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DR PAUL SCOWN

President of the 

Australian Healthcare and 

Hospitals Association

The health 
reforms 
begin

    The Health Advocate  August 2012

 W ELCOME to the third edition of 
The Health Advocate for 2012. 
It is hard to believe the middle 

of 2012 is upon us already. You know what 
they say a out ho  ti e fl ies  

As always it has been a busy time at the 
AHHA. On the health reform front, 1 July 
marks two key developments in the roll-out 
of the national health reforms.

First, people across Australia are able to 
register for a personally controlled ehealth 
record. The roll-out of e-health records is a 
huge reform for the health system: ehealth 
has enormous potential to improve the 
experience of the health system for patients, 
especially those with chronic disease and 
complex conditions requiring care from 
multiple practitioners. It will also help make 
our syste  ore effi  cient  e are all loo ing 
for ard to seeing the enefi ts of this refor  
across the health system.

The start of the  fi nancial year ill 
also mark the beginning of the transition to 
national activity-based funding for the public 
hospital system. The Independent Hospital 

Pricing Authority (IHPA) released its inaugural 
ational Effi  cient rice eter ination and 

its Pricing Framework for Australian public 
hospital services in June. The National 
Effi  cient rice for  has een set at 
$4808. The AHHA continues to be closely 
engaged in the IHPA’s work, as a member of 
the IHPA Stakeholder Advisory Group.  

The previous edition of The Health 
Advocate was going to print when the 
Federal Budget was handed down and my 
last column provided a snapshot of the major 
Budget measures in health. A highlight of 
Budget night was the $515 million for public 
dental waiting lists. The AHHA continues to 
work with the Federal Government and the 
Australian Greens to support negotiations 
on the the next phase of signifi cant dental 
reform’  that the Government has committed 
to. The AHHA will host a Policy Think Tank 
on oral health in August, in conjunction with 
the National Rural Health Alliance, the Public 
Health Association of Australia and the 
Australian Council for Social Services.

hile cli ate change continues to e a hot 

political topic in Australia, an emerging area 
of important policy and networking work 
for the AHHA is the ‘greening’ of hospitals 
and the healthcare system. The AHHA has 
now joined the Global Green and Healthy 
Hospitals Network – an international network 
of more than 3,500 hospitals from six 
continents that have come together to work 
on reducing the health sector’s ecological 
footprint and promote public environmental 
health. The AHHA will convene a Policy Think 
Tank on ‘Greening the Health Sector’ on 
22 August in Sydney, in conjunction with 
the Climate and Health Alliance. 

In the last few months the AHHA has 
also jointly hosted Policy Think Tanks on 
community and primary health care, and rural 
and remote health. There was lively discussion 
at both of these events about the national 
health reform agenda, in particular the role of 
Medicare Locals and Local Hospital Networks 
in improving services in local areas. 

The second six months of 2012 promises to 
e ust as usy as the fi rst   loo  for ard to 

working with you as the year rolls on.  

The Personally Controlled Electronic Health Record and 
activity-based funding were rolled out nation-wide from 1 July
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Australia’s 
Health

The thirteenth biennial health report of the 
Australian Institute of Health and Welfare

AHHA in thenews
➧➧

Report shows 
the way to 
healthy future

HAVE YOUR SAY…

We’d like to hear your 

opinion on these or 

any other healthcare 

issues. Write to us at 

admin@ahha.asn.au or 

PO Box 78, Deakin 

West, ACT, 2600

CEO Prue Power said that the AHHA 
is ready to support and assist the 
forthcoming negotiations between 
the Government and the Australian 

Greens which will consider further steps on 
the journey towards universal access to dental 
treatment for all Australians. 

This initiative is an extremely important 
and su stantial fi rst step to progressively 
addressing the dental care needs of the 
Australian community more comprehensively 
in future years. For Australians on waiting 
lists it will greatly help improve both their 

dental health and their quality of life as well 
as improving productivity and reducing 
hospital admissions.➧

AHHA ready to support and assist

From the AHHA desk

➧

Carbon Tax a win for health

AN increased focus on prevention 
and improving the management 
of chronic disease will be critical if 
our health system is to meet the 

challenges of the future, according to 
the AHHA. 

Commenting on the release of the 
AIHW report, Australia’s Health, 2012, 
Prue Power said that this comprehensive 
and well-researched document will be an 
invaluable reference for politicians, health 
care managers and policy makers. 

“A key positive in the document is 
that, overall, Australians are enjoying 
good health and one of the highest life 
expectancies in the world,” she said. 
“We are also spending slightly less than 
the OECD average of our GDP on health 
care, a testa ent to the effi  ciency of our 
universal system of public health care. 

“However, there are some key 
population groups whose health 
status lags signifi cantly ehind that 
of mainstream Australia. In particular, 
Indigenous Australians, whose life 
expectancy is about 12 years shorter 
than for other Australians and they often 
report lower levels of access to health 
services. People with severe or profound 
disability also had a much lower health 
status with 
46 percent 
of this group 
reporting poor 
or fair health, 
compared 

ith fi ve 
percent for 
those without 
disability.”

THE Carbon Tax is a win for the 
future health of Australians, 
according to the AHHA. Climate 
experts agree that the health 

impacts of climate change, such as 
the spread of infectious diseases and 
illness as well as fatalities related to 
severe eather events, are signifi cant 
and pose a huge threat for the future. 

Reducing carbon emissions will help 
reduce the negative health impacts of 
climate change on all Australians, in 
particular those from vulnerable groups. 
The increase in health ill have fl o on 
e  ects in ter s of increased productivity  
This is likely to run into the billions of 
dollars, particularly when projected over 
the next 50 and 100 years. 
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NEW research demonstrates the 
increased demands being placed on 
Australia’s public hospital system, 
according to the Australian Institute 

of Health and Welfare report, Australian 
Hospital Statistics 2010-11. 

Prue Power said that an ageing 
population and the resulting increase in 

chronic disease is placing greater demands 
on the public hospital sector, which treats 
the most seriously ill and complex patients. 

“It is vital that this complexity is 
recognised  and refl ected in ne  hospital 
funding arrangements to ensure that 
there are no disincentives for hospitals to 
care for the most challenging cases.”

Greater demands on the public 
hospital system

➧

THE AHHA has welcomed the 
commencement of Personally 
Controlled Electronic Health 
Records (PCEHRs) in Australia and 

urged consumers, healthcare providers 
and governments to support this new 
initiative to ensure it delivers maximum 

enefi ts to the health of the co unity  
“PCEHRs have the potential to 

signifi cantly i prove the e  ectiveness 
and effi  ciency of health care in ustralia  
If implemented properly, they will result in 
more coordinated and better targeted care 
for consumers,” said CEO Prue Power. 

Electronic 
health 
records debut

➧
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AHHA 
Events

From the AHHA desk

Community and Primary Health Care 
Think Tank, May 2012

 A S NATIONAL health reform 
implementation proceeds apace, 
how can we ensure that innovation 

continues in primary health care when much 
of the focus continues to be on hospitals? How 
does co unity health fi t into the pri ary 
health care reform agenda? And how do 
we identify and address potential perverse 
incentives, while maximising opportunities 
to deliver better outcomes for patients and 
the community, especially in integration and 
coordination of care? 

These were the issues debated and 
discussed at the Community and Primary 
Health Care Policy Think Tank held on 
11 May 2012 in Canberra, jointly hosted by 
the Australian Healthcare and Hospitals 
Association and the National Primary and 
Community Health Network.

Keynote presenter Robert Wells described 
the ne  approach to accounta ility refl ected 
in the establishment of the National Health 
Performance Authority (NHPA) and the 
Independent Hospital Pricing Authority 
(IHPA), and new performance reporting 
arrangements including for primary and 
population health  T o of the ost signifi cant 
policy developments in this context are 
Medicare Locals having responsibility for 
population health in their regions – the 
fi rst ti e there has een a structure in 
place for this purpose – and the separation 
of responsibility for policy, payments and 
reporting performance information.

There was lively discussion during the day on 
the question of whether the new accountability 
and fi nancing arrange ents introduced y the 
reforms will promote better integration and 

Events

Clockwise from bottom left: Mr David Butt (left), 
Deputy Secretary Department of Health and 
Ageing (PHC Reform) and Mr Walter Kmet, CEO 
Western Sydney Medicare Local NSW; Mr Robert 
Wells, Director Australian Primary Health Care 
Research Institute ANU; Ms Lyn Morgain, CEO 
Western Region Health Centre VIC

coordination of care, especially between the 
primary and acute care sectors.

Some participants held the view that there 
is nothing in the new funding arrangements 
in and of themselves that will promote better 
integration and coordination of care, and in 
fact there are some risks. Others took the view 
that the reform environment, in particular the 
establishment of Medicare Locals, along with 
other reforms such as e-health records create 
the conditions in which better integration and 
coordination is positively enabled. This will not 
happen overnight, but it can and should be 
realised over the medium and long term. Local 
partnerships and innovative ways of maximising 
opportunities created by the existing structures 
will be critical in this process.

Both the opportunities and risks provided 
by the national health reforms for improving 
integration and coordination of care were 
discussed, including some of the early work 
being done by the new Medicare Locals.

For the community health care sector, the 
national health reform agreement provides 

signifi cant opportunities for etter integration 
with primary health care service providers, 
but also some risks if the changes are not 
managed well. In particular, community health 
participants spoke about the importance of a 
sustained, cross-sectoral, multi-disciplinary 
approach to service delivery in local areas.

The potential for innovation in local and 
regional service delivery is one of the most 
important opportunities created by Medicare 
Locals and the rollout of new programs such as 
GP Super Clinics. These policies and programs 
provide the trigger for trying out things that 
meet local needs, but which won’t necessarily 
work on a national scale. 

It is still relatively early days. While the 
sector overall is optimistic, there are concerns 
about some aspects of the reforms and a lack 
of clarity in some areas. It will be important to 
seek clarity over time, to ensure the national 
health reform process delivers on its objective 
of a better integrated, more coordinated, high 
quality and sustainable healthcare system for 
the future. 
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Empowering the vulnerable in our country 
is not all black and white
Empowering the vulnerable in our country 

lucky countrylucky country
A fair go in the

IT IS MORE important to know what 
you should do rather than what you can 
do, said Dr Barry Smith, 2012.1 This is a 

particularly important consideration when we 
know that demand for health care is rising, an 
ageing population will produce less tax revenue 
to fund our increasing health expenditure and 

e all ant terrifi c health care  
Yet invisible to most of us are the people 

who struggle with some of the most 
fundamental precursors to good health; 
indeed, for some it’s a struggle to survive.

Last week I heard Andy Black2 talk about an 
individual’s right to choice, noting also that as 
'we' haven’t stopped inequality, perhaps we 
should stop intervening, reduce regulatory 
controls and celebrate individual freedom of 
choice – including to smoke, eat poorly, drink 
excessively and die lonely and unsupported. 
I am a fan of freedom, but freedom of choice 
is an interesting concept when some of the 
choices cost money and some of the citizens 
have none. When some of the choices require 
knowledge yet some of the 'choosers' have very 

poor health literacy. When some of the choices 
are assumed yet some among us have never 
had access to what most of us take for granted.

A week before this, I was told "No-one in 
Australia goes hungry unless they choose to". 
I guess the speaker’s children had never eaten 
'hot dog soup' (the water in which frankfurts 
are boiled), had never had a partner gamble all 
their money, or struggle with voices saying not 
to eat the food.

There are known correlations between 
disadvantage and increased risk (vulnerability) 
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to poorer social and health outcomes. The 
Australian Institute of Health and Welfare, 
20103 notes jobless families to be at increased 
risk of poverty, lower educational attainment 
and poor health (with 45 percent of  one 
parent families with children under 14 years 
jobless); 24 percent of children were found to 
be 'developmentally vulnerable' (rates were 
highest among indigenous children, children 
from areas of lowest socio-economic status 
(SES) and from language backgrounds other 
than English); and that young people from the 
areas of lo est E  ere fi ve ti es ore li ely 
to be in the juvenile justice system than those 
living in the highest SES.

Populations with high unemployment are 
at greater risk of social exclusion, economic 
instability and reliance on government assistance.

People from these backgrounds have less 
of a fair go than most Australians – and they 
go hungry. Rather than debate whether 
or not governments should invest in these 
populations we need to debate the way in 
which governments do invest. 

Community Health is about partnership 
and empowerment. It provides a platform 
through which to engage and empower some 
of our most vulnerable Australians and try to 
address some of the things that are otherwise 
likely to keep them vulnerable and 'less equal'. 
The individual’s right to make their own 
decisions (albeit from a more limited menu 
than most of us have) is respected and we work 
collaboratively with our clients, communities 
and other agencies to build individual and 
community capacity, and to address a broad 
base of needs and determinants of health.

A lot of good has been achieved from past 
invest ents ut it s ti e to loo  di  erently at 

areas in which we’ve been less successful, for 
example in breaking cycles of generational 
poverty and unemployment or closing 
the health gap between those living with 
mental illness and other Australians. Perhaps 
our traditional way of understanding the 
underlying issues hasn t really identifi ed the 
problem, nor informed a sustainable solution. 

'Salutogenesis' (Aaron Antonovsky) 
describes an approach that shifts us to a focus 
on resources and moving toward health (as 
opposed to a 'pathogenic' concept which 
focusses on o stacles and defi cits  e need 
to maintain the gains made in addressing the 
o stacles of the past, ut re defi ning the issues 
confronting many vulnerable populations 
not only etter defi nes the issue, it also 
moves from labeling the person to naming 
the problem. Salutogenesis describes two 
key elements necessary for health: resources 
for coping (money, ego strength and social 
support) and a sense of coherence, achieved 
through comprehensibility, manageability and 
meaningfulness.

Ruby Payne's4 or  identifi es particular 
issues confronting those from backgrounds 
of generational unemployment and 
poverty that help explain why some 
of our earlier approaches may have 
failed  The i pact of di  erent 
'hidden rules' and limitations of 
vocabulary have implications for 
co prehension, a  ecting the 
manageability and meaning 
of many circumstances and 
issues ('coherence'). 

A paradigm shift is 
necessary to create the 
conditions through which 

we can work together for real and sustainable 
reduction in inequity and improvement in 
the health of our communities; a shift that 
empowers individuals and communities and 
ensures that all of us are given the chance 
to make informed decisions, and within an 
environment where those with fewer personal 
resources are better enabled. It’s not all black 
and white.   
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Community health services 
can help overcome social 
determinants of health

Lessons for current 
health reform
CONSIDERATION OF the history 

of community health in Australia 
immediately draws attention to the 

fact that reform of the health system has 
been on the agenda for at least 40 years. 
The progressive Whitlam Labor Government 
introduced the Community Health Program 
for Australia (CHP) in 19731, creating energy 
and optimism for change in the way health and 
health services were approached in Australia. 

The CHP was designed to complement the 
new universal public health insurance system 
to ensure that all Australians had access to 
basic health services and to develop new ways 
of delivering those services. The CHP explicitly 
sought to address health inequities. The main 
feature of the program was to be multidisciplinary 
health centres responsible for the health of a 
given area, o  ering such services as child health, 
mental health, family planning, dental services, 

health education, immunisation, social 
work, domiciliary care and rehabilitation. 
The program also emphasised prevention 
of illness. The CHP built on movements 
for change in health, especially the 
Aboriginal community controlled health 

ove ent hich esta lished its fi rst 
service in 1971) and the women’s health 
movement, both of which argued for a 
more socially engaged health sector. 

Lessons for current Lessons for current 
Community health:Community health:
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The community health program certainly 
led to a new model of primary health care in 
Australia and many of the centres established 
under the original program continue to 
service their communities until the present 
day. Their development over the last 40 years 
has been uneven and they have been most 
fi r ly esta lished in outh ustralia and 
Victoria. They have been distinguished from 
fee-for-service general medical care by their 
multi-disciplinary nature, which has meant 
that their management and leadership has 
not necessarily co e fro  edically ualifi ed 
sta  , and also y the ay in hich they pay 
attention to and seek to intervene on the social 
determinants of health.

Social Determinants 
of Health
The World Health Organization Commission 
on the ocial eter inants of ealth 2 
consolidated the evidence that socioeconomic 
factors such as income, education, employment, 
housing, social support and early childhood 
experience – along with access to good quality 
health services  exert po erful infl uences 
on physical and mental health. It also showed 

that health inequities operate as a gradient 
across a society. Thus, even though it is the 
most disadvantaged groups, and in Australia 
especially Aboriginal people, who on average 
su  er the orst health and shorter lives, social 
determinants mean that even those in the 
middle do not have such good health as those 
at the top of the socio-economic ladder. 

Community health 
and SDH
There are a number of ways in which 
community health services are able to 
infl uence social deter inants  

Access to health services: Tudor Hart 
has pointed to his Inverse Care Law whereby 
those most in need of health care are the 
least likely to receive it. This principle applies 
in Australia and community health services 
play a vital role in encouraging the most 
disadvantaged Australians to gain access to 
care. Barriers to care include discrimination, 
culturally inappropriate services, fear of 
health professionals and their institutions, 
the dominance of English language and time 
pressures. Community health services make 
explicit e  orts to overco e these arriers and 
make their services welcoming to all members 
of the community. Aboriginal community 
controlled health services are extremely 
e  ective in increasing access to care  

Cross-sectoral action: Evidence on 
 and the co plexities of ultiple 

factors infl uencing health have led to 
calls for all sectors to take action on 

health. Community health services 
have participated in many local 
cross-sectoral actions. Examples 
are contributing a health 
perspective to planning new 
suburbs, encouraging worker 
health programs in industry, 
advocating for a change in 
alcohol licencing laws and 

creating programs to welcome 
and integrate new migrants. 

Community development activities: Many 
community health services work to empower 
members of their local community, to identify 
threats to individual and community health 
and then support residents to take action to 
improve the conditions for health. Examples 
are working with resident action groups on 
environmental health threats, running support 
groups for women leaving violent relationships 
and establishing and maintaining community 
gardens for people with mental illness.

The current health reform agenda appears 
to have overlooked the importance of these 
broader roles for primary health care and has 
instead focussed on a more narrow primary 
medical care reform agenda. Promoting 
population health, especially doing so equitably, 
will require health care that is socially focussed 
and recognises that our risky behaviours and 

any diseases are strongly infl uenced y the 
 The ne  Medicare ocals ould do ell 

to learn fro  the any lessons o  ered y 
Australia’s rich history of community health. 
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Infl uencing integration, coordination and continuity of care

Partnership 
is the key for is the key for 
Medicare Locals 
IN A HEALTH system that is often 

defi ned y oundaries and arriers, 
a ing a di  erence re ains a challenge  

One of the ey roles Medicare ocals M s  
are playing is to infl uence integration, 
coordination and continuity of care ithin 
this environ ent  The o vious uestion is 

hy M s ould e any ore successful in 
achieving etter outco es than either of its 
predecessor organisations or other parts of 
the health syste  The opportunity to do this, 
and conse uently to i prove health outco es 
and save oney, e erges fro  hat a es 
M s ne  and di  erent

 Structurally and collectively: M s are a 
truly national regional syste , strategically 
i portant fro  the outset

 Culturally: M s are organisationally 
independent and fl exi le, hile at the 
sa e ti e ased on co on o ectives, 
standards and randing

 Comprehensiveness: M s span the 
continuu  of pri ary health care and are 
tas ed to understand and infl uence the 
relationship a ong various parts of the 
service delivery syste  ithin and eyond 
pri ary health care

 Scale: s syste  ste ards  ith planning, 

service develop ent, coordination and 
co issioning responsi ilities, M s are 
directed to ards the co on good and 

ust ta e a holistic rather than vested 
approach to i proving health outco es  

 Localness: Engaging local co unities, 
eing responsive to variations in co unity 

need and i proving e uity and access, are 
critical success factors in i proving health 
outco es

n all of this e need to consider that hile 
the ay in hich health care is eing funded 
is changing, the service delivery structures 
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in which this funding is being channelled are 
remaining largely the same. It would be ideal 
to have funding aligned to a continuous patient 
ourney over ti e, ut this see s diffi  cult in 

the current environment. Even so there are 
good examples of a continuum of care being 
established and coordinated across traditional 
funding boundaries; but this usually involves 
cobbling together multiple funding sources. 
M s are ell placed to infl uence etter funding 
approaches that are not only ore effi  cient ut 
produce better health outcomes for patients 
and their families.

To achieve this, M s ust fi nd e  ective ays 
to partner so what is best for those in need is 
not ade diffi  cult y traditional oundaries  
A key partner for Western Sydney Medicare 
Local (WSML) is Western Sydney Local 

 WALTER KMET

CEO, 

Western Sydney 

Medicare Local

Health District (WSLHD). A strong history of 
collaboration exists between WSML’s and 
WSLHD’s predecessor organisations. Through 
the Connecting Care and HealthOne programs, 
the two organisations have made strong 
inroads in managing chronic diseases and 
better coordinating primary and community 
based health care services. 

More recently, both organisations have 
invested in defi ning and for alising this 
partnership, its operational structure and 
shared responsibilities through a Partnership 
Memorandum. The process has been 
enor ously enefi cial  strengthening 
understanding of how integrated primary 
care can a e an e  ective contri ution to 
improving health outcomes.

A key feature of the partnership has 
been the agreement on how Common 
Health Priorities (CHPs) such as 
mental health, aged care, and child 
and family health can be most 
e  ectively addressed  The health 
issues associated with these CHPs are 
complex, vary across local areas, and 
are infl uenced y roader social and 
economic factors. Building on what is 
already in place will be essential, as will 
seeking advice from various levels of the 
syste  and the co unity  econfi guring 
service delivery structures through new 
models of care will be a critical success factor.

s one of the identifi ed C s, ental health 
services in the region are being reviewed so 
as to streamline the coordination of services 
and funding streams in order to achieve 
better patient care. The opportunity now 
arises to defi ne a co prehensive partnership 
approach to this CHP; in essence to ‘behave 
as if  there are no arriers in defi ning the est 
care and service models. This will potentially 
connect and integrate a number of services 
and programs in which the WSML and 
WSLHD are already engaged, including the 
Commonwealth funded psychological services 
for suicide prevention and defi ning a path ay 
for de entia su  erers

A strong role for community based 
primary care is made more likely as a result 
of partnerships  or M , a ell defi ned 
partnership model in a CHP such as mental 
health is an important starting point. In this 
case it will not only bring together WSML and 

WSLHD but also service, community and 
consumer partnerships that each organisation 
has developed over time. It will help partners 
to understand the pressures and concerns that 
people and systems are under, but equally 
the opportunities and solutions that are 
possible through collaboration. This in turn 
supports service delivery, which will be better 
coordinated and integrated into the future. 

Partnership is the key to strengthening 
health system capability. An investment 
in creating, developing and sustaining 
partnerships is a good investment. Western 
Sydney’s track record in this area is a good 
foundation for achieving better outcomes in 
mental health and the region’s other major 
health issues. 
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The Connecting Care Program is 
helping people remain in their community

THE Nepean-Blue Mountains 
Medicare Local and the Nepean 
Blue Mountains Local Health District 

cover the local government areas of Penrith, 
Blue Mountains, Hawkesbury and Lithgow. 
The two organisations have been working 
together through the transition process from 
a large area health service (Sydney West Area 

ealth ervice  or ing ith fi ve divisions, to 
the formation of a Local Health District and a 
Medicare Local covering the same boundaries.1

In 2012, the Medicare Local and Local Health 
District held two planning meetings and are 

working in partnership to deliver a range of 
programs that involve both community health 
and primary care.

The program that best illustrates how the 
two organisations are working together is the 
Connecting Care Program. This program was 
initially developed by Sydney West Area Health 
Service in conjunction with the local divisions.2 
During the transition phase this program has 
grown from strength to strength. Over the 
next two years, enrolments are expected to 
increase signifi cantly due to the strength of the 
partnership in the rollout of this program.

CareCare
Connected 
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“� e program is designed to maintain a patient’s 
health and wellbeing by providing coordinated 

and connected care and self management support 
so people can remain in the community”

Connecting Care is a program for people 
with severe chronic disease. The program 
is designed to maintain a patient’s health 
and wellbeing by providing coordinated and 
connected care and self management support 
so people can remain in the community and out 
of hospital wherever possible. 

People are enrolled in the program if they 
are over the age of 16 years and have one or 
more of the following conditions:

 Diabetes
 Chronic Obstructive Pulmonary Disease
 Congestive Heart Failure
 Coronary Artery Disease
 Hypertension.

lso enrolled are those at ris , defi ned as 
those having had one or more unplanned 
hospital admission and/or emergency 
department presentation in the last 
12 months, and/or are at risk of multiple 
admissions due to complex care needs and 

ay enefi t fro  care coordination
Patients are enrolled through the 

Connecting Care Contact Centre, which is run 
by the Nepean Blue Mountains Local Health 
District, and are referred for follow-up with 
their GP. If the patient does not have a GP 
the Connecting Care sta   or  to fi nd one for 
the patient. Entry into the Connecting Care 
program can happen in a number of ways. 
The person with severe chronic conditions 
can self refer, or be referred by carers, GPs, 
medical specialists, community and hospital 
based health practitioners and community 
based support services. 

The program is funded by NSW Health but 
delivered ointly y sta   of the ocal ealth 
District and the Medicare Local. Under a 
service level agreement, funding is provided 
for the Medicare Local to employ Connecting 
Care sta   nurses and allied health  ho liaise 
with GPs, practice nurses and other health 
providers to support the management 
of enrolled patients. 

A comprehensive assessment of the patient 
in their home is undertaken by the Connecting 
Care sta   and patients are assisted to 

identify their own goals and actions that 
better support self management of their 
chronic condition. An assessment report is 
developed for the GP that includes additional 
information from the hospital, community 
and other health or support services. The 
assessment report assists the GP to develop 
or review the patient’s GP Management Plan 
and Team Care Arrangement. 

To support the better coordination of the 
patient’s complex and chronic care needs and 
avoid duplication of services, information 
is shared between all the health service 
providers involved across the primary, 
community and hospital settings. Shared 
information includes case conference reports, 
assessments and management plans. This 
sharing of information across primary care, 
community care and acute care settings  
ensures that patient care is connected and 
coordinated. 

The success of this program is due to the 
sta   of the epean lue Mountains ocal 
Health District and Medicare Local working 
in partnership with the enrolled patients to 
identify self management goals and support 
services to maintain the patient’s health, 
wellbeing and independence.  

References
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MENTAL health care is increasingly 
integrated with general health care 
worldwide after a long tradition of 

alienation. However, mental health care is still 
seen by many in the health care professions 
and the general community as a poor relation. 
This is the case in Australia as well as most 
other countries, despite the advances made 
here in broader community awareness. 

It is now evident to the international 
mental health community that achieving 

adequate support for mental health care and 
improvement of mental health in any country 
re uires a unifi ed approach to advocacy  
Achieving a united voice will need support for 
the capacity of each group to or  e  ectively 
in partnership. As service users and family 
carers typically lack the power to interact 
equally with professionals and government 
decision makers, assistance in developing this 
power is mutually important for all involved.

Service users and family carers worldwide 

have the regular experience of stigma and 
discrimination in the community, poor access 
to care for mental and physical health problems 
and treatment under conditions that fail to give 
respect and dignity. In recent years, service 
users and carers have been involved positively 
in a range of activities including advocacy 
for support for research, care and social 
inclusion and self-help projects. Psychiatrists 
in a range of countries recognise the need 
to work together; and governments and 

Village mental health 
support group near Birwani, 
Madhya Pradesh, India

better mental health better mental health better mental health 
Partnerships for

The World Psychiatric Association's recommendations on best practices 
in working with mental health service users and family carers

worldwide
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professional groups increasingly support the 
inclusion of service users and carers in decisions 
about treatment and rehabilitation, service 
development, research and policy. In some 
low-income countries, development workers in 
community-based organisations such as Basic 
Needs1 are collaborating with professionals 
to or  e ectively ith groups of previously 
marginalised people. 

The World Psychiatric Association (WPA) 
has cooperated on several levels ith di erent 
user and carer organisations, as with trialogic 
sy posia at congresses and affiliated 

e erships, ith encouraging results  E orts 
in several countries to change community 
attitudes and improve mental health care have 
produced resolutions and guidelines2, but their 
wide use and the structural changes they call 
for are yet to be achieved.  

With this situation in mind, a taskforce 
including service users and carers was 
established by WPA in 2008. Its aim was to 
develop recommendations for the international 
mental health community on best practices in 
working together between service users, family 
carers and health practitioners, and review 
the ethical considerations. The taskforce 
built on work in several countries including 
Australia. Over two years it developed ten 
recommendations based on literature review 
and shared knowledge and experience, and 
conducted a worldwide consultation. This 
included an online survey of users, carers and 
WPA leaders, and grassroots consultation with 
users and carers in low-income countries.

The recommendations begin with respect 
for human rights as the basis for successful 
partnerships. The recommendations highlight 
that legislation, policy and clinical practice 
relevant to people with mental disorders need 
to be developed in collaboration with users 
and carers; the best clinical care in acute or 
rehabilitation situations is done in collaboration 
between user, carers and clinicians; as are 
education, research and quality improvement. 
There was strong consensus across the 
international mental health community about 
the ten recommendations, with the strongest 
agreement from service users and carers, 
and nota le di erences in experiences across 
countries. In consultation with the taskforce, the 
WPA Committee on Ethics drafted a paragraph 
based on six of the recommendations that was 
endorsed in September 2011 as an additional 

(16th) paragraph for the WPA’s Declaration of 
Madrid, its fundamental ethical guidelines for 
psychiatric practice. This signals an important 
development in the relationship between service 
users and carers and psychiatrists worldwide.

The recommendations are now published 
in the journal World Psychiatry3 and available 
on the WPA website4. Each country will 
need specific guidelines to apply these 
recommendations. The next step is developing 
projects to apply these broad principles and 
identify best practice in individual countries 
and local communities and learn from the 
experiences. WPA hopes through the work 
of the taskforce to support partnerships and 
participatory developments worldwide.

The Recommendations

•  Respecting human rights is the basis of 
successful partnerships for mental health.

•  Legislation, policy and clinical practice 
relevant to the lives and care of people with 
mental disorders need to be developed 
in collaboration between mental health 
practitioners, service users and carers.

•  The international mental health community 
should promote and support the development 
of service users’ organisations and carers’ 
organisations.

•  Improving mental health is essential for 
economic and social development. This 
requires participation of all sectors of the 
community.

•  International and local professional 
organisations, including WPA through 
its programs and member societies, are 
expected to seek meaningful involvement of 
service users and carers in their own activities 
where appropriate.

•  The best mental health care of any person 
in acute or rehabilitation situations is done 
in collaboration between mental health 
practitioners, service users and carers. 

or ing in this ay generally enefits fro  
special skills and training.

•  Education, research and quality improvement 
in mental health care requires collaboration 
between mental health practitioners, service 
users and carers.

•  The recovery process in mental health 
includes economic and social inclusion, as 
well as medical care. Examples of economic 
and social inclusion are access to education 

and training, housing, employment,  
advocacy and family support. 

•  WPA member societies and other 
professional groups should collaborate 
with service users’ organisations, carers’ 
organisations and other community 
organisations to lobby governments for 
political will and action for better mental 
health services, community education and 
fighting stig a and discri ination

•  Enhancing user and carer empowerment 
should be sought through a range of 
di erent approaches and ideas, for exa ple 
the development of self-help groups; 
participation in service planning and 
management boards; employment of people 
with mental health disabilities as service 
providers and inclusive local anti-stigma/ 
anti discrimination programs.   

Professor Herrman is also Professor of 
Psychiatry, Orygen Youth Health Research 
Centre, The Centre for Youth Mental Health,  
The University of Melbourne.  
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Ensuring care is available, adequately resourced and 
effective will require substantial ongoing investment

mental health 
services
SO WE say we want community based 

mental health services. But does the 
ambitious rhetoric match the reality? 

There remain many challenges to community 
ased care and sustained e  ort ill e re uired 

if these barriers are to be overcome.
Any analysis of the plans that guide 

the national approach to mental health 
reform would suggest that an investment in 
community based mental health is critical to 
the overall success of our national strategies. 
The opening statement of the 4th National 
Mental Health Plan1 conveys the central 
importance of community engagement in 
mental health: ‘… a mental health system 
that enables recovery, that prevents and 
detects mental illness early and ensures 
that all Australians with a mental illness can 
access e  ective and appropriate treat ent 

and community support to enable them to 
participate fully in the community.’

The fi rst priority area of the plan reinforces 
the centrality of a community based approach. 
The document indicates: ‘The community 
has a better understanding of the importance 
and role of mental health and wellbeing and 
recognises the impact of mental illness. People 
with mental health problems and mental 
illness have improved outcomes in relation 
to housing, employment, income and overall 
health and are valued and supported by their 
communities. Service delivery is organised to 
provide more coordinated care across health 
and social domains.’

And yet our overall expenditure on mental 
health still sees a large proportion of our 
spending going into acute hospital settings 
and related services, rather than into the 

community services that we know are so critical 
to recovery. This imbalance persists in spite of 
the fact that care in the community can be ten 
times cheaper than care in an acute setting.

National reform on the scale of the National 
Disability Insurance Scheme will be impossible 
to achieve ithout ade uate services in the 
community. But ensuring this care is available, 
ade uately resourced and e  ective ill 
re uire su stantial ongoing invest ent  o 
while national mental health reform relies on 
community-based mental health services, 
there remain many barriers.

Simply put, the funding available in state 
co  ers the principle funders of co unity 
based mental health) is largely drying up. With 
the possible exception of Western Australia, 

hich has a specifi c strategy to expand funding 
to community-based services, state treasuries 

mental health 
Community based 
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are looking increasingly bare. This funding 
squeeze is occurring at the same time that both 
communities and governments expect more from 
services – more integration of services; higher 
quality services in settings that are safer and 
more professional than some community based 
services have been funded to provide in the past; 
and greater accessibility for groups who have 
not been well served previously (like Indigenous, 
regional and remote, culturally and linguistically 
diverse (CALD), and gay, lesbian, bisexual, 
transgender and intersex (GLBTI) communities).

At the same time as state funding is tight, 
the imminent arrival of activity based funding 
and the broader National Health Reform 
agenda will also place these services (and their 
funding) under pressure. Activity based funding 
will draw a line in the sand somewhere between 
hospital-based services and community based 
services, and it is easy to expect that those 
services closest to the hospital, the focus of 
the new funding model, will be in the strongest 
position to defend their funding.

As if all this funding pressure were not 
enough, the not for profi t  refor  
agenda is simultaneously challenging 
non-government organisations (NGOs) on a 
range of fronts. Multiple funding sources from 
multiple governments means multiple layers 
of red tape  s the roductivity Co ission 
identifi ed hen it analysed the contri ution of 
the NGO sector, governments have not paid 
their way for many, many years. 

This leaves many organisations starting with 
a severe handicap. Just as they are being asked 

to do more, to provide more integrated services, 
to link more closely to other services in the 
community, to gather more evidence about the 
e  ectiveness and effi  ciency of their services, 

 refor  processes ill change ad inistrative 
arrangements in ways that look likely to increase 
red tape at least for the short term. Capital in 
the NGO sector (especially buildings) has been 
run down by inadequate funding for years, but 
consumers now rightly expect (and deserve) 
a higher standard of facilities  unders do not 
want to fund buildings; they want to fund 
services, so where will capital renewal and 
replacement come from?

or any co unity organisations, 
the challenge of these reform processes is 
fundamental. Overcoming them can mean 
not just partnership with other organisations, 
but mergers and amalgamations. While these 
mergers can sometimes achieve greater 
effi  ciencies and service i prove ents, they 
can also mean a loss of identity and a loss of 
connection with the core values that brought 
community organisations into existence.

As if all this was not enough, demographic 
changes and a changing workforce mean the 
task of recruiting and retaining a workforce 
in community mental health is also growing 
harder. Add to this the uncertainty of the Equal 

ay Case in particular hether govern ents ill 
meet the increased cost of wages as determined 

y air or  ustralia  and Os face hat one 
colleague called “a perfect storm”.

So what hope is there for community based 
services? Notwithstanding these challenges, 

I remain optimistic. Community mental health 
services pay their way, often many times over. 
Governments attempting to provide services to 
greater number of people will have to embrace 
this  or govern ents this ill ean a ne  fi scal 
discipline. Governments must plan to allocate 
resources systematically according to agreed 
priorities and not according to the demand 
driven critical services – as we are starting to see 
in WA. The community mental health services 
best placed to embrace these reforms will be 
those that have the broadest links to related 
services and the best systems for documenting 
their or  and de onstrating its enefi t  
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Navigate
health law
issues

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

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

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

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

Apply now at www.qut.edu.au/applied-law, or contact us at
lawandjustice@qut.edu.au or (07) 3138 2707.
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We need a nationally consistent pathway 
across all health professions

AUSTRALIA’S health workforce 
is facing signifi cant challenges in 
meeting the healthcare needs of all 

Australians into the future.
Recently, Health Workforce Australia (HWA) 

released Health Workforce 2025 – Doctors, 
Nurses and Midwives (HW 2025), which includes 
medium to long-term national workforce 
planning projections for doctors, nurses and 

id ives  The report identifi es the li ely 
continuation of health workforce shortages 
out to 2025 for doctors and nurses, with the 
magnitude of shortage likely to  be highly 
signifi cant for nurses and less so for doctors

The report also highlights the need for 
Australia to undertake genuine innovation and 
reform of its health workforce to ensure the 
health system remains sustainable. Flexibility 
and capability of the workforce are essential, 
allowing health professionals to practice to the 
level for which their training prepares them. 
One example of this is prescribing by health 
professionals other than doctors.

Prescribing by health professionals other 
than doctors is an emerging practice within 
Australia and overseas, most notably the 
United Kingdom. While the literature on 
prescribing by professionals such as nurses and 
pharmacists is also emerging, there is evidence 
to support safe and e  ective prescri ing y 
health professionals other than doctors.

The paths by which professions such as 
nurse practitioners, midwives and optometrists 
have commenced prescribing have 
varied considera ly  There are di  erent 
arrangements for education and training, 
professional recognition and endorsement 
to prescribe, accreditation, and the models 
by which health professionals prescribe. 
There is no nationally consistent approach 

Prescribing by health 
professionals other than 

Brie� ng

MARK CORMACK 
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across health professionals to allow safe and 
competent prescribing of medicines within 
their scope of practice.

A national pathway

HWA is seeking to address these issues 
through its Health Professionals Prescribing 
Pathway (HPPP) project, as part of the national 
health workforce reform agenda. HWA is 
developing a draft national pathway for 
prescribing medicines by health professionals 

ho are not doctors   final proposed path ay 
is expected to be provided to Health Ministers 
in mid2013. We are considering how such a 
pathway will support health professionals to 
work to their full capacity as well as improve 
consu er access to safe and e ective health 
care across the nation.

Patient safety is paramount. Prescribing by 
a wide range of health professionals, including 
nurse practitioners, dentists, optometrists, 

midwives and podiatrists, is already occurring 
in Australia. Our role is to question how this 
be done better. 

We are aware that these issues are complex 
and not easy to resolve. This is why we have 
set up a three-part process that includes 
comprehensive consultation throughout. 
From the start, we are working closely with 
jurisdictions, regulators such as national boards 
and accrediting bodies, health professions and 
professional organisations, consumers and the 
higher education sector.

Phase 1 of the project is nearing completion. 
In April a consultation paper was released 
for public comment. By 30 May, when the 
consultation closed, we had received many 
submissions from across the health and 
education sectors and the broader community. 
We also consulted directly with stakeholders 
through interviews, focus groups and a survey 
with members of the public.

We are now analysing this extensive 

feedback and commencing Phase 2 of the 
pro ect  to develop a first draft of a prescri ing 
pathway, which we will release for consultation 
and testing in Phase 3. To do this, we will 
consider how ready the professions, education 
providers and regulators are to take up the 
pathway. We will also look at the practical 
implications of putting a national prescribing 
pathway in place. We expect to release this 
draft pathway by January 2013.

How might this pathway look? Ultimately,  
it will describe how a health professional 
moves from training to professional 
recognition and employment of safe and 
competent prescribing skills. 

How the pathway will actually look will be 
the result of ongoing consultation over the next 
12 months. Your views will be an important 
part of this process. Please email comments to 
hppp@hwa.gov.au and for more information 
visit the project page on the HWA website at 
www.hwa.gov.au/hppp  

What the project will do
 Develop key concepts and principles 

for a national pathway by which health 
professionals prescribe

 Identify and describe the key steps 
for health professionals to undertake 
prescribing that is within their scope 
of practice and according to state/
territory legislation on the prescribing 
and administration of medicines

 Develop a national plan to implement 
a prescribing pathway for health 
professionals other than doctors.

What the project will not do
 Look at clinical treatments other than 

medicines 
 Analyse current or develop future 

prescribing competencies
 Review state and territory legislation 

and regulations on the prescribing and 
administration of medicines

 Consider health professions that are not 
covered by the National Registration 
and Accreditation Scheme

 Authorise health professionals to access 
to prescribing medicines within the 

ha ace tical e e ts che e

doctorsPrescribing by health 
professionals other than 
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 DO YOU know much about Brazil? No? 
Well don’t worry, you are about to 
learn a lot more over the next four 

years as two mega sporting events unfold - the 
FIFA World Cup in 2014 and the Olympic Games 
in Rio de Janeiro in 2016. 

You’ll discover that by almost any measure, 
ra il is ig  n area it is the orld s fifth largest 

country (11 percent larger than Australia), the 
most biologically diverse and is blessed with 
an abundance of natural resources - including 
major oil and gas deposits. Its multi-racial 
population is approaching 200 million, it has the 

orld s sixth largest econo y the fifth efore 
too long if projections are correct) and is the 
third largest exporter of agricultural products. 

Since the installation of a democratically 
elected government in 1988, the economy 
has experienced major expansion with gross 
national product more than doubling within a 
20-year period. Exports have boomed in the 
industrial sector and it is a major exporter of 
ethanol (second only to the US), aircraft (the 
third largest commercial aircraft producer in 
the world), vehicles, steel and electrical goods. 

This rapid expansion of the economy 
has created many millionaires and led to a 
widespread movement of people into a new 
middle class. The proportion of people below 
the poverty line has halved since 1970 and 
living conditions generally improved, however 
there are still many millions, especially in the 

rural and remote parts of this huge country, 
who struggle to make ends meet.

The Brazilian health 
system
So, how does a country with such inequalities 
care for the health of its citizens? The 
cornerstone of the health system has 

een the creation of the nified ealth 
System (Sistema Único de Saúde – the SUS) 
within the Brazilian Constitution in 1988. It 
established a national healthcare system 
based on the principles of universality and 
community participation. 

Under the SUS there have been 
major advances in population health 
with universal vaccination and prenatal 
programs; a dramatic reduction in infant 
mortality; increases in life expectancy 
and a halving of smoking rates. Its main 
focus has been on primary and acute care. 
This has involved a major investment in 
human resources, support for medical 
technologies with an emphasis on producing 
essential pharmaceuticals within Brazil, 
and encouragement of strong community 
participation at all levels.

Complementing the public health system is 
the private sector, oth profit and non profit, 
with a greater emphasis on secondary and 
tertiary healthcare. It undertakes a substantial 

amount of activity for the government on a fee 
for service basis. Similar to Australia, there is a 
strong private health insurance industry with a 
variety of health plans and insurance premiums.

Brazil has some of the best hospitals in 
outh erica  The irio i anese ospital 

in ao aolo is a not for profit organisation 
with an international reputation as a centre for 
excellence, specialising in advanced surgery 
and organ transplants. As with other not-
for profit hospitals, it acco odates pu lic 
patients under an arrangement with the 
government that allows for tax advantages for 
public investment of surpluses.

The SUS faces major challenges. Since its 
inception it has been chronically under-funded 
and while health represents around  nine 
percent of GDP, only four percent is within 
the public sector - the government providing 
strong support to the private sector. Brazil’s 
population is young  o ever, ithin  years, 
as the population ages, there will be huge 
demand on public health services especially 
for treatment of diabetes, hypertension and 
associated conditions arising from obesity, 
poor diet and alcohol misuse.

Want to learn more about the Brazilian 
health system? The Lancet has published an 
excellent set of monographs that provide a 
comprehensive overview and analysis of the 
system. Available free online from its website 
(www.thelancet.com).

Brazil  
on the move

Insights into the Brazilian health system 
and medical devices industry

Brie�ng

DENNIS STRAND

Australian Healthcare and 

Hospitals Association
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Brazil’s medical devices 
sector
In May this year, along with a small group of 
international medical journalists (see photo), 
I was invited by the Brazilian Medical Devices 
Manufacturers Association (ABIMO) to visit 
Brazil and study its health and medical devices 
sectors. In partnership with Apex-Brazil (the 
Brazilian Trade and Investment Promotion 
Agency), ABIMO has implemented Brazilian 
Health Devices1 with a mission to encourage 
the export of its health industry items and 
equipment. Brazilian Health Devices is the 
brand that brings together the sector’s export 
industries and represents them internationally.

n ao aolo, the industrial and financial hu  
of Brazil and one of the biggest cities in the 
world, we visited three companies that have 
developed innovative technologies and which 
show some remarkable common characteristics. 
NS Medical Device Industry2 makes inhalers and 
other respiratory products; Intermed3 designs 
and manufactures mechanical ventilators; and 
Fanem4 specialises in infant incubators. 

ll three have the lion s share of their specific 
markets within Brazil and are busy developing 
overseas markets (Fanem recently became 
the first ra ilian edical devices co pany to 
manufacture abroad when it opened a factory in 
India). The founders of all three companies are 
intimately involved in their operations and show 
unshakeable commitment to the quality and 
reliability of their products; to their distribution 
and sales networks and to their workforce. 
The founder of  still or s on the shop floor 
designing and testing new models. He began 
in 1969 by converting a spray-painting device 
into a portable household inhaler. Today the 
company employs 500 people.

The founders all talk about the importance 
of establishing ‘empathy’ with their networks 
and workforce. Making strong and lasting 

relationships with both seen as essential to 
success  so eti es overriding financial 
considerations. Their workers receive 
su stantial extra enefits such as private health 
insurance, four weeks annual leave and a sit 
down lunch in well-equipped canteens.

Hospitalar 2012

All three companies had stalls at Hospitalar, 
which was the primary focus of our visit to 
Brazil. The Hospitalar expo is an annual event in 
Sao Paulo – an international fair of products, 
services and technology for hospitals, clinics, 
laboratories, pharmacies and consulting rooms. 

Hospitalar is the largest multi-sector 
healthcare fair in the Americas and the second 
largest in the world. 

It has established itself as a key event in 
the global healthcare market with companies 
from 33 countries participating (including one 
exhibitor from Australia), many using the event 
to launch their latest products. It hosts 1,250 
exhibitors and 90,000 visitors from all over 

the globe, attracted by the strong economic 
and social growth that Brazil is experiencing. 
Sales during Hospitalar’s four days in 2011 were 
$US3.5 billion. The event has also become a 
major forum for discussion of themes related to 
worldwide trends in health management, policy 
and delivery syste s  The first nternational 
Fair and Forum of Telemedicine, Telehealth and 
Information Technology was also held this year. 

Brazil, once the sleeping giant of the 
ericas, is a country on the ove o ering 

many possibilities and opportunities for 
Australian companies interested in exporting, 
buying or distributing medical devices. 

Want to know more? Contact ABIMO at  
www.abimo.org.br  

References

1. http://brazilianhealthdevices.com
2. www.nsam.com.br
3. www.intermed.com.br
4. www.fanem.com.br 
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“�e companies show unshakeable commitment to 
the quality and reliability of their products; to their 
distribution and sales networks and their workforce”

Fanem’s new state-of-the-art inclubator, unveiled at Hospitalar 2012



    The Health Advocate  August 2012

 T HE move to a new building or 
or place is difficult for any 

organisation  ut for an institution 
as large as the oyal Children s ospital 
in ar ville, Mel ourne, last year s ove 
to its ne  facility as on a scale of the 
greatest enor ity, particularly ecause 
of the considera le de ands of ensuring 
uninterrupted patient care. 

The ne  oyal Children s ospital C  as 
officially opened y er Ma esty the ueen in 
late Octo er , ith the ove of patients 
and services follo ing one onth later  hile 
the detailed planning and execution of the 
move proved challenging, the result has been 
the opening of one of the orld s very est 
paediatric hospitals, which meets the current 
and future health care needs of children and 
young people

or patients and their fa ilies the list of 
features is i pressive

 more single-bed rooms, neonatal cots and 
operating theatres than the old hospital 

 an ntegrated Education Centre for edical, 
nursing and allied health education 

 twice as much research space than was 
availa le for the Murdoch Children s 
Research Institute 

 a 2000-space underground car park, almost 
doubling existing parking

 unprecedented levels of natural light and 
great parkland views 

 500 secure bike parking spaces 
 a t o storey a uariu  and various 

interactive cience or s displays 
 a Main treet  including ne  shops, cafes 

and various amenities 
 a roo   star hotel for on site 

acco odation due for tage  of the 
redevelop ent

 environ ental features to ensure it is 
ustralia s greenest hospital

portantly, consideration as also given to 
sta  consultations during the planning and 
design process. 

ulatory Care is perhaps the usiest 
depart ent in the hospital ith its di erent 
day to day schedule of consultations, 
treatments or interventions.

The ulatory Care neigh ourhood is the 
ost functionally diverse area of the hospital, 
hich also ade it a co plex and fascinating 

area to design,” said Sheree Proposch, a 
irector of ates art, the C s oint 

venture architects with Billard Leece.
Together ith the epart ent of ealth 

and Lend Lease, our team worked with a 
range of clinicians to develop the speciality 
areas including  orthopaedics, neuroscience, 
cardiology, audiology, ophthal ology, 
i unology, respiratory edicine and surgery 
pre-admission.

“From a holistic design perspective, the 
ulatory Care neigh ourhood exe plifies 

the integration of architectural and interior 
design, health planning and landscape design, 
delivering a fa ily friendly, child focused and 
operationally efficient area

Brie�ng

Patient friendly, family friendly,  
staff friendly
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“The new RCH has maximised access to 
daylight and views for clinical, workplace, 
waiting, treatment, therapy and research 
spaces as a key design feature to provide 
wellness, productivity, respite, distraction, 
reflection and the est health outco es

Jacinta Tessari joined the RCH team in 
2008 as a graduate architect and assistant 
health planner to assist in the health planning 
of 20,000sqm of the Murdoch Children’s 

esearch nstitute MC  area  This area 
included offices, or stations, consulting 
roo s, la oratories and support roo s

“My main focus was the careful planning of 
la oratory spaces and their relationship to open 
plan or stations and support roo s,  said  
Ms Tessari  esign layouts ere regularly 
revie ed against the epart ent of u an 

ervices  guidelines and the ustralian 
tandards for la oratory design and construction 

to ensure co pliance as achieved
“Planning these spaces required extensive 

coordination with users and consultants 
to ensure that constantly evolving work 
practices and compliance issues were met as 
well as allowing us to achieve an innovative 
design infrastructure

ates art irector risten hittle spo e 
of the necessary sustaina ility of such a ey 
health pro ect  

The ne  C  has created a significant 
ench ar  for hospital design orld ide 

where the highest standards of human comfort 
and sustaina le design have co ined to 
create a truly holistic uilt for  solution

“Apart from the many technical features 
ithin the uilding, including tri generation, 
lac ater treat ent plant, solar collectors, 

green roofs and a or ing la yrinth, it is the 
uilding s aster plan that truly shapes the 
C s sustaina le solution

C  CEO rofessor Christine ilpatric  said 
the successful uilding of the ne  hospital and 
the co it ent of sta  to its success as 
extre ely satisfying

e as ed an enor ous a ount fro  our 
sta , not ust during the preparation for the 
physical ove ut also in anaging a or 
change and redesign progra s  lti ately, e 
are on a continuous i prove ent cycle, ut 
certainly the ne  hospital has een a a or 
i petus for change  This is a challenging 
ti e, ut one that ill result in not only a 

etter environ ent for our patients and their 
fa ilies ut also for our sta

ayne ruce, CEO of the healthcare 
executive search fir , Ccentric roup, agreed 
on the overall importance of environment for 
executive sta

 positive or place and sta  environ ent 
are high on the list of factors that attract 
top professionals to particular health 
organisations,  he said

n our recent ealthcare Talent urvey, oth 
sta  orale  and or  environ ent  ere 

noted as key factors in attracting and retaining 
ey executives  These and associated factors 

such as care a out sta  and good co pany 
culture’ are reported as more important than 
‘remuneration’ in order of executives’ priorities 

hen loo ing at potential e ployers
rofessor ilpatric  su ed up her favourite 

attri utes of the ne  hospital  
hat ulti ately a es it a very special 

place for any people is the a solute passion 
and co it ent of our sta  to caring for 
children,  she said  a ilies tell e ti e and 
ti e again ho  onderful our sta  are and ho  
grateful they are for the care e provide  
By Hugh Liney

Patient friendly, family friendly,  
staff friendly The new Royal Children’s Hospital in Melbourne

Architects Bates Smart provided some 
interesting area comparisons to better 
appreciate the scale of the RCH project:

 MCG arena area: 25,000sqm
 Rialto Tower area: 84,000sqm
 Eureka Tower area: 60,000sqm
 Royal Children’s Hospital area: 

200,000sqm
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 H UMAN albumin is an intravenous 
fluid that is pri arily used as 
a resuscitation solution in the 

treat ent of surgical, urns and trau a 
patients  n ustralia, al u in solutions are 

anufactured y the fractionation of plas a 
collected y the ustralian ed Cross lood 

ervice fro  voluntary and non re unerated 
donors  or over  years, C  iotherapies 
has anufactured t o al u in products, 

l u ex   g  and l u ex   g  
that are distri uted to hospitals through 

the ustralian ed Cross lood ervice  C  
iotherapies also anufactures hu an 

al u in for a nu er of other countries 
throughout sia and for e  ealand  

On  March , C  iotherapies notified 
the Therapeutic oods d inistration T  
that an inspection had uncovered an e uip ent 
failure and that test results received on  March 

 indicated that so e al u in products in 
hospitals ay contain lo  levels of ethylene 
glycol   hairline fracture in the seal of a tan  
used in the anufacture of al u in resulted in 

lea age of ethylene glycol into the tan  during 
processing  Ethylene glycol is contained in the 
casing around this tan  to control te peratures 
during the processing of al u in  ll hospitals 

ere su se uently instructed to uarantine 
al u in products until further testing could 
deter ine hich atches could e released and 

hich should e recalled  
C  iotherapies discovered the e uip ent 

failure on  anuary  and i ediately 
ceased production to repair the lea  ased 
on the previous inspection records, C  

Brie�ng

Responding to an 
albumin challenge
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deter ined that the lea  first egan so eti e 
et een  ece er  and  anuary 

 one of the atches anufactured 
during this period had een released fro  C  

iotherapies  arehouses to hospitals
To help pinpoint the start of the lea , 

C  iotherapies co issioned the 
develop ent of a highly sensitive test  ll 
unreleased al u in atches ere tested 
and, unexpectedly, all ere found to have 
lo  detecta le levels of ethylene glycol  

atches anufactured ust prior to the 

suspected lea  period ere pro ptly tested 
and on  March , ere also found to 
contain traces of ethylene glycol  This as 
the first indication that al u in product in 
hospitals ay contain ethylene glycol and C  

iotherapies i ediately notified the T  of 
this infor ation   

C  iotherapies undertoo  an urgent 
revie  of all adverse event reports associated 

ith al u in ad inistration in its safety 
data ase ac  to  anuary  o changes 
in the safety profile of the product over this 
period ere found  The co pany also assessed 
availa le toxicity data and pro ections of the 
highest possi le a ounts of ethylene glycol 
in al u in that could e ad inistered to 
a patient, and deter ined that should any 
a ected al u in solution e used it as 
unli ely an adverse event ould occur   

pon the uarantining of all al u in 
solutions in hospitals, C  iotherapies 
conducted around the cloc  testing of atches 

ithin shelf life  On  pril , the co pany 
as a le to confir  that ust one atch of 

al u in solution in ustralian hospitals sho ed 
the presence of ethylene glycol  The re ainder 
of a ected atches ithin ustralia ere ithin 
C  iotherapies  control and five atches ere 
recalled fro  international ar ets

The levels of ethylene glycol detected ere 
very lo  and, despite evidence that adverse 
e ects in patients ere unli ely to occur, C  

iotherapies ade the decision to recall all 
atches that contained detecta le levels of 

ethylene glycol on product uality grounds
r e  avies, Executive ice resident 

of C  iotherapies, said that the co pany 
or ed closely ith regulators, govern ent 

agencies and lood services to resolve the 
issue as uic ly as possi le

The  had expressed concern as  
patient safety as at ris  and uestioned  
C s processes  C  responded to  to 
confir  resolution

e ere pleased that an e ective and 
colla orative process ena led ini al 
disruption to the supply of hat is an i portant 

edical therapy,  he said
r avies said that as the only ustralian 

anufacturer of plas a derived products, C  
iotherapies understands the i portant role 

it plays in the provision of life saving therapies 
and constantly strives to eet the expectations 
of its sta eholders  uring the uarantine 
period, C  iotherapies expedited oth 
production and distri ution of replace ent 

atches of al u in solutions, flying product 
to hospitals in re ote areas to ensure ini al 
disruption to product availa ility

e recognised that the uarantining of 
al u in caused hospitals and healthcare 
professionals uncertainty and inconvenience  

e ere especially grateful for the cooperation 
and good ill sho n y all a ected parties 
throughout the issue,  r avies said

iven the co plex se uence of events 
involved in this incident, C  iotherapies 
is actively or ing ith the T  to ensure 
learnings are applied to the reporting and 

anage ent of any future investigations  
of a si ilar nature

C  iotherapies conducts a ro ust 
progra  of preventative aintenance on its 

anufacturing e uip ent  These easures, 
together ith the use of coloured ethylene 
glycol, ena led the e uip ent failure to e 
detected efore the conta ination could reach 
levels that posed a ris  to patient safety

C  iotherapies has introduced a nu er 
of ne  easures to strengthen ris  itigation 
including the introduction of ethylene glycol 
testing as a standard product release test, 
an additional chec  in the preventative 

aintenance schedule for an internal 
inspection of ac eted vessels under operating 
pressure and a feasi ility revie  to replace 
ethylene glycol as a coolant  

Responding to an 
albumin challenge CSL Biotherapies strengthens 

risk mitigation for the future
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 A T HOME most of us look forward 
to meals. We get fresh food and a 
constantly-changing menu or our 

favourite meal when we need comforting. 
Mealtimes are also a chance to stop everything 
else and share our plans and daily experiences 
with loved ones.

Contrast that with eating the same meal 
you ate three days ago, o  a plastic tray, hile 
sitting alone and being harried to take your 
medicine mid-meal. Is it any wonder patients 
lose their interest in meals?

Nutritious and 
interesting
It’s natural for appetite to decline when 
we are ill. For hospitals, that means it is 
particularly important to provide foods that 
are nutritious even in small portions. Foods 

should also e flavourso e to a e the  
more interesting. 

But even nutritious, tasty food will loose 
its appeal if the same dishes are served over 
and over. Providing choice and a rotating or 
seasonal menu help to keep food interesting. 
Special occasion food is also a good way to 
mix things up. Easter and Christmas treats are 
a good example. 

Managing all this, within budget, is tricky. In 
many situations, working with a food service 
company can help. Partnering with a food 
service company can reduce your catering 
costs as you can take advantage of their ability 
to uy in ul  The fixed price contracts that 

any o er ill also help eli inate surprises
Food service companies are also able to 

o er variety ore econo ically, including a 
changing menu and a range of dishes for each 
meal. They can more easily provide meals and 

snacks for people with special dietary needs, 
such as diabetes or allergies. And they should 
be able to provide cultural meal options for 
patients of di erent ethnicities and food for 
special occasions.

Most important when choosing a food 
service partner is to ensure they meet food 
quality standards, for food safety but also 
nutrition. Recipes and meal planning by an 
accredited dietitian is essential.

lso i portant is the co pany s flexi ility  
A good food service company will be able to 
customise its services to meet your needs and 
budget, whether it is providing pre-prepared 
meals that just need to be heated and 
served or full service; from ordering to meal 
preparation and even cleaning.

Experience and 
environment
Dr Annet Hoek, a sensory and consumer 
researcher and lecturer in nutrition at the 
University of South Australia, believes the 
mealtime experience and dining environment 
definitely have an i pact on ho  uch 
people eat. 

“Until recently the focus has been on only 
the nutritional content of food – the salt, 
protein and energy,” says Annet. “But research 
is indicating that improving nutritional status is 
an environmental and social problem. 

“A meal is much more than the food alone. 
Just eating a cold sandwich on your own is 
not a meal. But sharing it with your friends 
or family in a nice environment is a meal. An 
enjoyable meal is actually a social activity.”

A lot of the rituals and meaning a person 
attaches to mealtimes are taken away when 
they enter hospital and this reduces their 
perceived importance. But anecdotal evidence 

Brie�ng

Maximising
mealtimes
Are mealtimes helping or hindering 
your patients’ recovery?
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shows that making mealtimes more normal 
helps people engage in mealtimes and 
increases the amount they eat. 

Cups and crockery are a great place to start. 
The advantages of plastic over china and glass 
are obvious, but that doesn’t mean you can’t 
have glasses and plates that look like those 
residents would have used at home. Look for 
products in materials such as polycarbonate, 
which is durable but can be made to imitate 
the look of crockery or glass.

Helping people maintain their independence 
at meal times is also important. Many elderly 

ho su er fro  arthritis have difficulty using 

standard utensils, but large-handled and 
specifically shaped alternatives are availa le  
Specially designed plates that make eating 
easier for people with limited mobility can also 
help people maintain independence.

The language used to talk about food is 
also important. Annet says being descriptive 
can have an impact, so instead of just saying 
‘Here’s your dinner’ as they serve residents, 
sta  could say ere s your talian pasta ith 
fresh herbs’.

“That’s an easy thing to change because you 
don’t need any special products,” says Annet. 

t ay e especially helpful for patients 

who need pureed food, which isn’t visually 
attractive or easy to identify as a meal.”

Annet emphasises that such changes will 
only a e a di erence if sta  stop everything 
else and allow residents to focus on their 
meals. Mealtimes should be protected.

The concept of ‘protected mealtimes’  
was investigated by Annet’s colleague  
Dr Sandra Ullrich.

“Sandra found that if people can’t give their 
full attention to eating, they might eat less 
because their focus is on other things,” says 
Annet. “Being interrupted to take medicine 
is very distracting and you lose focus on your 

“Such changes will only make a di�erence if sta� 
stop everything else and allow residents to focus 
on their meals. Mealtimes should be protected.”

Brie�ng
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food. But not only that, the noises and smells 
around you that don’t belong in a normal 
mealtime can be annoying and disturbing.”

The research also found that it is important 
to respect the time patients need to eat 
and not hurry them. This can often be done 
unconsciously y sta   trying to e effi  cient 
and clearing used plates efore people fi nish 
their meal. These actions can signal that a 
meal is over and people may stop eating even 
if they haven t fi nished   

llo ing sta   to stop all activities that don t 
relate to meals also means they will be free 

to assist and encourage vulnerable patients, 
such as the elderly, to eat their meals. By 
focusing on residents, sta   ill e ore li ely 
to notice any problems or frustrations that are 
reducing their enjoyment of the meal and help 
overcome them. 

Patients with dementia

eople ith de entia can have diffi  culty 
recognising food just from names. Wherever 
possible, show the person the food options or 
descri e the food to the  hen as ing the  

to a e a choice  eciding hat order to eat 
foods when many are in front of them can also 

e diffi  cult  erving each course individually 
can reduce confusion and help patients remain 
focused on eating.

rustration at their diffi  culty using cutlery 
can lead to de entia su  erers giving up trying 
to eat. For some patients, you may need to 
serve food that they can eat using their hands. 

Often de entia su  erers ta e a long ti e to 
fi nish eating and need encourage ent  Even 
though it extends meal times, they should be 
allowed to eat at their own pace. 
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GOOD OLD ‘community’, the 
buzzword that was fashionable 
even before buzzword bingo kept 

everyone awake and concentrating during 
inter ina le eetings  o e  ective is the 
rhetorical po er of the ualifi er co unity  
that there is scarcely a term in health and social 
care that cannot be instantly improved and 
aggrandised by its addition. 

Co unity has eco e a codifi ed 
niceness. Why be a mere Resource Facilitator 
when you could be a Community Resource 
Facilitator? Wouldn’t your latest initiative 
move up the organisational wonderfulness 
scale if it was community based, grounded in 
community consultation and enhanced your 
community of practice?

Strip away the jargon though and profound 
questions remain about the nature of 
community, community care and home.

As a callow young nurse working in 
‘institutional care’ for people with intellectual 
disabilities back in the 1970s, I saw the 
de-institutionalisation movement in full 
swing. The humane impetus behind the 
movement was unarguable but so often the 
practice was as simplistic as ‘big building 
in the country equals bad. Small house in 
the city equals good’. We soon learned that 
institutionalisation could occur just as easily in a 
suburban semi as in an old Victorian workhouse. 

Community is determined not primarily by 
location but by people, in all their complexity.  
Jessie Kesson writes of 'Jocky' a young man 
with an intellectual disability living with his 
family in a small Scottish village, the kind of 
location that we might presume would make 
community care easy. “In all the years, Hugh 

Riddrie had never got rid of the ache that 
caught at him at the sight of his son, standing 
with, but not of, normal men”. It is no less than 
the touchstone of community care.

If the word 'community' gives pause 
for thought, so too should its stablemate 
'home'. We ignore the ‘phenomenology’ of 
home at our peril, for home has powerful 
meanings for us far above and beyond the 
physical house that we live in.

Few have described how illness and 
treatment can alter the meaning of home 
and one’s very identity as vividly as the late 
John Diamond. In a regular column for the 
Sunday Times he chronicled his treatment for 
throat cancer, describing how he had become: 
“somebody else… a little old man who I 
imagine is called Albert or Norman or George”. 

“My new little old manliness has nothing 

to do with age or even of deterioration but 
with my own body frailty and the state of 

y edroo  and athroo  and offi  ce, all 
of which are littered with the impedimenta 
of my new medical routines. I have little old 
man things I have to do each day with orange 
ru er alls, and special sti   rushes dripping 

ith pin  cleaning fl uids  there are tu es  
have to change before I eat, and change again 
after I eat, and which I have to clean with the 
special sti   rushes and the pin  fl uid  Three 
times a day I potter around the bathroom like 
a little old man…”

How would this account of his life compare 
to his nursing records from the time? Would 
they record his successful discharge, his 
requisite supplies and the necessary ‘patient 
teaching’. In short, would they record 
community care but lack any home truth?  

Community is determined by people, 
not location says Philip Darbyshire

PHILIP DARBYSHIRE

Director of Philip 

Darbyshire Consulting 

and Professor, Monash 

University

Home
Truths
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WHY IS IT that any discussion 
around i proving the effi  ciency 
of the health system, or putting 

patients at the centre of our work, ultimately 
returns to community health? 

The answer is simply because community 
health is the key to making the system work as, 
well, a system. As one review put it succinctly: 
“In planning the total health and hospitals 
program the state’s aim should be to keep 
people out of hospital whenever possible by... 
improving and expanding the facilities in the 
community to provide clinic and home care”.1

i ilar notions ere refl ected in the fi nal 
report of the National Health and Hospital 
Reform Commission. And the Commission 
would have had no lack of evidence of the 
e  ectiveness and effi  ciency of these services 
with such good examples as the Victorian 
HARP program projects; Healthy@Home in 
WA and NSW; the Walk in Centre in the ACT; 
Community Acute/Post Acute Care in NSW; the 
Community Hospital Interface Program and 
Discharge and Referral to Services (DARTs) 
nurses in Queensland and a network of services 
in South Australia too numerous to list here. 

So why then are so many of these services 
seemingly orphaned in the new reforms?

The fi rst is a defi nitional pro le  Each 
state and most services have a very local 
understanding of what is ‘primary care’ and 
what is ‘community health’. And it wasn’t just 
a semantic issue. One of the many great things 
about community health is its chameleon-like 
a ility to adapt and i provise, fi lling gaps in 
service pathways between the primary and the 

Where does it fit in our new world order? 
asks Michael Pervan

Community
health MICHAEL PERVAN

Executive Director 

Health Service 

Commissioning Tasmania 

acute as well as providing services independent 
of GPs and hospital networks.

In developing a reform program that was 
intended to integrate all levels of the system 
around the patient, there is a risk that we have 
instead divided the system between Medicare 
Locals under the leadership of General Practice, 
and Local Hospital Networks. Where community 
health fi ts in the ne  orld is uncertain

But it’s not all bad news. States and 
territories are clearly determined to support 
these services, recognising their value to 
patient outcomes and whole-of-system 
viability. The Commonwealth also supports 
these services in many ways, and to the extent 
it can. But there is little doubt that when 
the celestial trumpets sound on 1 July 2012 
heralding the birth of a new Australian Health 
System, some services will be wondering where 
exactly they fi t  

And clearly they do. On 15 June 2012, the 
Federal Minster for Health announced a major 
assistance package for the Tasmanian health 
system. While some funds are directed at acute 
services, much is directed at community health, 
from walk-in clinics, allied and preventive health 
services and the coordination of care for people 
with chronic illnesses, to better care for patients 
when they are discharged from hospital and 
better palliative care in the community. 

o hile it ight not e easy to fi nd in the 
new world, community health is still here and 
still making the system work.  

References

1.  WA Parliament Public Accounts Committee 
Inquiry into Public Hospitals Financial 
Administration, Report no 11, Thursday 
8 May 1975
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F OR THE past ten years I have 
been advocating for the use of 
professionally designed arts and 

health programs to facilitate social inclusion, 
community connectedness and health and 
wellbeing for people of all ages. 

One of the leaders in providing arts and 
health programs in the UK is Art in Hospital 
with an extensive program of visual arts 
in a variety of health settings in Scotland. 
Art in Hospital encompasses aged care, 
rehabilitation, young physically disabled, 
mental health, rheumatology patients, renal 
dialysis patients, outpatients and those in 
palliative care. 

The mounting body of evidence, both 
uantitative and ualitative, confi r s the 

effi  cacy of arts progra s for i proved health 
and wellbeing. My current focus is formulating 
and extrapolating the business case from arts 
and health research to give decision makers 
in hospitals, aged care facilities and health 
services the rationale for making arts and 
health programs more readily available to the 
communities they serve. 

Professionally delivered arts programs can 
lead to improved quality of life for patients 
and consumers of health services and provide 
support to sustain carers in the critical role they 
play. These programs also foster a higher level 

Margaret Meagher knows the 
benefits of incorporating arts 

practice in health and aged care

Margaret Meagher

benefits of incorporating arts 
practice in health and aged care

The art of good 
health and 
wellbeing

Photo courtesy of Equal A
rts U

K

of or place ell eing and sta   care in an 
environment that is often stressful. 

The Kings Fund and Mental Health Centre UK 
issued a report in February 2012 about chronic 
health conditions and mental health, and 
examined the cost of co-morbidities. The report 
states that people with long-term conditions, 
such as cardiovascular disease and diabetes, 
are two to three times more likely to experience 
mental health problems, such as depression and 
anxiety, than the general population. 

The report highlights the signifi cant costs 
to the health system. "By interacting with and 
exacerbating physical illness, co-morbid mental 
health problems raise total healthcare costs by 
at least 45 percent for each person with a long-
term condition and co-morbid mental health 
problem. This suggests that between 12 and 
18 percent of all NHS expenditure on long-term 
conditions is linked to poor mental health and 
wellbeing – between £8 billion and £13 billion 
in England each year. The more conservative of 
these fi gures e uates to around  in every  
spent on long-term conditions."

The cost of designing and implementing 
a professionally delivered arts and health 
program in a healthcare or aged care setting 
is relatively low while the potential physical 
and ental enefi ts can e very high, as ell 
as impacting positively on the bottom line. For 
example, consider the business case around 
the retention and maintained performance of 
highly skilled health professionals. In the US, 
the cost of replacing a senior paediatric nurse 
has been estimated at approximately $100,000 
– which could fund an arts and health program 
in a children’s hospital for a year. 

The landmark Creativity and Aging Study 
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MARGRET MEAGHER
Director Arts and Health 

Australia and The 

Australian Centre for 

Creative Ageing

“�e simple fact is that I was unhappy before I 
started painting and I’ve been happy since. Once a 
week is not enough. I should be painting every day.  

I should always have been painting. I sit in this room 
with my paints and I feel joy, hope and happiness. 

I’m at one with the world for the �rst time.” 
Winnie McArthur, one of the 95,000 participants in  

Art in Hospital projects in Greater Glasgow since 1991.

(2001-2005), by US psychiatrist Dr Gene Cohen, 
looked at the positive impact of professionally 
delivered arts programs for older people 
living within the community. Results showed 
that participants in the intervention group 
evidenced improved mental health, higher 
morale, greater independence, less loneliness 
and reduced reliance on medication and health 
services. Dr Cohen extrapolated a business 
case fro  his findings to de onstrate the cost 
savings to Medicare through reduced used of 
anti-depressants. More information is available 
at www.nea.gov/resources/accessibility/CnA-
Rep4-30-06.pdf

Mike White, Senior Research Fellow in Arts 
in Health at the Centre for Medical Humanities, 
University of Durham, UK is the author of the 
seminal book Arts Development in Community 
Health: A Social Tonic adcli e, Oxford  
and a keynote speaker at the forthcoming 
international Arts and Health Conference in 

re antle,  fro   to  ove er  
(Visit www.artsandhealth.org for details). 

The ost consistently expressed enefit in 
taking part in art activities", says Mike, "is that 
it does wonders for self-esteem, increases self-
confidence and this indirectly enefits health  
By 2035, 50 percent of the western world will be 
over the age of 65, and the cost to healthcare 
systems will be prohibitive if we don’t address 
now how we can give people a more active, 
engaged later life and keep people mobile.

"Many older people become more insular. We 
think of the disease of our time as being cancer 
and heart disease, but there is also the reality 
of people dying of loneliness. Some people 
argue that a good social life is as eneficial for 
your health as stopping smoking.”

This assertion is supported y scientific 
research which shows the impact of loneliness 
on health is comparable to high blood pressure, 
a lack of exercise, obesity or smoking1 and 
that loneliness in older adults is linked to an 
increased risk of heart disease and stroke.2 

I have recently come across an organisation 
called Life Activities Clubs Victoria, which has 
been running for 40 years. The core objective 
is to encourage communities to form social 
networks that will address social isolation and 
related issues.

President Lindsay Doig says: "If we can 
keep people healthy in mind and body, socially 
and intellectually engaged, they will likely 
live longer and enjoy life much more, greatly 
reducing the impact of ageing on community 
resources into the argain  Our focus is on 
improving the quality of life". 

This is a mantra of all people involved in 
health services. I suggest that incorporating 
arts practice in health and aged care is one of 
the ost e ective and least expensive ays of 
achieving this vision.  

References

1.  Cacioppo, J. T., & Patrick, B. (2008). 
Loneliness: human nature and the need for 
social connection  e  or    orton 
and Company

2.  Hawkley, L.C., Masi, C.M., Berry, J.D., & 
Cacioppo, J.T. (2006). Loneliness is a unique 
predictor of age related di erences in 
systolic blood pressure. Psychology and 
Aging, 21, 152–164 
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THE REQUEST of regular columnists 
for The Health Advocate is that 
we write something of relevance 

to the topic of the edition for which we are 
writing. The challenge for me is that I struggle 
to know what to write about this edition’s 
topic, community health. This is not simply 
a personal diffi  culty   expect that y focus 
refl ects a ey issue for co unity health in 
Australia, which is that the health focus is 
often elsewhere.

I am mostly a hospital administrator and 
so eti es a  The fi rst role is concerned 
with the hospital as the centre of health 
service provision. Patients get admitted 
to and discharged from hospital, language 
that suggests wherever else they are when 
they are not in hospital is not important. 
Hospitals spend the lion’s share of the 
money in the health system and behave as 
if they are the only place where anything 
important happens in people’s health. This 
may be a reasonable view when dealing with 
an isolated acute episode of illness, but it is 
inappropriate and potentially harmful in the 
context of a continuing chronic illness  The 
reality is that even very sick people still live 
in the community. They are discharged from 
the community into hospital and wish to be 
readmitted to the community.

Like all healthcare workers, hospital workers 
only o  er three types of therapy  tal ing to 
people, making physical changes to people’s 
bodies, and changing the chemicals in their 

odies  The physical changes are often one o   
things like surgery or appliances. Hospitals play 
with the chemicals, particularly for patients 
with chronic disease, but often do poorly at 

ensuring that the changes that they make are 
maintained in the community. Hospitals spend 
a lot of time getting patients' medicines right, 
but very little making sure that patients are still 
taking them a week after they go home, or that 
their community carers are informed about 
what the changes have been. 

My interest in general practice has found 
me on the transitional board of one of the 
Medicare Locals. Medicare Locals are now 
fi r ly in the a it of general practice, despite 
early rhetoric hich ay have o  ered hope 
to those looking for a more inclusive, holistic, 
team based, less medical model of primary 
care. The Commonwealth Department of 
Health and Aging have partnered with GPs 
to determine the scope for Medicare Locals, 
which have generally responded by ensuring 
that they remain a vehicle to support general 

practice. This is not a criticism of Medicare 
Locals as they are emerging. Strengthening the 
role and capacity of general practice may be a 
worthwhile policy objective. However, there is 
room for something broader. 

As I said at the outset, I am not well placed 
to describe what a model of community health 
that is broader than general practice might look 
like. Others have written about this better than 
 could  d li e to see a strong and ell defi ned 

program of meaningful teamwork in healthcare 
– in the hospital as well as in the community – 
that includes the patient and their community 
as part of the team and is not always led by 
doctors and the medical model. A model of 
care which thinks about health not merely 
as the absence of disease and considers how 
healthcare can be tailored to the way people 
live in their homes.  

Opinion

Defining a model of care for community health 
is a challenge, says Patrick Bolton

Tailoring health care for
PATRICK BOLTON
National Councillor of the 

Australian Healthcare and 

Hospitals Association

the home



Note this date in your diary: 24–27 September, 2012
Sofitel Sydney Wentworth

A collaboration of the Australian Council on Healthcare Standards (ACHS), 
the Australian Healthcare and Hospitals Association (AHHA) and the Women’s 

and Children’s Hospitals Australasia (WCHA)

The QuaNTum Leap
Measurement: redefining Health’s boundaries?

Proudly sponsored by

Following the success of The Great Healthcare 
Challenge in 2011, the Australian Council on 
Healthcare Standards (ACHS) and the Australian 
Healthcare and Hospitals Association (AHHA)  
will  join forces with the Women’s and Children’s 
Hospitals Australasia in 2012 to bring you  – The 
Quantum Leap. Measurement: rede�ning Health’s 
boundaries?

Whether you work in a healthcare facility or 
department as a clinician, a clinical leader, a 
manager or executive, a �nance o�cer or an 
information o�cer you are required to measure 
and assess your outcome.  The National Health 
Reform is set to put this part of your job under 
scrutiny. This Conference will be exceedingly 
bene�cial and stimulating. 

How do we measure individual patient outcomes 
or population health status?  How do we relate 
�nancial performance to both utilisation and 
quality?  Do we collect and link our data e�ciently 
to reduce the red tape burden?  How will the 
National Standards, mandatory from 1st January 
2013, in�uence our administrative and clinical 
priorities?  How will the national entities such as 
the National Health Performance Authority (NHPA), 
the Australian Institute of Health and Welfare 
(AIHW) and the Independent Hospital Pricing 
Authority (IHPA) plus their state counterparts 
rationalise their roles?  How will they incentivise 
good performance?

This conference will discuss these questions and 
highlight the views of key stakeholders.

Who ShouLd aTTeNd?
This conference will appeal to a wide cross-
section of the public and private healthcare 
sectors across rural, regional and metro areas.   

RegiSTeR NoW  
www.thequantumleap.com.au  
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Readers of The Heath Advocate can track who is 
on the move in the hospital and health sector.

 JENNIE CAMERON, 
formerly Director of 
Clinical Services at Calvary 

a efi eld ospital in delaide, 
is the new CEO of the Stirling 

ospital roup
Debora Picone, Director-

eneral of  ealth has 
oved to eco e CEO, ustralian 

Co ission on afety and uality 
in ealth Care

Dr Diane Watson is the 
inaugural CEO of the ational 

ealth erfor ance uthority  
he as CEO of  ureau of 
ealth nfor ation
Ex pollie and for er Chair of the 

ustralian nstitute of ealth and 

elfare and Carefl ight, Dr Andrew 
Refshauge eco es the ne  
Chair of ged Care tandards and 

ccreditation gency
Ramon del Carmen, former 

Executive irector and CEO of t 
ohn of od  is oving her 

career across the ydney ar our 
ridge to eco e CEO, orth 
ydney Medicare ocal

eading uch further north 
is tte K istoff e se , former 

eneral Manager, ay urgeries 
ith ision roup ho is o   to 

the nternational O  in ali as 
ranch Manager
Also on the move 

internationally is Martin Naef, 

ho has oined Mylan as ice 
resident Europe Middle East and 
frica  Mar eting  Martin as 

for er ead of roduct aunch 
and ortfolio at lphaphar  

Lucy Cheetham moves from her 
position as irector of trategic 

olicy ith the oyal ustralian 
College of adiologists and is no  
the irector of olicy and esearch 

ith ustralian rivate ospital 
ssociation 

Colin Osborne, former CEO 
of Calvary Mater Misericordiae 

ospital, e castle has een 
appointed CEO of nglican Care in 

e castle
David Simmelmann will take 

up the irector of inance and 
Corporate ervices position at 

olly ood rivate in uly 
Steve Smith, former State 

Manager ueensland ith ision 
roup has no  oined erco

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

From the AHHA desk

Who’s moving?

Health Policy 
Research Institute
Connecting policymakers, practitioners and researchers 

 T E  ne  ealth 
olicy esearch nstitute 

has egun co issioning 
and pu lishing ealth olicy 
Evidence riefs  They are short, 
easy to read, o ective pu lications 
that synthesise and interpret 
the evidence in an area of health 
policy  o far e have co pleted 
fi ve on ide ranging topics:

 ood la elling and its infl uence 
on food choices

 ospital in the ho e services
 Maternity odels of care
 rts and health

 iscal easures for o esity 
prevention

The policy a ers using these 
Evidence riefs have found the  
invalua le  They have reported 
that they are particularly useful for 
developing policy in areas here 
the scientifi c literature is co plex 
or contentious  The researchers 

ho have ritten the Evidence 
riefs are also thrilled ecause 

their or  is eing read and used 
to infor  policy and practice  

f you, or your organisation, 

are interested in colla orating 
ith the nstitute on an Evidence 
rief  either co issioning 

one or riting one  please 
get in contact ith us  e d e 
delighted to tal  to you

The nstitute is also een to 
colla orate ith health services 
on research pro ects  Our 

e ership includes a strong 
tea  of acade ic researchers 
fro  the ustralian ational 

niversity, ueensland niversity 
of Technology, niversity of 
Western Australia, University 

of Can erra, niversity of 
ollongong and ealth ervices 

esearch ssociation of ustralia 
and e  ealand  f you have a 
pro ect in ind, ig or s all, and 
need so e input fro  expert 
researchers, let us no  and e 
can connect you ith an expert 
in the fi eld  

Contact: 
nne arie oxall
irector   
h    0780 

E ail  a oxall ahha asn au 
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Did you know that the health sector is 
responsible for seven percent of carbon 
emissions from all buildings in Australia? 

How ‘green’ is your hospital or health 
service? 

And how well prepared do you think the 
Australian health system is to deal with the 
effects of climate change? 

As Australia moves to begin pricing carbon 
emissions this year, it is timely to think about 
the health sector’s carbon footprint, and 
about how well prepared we are to deal with 
the impacts of climate change over coming 
years and decades. 

The AHHA has joined ‘Global Green and 
Healthy Hospitals’, an international network 
of health service providers set up to work 
together on these issues. Now we are 
forming our own network of interested 
individuals and organisations in Australia. 

If you have an interest in these issues, please 
consider joining our network by contacting:

Prue Power
T: 02 6162 0780
E: ppower@a hha.asn.au.  

Greening the 
health sector

JustHealth 
Consultants
Improving quality of life through palliative care training 

 PALLIATIVE CARE is 
an important part of 
Australia’s healthcare 

system, aiming to improve the life 
of those who have a life-limiting 
illness, their families and carers. 

Following the release of the 
Guidelines for a Palliative Approach 
for Aged Care in the Community 
Setting, the AHHA’s consultancy 
arm, JustHealth Consultants (JHC) 
has been engaged to develop an 
education and training package 
designed to encourage uptake 
and use of the guidelines by 
health professionals. 

“The target audience for the 
guidelines is all health workers 

providing palliative care to older 
people in community settings,” 
said Terrie Paul, Director of JHC. 
“It is envisaged this will include 
community aged care nurses, care 
workers and general practitioners. 
The training package will be 
developed incorporating the 
highest education design principles 
and will be compliant with a range 
of accreditation certifi cation 
processes. It will be designed to 
suit various educational needs and 
will be delivered in multiple modes 
to ensure maximum reach.”

To undertake this work, JHC 
have partnered with the Silver 
Chain Group, e3Learning and 

several highly ualifi ed consultants, 
including Molly Carlile, winner 
of the 2012 International Journal 
of Palliative Nursing Educator of 
the Year Award. JHC will draw on 
AHHA’s extensive membership 
network to ensure that this project 
has optimum stakeholder input 
and engagement. 

“The provision of palliative 
care services invokes high levels 
of interest and divergent views,” 
Ms Paul said. “In undertaking a 
national project such as this, we 
will ensure our plan addresses 
these di  ering vie s  lthough 
a high level of stakeholder 
consultation has already occurred, 

we believe further consultation will 
be required to ensure maximum 
uptake, appropriateness and 
relevance of the approach and 
content of the package.”

Most Australians indicate they 
would like to die at home. AHHA 
welcomes this opportunity to 
provide a mechanism to train 
health professionals to support 
more people with a life limiting 
illness in their home.

Contact: 
Terrie Paul
Director – JustHealth Consultants 
Ph: 0438 373 538 
Email: tpaul@ahha.asn.au  

From the AHHA desk



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

 T   HE AHHA supports 
your access to 
networks of 

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

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

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

Deakin West, ACT 2600

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

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

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 
syste s  effi  cient fi nancing 
models; targeted performance 
measures and benchmarking; and 
a sustaina le, fl exi le or force

Your knowledge and expertise 
in these areas are valuable and 
you can have direct input to our 
policy development. Join our 
think tanks or participate in our 
national seminars or conferences. 
Our voice is authoritative and 
infl uential  t is heard via our 
high-level advocacy program and 
extensive media exposure.

Become an 
AHHA member

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

Membership Fees 2012-2013

Institutional / Academic Members (Australian healthcare providers)

Gross Operating Expenditure (x 1,000,000)

Equal to or greater than:            Less than:                Membership

 $0    $10   $1,864

 $11    $25   $3,726

 $26    $50   $8,699

 $51    $100   $14, 567

 $101    $250   $17,745

 $251    $400   $23,625

 $401    $550   $29,295

 $551    $700  $36,330

 $701    $850  $41,475 

 Over $850     $47,355
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Become an 
AHHA member

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

Student              Australian: $215      Overseas: $289

Personal             Australian: $289             Overseas: $397

Associate*              Australian: $1158           Overseas: $1577

Corporate              Australian: $1158           Overseas: $1577

*Companies providing products and services to healthcare providers
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Streamline your quality control 
with the most comprehensive 
online audit management 
software available.

Gain anytime, anywhere 
access to critical information and 
generate reports and savings that 
on-premise software simply can’t 
deliver. The eqstats system uses 
a ‘one report’ methodology that 
produces standardised, concise 
and statistically valid reports 
across the entire business. The 
system interprets that data and 
writes the report, saving valuable 
man hours and producing report 
standardisation. Audit planning 
includes an audit calendar and 
schedule for ability to recall and 
edit historical results and records 
with ease. No more paper trails! 

The eqstats audit program 
solution is used to manage your  
internal and external audits across 
one or multiple locations and 
o  ers su stantial enefi ts

Achieve organisational wide 
compliance: The software can be 
used by one or many departments 
or by a multiple organisational 
governing structure. The system 
provides non-conformance and 
corrective links to those processes 
that are identifi ed as outliers or 
not in control, o  ers strea lined 
and automated results reporting 
at the click of a button and ensures 
complete real-time visibility into 
the audit performance of the entire 
business. Link your audits to a 
standard, a policy, a regulation or 
a recommendation, the choice is 

yours. This provides the user with 
transparency and understanding as 
to why they are using the audit tool.

Reduce IT and data storage 
costs: Because eqstats audit 
management solution is completely 
cloud-based using complete 
encrypted data security, your 
business can reduce IT costs and 
complexity, gain anytime, anywhere 
access to critical information 
and free up on-site data storage 
capacity at the same time.

Variety of reporting 
capabilities: These can be used to 
retrieve, present, trend over time 
and analyse real-time performance 
results. You can customise and 
order pre-built reports. 

Easy to use and read: The 
output reports give even a novice 

reader the ability to overcome the 
challenges and hurdles associated 
with understanding statistical 
reports. It gives individuals 
operating in the area of data 
performance reporting the ability 
to demonstrate a direct relationship 
and greater visualisation between 
improved performance and use of 
the data to drive process change. 

The eqstats audit management 
solution  seamlessly integrates 
with all other eqstats programs for 
the most comprehensive quality 
data and compliance management 
program available. For more 
information visit eqstats.com.au 
or call 1300 131 081.

eqstats audit management solution
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Information from suppliers in the healthcare industry

Tradenews

3M™ Kind Removal Silicone Tape 
Care more, compromise less
Application and removal of 
medical adhesive tapes can 
be traumatic to the skin. This 
can lead to skin breakdown, 
especially on patients with 
fragile or at-risk skin, or when 
repeated taping over the same 
area occurs.1,2 

Recently a new gentle-to-
skin adhesive tape with new 
silicone-based adhesives 
technology has been developed. 
3M™Kind Removal Silicone Tape 
is designed to be a general use 
gentle-to-skin tape which can 

replace current gentle medical 
tapes and at a reasonable price.

Less trauma, more comfort
esearch confi r s that upon 

removal, 3M™Kind Removal 
Silicone Tape causes minimal 
epidural cell stripping and less 
pulling of hair.3,4 Patients will feel 
the di  erence the o ent it 
goes on  and co es o  

Ideal securement 
3M™Kind Removal Silicone Tape 
provides the same adhesive 
strength you selected when you 

applied the tape, even after 
48 hours of wear.3 The consistent 
adhesion levels means the tape 
stays in place and removes 
gently every time.

For a sample and further 
information, please contact 
lcskauge@mmm.com 

1. Bryant, Ruth A (1998). Saving the skin 
from tape injuries. American Journal of 
Nursing. 86(2):189-191
2. ConwayJ, Whettlam J (2002). Adverse 
reactions to wound dressings. Nursing 
Standard 16(44):55-60

 M clinical data on fi le 
4. Grove, et al. J of WORN 
2011;38(3S):S78-9
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 IN ITS 2012-13 Budget, the Federal 
Government announced that it is 
directing $74.5 billion to essential health 

and ageing services. $515 million is for oral 
health for Australians who are least able to 
a ord dental care   illion is for ne  and 
upgraded health facilities in regional ustralia  
$234 million is to continue the rollout of a 
national e-health system and $1 billion over 
the next four years goes towards the launch of 
the National Disability Insurance Scheme. 

The Independent Hospital Pricing Authority 
deter ined that the national efficient price 
for 2012-13 would be $4,808 per National 

eighted ctivity nit  The national efficient 
price for public hospital services will underpin 
the introduction of activity based funding for 
Commonwealth funded services from 1 July. 

Bulk billing rates reached a record high 
in the March quarter, with 81 percent of 
GP services bulk billed. Records were also 
set for pathology (88 percent), diagnostic 
imaging (74 percent), and radiation therapy 
(55 percent). 

Despite dire predictions that means testing 
the private health insurance rebate would 
result in thousands of people dropping 
their cover, the latest statistics show that in 
fact more than 50,000 signed up for health 
insurance at the time Parliamentary debate 
on the issue took place. The March quarterly 
report showed the number of Australians with 
hospital cover had increased to 10,455,000. 

In June the Minister for Mental Health,  
Mark Butler, announced that $24 million 
would be allocated to alcohol and drug 

research over three years with a particular 
focus on areas such as reducing harm from 
alcohol, Indigenous substance misuse and 
workforce development. 

Tanya Plibersek announced that around 
,  people ill enefit fro  ne , cheaper 

medicines following the approval of eleven 
new medicines on the PBS. She said that the 
listing of these edicines ill o er patients 
access to ne , a orda le treat ents hich 

ill directly enefit their health  ong the  
is an important new treatment for Australians 

ith cystic fi rosis  Mannitol
The Australian Government will provide a 

$325 million emergency rescue package for 
Tas ania to head o  a crisis caused y its older 
population, higher rates of chronic disease and 
state health system constraints.  

Snippets
The last word

What’s been happening since we last met?



Do you produce a magazine for your 
customers, members or staff?

If the answer is yes, then maybe you should 
talk to our experts. We have a proven track 

record of reducing magazine costs and 
increasing readership for a wide variety of 

clients across Australia.

CUSTOM MAGAZINES

www.globepublishing.com.au

Call David Kettle: 
02 8218 3401

Or Email: 
david.kettle@globepublishing.com.au



Care More,
Compromise Less.

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

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

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

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

technology that delivers reliable fixation and atraumatic removal 

in one easy-to-use, affordable tape. 

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

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

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

Comfort 
Removes cleanly, without 

disrupting fragile skin  
layers or causing patients  

any undue pain.

Ease of Use  
Can be repositioned and  

neatly torn by hand.

Security  
Offers reliable yet pliable 

fixation, remains in place until 
you decide otherwise.

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

and its prevalence is expected to grow as the number of 

patients with fragile skin continues to increase. Use of adhesive 

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

Konya reported that cumulative incidence of skin injury caused 

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

Skin tear Tension injury Skin stripping

3M™ Kind Removal Silicone Tape

For a sample please email 3mkrst@mmm.com 
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