancer 
institute in central Melbourne. His ethos was: 
‘Nothing but the best is good enough for cancer’. 
He knew there was no choice if cancer was to 
be beaten. A dedicated specialist hospital with 
a substantial concentration of cancer patients 
would provide medical, surgical and nursing staff  
opportunities to develop untold expertise, while 
the opportunities for scientists with large patient 
cohorts, samples and data would ensure the 
most comprehensive and signifi cant research.

‘It was the fi rst time I realised that physical 
space was not so important as the intellectual 
capital that was inside the physical space.’

Medical physics, the application of radioactive 
substances, was soon joined by the biological 
sciences with the opening at Peter Mac of the 
fi rst Radiobiological Research Unit in Australia. 
The advent of chemotherapeutic drugs in the 
late 1950s and the blossoming of the Peter 

Mac biological research laboratories during the 
1960s and 1970s led scientists and doctors to 
believe ‘tissue was the issue’, not whole tumours. 
Eventually the very heart and soul of cancerous 
cells became the focus as cancer genomics 
and genetics programs evolved to understand 
and then to predict and control the origins, 
mechanisms and behaviours of maverick cells.

Treatment opportunities at the Peter Mac 
still include radiotherapy and surgery, but 
nowadays with 3D images showing real-time 
metabolic activity, and in Australia’s fi nest 
21st century laparoscopic theatre. Targeted 
therapeutic drugs, with or without radiation, 
will eventually enable genetic and metabolic 
manipulation. The goal is opportunistic drugs 
that accommodate an individual patient’s 
biological and genetic make-up.

Maybe it was inevitable that a missionary zeal 
would permeate the Peter Mac when there was 
only cancer and its manifestations to focus on. 
The opportunities to be found in a dedicated 
specialist hospital have been pursued with wide-
ranging creativity, far-reaching collaborations 
and through an ‘osmosis of ideas’ between 
researchers and medical staff , providing the ‘best’ 
that Dr Peter MacCallum wanted 60 years ago. 

Today there are opportunities for treatment 
and care that we couldn't have dreamt about not 
so long ago, but those working at the Peter Mac 
don’t want any choice at all – ‘part of our job is to 
make ourselves obsolete and no one would be 
more delighted than us if that could happen.’

Our History, published in April 2009, provides 
a snapshot of Melbourne’s Peter MacCallum 
Cancer Institute’s fi rst 60 years based on 
oral history interviews and an extensive 
photographic archive. For a copy of Our History 
or more information, contact Anne Rahilly at 
anne.rahilly@petermac.org.James Farrell is the longest standing patient at 

Peter Mac, fi rst presenting with lip and neck cancer 
in the 1950s. He is reading the 60th anniversary 

history with the Peter Mac’s youngest patient.
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Help make a difference to health policy, share innovative ideas 
and get support on issues that matter to you

F OR MORE than 60 
years, the AHHA has 
upheld the voice of 
public healthcare. 

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

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

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

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

Membership Fees 2010/11

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

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

Deakin West, ACT, 2600

The AHHA refl ects your views 
and gives them a voice. Your 
ideas will help shape the AHHA’s 
policy positions and our highly 
infl uential advocacy program.

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

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

As a member, you and your 
organisation play a role in 
reforming the public healthcare 
sector by contributing directly 
to the AHHA’s leading edge 
policies. We develop policies 
that refl ect your views. Join our 
think tanks or participate in our 
national seminars or conferences. 
Our voice is authoritative and 
infl uential. It is heard via our 
high-level advocacy program and 
extensive media exposure.

Become an 
AHHA member

Institutional Members (Australian healthcare providers)

Gross Operating Expenditure (x 1,000,000)

Equal to or greater than:            Less than:                Membership

 $0    $10   $1,690.00

 $10    $25   $3,380.00

 $25    $100   $7,890.00

 $100    $250   $16,900.00

 $250    $400   $22,500.00

 $400    $550   $27,900.00

 $550    $700   $34,600.00

 $700    $850   $39,500.00

 $850    $1000   $45,100.00

 $1000    $1500   $62,000.00

 $1500    $2000   $78,900.00

*Fee includes GST - valid from July 1, 2010 to June 30, 2011

Student              Australian: $195      Overseas: $262

Personal             Australian: $262             Overseas: $360

Associate*              Australian: $1050             Overseas: $1430

*Companies providing products and services to healthcare providers

Im
ag

e:
 iS

to
ck

ph
ot

o



The Health Advocate April 2010   41

2011 Membership  
Applications and Renewals

Australian Healthcare & Hospitals Association

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

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

E: admin@aushealthcare.com.au

    Australian   Overseas

Student*    $195     $262

Personal    $262     $360

Associate    $1050     $1430

  

Institutional        

(See 2010/11 fee scale)

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

Member Details
Name              

Position               

Organisation              

Postal address              

Suburb             State       Postcode    

Email               

Institutional members may specify an IP address:           

eSubscriptions (optional)

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

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

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

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

 Cheques should be made payable to Australian Healthcare & Hospitals Association

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

 Credit Card Payments:

  American Express   Diners

  Mastercard    Visa    Amount       

Cardholder Name             

Card Number                

Expiry           Validation Number            

Authorised Signature               

This membership form becomes a tax invoice upon completion and payment.

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

Trade 
news

SANDOZ, a Novartis company, is a world 
leader in generic pharmaceuticals. Sandoz has 
a rich history in pharmaceuticals, starting out 
over 150 years ago. The company develops, 
manufactures and markets generic medicines 
as well as pharmaceutical and biotechnological 
active ingredients.

Sandoz is competitively positioned as a 
leading global pharmaceutical company. It 
has a comprehensive product portfolio and 
employs more than 23,000 people in 110 
countries. Sandoz aims  to achieve signifi cant 
growth in generic pharmaceuticals by 

leveraging its strengths in R&D, its vertically 
integrated supply chain, strong product pipeline 
and global reach.
The New Hospital Division
The new Sandoz Hospital Business Division was 
launched in January 2009, with a strong focus 
on delivering cost-eff ective pharmaceutical 
products to the hospital market.

Speed and simplicity, quality and customer 
focus, as well as trust and mutual respect are 
our core values.

They guide our entrepreneurial thoughts and 
actions and form the basis of the trust placed in 
us by our customers and their patients.

We seek to build lasting business 
partnerships that are founded on credible and 
transparent dialogue.
1800 SANDOZ, hospital.division@sandoz.com

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

BD’s New Closed IV Cannula 
System Single Port
HEALTHCARE professionals are at risk 
of occupational exposure to bloodborne 
pathogens leading to the transmission of 
potentially life-threatening diseases. This is a 
major health and safety issue.

The BD Nexiva™ Closed IV Cannula System 
range is designed to reduce exposure to 
bloodborne pathogens and to lower the 
risk of contamination in the IV cannulation 

process. This has the potential to reduce 
healthcare costs.

NEW: BD Nexiva Closed IV Cannula System 
– Single Port, designed to help meet the 
challenges of IV therapy today.

For more information please contact the BD 
Customer Service Team on 1800 565 100, e-mail 
us at aus_customerservice@bd.com or visit our 
website at www.bd.com/ANZ. (AMED165)

HESTA, Australia’s biggest industry super 
fund for health and community services, 
has announced the appointment of three 
new board members.

 The new appointees are Maree 
O’Halloran, a lawyer and Director of 
NSW’s Welfare Rights Centre; Tim Lyons, 
Assistant Secretary of the ACTU and the 
AHHA’s very own Executive Director, 
Prue Power.

The fund’s new Chair is Angela Emslie, 
who has served on the HESTA board since 
1994. Ged Kearney, Federal Secretarty of 
the Australian Nurse’s Federation steps 
into the role of Deputy Chair.

HESTA CEO Anne-Marie Corboy said, 
“With the new appointees, we now 
have a very broad representation from 
across health and community services 
nationally, and their skills and experience 
will benefit our 680,000-strong 
membership base.”

Sandoz - A healthy decision in 
Generic Pharmaceuticals

New Board for 
HESTA Super Fund

risk of contamination in the IV cannulation website at www.bd.com/ANZ. (AMED165)website at www.bd.com/ANZ. (AMED165)
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BD AutoShield™  
Safety Pen 
Needle
BD is excited to launch the fi rst safety-
engineered pen needle available in Australia. 

The BD AutoShield™ Pen Needle is a new 
safety-engineered pen needle designed 
to help minimise the risk of accidental 
needlesticks among healthcare workers. 

Independently certified to be compatible 
with a wide range of injection devices, The 
BD AutoShield™ Pen Needle encapsulates 
the patient end of the needle supporting 
healthcare worker safety and helping 
patients feel less intimidated during the 
injection procedure. After the injection, the 
plastic shield automatically extends over 
the needle and locks in place. 

BD is committed to providing innovative 
solutions and pursuing a better injection 
experience.

Hospital Beds for Humanity kicks off
Medicraft Hill-Rom has completed its first 
Hospital Beds for Humanity Project, by 
delivering 43 beds and 88 mattresses to 
Port Moresby General Hospital, Papua 
new Guinea, on 17 February.

Medicraft volunteers refurbished the 
beds, donated by Brisbane Private Hospital, 
Queensland and St George Hospital, New 
South Wales as part of their own bed 

upgrade programs, before being delivered 
and installed by Medicraft team members. 
Dunlop Foams provided materials and 
support for the program.

Of the 43 beds, three electric models 
were donated to the hospital’s ICU. They 
are the first beds of their kind to be used 
in PNG. The remaining beds will be put to 
use in the labour and maternity wards.
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The AHHA's take on  
health system 

reform
A new model of health governance for Australia

Brie� ng

PRUE POWER

Executive Director of the 

Australian Healthcare & 

Hospitals Association

 aT THE time of writing, the Prime 
Minister has just announced the 
fi rst of the Government's major 
health reform proposals, focusing 
on public hospitals. The AHHA, 

along with many other leaders in the industry,has 
welcomed the overall direction proposed but 
there are many details to be worked through.

Our vision for Australian health system 
governance involves eff ective national oversight 
coupled with signifi cant regional infl uence and 
control over health delivery programs. It is based 
on the fact that real improvement in health care 
occurs at the interface between providers and 
patients in health facilities. But this interface is 
compromised because multiple programs and 
funding sources impede good clinical decision 
making and make coordinating care very diffi  cult. 

Underpinning the AHHA vision is the concept 
that providers will ensure best practice care if they 
are recognised (and paid) for creating innovative 
mechanisms to coordinate care among the 
various hospital, medical and community services. 
To this end, we implore the Government to ensure 
its local networks cover all forms of health and 
community care, including public and private 
providers. Presently, the prospect of continuing 
silos of primary and acute health care means 
we're only likely to shift the boundaries without 
addressing the problems of integration.

This is where real gains in effi  ciency and 
enhanced safety and quality are to be won. 
The National Health and Hospitals Reform 
Commission estimated gross savings of 20% 
could be achieved if waste, duplication and 
ineffi  ciency could be addressed. The Government 
has used this fi gure to justify its proposals, but 
our members are understandably concerned that 
20% savings means the decade-long shortfall in 
funding will not be breached. 

National consistency with 
more local input
The AHHA has been working for some time on 
developing a governance model – and for years 
we have advocated for a single national funder.

The ultimate goal for health reform is to 
achieve improved national consistency of hospital 
funding along with greater transparency and 
accountability as the key to driving better service 
quality and planning – and the best outcomes for 
patients. The AHHA supports the Government's 
plan to shift clinical input and fi nancial decision-
making closer to the community. Flexibility to 
use funds to meet local needs is essential, and 
would be a great step forward to have a national 
framework that guides this for all health services 
across the country.

What's missing?

There are some critical issues that are largely 
missing from the proposals that AHHA hopes will 
be addressed in further announcements. How will 
Local Hospital (Health) Networks be supported 
to govern and fund appropriately?  Can we 
sustain the number of Networks indicated by the 

Government, given that good governance is such 
a critical prerequisite for improved healthcare and 
there will be a major requirement for leadership 
development? What plan is there for evolving 
the Networks to cover all health funding and 
provision? How will the new system motivate 
development of innovative care models?

The AHHA is also keen to know how the 
Government will be dealing with dental and oral 
health, mental health and e-health, given that all 
of these and other issues cross acute and primary 
care boundaries.

The AHHA wants to see more detail on the 
mechanisms for consumer engagement in 
the proposed reforms and, in particular, more 
information about how key consumer health 
issues, such as a person-controlled health 
record, will be addressed. Finally, we need more 
evidence for how the proposals will actually 
change service delivery and provision, particularly 
to ensure equity of access and quality health care 
for consumers.

By the time you read this, the Commonwealth 
directions for the future may be clearer again. 
Whichever way the wind blows, the AHHA will 
continue to infl uence the debate along the 
frontier of change.
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Let us show you how to...

Connect with your members

Build customer loyalty and trust

CUSTOM MAGAZINES

www.globepublishing.com.au

Call Lindsay Every:
02 8218 3400
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The AHHA hosts a variety of 
engaging events. Here’s what’s  
on throughout 2010.

Diary

April – August

Date Event Location Registration

22 September AHHA Pre-Congress Workshops Adelaide Open registration

23 September AHHA Annual General Meeting Adelaide All members

23-24 September AHHA-AiHPS National Congress Adelaide Open registration

29 October AHHA Think Tank Sydney All members

September – December

Date Event Location Registration

Throughout May State/Territory Branch Seminars All states Open registration

3-4 June AHHA-Change Champions Oral 
Health Think Tank and Seminar

Melbourne Open registration

9-25 June AHHA-ODPN Reform Workshops Various Open registration

13 August AHHA Think Tank Melbourne 
(TBC)

All members
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Your priority               is our priority

caring for life

At Fresenius Kabi, your priority really is our priority.

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

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