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The number of councillors on the AHHA’s National 
Council has been increased to ensure equity 
between states and territories. I would like to 
welcome all the new and renewing members of the 
AHHA’s Council and Board for 2010-2011

 iam honoureD to be representing the 
association as president for another year 
following the annual elections at the 2010 annual 

General meeting, held in conjunction with the 
Congress on 23 September in adelaide.

In preparing for the aGm, I noted that the 
association’s policy work undertaken during the last 
twelve months had impacted very positively on the 
national reform agenda.

It is significant to note that the ahha has been 
operating since 1946 as the independent national 
body representing the public healthcare sector. over 
the years since then we have built a strong reputation 
in all jurisdictions for supporting and representing 
our members across the breadth of health sectors 
and services. our major strength is our capacity to 
bring members together in communities of interest 
and policy think tanks to discuss the topical issues 
affecting us all.

Consequently, our policies and statements are not 
only focused on achieving a better public healthcare 
sector but, more importantly, on reflecting the views 
of members, as you are responsible for managing 
health services and caring for patients. It is this vital 
perspective that gives the ahha its leading voice in 
influencing government reforms and programs.

AHHA Council and Board 
for 2010-2011
under the ahha’s Constitution, all national 
councillors are required to renominate each year 
and ratification occurs at the aGm. as a result of this 
process, we have a very vibrant and experienced 
national Council and I am very pleased to welcome all 
new and renewing national councillors. I know they 

will represent your interests with enthusiasm and 
expertise. I wish to acknowledge the long-standing 
commitment of national councillor, Peter Le-Gallou 
from Sa, who has stood down.

The ahha’s aGm incorporated a Special General 
meeting to consider proposed amendments to the 
association’s Constitution. The revisions were aimed 
at giving more equity between states and territories 
on national Council (increasing the numbers to a 
potential for 33 councillors) and to increase the size  
of the Board from four to six directors. The aGm  
duly passed the amendments and the resulting 
national Council for the forthcoming 12 months is 
listed on page 5. Board directors, elected by and  
from the national Council members, are indicated.  
If you would like to know more about our councillors, 
please visit the gallery page of our website, www.
aushealthcare.com.au.

AHHA staff

on behalf of all members, I thank the ahha staff 
for their fantastic work in managing the wide range 
of products and activities with limited resources. In 
doing so, I wish to formally acknowledge the loyalty 
and commitment of our financial consultant, David 
Sly, whose sudden and unexpected death during the 
year was a tragic loss to his family, the ahha and all 
who knew him.

AHHA members

Lastly, and as this is our final edition of The Health 
Advocate for 2010, I thank all members for helping us 
to continue our valuable work over the past year and 
wish you a safe and relaxing festive season.
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the ongoing partnership between 
the ahha and the australian institute 
of health policy studies produced 

another memorable Congress with three days 
of vibrant presentations, panel discussions 

and networking events. the event focussed 
on the future of healthcare in australia 

and left delegates with an expanded 
understanding of the national health 
reform process.

health Ministers nicola roxon 
(Commonwealth) and John hill (south 
australia), together with an excellent 
team of keynote and sessional 
speakers stimulated delegates. 

special guests, graham phillips (dinner 
speaker) and Bernie hobbs from aBC 

tV (panel facilitator) entertained us with 
their wit and knowledge.

In depth

HEALTHCON 
2010

Congress report: 
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Multiple Dimensions of Healthcare 
22-24 September in Adelaide
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”
The congress panel was excellent – very skilled 
facilitation by Bernie Hobbs and a lovely 
interaction with panel members.

Congress Policy  
Think Tank

Day one of the Congress was a debate and 
workshop chaired by Professor John McCallum 
who beamed us up into National Health and 
Hospitals Network Reforms. We discussed the 
lack of an evaluative framework in the reform 
agreement and debated how we will measure 
and know the outcomes and impacts. We also 
identified key issues for health facilities when 
implementing the reform agenda.

After establishing the principles for the 
national health reform, John stayed with 
the futuristic theme by inviting delegates on 
board the Enterprise. He told us that our first 
passengers should be today’s researchers, 
practitioners and policy makers because, on 
our journey into the new century, we must 
forge stronger collaborations between these 
groups. In this way, we will build the necessary 
platforms from which to translate evidence-
based research into practice.

An expert panel consisting of Mr Peter 
Broadhead, Professor Kathy Eagar, Professor 
Philip Darbyshire, Mr Alec Djoneff, Dr Mary 
Foley, Professor Sandra Leggat, Dr Emma 
Parkinson-Lawrence, Professor Vivian Lin, 
Professor Adrian Nowitzke and Professor Brian 
Oldenburg also shared their views on the health 
reform process and identified key issues for 
implementing the Australian reform agenda.

A number of presenters emphasised the need 
for good research to underpin implementation 
of the reforms, supporting John McCallum’s 
earlier remarks that collaborations are needed 
to build a sustainable research environment.

Break-out groups discussed issues flowing 
from the morning’s stimulating presentations, 
including key priorities for evaluation and 
applied research, critical collaborations 
between researchers and practitioners and the 
advocacy agenda for the AHHA and AIHPS.

Participants concluded that 
without a coordinated research 
agenda linked to the national reforms, 
it will be impossible to assess their 
impact. They agreed to mount a 
campaign calling on the Council of 
Australian Governments (COAG) to 
establish a National Evaluation and 
Monitoring Framework with dedicated 
funding. This will ensure that research 
can generate the necessary evidence 



Nicola remembered back to her address 
and discussion at last year's Congress in 
Hobart and has kept her word when she told 
us that change was on its way. Much has 
happened since then. She referred to the 
“landmark agreement” with the states and 
territories (except Western Australia) at the 
April COAG meeting, complemented by the 
major budget announcements in May, which 
focussed on primary care, e-health and aged 
care investments. She generously made herself 
available to join delegates for morning tea after 
her speech.

Keynote speeches

Reaching for the stars – a vision for the future 
was the session title for two high profile 
international experts from the US and UK, 
invited to the Congress because of their focus 
on linking practice and research in healthcare. 
Mark Jennings, Director of Health Care 
Improvement from the Kings Fund in the UK 
talked about turning policy into practice while 
Dr Eric Silfen, Chief Medical Officer of Philips 

In depth
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”
Exceptional
 speakers!

to assess the outcomes of the reforms at a 
local and regional level and where necessary, 
make changes to improve the implementation 
process.

Research under this framework should be 
linked directly to the Local Hospital Networks 
and Medicare Locals so that health services 

can collaborate with researchers in their local 
area and be supported to undertake research 
that can lead to local improvements. This 
evaluation also needs to be supported by a 

”
Mark Jennings was a 
highlight – the whole 
conference was excellent.

National Health Research Innovation Fund to 
ensure research findings are translated into 
improvements in the delivery of health care.

AHHA awards

The second day began with two important 
presentations. In recognition of their 
outstanding contribution to the Association 
and to healthcare in Australia, AHHA President 
Dr David Panter awarded Professor Kathy 
Eagar with Life Membership while the Sidney 
Sax Medal, the AHHA's highest award, was 
presented to Gillian Biscoe. Both were thrilled 
with their awards. You will find more details and 
photos on pages 11 and 42. Gillian Biscoe was a 
fabulous MC once again for our Congress.

Ministerial speeches

Australia's longest serving Health Minister, 
South Australia’s John Hill, opened the 
Congress on day two. In his usual well-informed 
style, he discussed the national health reform 
agenda and the complementary and ongoing 
activities in South Australia.

The Commonwealth Minister for Health, 
Nicola Roxon, opened the third day of the 
Congress. This was her first major speech after 
being re-appointed as Minister for Health  
and Ageing following the federal election.  
Her speech certainly gave us a valuable 
opportunity to hear first-hand how she 
envisages implementing the reforms during  
her second term.

”
The plenary sessions were 
fantastic – excellent speakers 
who acknowledged each 
other's views and ideas.



Healthcare in the USA, discussed innovations 
and challenges in biomedicine.

Other keynote speakers on day two included 
Professor Tony McMichael of the Australian 
National University, who discussed the 
importance of climate change challenges to 
health and healthcare, and Professor Niki Ellis 
of the Institute for Safety Compensation and 
Recovery Research, who took the delegates 
on a journey in building future thinking and 
methods in research agenda planning.

Professor Kathy Eagar of the University of 
Wollongong motivated delegates with her 
passion for healthcare. She looked to the ‘brave 
new world’ of the future with some enlightening 
thoughts and took the opportunity to make 
us aware of multiple issues within the health 
reform process with her presentation Your 
integration is my fragmentation: design flaws 
and ways forward for the Australian health 
system. Kathy’s colleague Professor Judith 
Dwyer from Flinders University took a policy 
perspective in her presentation, Your control is 
my paralysis: how high policy goals in the capital 
work out in the suburbs and what can be done 

about it and demonstrated 
clearly that there are several 

issues across the multiple 
dimensions of healthcare and 

the national health reforms.

Other sessions

Delegates found it hard to choose between 
the great speakers in the concurrent, breakfast 
and lunchtime sessions. In the final session, 
Bernie Hobbs, a judge on ABC TV’s ‘The New 
Inventors’ expertly, and with a lot of humour, 
facilitated the Congress panel.

Entertainment
On Thursday evening our cocktails were 
sponsored by the HESTA Super Fund and 
the Congress dinner was sponsored by 
Philips Healthcare. The guest presenter Dr 
Graham Phillips from the ABC TV science 
program Catalyst, entertained delegates with 
interesting stories and ideas. Over to the side, a 
local body painting artist, Emma Hack, created 
a futuristic painting on her model.

Next year's 
Congress
Looking to the future, the 2011 Congress will 
be presented by the AHHA and AIHPS together 
with a brand new healthcare collaboration. 
We are partnering with the Australasian 
Association for Quality in Health Care, the 
Australian Council on Healthcare Standards 
and the Royal Australasian College of Medical 
Administrators to put on a block-buster 
conference to be held in Melbourne at the Hotel 
Sofitel from 12-14 October. 

The theme of the 2011 Congress is The great 
healthcare challenge! - achieving patient-centred 
outcomes.

More information

Visit the AHHA website, www.aushealthcare.
com.au, for more information including many 
of the presentations which are available to 
download.

”
Gillian Biscoe was excellent as MC and a very worthy 
recipient of the Sidney Sax Medal. Her humour, warmth 
and honesty set the stage for a wonderful congress.
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Have your say…
We’d like to hear your opinion on these 
or any other healthcare issues. Write to 
us at admin@aushealthcare.com.au or 
PO Box 78, Deakin West, ACT, 2600In the

news

In September, the 
AhhA welcomed the 
agreement between 
Federal Labor and 

independent mp-elect Andrew 
Wilkie for additional funding for 
royal hobart and other hospitals. 

this agreement reflected 
AhhA’s insistent calls over 
many years for funding to 
address ageing public hospital 
infrastructure around Australia. 
the $340 million for hobart 
hospital and the $1.8 billion for 
other hospitals will greatly assist 
in upgrading equipment and 
buildings to world-class standards.

to ensure that this funding 
delivers the best possible gains 
to the community, the AhhA 
believes it is essential that 
extensive consultation take place 
with our members to assess 
the types and level of services 
required in each region. 

the AhhA is the only 
independent body representing 
public hospital, community and 
aged care facilities at a national 
level. We have the knowledge 
and experience to advise on how 
these funds can be distributed  
to achieve maximum health 
gains.

Wilkie deal a plus  
for hospitals

➧

➧

Means-testing 
health rebate will 
help rural Australia

heALth mInISter 
nIcoLA roxon 
has called on the 
independents in both 

houses of parliament to 
support the government’s 
plans to reintroduce legislation 
to means-test the private 
health insurance (phI) rebate.

the AhhA welcomed this 
announcement and supported 
the government’s initiative. 
the AhhA believes that the 
phI rebate is an inequitable 
use of taxpayer dollars and 
could be better spent directly 
on health services. means 

testing the rebate will free up 
resources for health services 
in places of need, such as rural 
and regional Australia, and 
help ensure our public health 
system can provide care for 
our ageing population into the 
future.

evidence demonstrates that 
the phI rebate is an inefficient 
mechanism for increasing phI 
fund membership and does not 
take pressure off the public 
hospital system [Dr John 
Deeble, the chalmers oration 
2009; available as an AhhA 
occasional paper].

Discover more about Optima’s extensive equipment 
range call today on freecall 1800 266 515
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➧

Events &
meetings

Regional community 
anD primary healthcare 
organisations should be 
established, resourced by a 

single commonwealth government 
funder, according to a policy think 
tank held on 1 September by the 
australian Healthcare and Hospitals 
association (aHHa) and supported 
by the australian general Practice 
network (agPn).

the think tank involved over 
60 people from primary and 
community health services 
across australia and developed 
recommendations for the 
incoming federal government on 
progressing reforms in primary 
and community care.

a key recommendation was 
the establishment of local primary 
care organisations that would be 
funded according to the needs of 
their populations, with additional 
loadings for any special needs. 
these organisations would 
coordinate the health services 
of patients across the health 
sector. they would also play an 
important role in public health and 
prevention, thereby working to 
reduce health inequalities in their 
communities.

Community and Primary Healthcare
Policy Think Tank

aHHa is concerned 
that coordination of 
patient care has not 
been adequately 
addressed in the 
current reforms. 
Recommendations 
arising from the 
think-tank to 
address this issue 
include:
•  sharing of patient 

information supported by 
an electronic health record;

•  establishing a single point of 
access to services; and 

•  developing and implementing 
guidelines for care pathways to 
foster multidisciplinary care.

the think tank recommended 
that the boundaries of these 
community and primary 
healthcare organisations would 
align with those of hospital 
networks to facilitate seamless 
patient care between primary/
community and hospital care. 
the organisations would also 
work with other sectors such as 
aged care and mental health to 
coordinate the care of patients. 
clearly, it would be essential to 
involve the community in planning 
the services to ensure they reflect 
the needs of the population.

in relation to rural health, 

the think tank called for 
a commitment from all 
governments to a rural health plan, 
including implementation of the 
fast broadband internet system 
and allocation of a fair share of 
infrastructure funding. Participants 
also called for bipartisan support 
to ensure the gross inequities in 
indigenous health are rectified.

Funding hospital-type patients 
in the community in preference to 
increasing the number of hospitals 
beds was recommended to reflect 
the emerging trend to care for 
more acutely ill patients in their 
homes as an alternative to 
hospital care.

the aHHa will be following up 
the outcomes of the think tank in 
an advocacy campaign.
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Branch 
meetingsMinisterial Meetings

AHHA brAncH 
meetings are designed 
to strengthen the AHHA’s 
local structures by bringing 

members together in each 
jurisdiction. they also provide 
an opportunity for our members 
and stakeholders to hear from 
interesting guest presenters.

in 2010, Dr chris baggoley, 
chief executive of the Australian 
commission on safety and Quality 
in Health care, toured a number of 
cities for the AHHA. He discussed 
the role of the commission in 
developing national healthcare 
standards and clinical guidelines 
in sydney (16 August), melbourne 
(2 september) and Perth (6 
september). Further meetings 
have taken place in Queensland 
and south Australia. the new 
ceO of Act Health, Dr Peggy 
brown, addressed the Act branch 
meeting (18 november) and 
tasmanian members had the 
opportunity to meet during their 
annual combined Health colleges 
conference (21-22 July 2010).

the AHHA, in partnership with 
the Australasian college of Health 
service management (nsW) 
and law firm DLA Phillips Fox, 
convened a second Health Law 
seminar for the year on the topic 
What is the National Health and 
Hospitals Network? (11 november).

tHe AHHA, As part of 
its advocacy program, 
is conducting a series 
of meetings with 

commonwealth and state/
territory health ministers.

An AHHA delegation 
has already met with the 
commonwealth Health minister 
nicola roxon while she was 
attending our congress on 24 
september and four state/territory 
Health ministers: Katy gallagher 
in the Act (10 september), carmel 
tebbutt in new south Wales (16 
september), John Hill in south 
Australia (23 september) and 
Daniel Andrews in Victoria (30 
september).

the main topic of conversation 
with all ministers has been the 
implementation of the national 
Health and Hospital network 
reforms. the AHHA has been 
sharply focused on the national 
reform agenda during the last 
12 months and applauded the 
nHHn reforms put forward by 
the commonwealth government, 
believing that they have the 
potential to deliver important 
funding and structural changes 
for public hospitals and primary/
community healthcare services. 
Despite our support for the 
reforms, however, we have 
identified a number of deficiencies 
and gaps that we are working to 
alleviate. in the medium term, 

the manner in which any reforms 
are implemented will be critical 
in harnessing provider and 
community support.

Health minister roxon said 
that, now that the election period 
is over, progress on implementing 
the reforms will proceed quickly 
and according to the original 
timeframe. Plans are still on 
track for the establishment of 
LHns and mLs from July 2011. 
the independent Hospital Pricing 
Authority will be also established 
from this date. the government 
will also be focusing on rural and 
regional health with the provision 
of rural incentives, cancer centres, 
hospital funding (HHF) and gP 
super clinics.

All the state and territory 
 

ministers we spoke to are 
implementing the agreed reforms 
and acknowledge this presents 
both significant challenges as 
well as opportunities. While they 
are moving to introduce LHns, 
they believe the reforms in the 
primary/community health sector 
require further planning and 
discussion including how the 
medicare Locals will function and 
interact with the Local Hospital 
networks. there is a common 
view that the definition of primary 
health care needs clarifying. it 
was also argued in the structures 
for provision of community care 
services do not need to be uniform 
across Australia and that varied 
opportunities will be fostered 
under bilateral agreements.

➧ ➧

L to R: Shaune Noble, Patrick Bolton,
 The Hon Carmel Tebbutt, Prue Power, 

Terrie Paul, Ig Oostermeyer.
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More with the same, 
not more of the same,  
says Mark Jennings

 on the eve of the formation of the 
UK national health Service in 1948 
the then Minister for health, Aneurin 

Bevan, said “expectation will exceed capacity, 
we shall never have all we need; this service 
will always appear inadequate”1. Over the last 
60 years or so this has been more or less true 
with health services never quite keeping up with 
expectations. But for all of those years there had 
been an average year on year real term increase 
in resources of 4% and the Labour government’s 
nhS investment boosted this to 7% over the last 
decade2.

the health system now faces a very different 
financial landscape and will need to operate 
in an environment with, at best, no significant 
growth in real terms for the foreseeable future. 
In responding to these impending constraints on 
public expenditure, what options does the nhS 
have? An analysis of the relationship between 
quality and efficiency in the nhS helps identify 
the broad options.

Chart 1 describes the four possible quadrants 
of operation. the nhS has operated for the last 
decade in quadrant 1; increasing quality funded 
by investment resulting in declining productivity 
and efficiency3. this is no longer an option as the 
era of growth and investment has come to an 
end (as noted above) so the best we can expect 
is funding keeping pace with general inflation.

Quadrant 2 is where the nhS has operated 
in past periods of financial constraint; cutting 
services to be apparently more efficient but 
effectively reducing quality of care, typically by 
restricting capacity and access. Again this is not 
now an option as public commitments have been 
made guaranteeing care standards and access.

the worst of all options is quadrant 3, 
reducing quality and efficiency as a result of 
organisations looking after their own interests 
rather than that of the system and the public.

the remaining quadrant is the only place 
the nhS can now successfully operate. the 
challenge is to simultaneously provide the 
highest quality of care and the highest levels 
of efficiency.

But how can this be achieved, and how can it 
be done quickly given that growth money dries 
up at the end of this financial year, leaving the 
nhS to find £15 to £20 billion in productivity 
improvements while continuing to provide 
quality care. Some of the solutions being 
promulgated are4:

• Major reconfiguration of clinical services;
• Moving care outside hospital;
•  Rationalisation of the primary and secondary 

care estate;
• health and social care integration; and
•  Organisational restructuring (removing 

tiers of management etc).



These solutions share common 
characteristics. They are all large scale, 

ambitious, have been talked about for a long 
time, have relatively weak evidence in terms 
of delivering productivity improvements or 
savings and, at best, they will only deliver in 
the longer term. In short these solutions, if 
they can be achieved at all, are unlikely to 
deliver the quality and cost improvement 
needed as fiscal tightening grips the NHS 
over the next five years or so.

The alternatives

So what are the alternatives? The key messages 
that emerged from the recent King’s Fund’s 
Improving NHS Productivity: More with the 
same not more of the same publication are5:
1.  How the challenge is seen is critical. Even 

with zero real terms growth the NHS is 
receiving the same amount of money as 
previous years, so overall the response 
should not be to commission the same care 
for less money but to commission more care 
(to satisfy increasing demands) for the same 
money. In other words, the challenge is to fill 
a potential care gap, rather than focusing on 
finding savings to meet a financial gap.

2.  In the years of plenty the focus was on 
growth - what could be bought with the extra 
money available each year. The vast majority 
of NHS expenditure was subject to relatively 
little scrutiny. All parts of the system must 
now work together to ensure there is value 
added for total health expenditure.

3.  To effectively respond to the scale of this 
challenge the NHS will need to examine 
what it does as well as how efficiently it does 
it. When the NHS has needed to tighten 
its belt in the past it has concentrated 
productivity improvement efforts on 
achieving technical efficiencies in its current 
outputs. The central levers such as tariff and 
pay settlements will help drive technical 
efficiency from providers so the key for 
the commissioners of care (the payers) is 
to focus on allocative efficiency decisions, 
decommissioning those services that do not 
add sufficient value.

4.  The real key to achieving improved quality 
and efficiency is to influence the practice 
of frontline clinicians as they take decisions 
on a daily basis about patient care with the 
aim of reducing the variations in care. We do 
this by improving standards. Variation is an 
inevitable characteristic of any healthcare 
system. However, it is easy for the natural 

variation in patients and demography to 
mask artificial variation, which is induced 
by the way care is delivered and the system 
is managed. Jack Wennberg said of the US 
health system: “Variations in care are often 
idiosyncratic and unscientific with local 
medical opinion and local supply of resources 
appearing more important than science in 
determining how medical care is delivered”6. 
This is equally true of the NHS today.

Standardise best practice

Large amounts of public money are wasted 
and care sub-optimally provided due to 
unjustified variations in care and care delivery. 
The NHS Institute has highlighted the extent 
of the variation and identified an opportunity 
to improve care and reduce costs by a 
minimum of £3.3 billion - simply by adopting 
what we already know how to do7. Examples 
include more than a two-fold variation 
between hospitals in length of stay for the 
same procedure, day case procedures being 
carried out routinely as inpatient cases and a 
four-fold variation in the likelihood of having a 
tonsillectomy between areas.

In almost all cases, adopting the practice of 
higher performers will deliver improved care 
for patients and a more efficient service for 
the taxpayer. These variations are caused by 
the practices of clinicians and managers at a 
clinical micro-system level taking thousands of 

decisions on a daily basis to refer, prescribe, 
admit and discharge based on personal and 
local practices - which differ from the best 
practice elsewhere in the system.

In combination these approaches can 
help move the NHS from the ‘quality costs’ 
paradigm of the last decade to a new way of 
seeing the world where health care can only 
be considered high quality if it is also efficient 
and effective.
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Reform must 
be evaluated

 back in the eighties, a 
book called Godel, Escher, 
Bach: An Eternal Golden 

Braid by Douglas hofstadter 
became popular. it explained 
Godel’s incompleteness theorems, 
among other things. My loose 
interpretation of Godel’s first 
theorem is that there are 
unprovable truths and conversely, 
falsehoods that cannot be 
disproved.

the leading australian health 
services researcher kathy eagar 
has been advocating her own 
version of Godel’s theorem in 
respect of the current round 
of healthcare reform under 
the title your integration is my 
fragmentation. She provides 
evidence in support of a position 
that says structures that improve 
integration for some health 
service users inevitably result in 
fragmentation for others. eagar 
makes a good argument, but 
either my thinking is too linear 
or i am too much of an optimist, 
because i still believe that it should 
be possible to create a system 
which provides integrated care 
for all those who need it, albeit 
that some will receive better 
integrated care than others.

it appears that australia is in a 
good position to test this because 

we are about to embark on a 
natural experiment around health 
system models. it appears that 
Western australia will remain 
as a control for the healthcare 
reforms initiated by former Prime 
Minister Rudd. But the emerging 
responses of the states appear to 
vary widely to these proposals, so 
it is likely we will see significantly 
different structures in each of the 
jurisdictions. in addition, the lack 
of specification around primary 
and secondary care means we 
are likely to see lots of alternative 
models in those sectors too.

i take the variance in 
implementation of health reform 
between the jurisdictions as 
evidence of lack of clarity about 
what works and also a failure by 
the parties to set clear objectives 
for the reform. it is impossible to 
get somewhere unless one has 
a clear idea about where one is 
going. it appears to me that no-
one has much idea about where 
the current set of health reforms 
is intended to lead.

Regular readers of this column 
will be aware that i am cynical 
about the value of the proposed 
reforms. this is not particular 
to the current reforms. there is 
little evidence to show healthcare 
reforms lead to improved patient 

outcomes. no recent model of 
healthcare reform has effectively 
capped the growth in healthcare 
costs. there is also limited 
systematic evidence about the 
outcomes delivered by different 
models of health service provision 
and so no robust basis on which 
to found any comparisons of 
efficiency.

Of course the more extensive 
the reform is, the more the reform 
itself will cost. One would expect 
it to take some time before the 
benefits from any reform were 
realised. Unfortunately, few 
attempts at reform are allowed to 
bed down before policy makers 
begin making new changes. So it 
can be argued that any benefits 
that do arise from reform are 
offset by the cost of the disruption 
caused by continuing reform. 
this is particularly likely with 
the current round of australian 
reforms. the only outcome 
measure anyone has proposed 
for these reforms is that “things 
will improve”. this is sufficiently 
broad that one can paint success 
or failure against it depending 
on one’s mood. Since i think 
improvement is unlikely, the 
reform could be labelled a failure, 
which will need to be addressed 
by more reform.

One of the points i understand 
eagar and others to have made is 
that improvements in healthcare 
– both efficiency and outcomes 
– are realised at the coalface. 
health system reform of the kind 
that australia is undergoing can 
only modify the drivers of care 
and this does not automatically 
translate into changes to patient 
care. a corollary of this is that it 
might be more effective to leave 
the major structural elements 
alone and implement strategies 
that work directly at the coalface. 
Of course the benefit of such an 
approach cannot be assessed 
unless it is evaluated. indeed (and 
somewhat obviously) the benefit 
of any intervention cannot be 
assessed unless it is evaluated.

the natural experiment that 
is emerging as the different 
jurisdictions apply different 
interpretations to the requirement 
to reform may or may not 
improve matters. But we can’t 
know this and nor can we know 
which approaches are most 
beneficial or harmful unless we 
evaluate them. it has been said 
that those who do not study 
history are doomed to repeat it, 
but you can’t even study history 
unless there are records of what 
happened.

Patrick Bolton believes effective evaluation  
is required for effective reform
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The Canadian 
Healthcare Association's 
plan for the future

 as with most countries, Canada 
is ever on the search for ways to 
add efficiency and effectiveness to 

its health system. Escalating costs, political 
unpredictability and the entrenched value 
system of a citizenry that cherishes its universal 
care compete to make significant change 
challenging at best, stalemated at worst. this 
clash of rival issues and ideology currently 
at play provides an opening for meaningful 
dialogue. And action. within the current context, 
the Canadian healthcare Association (ChA) 
has developed a six-point vision to help guide 
and strengthen the future of Canada’s health 
system(s)1.

The current context

After severe cuts in the 1990s and a fragmented 
approach to address pieces of the greater 
need in the early years of the new millennium, 
a 10-year, CAD$41 billion agreement was 
reached in 2004 by federal, provincial and 
territorial governments. A 10-year Plan to 
Strengthen Health Care (the 10-year Plan) 
identified areas for priority action including 
wait times, health human resources, home 
care, primary care, northern access, a national 
pharmaceuticals strategy and prevention/
promotion/public health. the formulation of the 
10-year Plan, combined with the 2003 Accord 
– which addressed catastrophic drug coverage, 
diagnostic/medical equipment, it/EhR and 
Aboriginal health – meant most Canadians felt 
encouraged that the reinvestment in their health 
system would pay needed dividends.

today, only a few short years from the 
conclusion of the 10-year Plan, the debate is 

being rekindled. Layered on this predictable 
and escalating dialogue is the recent global 
recession. while not affecting Canada as 
seriously as many other countries, we were not 
spared and the ‘s’ word – sustainability – is on 
everyone’s lips.

Canadians take great pride in their universal 
health system and consistently express high 
levels of satisfaction with their interface 
with health services. A health Canada report 
entitled Healthy Canadians – A Federal Report 
on Comparable Health Indicators 2008 found 
that 85.2% of Canadians were “very satisfied” or 
“somewhat satisfied” with health care services 
overall. that level was unchanged from 2005, the 
last time the survey was conducted. however 
there are clearly areas that can be improved.

while lauded for its universality and quality 
by objective international bodies, Canada’s 
health system has been assessed as expensive. 
According to the Canadian institute of health 
information (Cihi), in 2009, we spent CAD$183 
billion on healthcare, or almost half a billion 
dollars a day and more than CAD$5,400 per 
person. As a proportion of GDP, that will equate 
to 11.9%, up from 10.8% a year ago, placing us 
in 6th position of 31 oECD member countries. 
there are projections suggesting this trend will 
continue unabated and squeeze out many other 
government services in coming years.

however, it is important to consider the 
context, specifically the reality of recessionary 
times, which traditionally have created these 
sorts of spikes. As Cihi points out, “after 
adjusting for inflation and population growth, 
spending on healthcare this year (2008) is 
expected to grow by 2.5%. this is lower than 
the estimated growth rate for 2008 (4.2%).”

Keeping the 
Canadian 
health system 
healthy
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Our investments can buy progress. 
Our life expectancy is 80.7 years, more 

than 1.5 years higher than the OECD average 
(79.0 years) and 2.5 years greater than in the 
United States (78.1 years). Our infant mortality 
rate is 5.0 per 1,000 live births, almost equal 
to the OECD average of 4.9. Deaths by heart 
attack decreased by 30% between 1998 and 
2004 and waiting times for five identified 
conditions have decreased due to priority 
setting in these areas.

But in terms of financial sustainability, 
the jury is still out. There are many experts 
and pundits alike who believe costs are 
unsustainable and will rise, whether due to the 
increased costs of new pharmaceuticals and 
diagnostics, the aging population, a lowered 
tax base or many other contributing factors. 
Contrarily, there are many who provide 
compelling data to support the view that such 
a sustainability crisis does not exist2.

From an international 
perspective
In September, the OECD report Economic 
Survey: Canada 2010 was released. This non-
partisan organisation noted that Canada offers 
high quality services to residents, albeit at 

high cost. The report takes Canada to task on 
several fronts, citing our lack of drug, dental 
and community therapies, the lack of price 
signals (e.g. patient co-payments/deductibles) 
and the general prohibition against private 
financing3. It expressed concern over our lack 
of cost-saving incentives, gaps in information 
and our decentralised systems. The OECD 
concludes Canada’s health spending trends are 
not sustainable and recommends a course of 
action – several, in fact, from the imposition 
of co-payments through physician payment 
capitation to equal contracting to private and 
public hospitals.

In a country which values its universal health 
system as much as it does its hockey, these are 
sensitive and controversial suggestions that 
will require national and political will if they are 
to be fully explored and addressed. While CHA 
supports the notion of national dialogue on 
these and others of the recommendations, we 
also feel there are immediate issues that can 
be addressed.

CHA’s recommendations 

As Canada moves towards the end of the 10-
year Plan, the Canadian Healthcare Association 
has undertaken a focussed review of its own 

advocacy and policy directions this past year. 
Drawing upon the expertise of its members 
as well as notable external stakeholders 
and sources, in June the Board of Directors 
approved a six-point plan to guide our activities 
(summarised below). The Board is committed 
to action on these fronts, with the sustainability 
of the health system as an overarching goal 
and an unwavering commitment to access to 
comparable services for all Canadians, based on 
need not ability to pay.

Six-point plan

Funding - Adequate and predictable funding 
of the health system, ensuring all Canadians 
have access to comparable services. One 
focus will be how the system will be funded, 
from decisions on how federal transfers 
are made to provinces and territories, 
to recommendations on the way each 
jurisdiction funds its health services (see box 
over page for recently approved CHA Guiding 
Principles).

Health Human Resources (HHR) – 
Additional data is required, particularly 
minimum data sets for all health professions. 
Pan-Canadian coordination of HHR data 
is essential. Healthy workplaces are a 
cornerstone of recruitment and retention 
and will be pursued through CHA’s ongoing 
support of the Quality Worklife - Quality 
Healthcare Collaborative (Learn more at 
www.qwqhc.ca).

Wellness – Whether from a cost-savings or 
quality of life perspective, the arguments for 
reallocating resources to health promotion 
and illness prevention are increasingly 
incontestable and must be acted upon despite 
the long-term nature of outcomes versus 
the typically short-term political tenure of 
funders. CHA is currently building its detailed 
policy paper and we are cautiously excited 
by the September meeting of all federal, 
provincial and territorial Ministers of Health, 
during which a Declaration on Prevention 
and Promotion was endorsed, committing 
all jurisdictions to promote healthy living and 
address critical issues such as obesity and 
sodium intake. This inoculation of “Ottawa 
Charter”-type thinking and action bodes well 
for the future of the population. But ongoing, 
dedicated political will is required.

Continuing Care - Home, Long-Term, 
Respite, Palliative. Advocacy is required on the 
appropriate use and funding of home care and 

>
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facility-based long-term care. This is necessary 
for both the fiscal sustainability of the health 
system and the pressing need to address the 
health requirements of the aging population. 
The dissemination of CHA’s recent policy briefs 
on home care and facility-based long-term care 
as well as several presentations to politicians, 
senior officials and stakeholders have 
heightened awareness of both the strengths 
and weaknesses in the system. CHA will 
continue to take advantage of opportunities to 
advance our research and recommendations.

Leadership - Political leadership, the 
role of the federal government in health 
and social issues. Board leadership, the role 
of good governance in contributing to a 
sound, accountable health system. Executive 
leadership, the role of senior staff in ensuring 
the health system is sustainable and provides 
best quality. These are all keys to the health of 
the system and will be addressed.

Pharmacare – One of the ‘hottest’ topics in 
Canada today. This must be addressed quickly, 
whether a plan for all or catastrophic 
coverage.

Concluding thoughts

There are still many systems issues that give 
rise to concern and questions:
•  Have we developed into a risk-averse culture 

– satisfied with the status quo?
•  Are we truly patient-centred? Two recent 

reports from Alberta and Saskatchewan 
suggest not.

•  Are we capable of living up to our expectations 
for collaborative, team-based work?

•  Can we produce the outcome data needed to 
drive appropriate change?

The debates that will unfold for the next 
three years and beyond will provide challenges, 
yes, but also opportunities to come to terms 
with our collective needs, determine how we 
evolve into a more sustainable and modernized 
health system and how we ensure Canadians’ 
needs are the driving force behind all that we 
do. The Canadian Healthcare Association is 
prepared to do its part, and hopes that its vision 
will contribute to a redefining of Canada’s 
future health systems.
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Guiding principles

Prior to initiating a change in the funding mechanisms for health services, the following 
conditions must be considered. The funding model should:
• Support the mission of the organisation.
•  Promote equitable and accessible delivery of services across the population served.
•  Encourage appropriate/evidence-based care in the most appropriate setting from the most 

appropriate health provider.
•  Reflect the complexity of services delivered and the population served.
•  Have as a goal to improve quality, patient safety, accessibility, transparency and accountability.
•  Have the necessary infrastructure in place – including computer systems and electronic 

records.
•  Be phased in with close monitoring of its impact, based on specific criteria including efficiency, 

outcomes and quality of service.
•  Be based on accurate data including appropriate baseline data as well as historical data.
• Have regular review of both the framework and indicators.
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epidemics of measles, smallpox, 
diphtheria and dysentery. Or 
that leads to a rise in levels of 
obesity. Or that can influence the 
functioning of the natural world 
(including the climate system) and 
its life-supporting processes.

Should we be 
worried?
There is no space here to 
review the core science on the 
determinants of climate change 

and the evidence of recent 
human-induced global warming. 
The Earth’s climate undergoes 
continual change in response 
to various regular, irregular and 
chaotic natural ‘forcings’. Against 

that background, most of the 
unusually rapid global warming 
over the past half-century is 
attributable to human actions.

So, how worried should we be 
about a possible average global 

Health and 
climate change

OvErAll ThE health 
sector has been rather 
slow to see the great, 

and increasing, implications of 
climate change for population 
health and for the healthcare 
system. Meanwhile, the public 
discussion has focused primarily 
on risks to economic processes, 
vulnerable industries, physical 
property, environmental amenity 
and iconic national ecosystems. 
These are precious assets, but 
not as precious as the health 
and survival of this and (more 
worryingly) future generations.

Within Australia, as in other 
modern western nations, a 
narrow, essentially individualised 
and frankly misleading model 
of ‘health’ and its determinants 
prevails. Individuals are viewed as 
free agents, responsible for their 
own actions (including consumer 
choices) and hence the primary 
arbiters of their own health.

This view of health served 
our society fairly well during the 
prosperous and relatively stable 
final third of the 20th century. 
During that time, universal health 
insurance policies in Australia 
limited the differentials in health 
security and status. Meanwhile, 
we have become less attuned 
to asking what it is about how 
a population lives that leads to 

Tony McMichael outlines 
the challenges to health and 
healthcare posed by climate change

Briefing
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Likely current impacts 
(not easy to identify and  
attribute)
• Contribution to a rise in 

microbial food-poisoning, 
resulting in gastroenteritis and 
diarrhoeal diseases; and

• Increased mental health 
concerns in the warmer, drier 
parts of rural Australia.

Predicted health impacts 
(almost certain to occur in the 
future)
• Extreme weather events, 

resulting in injuries, deaths, 
infectious disease outbreaks and 
mental health concerns;

• Water shortages, impacting local 
food yields, rural wellbeing and 
hygiene;

• An increase in mosquito-borne 
infectious diseases, including 
Ross River fever, dengue fever 
and encephalitis;

• Heat-stressed livestock, resulting 
in a possible increase in risks of 
zoonotic agents;

• Increased stresses on outdoor 
workers, impacting physiological 
threshold, behaviour, 
productivity and earnings; and

• Stressed/displaced groups, 
resulting in tensions, conflicts 
and mental health concerns.

increase of 2-5ºC within the 
coming century – a range now 
widely regarded as possible, given 
current trends and plausible future 
human behaviours?

Recent survey research showed 
many Australian politicians see 
no difficulties in coping with a 
world 4-6ºC warmer than today. 
This reflects a serious lack of 
understanding of how such 
increases would disrupt many 
basic biophysical and ecological 
relationships and processes.

The health risks from climate 
change are diverse and will 
impinge differently over time 
and place. The obvious risks are 
from extreme events, especially 
heatwaves, bushfires and floods 
in Australia. The experience 
of January 2009 in Melbourne 
and Adelaide underscored the 
vulnerability of older-aged persons, 
many with underlying chronic 
disease processes, to the sustained 
physiological stress posed by 
urban-environmental thermal 
extremes with little relief at night.

Climate change entails both 
trends in average conditions, such 
as temperature, annual rainfall 
and humidity, and increases in 
weather variability. Bureau of 
Meteorology data clearly shows 
an increase in the (decadally-
averaged) annual number of very 

hot days during 1960-2009.
In the longer term, the health 

consequences of climate change 
will also encompass shifts in 
patterns of various climate-
sensitive infectious diseases; 
changes in regional food yields 
and nutritional quality; impacts 
on morale and mental health 
from environmental disruptions 
and threats, especially in those 
parts of rural Australia now 
facing long-term drying because 
of climate change; and adverse 
consequences for remote 
communities, including many 
Indigenous communities, because 
of environmental changes and 
increased exposure to extreme 
weather conditions and events.

tony McMichael 

National Centre for 

Epidemiology and 

Population Health,  

The Australian National 
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Risks to health in 
Australia
The main current and future 
risks to health in Australia can be 
summarised thus:

Already apparent 
(events that are amplified by 
climate change):
• An increase in the annual 

number of very hot days, 
resulting in hospitalisations  
and deaths; and

• An increase in the number and 
severity of bushfires, resulting in 
injury, death, respiratory hazards 
and mental health concerns. 

1.  Explain the extent and significance of risks to health. More 
and better research is needed to help our society understand 
the full spectrum of the risks posed by climate change. Risks to 
health are of fundamental importance.

2.  Reduce the sector’s climate footprint. The health sector 
is very energy and water-intensive. For example, in NSW 
the health system accounts for just over half of total 
governmental within-building energy use.

3.  Emphasise the localised benefits to health that will result from 
greenhouse gas emissions reduction actions. These include 
cleaner urban air, more physical activity in our daily lives and 
improved urban design and housing standards.

Leading-edge roles for the health sector
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Care until 
the end

the most important 
message to come out of 
this year’s ahha Congress 

was that while the health reform 
agenda is very welcome, we must 
ensure that we make the most of 
this historic opportunity. this will 
involve a lot of effort.

as professor Ken hillman said 
in his paper Caring at the end of 
life in acute hospitals, significant 
work needs to be done to ensure 
that every australian has access 
to quality care at the end of their 
life. such care should be delivered 
in a culturally appropriate manner, 
in the location of their choice 
and accompanied by whom they 
choose. the need for mechanisms 
to ensure this is embedded in 
the health reform process was 
echoed by professor Kathy eagar’s 
keynote address, Your integration 
is my fragmentation.

Dedication is not 
enough
many speakers at Congress 
reminded us that australia has a 
good health system – it isn’t that 
the current system is broken. 
But it could definitely do with 
improvements in the face of the 
increasing pressure it will be placed 
under with an ageing population 
and the burden of chronic disease.

palliative care is no different. 
australia currently ranks second 
in the world in The Economist’s 
Quality of Death Index – surely 
evidence that we are doing well in 
this field. this ranking was gained 
largely due to the dedication of 
health professionals, carers and 
volunteers working in the field and 
through the commitment of all 
governments to the provision of 
palliative care.

Australia’s palliative care 
system needs a boost says  
Yvonne Luxford
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But dedication is not enough. 
Governments need to boost their 
financial support of palliative care 
services as they grow to meet the 
inevitable increase in demand. in 
addition, we need a systematic 
educational program for all health 
professionals as well as the public.

there are a number of barriers 
to achieving these objectives, 
but they are by no means 
insurmountable.

Let’s talk about 
dying
one of the first things we need 
to do is get people talking more 
openly about dying. there are 
numerous reasons why we have 
evolved into a ‘death denying’ 
society, including cultural issues, 
high expectations from ongoing 
improvements in medical 
treatments and constant media 
presentations implying that 
every life can be saved. many 
also believe that there is a direct 
relationship between our refusal 
to accept death and our lack 
of interest in, or awareness of, 
palliative care.

You might expect a greater 
focus on palliative care in the aged 
care industry at least, particularly 
with the increasing acuity of 
people entering residential 
facilities. in fact, australia was 
the leader in developing the clear, 
evidence-based Guidelines for a 

Palliative Approach in Residential 
Aged Care, which promoted 
appropriate end of life care in 
the sector. these guidelines were 
approved by the national health 
and medical research Council 
in 2005 and have been broadly 
accepted. however, inadequate 
levels of training and funding 
create significant barriers to their 
incorporation into everyday care.

Unfortunately, the lack of 
training in dealing with death and 
dying applies to many professionals 
across the health system. how can 
we criticise doctors for insisting 
upon trying every last heroic 
treatment if we don’t adequately 
educate them to recognise when 
a patient would be better served 
by a palliative approach? in recent 
years, the federal government has 
funded an undergraduate program 
to ensure that health professionals 
do receive this vital training and we 
expect to see an impact as more 
new graduates take up positions in 
the system.

a powerful mechanism to drive 
faster change is to encourage a 
cultural transformation in our 
society. We would like to see 
community members talking 
openly with their loved ones about 
what they want at the end of their 
lives, completing advance care 
plans and appointing substitute 
decision makers.

in this context, the australian 
health ministers’ advisory Council 
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has sought consultation regarding 
a national framework on Advance 
Care Directives in order to 
establish some level of uniformity 
of expectations, requirements 
and outcomes across the country. 
While differing legal requirements 
do create yet another complexity, 
they are not considered to be 
insurmountable.

One of the stated aims of the 
health reforms is to create a 
system that is patient-centred. 
Well-coordinated, person focused 
care requires a range of health 
professionals working together 
as a team and is recognised as 

a key strategy to improving the 
quality and effectiveness of care in 
chronic and more complex cases.

Palliative care, by definition, 
presupposes the operation of 
a team approach. Using the 13 
Standards for providing quality 
palliative care for all Australians 
as its foundation, the National 
Standards Assessment Program 
(NSAP) assists services to attain 
best practice through self-
assessment, peer mentoring 
and workshopping. The work of 
NSAP is complemented by two 
other quality enhancing projects 
– Palliative Care Outcomes 

Collaboration, which is developing 
national quality and outcomes 
benchmarks, and CareSearch 
which provides online evidence 
based palliative care information 
and research.

The development of strong 
partnerships between local and 
regional primary care services, 
aged care services and specialist 
services is fundamental to 
achieving sustainable and 
responsive palliative care services 
focused on population needs. 
The health reforms are expected 
to provide the foundation for 
such integration to flourish. 

Sustainability of the provision 
of good end of life care for our 
population is dependent upon the 
success of this integration and the 
ongoing education of all health 
professionals in the importance of 
a palliative approach. Ultimately 
we need everybody, including 
health professionals, to have 
conversations about dying.

www.ruralhealth.org.au    early bird registration now available
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 the Commonwealth 
labor Government 
started the health system 

transformation process in 2007  
by appointing a national health 
and hospitals reform Commission. 
the Commission’s June 2009 final 
report made recommendations 
across the full health spectrum1.

For hospitals, it recommended 
activity-based funding, with 60% 
of funding for the ‘efficient price’ 
of hospital activity to come from 
the state or territory government 
(hereafter state) and 40% from 
the Commonwealth Government. 
the Commission did not make any 
recommendation about changes in 
local governance.

In contrast, the Commonwealth 
Government’s response changed 
the balance of funding to 40:60 
and mandated new local boards to 
govern ‘local hospital networks’.

Creating local 
hospital networks
there is little evidence of the 
relative efficacy of local vs 
centralised governance. there are 
sound arguments for the benefits 
of decentralised management 
(local responsiveness, innovation) 
as well as for centralisation 
(economies of scale) and 
recognised weaknesses of both 
(inequity vs remoteness of 
decision makers). It should be no 

surprise that in the absence of 
an unequivocal best approach, 
different people can legitimately 
argue for different solutions and 
policy might involve swings over 
time from one preferred solution 
to its polar opposite. Johnston2 
recognised the importance of 
managing issues that have no 
right answer, maximising the 
positives of the contemporarily 
preferred solution while 
minimising its negatives.

Unfortunately, there is no 
recognition in the public policies 
released to date that there are 
any positives in the centralised 
structures in those states that have 
adopted them, nor recognition of 
the negatives of a decentralised, 
local governance solution.

States as ‘owners’ of public 
hospitals and under whose 
legislation the new boards will 
be created will presumably have 
some autonomy. this gives states 
an opportunity, and an obligation, 
to reflect on what aspects of their 
existing centralised structures 
should be maintained. Should 
all local networks use a common 
payroll system to ensure 
consistency of data and achieve 
economies of scale? Should there 
be common clinical information 
systems and a consistent process 
for managing, reporting and 
disseminating lessons from 
adverse events? what about 
industrial relations and award 
negotiations?

the issue in the new system 

Briefing

Creating and 
funding local 
hospital networks

design is deciding what will be 
national, state and local. and 
what autonomy will the new 
local networks have? will they 
be another layer or part of a 
streamlined/devolved system? 
what strengths of the current 
structures should be ported to the 
new, or do we start with a clean 
slate and assume there is no merit 
in current approaches?

Funding local 
hospital networks
the Commission’s 
recommendation of a 60:40 State/
Commonwealth split in funding 
responsibilities for the ‘efficient 
price’ recognised current funding 
realities and policy responsibilities. 
Public hospitals are, and will be, 
creatures of state legislation. the 
states will regulate capital and 
bear political accountability (e.g. 
for ambulance by-pass) and any 
residual risks of cost escalation or 
service inadequacy.

the average marginal cost of 
additional activity in hospitals is 
probably less than 50% so under 
the Commission’s proposals, the 
Commonwealth contribution 
would be at, or below, marginal 
cost. this would mitigate any 
incentive for excess hospital 
activity growth that might 
squeeze out funding for expansion 
of primary care and lower 



funding to ensure appropriate 
marginal incentives, depending 
on whether the Commonwealth 
structures funding according to the 
marginal cost in each DRG or the 
average DRG.

So the message here is that 
there are important choices yet 
to be made in designing the new 
funding arrangements.

Conclusion

Creating and funding the new 
local hospital networks involves 
critical policy choices. Decisions 
about these choices should 
be based on the articulated 
policy aims. Unfortunately, the 
Commonwealth has not been 
clear about the relative priority of 
its espoused aims. In the absence 
of clarity of policy intent, choice 
of policy instruments and design 
of incentives may be confused. 
The possibilities of the potential 
transformation of the system may 
then not be realised.

A number of commentators 
have already critiqued the new 

hospital arrangements and the 
Commission’s proposals from 
which they evolved. But in the 
absence of clarity about precisely 
how the new scheme will work it 
is difficult to be either critical or 

laudatory. That said, despite its 
potential weaknesses, at least the 
Commonwealth proposal now 
exposes the Commonwealth to 
the growth pressures of public 
hospitals and so is an advance.
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intensity substitute activity such 
as sub-acute services. States (with 
responsibility for capital planning) 
would also be responsible for 
determining (capping) hospital 
activity. This would mean that 
states would continue to bear 
all the residual risks and political 
accountability for service 
dysfunction.

The Commonwealth proposal 
doesn’t have the same conceptual 
clarity and logic. Under the 
Commonwealth’s proposal, 
the states as owners will be the 
minority funders. Assignment 
of risk for adequacy of funded 
activity will be unclear, with 
Commonwealth payments in many 
cases above marginal costs but 
with states still managing overall 
capital provision.

Public pronouncements to 
date have not made clear how an 
‘efficient price’ will be calculated –  
whether hospitals will be funded 
by the Commonwealth at 60% 
of the average national price for 
patients within each Diagnosis 
Related Group (DRG) or whether 
the payment rate for each DRG 
will vary (20% for some, 80% for 
others) but the average payment 
across all DRGs will be 60%.

The different choices here have 
quite different incentive effects. 
If payment in any given DRG is 
below marginal cost, hospitals will 
not have an incentive to increase 

volume in that DRG, which may 
hamper Commonwealth goals of 
reduction in surgical waiting times.

As the new payments 
to hospitals will be cast as 
direct payments to hospitals, 
they will presumably not be 
subject to equalisation by 
the Commonwealth Grants 
Commission. In the past this body 
has taken into account factors such 
as the greater costs of treating 
Indigenous people, providing 
services in rural and remote 
Australia and economies of scale, 
to determine a state’s share of GST 
reimbursement. Volume effects, 
such as Indigenous people having 
higher hospital utilisation, will be 
addressed by the very nature of 
activity-based funding but relative 
costs, such as Indigenous people 
having a longer length of stay, 
will need to be addressed and 
incorporated in the funding design. 
This is a very complex task and to a 
large extent is uncharted territory.

At this stage the states appear 
to have independent choices to 
make about the level and structure 
of their funding design. Theory 
suggests a mixed fixed and variable 
design for funding3 and following 
this approach, states may chose to 
structure their funding as fixed over 
the medium term with incremental 
(operating) funding being related 
to new capital works coming on 
stream. States might also structure 
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Recognition 
of Indigenous 
Australia

 new paraDigm is 
probably an 
overstatement of 

the current shift in australian 
parliamentary workings. But 
nevertheless, a few new paradigm 
things might be able to happen 
for the country. One of them, i 
hope, will be proper recognition 
of aboriginal and Torres strait 
islander people in our Constitution.

somehow we’ve ended up 
without any kind of treaty or 
formal settlement of relationships 
between the newcomers and 
the original inhabitants of 
australia. There were battles and 
negotiations and agreements, but 
unlike in comparable countries 
(Canada, New Zealand and the 
Usa) no settlement was translated 
into the nation’s legal framework.

Now, an agreement between 
Labor and the greens to hold a 
referendum at the next federal 
election gives us an opportunity to 
fix this gap. The Coalition supports 
the idea of recognition (at least 
in the preamble), so it may be 
possible for the referendum to 
have bipartisan support, which is 
important because we don’t pass 
many referenda – eight out of 
44 so far.

This truly is health system 
business, because recognition 
matters for the health of 

aboriginal australians and for 
their healthcare. There is no way 
to run a randomised trial on it, 
but there is good policy logic to 
argue that the large longevity 
gap for indigenous people in 
australia is partly related to the 
absence of any formal settlement 
of the terms on which our modern 
country is established.

This is supported by several 
authors, including ring and Firman 
(mJa 1998) who suggest that 
lack of recognition, among other 
factors, may be involved. Citing 
evidence that a sense of control 
over one’s life helps with longevity, 
they concluded that:

“A greater sense of control may 
only come from a wider acceptance 
and recognition of a valued role 
for Australian Indigenous people in 
Australian society.”

recognition would also provide 
a more solid basis for the efforts 
of the health system to provide 
better care for aboriginal patients. 
it’s not so long ago that aboriginal 
people were excluded from our 
public hospitals or were placed 
in special ‘back wards’. But since 
the transfer of responsibility 
for health from aTsiC to the 
Commonwealth’s health portfolio 
in 1995, things have significantly 

improved. more funding goes 
to the aboriginal community-
controlled health sector, with 
good evidence of impact on health 
outcomes, and the mainstream 
health system has been 
responding (however slowly or in 
patches) to its responsibilities. we 
should feel good about that, and 
keep working on it.

But there is a problem at the 
heart of this endeavour. Hospitals 
and health services staff are 
often doing creative, energetic 
interventions to respond to the 
needs of aboriginal patients, 
including finding ways to 
establish trust and rapport in an 
intercultural relationship. at the 
same time, there is a strange kind 
of denial. The system operates 
on an underlying premise that 
‘we treat everyone the same, no-
one is special, nothing special is 
happening here’.

Take a look at the policies 
and procedures that guide such 
improvement efforts in your 
part of the health system. You 
will probably find high level 
policy statements with beautiful 
wording, but a lack of the serious 
operational plans, strategies, 
quality assurance measures 
and protocols that you would 

normally expect for any situation 
that substantially affects good 
healthcare delivery. i bet, for 
example, that it is easier for staff 
to get an interpreter for almost 
any language on the face of the 
earth than for local aboriginal 
languages (if i’m wrong – please 
let me know).

why is this so? i suggest that 
it is part of the out-workings of a 
larger denial at the centre of our 
national life. when i look at health 
services in those comparator 
countries i still see lots of 
problems, but there is a sense that 
special measures are on a sounder 
policy footing and the system thus 
finds it easier to enact and sustain 
good ideas.

There are many reasons to 
support recognition, like basic 
respect, fairness and the politics 
of reconciliation after any conflict. 
The need to improve health and 
healthcare for aboriginal people 
means that this is also important 
health system business.

Judith Dwyer is Professor of Health 
Care Management at Flinders 
University and a Research Program 
Leader for the Lowitja Institute 
(formerly the CRC for Aboriginal 
Health).

Judith Dwyer believes the 
recognition of Indigenous Australia 
is health system business
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during a celebratory dinner in Melbourne, 
Premier John Brumby, Health Minister 
Daniel Andrews and Department of 

Health Secretary Fran Thorn presented the 
2010 Victorian Public Healthcare Awards.

These are Victoria’s most prestigious 
awards. The awards, in 18 categories, honour 
the doctors, nurses and health professionals 
at the heart of the health system whose 
achievements make a difference in the lives 
many Victorians.

Major winners in 2010 were:
• Peter MacCallum Cancer Centre – 

Metropolitan health service of the year
• South West Healthcare, Warrnambool – 

Regional health service of the year
• Robinvale District Health Services – Rural 

health service of the year
• Inner South Community Health Service – 

Primary health service of the year.

The health professionals and teams 
honoured this year are addressing many of 
our greatest healthcare challenges, such 
as reducing the burden of chronic disease 
and cancer on the community. Examples of 

In depth

>

The 2010 Victorian Public 

Healthcare Awards paid 
tribute to the state’s leading 

health services and individuals 
for their dedication and 
innovation in delivering  
world-class patient care

2010 Victorian 
Public Healthcare 
Awards

Professor Patrick McGorry, winner of the 
Minister's Award for Individual Achievement in 
Mental Health and Prue Power, Chair of Judges.

standout achievements include the historic 
cure of a rare disease in babies from Southern 
Health, world-first souvenir films for children 
undergoing radiotherapy at Peter MacCallum 
Cancer Centre and individuals such as 
Australian of the Year and youth mental health 
advocate Professor Patrick McGorry.

The response this year from health services 
was remarkable with a record 310 entries. 
The high calibre of entrants ensured 2010 
was the toughest year yet for judges to select 
winners and was testament to the wonderful 
and inspiring work happening every day in our 
public healthcare system.

Prue Power, Executive Director of the 
Australian Healthcare and Hospitals 
Association, was the Chair of Judging.

“I enjoyed seeing the collegial spirit 
displayed by all the judges,’ she said. “They 
diligently undertook their tasks to recognise 
and celebrate really important values in 
healthcare: quality, innovation and excellence.”

Visit www.health.vic.gov.au/
healthcareawards for more information on the 
awards.
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2010 Victorian Public HealtHcare awards winners:
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Left to right: Wayne Ramsey, 
Minister for Health Daniel Andrews, 

Shelley Park, Malar Thiagarajan, 
Alex Veldman.

Left to right: Christine Kilpatrick, 
Meagan Hunt, Premier of 
Victoria John Brumby, Felipe 
Salas, James Williams.

Delivering susTAinAble AnD efficienT HeAlTHcAre services
Gold  Barwon Health Increasing information availability in health care
Silver  Peninsula Health Supply and deliver – supply chain initiatives
Highly Commended  Melbourne Health Logistics improvements at Melbourne Health
improving Access performAnce  
Gold  Southern Health No wrong door – improving the client journey and referrer experience
Silver  Alfred Health Ensuring timely access to care for emergency medical patients
Highly Commended  Melbourne Health Nurse-led non-muscle invasive bladder cancer surveillance service
improving quAliTy performAnce  
Gold  Wimmera Health Care Group Using clinical pathways to improve and sustain quality patient care
Gold  Melbourne Health Northern Psychiatric Unit clinical risk management initiative
Highly Commended  The Royal Children’s Hospital and  Development and implementation of a paediatric sedation   
  Murdoch Children's Research Institute education and credentialing program
reDucing inequAliTies  
Gold  Diabetes Australia – Vic with the Victorian  Feltman: a diabetes education tool 
  Aboriginal Community Controlled Health  
  Organisation 
Silver  Eastern Health Strong n proud – Indigenous youth transition program
Highly Commended  Victorian Deaf Society Human Services Video Relay Interpreting Service

prevenTion AnD promoTion  
Gold  Peninsula Health Cooking up a storm
Silver  The Royal Women’s Hospital Young people’s health and wellbeing – sexual assault prevention   
  program for secondary schools
Highly Commended  Barwon Health Preschool oral health program – smiles 4 miles and partnerships
responDing To menTAl HeAlTH AnD Drug AnD AlcoHol service neeDs  
Gold  Peninsula Health Breaking the ice – tackling amphetamine related harms
Silver  Austin Health  Improved inpatient management of people with eating disorders
Highly Commended  Prahran Mission UnitingCare Voices Vic – the establishment of a Victorian hearing voices network
responDing To An Ageing populATion  
Gold  Western District Health Service Men’s out and about program
Silver  Northern Health Enhancing practice – a creative response to improving care for older  
   people
Highly Commended  Austin Health Aged care residential outreach program

DepArTmenT of HeAlTH secreTAry's AwArD: improving THe pATienT experience  
Winner Peter MacCallum Cancer Centre Personalised souvenir movies for paediatric radiotherapy patients
Highly Commended Austin Health Improving the patient experience: health assistants in nursing
Highly Commended The Royal Women’s Hospital Partners in care – neonatal services model of care
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MinisTer’s AwArd: OuTsTAnding AcHieveMenT by An individuAl  
Winner The Royal Children’s Hospital Alex Auldist
Highly Commended Austin Health Bob Jones
Highly Commended Southern Health Chris Kimber
MinisTer’s AwArd: OuTsTAnding AcHieveMenT by A TeAM   
Winner Southern Health New innovations team
Highly Commended Austin Health Intensive care unit team
Highly Commended The Royal Children’s Hospital The twins’ separation team
MinisTer’s AwArd: OuTsTAnding AcHieveMenT by An individuAl in MenTAl HeAlTHcAre  
Winner Melbourne Health Patrick McGorry
Highly Commended Peninsula Health Priscilla Yardley
Highly Commended Victorian Mental Illness Awareness Council Isabell Collins
MinisTer’s AwArd: OuTsTAnding TeAM AcHieveMenT in MenTAl HeAlTHcAre  
Winner Pathways and Barwon Health Dialectical behaviour therapy team
Highly Commended Incolink Apprentice support team
Highly Commended Southern Health Butterfly eating disorders day program team  
  
PreMier’s excellence AwArd: TAckling cHrOnic diseAse And iMPrOving Public HeAlTH  
Winner The Royal Children’s Hospital Chronic illness peer support program
Highly Commended Western Health Improving health outcomes in Victorians at risk of low vitamin D
Highly Commended Diabetes Australia - Vic with the Victorian  Feltman: a diabetes education tool 
 Aboriginal Community Controlled  
 Health Organisation 
PreMier’s excellence AwArd: iMPrOving cAncer cAre in vicTOriA  
Winner Paediatric Integrated Cancer Service, the  GA? No way! Minimising the use of general anaesthesia in radiotherapy  
 Royal Children’s Hospital and  mask production for children: an innovative child friendly approach 
 Peter MacCallum Cancer Centre    
Highly Commended Barwon South Western Region Integrated  Changing the culture from corridor conversations to effective   
 Cancer Service multidisciplinary communication
Highly Commended Alfred Health Improving quality of life for long term cancer survivors through support  
  services mask production for children: an innovative child friendly   
  approach 

PreMier’s AwArd: PriMAry HeAlTH service Of THe yeAr 
Winner Inner South Community Health Service
Highly Commended EACH Social and Community Health
Highly Commended Doutta Galla Community Health Service
PreMier’s AwArd: rurAl HeAlTH service Of THe yeAr 
Winner Robinvale District Health Services
Highly Commended Alexandra District Hospital
Highly Commended West Wimmera Health Service
PreMier’s AwArd: regiOnAl HeAlTH service Of THe yeAr 
Winner South West Healthcare
Highly Commended Western District Health Service
Highly Commended West Gippsland Healthcare Group 
PreMier’s AwArd: MeTrOPOliTAn HeAlTH service Of THe yeAr 
Winner Peter MacCallum Cancer Centre
Highly Commended Austin Health
Highly Commended Peninsula Health  

Fran Thorn, 
Patrick McGorry.

Left to right: Fiona Watson, Craig Bennett, Premier of 
Victoria John Brumby, Wendy Wood, Patricia Faulkner.



(Commonwealth); the Research 
Involving Human Embryos Act 
2002 (Commonwealth) and 
the Gene Technology Act 2000 
(Commonwealth).

Human embryos must only be 
created from the process of the 
fertilisation of a human egg by a 
human sperm outside the body 
of a woman with the intention 
of achieving pregnancy of that 
woman. ESC research is permitted 
provided: 
• the embryos were created for 

in-vitro fertilisation; 
• they have not been developed 

for more than 14 days;
• they are no longer needed for 

such purposes;
• both people whose genetic 

material is in the embryo give 
specific proper consent for such 
use; and

• the research is conducted by a  
person who is licensed under 
the Research Involving Human 
Embryos Act 2002 and in 
accordance with the conditions 
of licence.

Thus any embryos used in 
ESC research in Australia would 
otherwise be discarded.

A new Biologicals 
framework
The Therapeutic Goods Amendment 
(2009 Measures No 3) Act 2010 
(Commonwealth) was passed on 13 
May 2010 and will introduce into 
Australia a new framework for 
the regulation of biologicals. The 
TGA has a maximum of 12 months 
to implement the new regulatory 
framework. 

In the US
In March 2009, President Obama 
overturned the ban on the funding 
of ESC research put in place by his 
predecessor eight years before. 
This was eagerly met by the 
scientific community who could 
now “make up for lost ground” 
with access to the funds that 
would facilitate their research.

In August however, Justice 
Lamberth in the District of 
Columbia, ruled that the National 
Institute of Health’s guidelines to 
provide funding for ESC research 
were contrary to the Dickey-
Wicker amendment (a 1996 law 
that prohibits the use of federal 
money for research in which an 
embryo is destroyed) stating: 
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Stem cell research 
developments

sTEM CELLS ArE seen 
as the next frontier of 
medical research as it is 

hoped their capacity to repair 
damaged cells may provide clues 
to the treatment of many currently 
incurable diseases. Stem cells are 
categorised as adult, embryonic 
or induced pluripotent (adult cells 
that are reprogrammed to act as 
embryonic stem cells). Embryonic 
stem cells (ESC), found on the 
fifth day of a fertilised egg, are 
able to churn out copies as well 
as transform into any of the 
body’s cell types. Adult stem cells 
are found in the body’s tissue or 
umbilical cord blood. While adult 
stem cells can only develop into 
one type of cell, ESC are able to 
become any cell and thus are 
seen to have wider application. 
Extraction of ESC involves the 
destruction of the embryo, which 
certain people find morally 
unacceptable.

The view of the 
Catholic Church
The Catholic Church is strongly 
against ECS research. It believes 
an embryo is a human being and 
its destruction is unjustifiable.  
However, in 2007 Pope Benedict 
XVI spoke in support of adult 
stem cell research as a means 
of scientific research without 
endangering a person’s life.

Embryonic stem cell research is in the middle 
of a legal battle says Alison Choy Flannigan

Briefing

“Congress has mandated that 
the public interest is served by 
preventing taxpayer funding 
of research that entails the 
destruction of human embryos.”

On 9 September, the Court of 
Appeal for the District of Columbia 
made an interim ruling allowing the 
research to continue pending the 
current appeal. The decision has 
the potential to place in jeopardy 
millions of dollars of grants for 
stem cell research in the US and 
has sparked heated debate there.

Research in 
Australia
In Australia the law is stated 
in the Prohibition of Human 
Cloning for Reproduction Act 2002 
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The meaning of 
biological

Subject to legislative exemptions, a 
biological is a thing that:
a) either:
• comprises, contains, or is derived 

from human cells or human 
tissues; or

• is specified in subsection (2); and

b) is represented in any way to be, 
or is, whether because of the way in 
which it is presented, or for any other 
reason, likely to be taken to be:
• for use in the treatment or 

prevention of a disease, ailment, 

defect or injury affecting 
persons; or 

• for use in making a medical 
diagnosis of the conditions of a 
person; or 

• for use in influencing, inhibiting 
or modifying a physiological 
process in persons; or 

• for use in testing the 
susceptibility of persons to a 
disease or ailment; or

• for use in the replacement or 
modification of parts of the 
anatomy in persons.
The biological framework 

excludes reproductive tissue and 
solid organs.

Conclusion
These recent developments 
clearly demonstrate the 
precarious balance that the law 
strives to achieve between health 
and ethics and how the law is 
required to develop alongside 
technological advances in the 
area of stem cell research and 
biologics. Health providers 
and life science organisations 
that operate in this area must 
constantly keep up to date with 
legal, ethical and regulatory 
requirements. 

For more information, please 
contact Alison Choy Flannigan on 
02 9286 8629 or by email at alison.
choyflannigan@dlaphillipsfox.com

qut.edu.au

QUT’s flexible study options, including external delivery,
online learning and intensive block attendance, will prepare
you for an executive career in public health.

Choose from a wide range of courses including a graduate
certificate, graduate diploma and masters degree.

Our Master of Public Health provides an internationally
recognised qualification and allows you to choose a study
area that aligns with your career goals.

Specialise in emergency and disaster management,
epidemiology and research methods, health promotion,
health services management, occupational and
environmental health sciences, or public health nutrition.

Apply now for entry in 2011.

For more information please phone (07) 3138 5878
email sph.studentcentre@qut.edu.au or visit
www.hlth.qut.edu.au/studyhealth

Be a leader in
public health

Studying public health has given me a range of skills that allow me to
contribute to the development of an equitable healthcare system anywhere in
the world. QUT’s Master of Public Health has enabled me to better understand
the interactions between society, culture and health.

Freyr Patterson, real QUT graduate
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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 and online), our 
new magazine The Health 
Advocate, 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 

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

or administrator, the AHHA 
values your skills and expertise. 

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

our focus is on improving 
safety and quality for patients 
and consumers in all healthcare 
settings. To do this we are 
working to achieve better 
service integration; enhanced 
information management 
systems; efficient financing 
models; targeted performance 
measures and benchmarking; 
and a sustainable and flexible 
workforce.

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

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

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

 $10    $25   $3,380

 $25    $100   $7,890

 $100    $250   $16,900

 $250    $400   $22,500

 $400    $550   $27,900

 $550    $700   $34,600

 $700    $850   $39,500

 $850    $1000   $45,100

 $1000    $1500   $62,000

 $1500    $2000   $78,900

*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
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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)

 E-Healthcare Brief - The key news and AHHA updates edited by the AHHA team (twice weekly)

 AHR Preview - A reminder to check online for the next 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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What MyFleet Offer
MyFleet is designed to provide real-time 
monitoring of vehicles and drivers to 
accommodate all sectors of your organisation 
including, allocators, managers and  
senior management.

MyFleet can provide a wide range of  
data including,

• Real-time Mapping
• Time Sensitive Goods Monitoring
• Duress Monitoring
• Shift Reporting
• Vehicle Usage for FBT purposes
• Fatigue Management
• Proof of Delivery
• Speeding Events

Viewing reports and real-time monitoring is 
simple via access to our secure website which 
can be accessed from anywhere in the world.

MyFleet can supply GPS Tracking and Fleet 
Management solutions for a range of vehicle 
types, including,

• Blood Couriers
• Patient Transport
• Emergency Vehicles
• Product Delivery 

Our Commitment to Excellence
At MyFleet we understand how vital up-to-date 
information and reliable reporting systems are to 
your business. We combine this understanding 
with a commitment to provide a superior and 
professional service – no less than you are 
entitled to expect from the market leader in  
fleet management.

Contact MyFleet today for more details about how we can help your 
organisation maintain a competitive advantage.

Phone: 02 4925 2333 | Email: sales@my-fleet.com | www.my-fleet.com

Deliver Safely, 
On Time and Reduce Costs

Using MyFleet’s GPS 
tracking system, you can 
easily monitor where your  
vehicles are and enable the 
safe delivery of your people 
and products.
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Information from suppliers in 
the healthcare industry

Trade news
To advertise in The Health Advocate please contact:
Luke Dempsey
Globe Publishing
T: 02 8218 3402
E: luke.dempsey@globepublishing.com.au

Fresenius Kabi Australia Pty Limited has 
strengthened its presence in Queensland 
by investing $3.5 million in a new oncology 
compounding centre located at Geebung 
in Brisbane. This facility will supply 
Queensland hospitals and clinics with vital 
chemotherapy drugs and other specialised 
intravenous products.

The centre will house leading edge 
robotic iV automation technology known 
as robotic intravenous Automation 
(riVA) which will bring a new level of 
dose accuracy and patient safety to the 
compounding process. riVA will be housed 
in a special Clean room and will automate 
the preparation of iV syringes and bags 
with patient-specific doses of oncology 
medication. 

The state of the art Brisbane Oncology 
Compounding Centre is due for completion 

at the beginning of 2011. it will be licensed 
by the Therapeutic Goods Administration, 
and have a capacity to prepare up to 
200,000 units of oncology preparations  
per annum.

Fresenius Kabi is one of Australia’s 
fastest growing and innovative healthcare 
companies, employing more than 225 
people. it specialises in supplying to 
pharmacies, public and private hospitals 
and health care professionals in the areas 
of infusion and transfusion technology, 
oncology, anaesthesia, blood volume 
substitution, fluid management, 
gastroenterology and nutritional support.

Brisbane Oncology Compounding 
Centre opening soon

Reach your 
retirement goals 
with HESTA
AT HesTA, we’re committed to supporting you 
reach your retirement goals. 

With more than 20 years experience in the 
health and community services sector, we use 
our wealth of experience to deliver our finance 
education and advice services – in easy to 
understand language, using real life examples.

Led by CeO Anne-Marie Corboy, the role 
of our administration, client relationship, 
communications, investments, member advice 
and education teams is to inform you about your 
options so you can build a better retirement 
savings balance, whether you’re 25 or 65.

And with more than 690,000 members, 89,000 
employers and $15 billion in assets, we offer many 
benefits to members and employers: low fees, 
a fully portable account, easy administration, 
access to low-cost income protection and death 
insurance, transition to retirement options, super 
education sessions and limited financial advice at 
no extra cost.

in addition, we provide access to a range of 
great value products and services such as health 
insurance, banking and financial planning.

HesTA is also at the forefront of super 
innovation: as the first major superannuation 
fund in Australia to introduce a sustainable 
investment option and to assess fund managers 
on their after-tax investment returns.

For more information go to hesta.com.au 
or free call 1800 813 327.

Issued by H.E.S.T. Australia Limited ABN 66 006 818 695 AFSL 

235249 regarding HESTA Super Fund ABN 64 971 749 321. For 

more information about HESTA and to obtain a copy of our 

Product Disclosure Statement, which should be considered 

when making a decision about HESTA, visit hesta.com.au or 

free call 1800 813 327.
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CR-BSI Reduction and  
Split Septum Technology
There are over 3500 cannula-related blood 
stream infections (Cr-BSIs) in Australia  
each year.1

Although a seemingly inconsequential 
component of an infusion therapy system, 
a needleless access device can be where 
pathogen growth begins.2  We know that in 
some Australian hospitals, the introduction of 
mechanical valve access devices has resulted 
in at least a doubling of central line associated 
blood stream infections.3-5 

recent hICPAC Guidelines recommend 
the use of split septum over mechanical 
valve access devices due to the risk of 
infection.6

For more information contact the BD 
Customer Service Team on 1800 565 100, 
e-mail us at aus_customerservice@bd.com 
or visit www.bd.com/ANZ. (AMeD180)

1. Cruikshank M, Ferguson J, eds. Australian Commission 
on Safety and Quality in health Care, 2008.  
www.safetyandquality.gov.au, accessed 25 May 2010.
2. Karchmer TB, Wood C, Ohl CA et al. 15th Annual Meeting 
of the Society for healthcare epidemiology of America, April 
9-12 2005, Los Angeles CA. Abstract 307.
3. harrington G, Birrell S, houston L, et al. Victorian Infection 
Control Professionals Association Conference, November 
23-25 2005, Melbourne, Australia.
4. Field K, McFarlane C, Cheng A, et al. Infect Control hosp 
epidemiol. 2007; 28(5): 610-613.
5. Murphy C, resnik S. Aust Infect Control. 2006; 11(2): 46-51.
6. Department of health and human Services, Centers for 
Disease Control and Prevention. Guideline for the Prevention 
of Intravascular Catheter-related Bloodstream Infections, 
Final Issue review, May 17 2010. www.cdc.gov, accessed 
August 11 2010.

BD Nexiva™ Closed 
IV Cannula System

Interlink® I.V. System
with BD Blunt 
Plastic Cannula

Optima Healthcare Products the new exclusive 
Australian distibutor for Medi-Plinth
OPTIMA healthcare Products, a family 
owned business based in North Shore Victoria, 
has recently been appointed the exclusive 
Australasian distributor for Medi-Plinth products.

Throughout the world, healthcare 
professionals choose Medi-Plinth products 
to support them and their patients. Medi-
Plinth’s focus on superior quality and highly 
competitive products has secured their position 
as a leading medical equipment manufacturer.

Medi-Plinth’s designs have been developed 
through the experience of decades of 
manufacturing medical equipment. Medi-
Plinth has carried out hundreds of intrinsic 
improvements to ensure patient positioning 
products provide optimum security and 
comfort for both patient and clinician. Medi-
Plinth’s design team never underestimates the 
importance of listening to their customers, 
and they work on the basis that every problem 
is worth solving. As a result, Medi-Plinth 
manufactures one of the widest ranges of 
variable height couches, including unique 
products such as the Treatment/Plaster Chair.

Medi-Plinth has a reputation for producing 

high quality examination and treatment couches, 
that are robustly constructed, offering the level 
of durability required in environments where 
patient throughput is very high. They are a stable 
and comfortable patient platform, and provide 
excellent comfort and security for patients in a 
variety of anatomical positions, enabling a wide 
range of diagnostic and therapeutic medical 
procedures to be undertaken. 

Variable height couches made by Medi-
Plinth are ideal for improving the ergonomic 
and manual handling scenario in all  
healthcare fields, in 
organisations as diverse 
as schools, colleges, 
universities and 
sports complexes, 
as well as in primary  
care and hospitals. 

A wide range of 
accessories and  
movement options are 
available offering  
flexibility and enhanced 
patient access. 

Call Optima Healthcare Products on  
1800 266 515 for more information on the 
comprehensive Medi-Plinth equipment range.

BD Q-Syte™ Closed 
Luer Access device
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11th National Rural Health Conference
13-16 March 2011, Perth, WA 
PeoPle and agencies associated with the 
AHHA and who are concerned with issues 
affecting rural and remote areas should 
consider coming to the 11th National Rural 
Health Conference at the Perth Convention 
Centre, 13-16 March 2011. early Bird 
registration is now open.

The National Rural Health Alliance, 
organiser of the Conference, is keen to 
have good representation at the event 
from the public healthcare sector and the 
professionals working in it. The Conference 
will include plenty to interest rural and 
remote health clinicians, academics, policy 
makers and administrators.

 learn about the latest innovations in rural 
and remote health service delivery from 
others in the field. Add your voice to  

the policy debates at the Conference and  
to the recommendations to governments  
that emerge.

All participants can provide input to the 
Conference recommendations as they are 
developed. The key recommendations 
are published and promoted widely to 
organisations, government and the  
media.  

Keynote speakers include Amanda Sheedy, 
Gavin Mooney, John Menadue, Tom Calma 
and Christine Jefferies-Stokes. Concurrent 
sessions will deal with such topics as chronic 
disease management, depression, farmers’ 
health, Aboriginal health in the Northern 
Territory, the women’s health longitudinal 
study, e-health and building healthy 
communities.

The Conference MC is James Fitzpatrick, a 
medical practitioner with a passion for rural 
practice. He was 2001 Young Australian of 
the Year, is a poet and philosopher and is sure 
to entertain and challenge delegates.

The program is available on the 11th 
Conference website www.ruralhealth.org.au 

M8 Intensive Care bed wins top award
HowARD wright’s M8 intensive care medical 
bed has won its fourth design award by 
taking out the top award at the Australian 
International Design Awards.

To date, the M8 has also won the prestigious 
international iF design award, a Red Dot 
design award from the Germany-based Red 
Dot Institute, and an award in the Best Design 
Awards run by the Designers Institute of  
New Zealand. 

Howard wright’s award-winning M8 critical 
care bed has been selected as the sole provider 
in the western Australian Public Health Unit’s 
contract for critical care beds. 

with a design philosophy of “making human 
care easier”, what’s innovative about the M8 
is that it allows for a wide range of medical 
procedures to be performed on the bed without 
the need to transfer the critical care patient. 

Unique design features include the ability 

to convert the bed into a full cardiac chair and 
the inclusion of a full radiolucent deck enabling 
X-ray and C-arm imaging capabilities without 
moving the patient. 

Contact: 
Howard Wright Limited
PO Box 2786, Taren Point, NSW 2229
T: 1800 120 727
www.howardwrightcares.com
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 the Public health 
association of australia 
(Phaa) has a new President 

following the annual General 
Meeting (aGM) held in adelaide. 

Professor helen Keleher was 
elected President. Professor 
Keleher is a public health 
social scientist and head of the 
Department of health Social 
Science, School of Public health 
and Preventive Medicine at 
Monash university. her research 
interests are in primary and 
community health, the social 
determinants of health and 
inequity, building capacity for 
public health, population health 
and health promotion in health 
services/systems and policy and 
women’s health.

the aGM also saw the election 
of Dr Yvonne luxford to Vice 
President. Dr luxford is currently 
the chief executive Officer of 
Palliative care australia and 
was previously the Manager of 
Policy and advocacy for the Royal 
australasian college of Physicians.

the new President and board 
Members thanked the outgoing 
President, Professor Mike Daube, 
who spear-headed organisational 
change and development during 
his two terms.

Snippets
The last word

New President 
and Vice 
President for  
the PHAA

Honorary Life Membership  
for Professor Kathy Eagar

 hOnORaRY life 
MeMbeRShiP of the ahha 
is precious, awarded rarely 

and in recognition of a significant, 
long-term contribution to the 
association as well as to healthcare 
in australia. this year, the ahha 
board had great pleasure in 
awarding the association’s 10th 
honorary life Membership to 
Professor Kathy eagar.

Kathy has given over 25 
years’ service to the health and 
community sectors dividing her 
time equally between being a 
clinician, a senior manager and a 
health academic. She is currently 
Director of the centre for health 
Service Development where she 
leads a team of 40 researchers 
covering 18 disciplines. her team 
has a national reputation reflecting 
a track record of policy-relevant 
health services research and 
development focusing on the 
translation of research findings 
into policy and practice. 

in addition, Kathy manages 

the australasian Rehabilitation 
Outcomes centre (aROc), 
the Palliative care Outcomes 
collaboration (PcOc) and 
the national casemix and 
classification centre (nccc).

Kathy has also authored over 
250 articles, papers and reports on 
management, quality, outcomes, 
information systems and funding 
of the australia and new Zealand 
health and community care 
systems.

the ahha appreciates Kathy’s 
expertise and contributions to our 
policy development and is proud 
to award her with honorary life 
Membership.

 rOD cOOKe haS been 
appointed as the ceO of 
the community Services 

and health industry Skills 
council. cS&hiSc is the national 
body responsible for setting 
the national vocational and 
education training standard and 
qualifications for the two largest 
industries in australia, community 
services and health.
Rod has an extensive background 
in training and recruitment and in 
the vocational education sector. 
he has held senior management 
and training positions including 
the positions of ceO with Orana 
education & training cooperative 
ltd, General Manager hR & 
administration with Sydney 
harbour foreshore authority, 
national learning & Development 
Manager with nRMa, and the 
australian army.
Rod has a strong community 
services and health background as 
well and is currently on the board 
of the lane cove community 
aid Service, Rural financial 
counselling Service nSW (central 
West) and the united Protestant 
association aged care Services.

New CEO for 
the Community 
Services 
and Health 
Industry Skills 
Council



The Wright 
choice for your 
organisation. 
Howard Wright’s award winning medical 
beds and stretchers make human care 
easier. Their simple, smart and human 
design reduces patient handling, user 
training and maintenance costs. 
 

At Howard Wright the people who 
design the products do the research. 
We know that listening doesn’t capture 
everything and observation reveals 
things which aren’t said. 
 

Every day we ask ourselves, how can we 
make a difference? We talk with medical 
professionals and we listen intently  
so that our products are fit for purpose  
for the entire medical team. 

“I had the same feelings  
 I do when I interact with  
 an apple computer.” 
 2010 AIDA Awards Judge



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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