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Have you been told you have? 
• Diabetes
• A renal condition
• A cardiovascular condition
• A respiratory condition
• Cancer

If you are not sure go to 
the clinic and ask for 
a 715 health check. 

Contact us because 
we can help you.

Closing the Gap
Care Coordination and Supplementary Services (CCSS)
in the Northern Territory
Patients with complex chronic conditions need a range of health 
providers. The CCSS program helps Aboriginal and Torres Strait 
Islander people access them in a coordinated way.

Danila Dilba Health Service
Darwin
8942 5444
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PAUL DUGDALE
Chair of the Australian Healthcare  
and Hospitals Association (AHHA)

VIEW FROM THE CHAIR

T
his year will be busy for Australia’s 

national lobby groups and policy 

bureaucrats. A major review of 

the MBS is underway. Pressure is 

building on the Commonwealth to detail 

its approach to financing growing demand 

for public hospital services. And there is 

likely to be a budget response to the push 

for better integration of chronic disease 

management.

To put this in perspective, it is worth 

taking a look at our northern neighbours, 

who have massive long-run changes to their 

health sectors underway. I represent the 

AHHA on the Governing Council of the Asian 

Hospital Federation, and it has been eye-

opening to meet regularly with health sector 

leaders in this dynamic part of the world.

The Association of Southeast Asian 

Nations (ASEAN), created in 1967, now 

comprises 10 countries which in 2014 

had a GDP of USD$2.6 trillion (1.7 times 

Australia’s) growing around 5.5% per annum, 

for a population of 622 million (26 times 

Australia’s). Given the lower proportion of 

GDP spent on health compared to Australia, 

the actual dollar amount spent on health 

in ASEAN is currently close to that spent in 

Australia.

On 22 November 2015, leaders of the 10 

countries agreed to the ASEAN Economic 

Community (AEC) 2025 Blueprint (www.

asean.org/asean-economic-community). It 

builds on the implementation of the AEC 

2015 Blueprint adopted in 2007 and the 

creation of the ASEAN Free Trade Area. 

The new Blueprint calls for more 

transparent governance to build trust 

between the public and private sectors. 

It anticipates rapid development of major 

infrastructure projects such as the ASEAN 

Power Grid and similar scale projects in the 

transport, communications and IT sectors. 

There is a parallel focus on soft integration 

through standards setting, regulation 

and government process harmonisation. 

Together, the reforms should speed growth 

as well as close the gap between richer and 

poorer states. 

Pursuit of the UN Millennium Development 

Goals in ASEAN was broadly successful, 

although the very specific focus of the 

health goals may have been disruptive 

to broader health sector operations. 

Nevertheless, achievement of the goals now 

allows the region to bring cohesive health 

system development to centre stage. 

The 2015 Blueprint designated health as 

a priority sector for opening up trade in 

services. Inter-country movement of middle-

class patients is growing rapidly, and will be 

far more important than the term ‘medical 

tourism’ implies as meaningful integration of 

health sectors between member countries 

becomes a reality. 

The 2025 Blueprint will further accelerate 

trans-national development of the health 

sector in many ways. It supports movement 

within ASEAN of doctors, nurses and 

dentists and promotes investment in new 

health facilities through Public Private 

Partnerships. It envisages strong health 

insurance systems and the provision of 

universal healthcare in the region. 

Current developments range from 

continuing pursuit of the women’s and 

child health goals in Myanmar, massive 

catch-up hospital building programs in 

Indonesia, through to world-leading eHealth 

and Chronic Disease Management systems 

in Singapore. Universal Health Coverage 

arrangements are being pursued with 

varying degrees of vigour and success. 

Education and training programs are 

burgeoning, many with links to Australia. 

Career opportunities abound.

Perennial tensions remain visible. Skilled 

professionals are in short supply. Most 

ASEAN countries have two-tier health 

systems, and it is a challenge to stop a shift 

to three-tier systems. Rapid infrastructure 

development is prone to corruption. 

Prevention efforts face strong opposition 

from industrial lobbies. Primary and 

community based services struggle to obtain 

an optimum share of sector growth. The 

place of traditional healing is recognised, 

but integration with mainstream systems is 

vexed. 

The pace of development, the scale of the 

problems, and the diversity of the region 

provide highly instructive opportunities 

for observers of health systems and health 

policy. At the very least, keeping an eye on 

ASEAN should help us think differently about 

health services and keep Australia’s health 

reform debates in perspective.   ha

Health in the 
ASEAN Economic 
Community
A look at the long-run health sector  
changes in our northern neighbours
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T
he Close the Gap campaign, 

launched in 2006, has  the 

important goal of closing the 

health and life expectancy gap 

between Aboriginal and Torres Strait 

Islander peoples and non-Indigenous 

Australians within a generation.

The Australian Healthcare and Hospitals 

Association is proud to support the 

campaign — we believe it is vital to 

advocate for greater action to address 

health inequity  and to strive to meet the 

2030 target for Closing the Gap. This will 

build on the improvements in areas such 

as smoking rates and infant mortality, and 

we congratulate the campaign on these 

successes.

There have been many milestones 

over the span of the Closing the Gap 

campaign. In March 2008 the campaign 

achieved bipartisan endorsement when the 

Commonwealth Government and Opposition 

committed to the Close the Gap Statement 

of Intent, thus adopting the campaign’s 

approach to Aboriginal and Torres Strait 

Islander health as national policy and 

pledging to work with Aboriginal and Torres 

Strait Islander people to achieve these 

goals.

In July 2009, the Council of Australian 

Governments launched the National 

Indigenous Reform Agreement which 

included commitments to the Close the Gap 

target of life expectancy equity by 2030, 

and halving infant mortality by 2018.

The campaign has drawn funding of $4.6 

billion, including $1.6 billion for health, 

through a number of national partnership 

agreements, many of which have since 

expired and not been replaced or renewed.

To close the gap by 2030 is ambitious 

but it is achievable. With 200,000 people 

having signed the Close the Gap pledge as 

of last year, and the 

backing of Australia’s 

peak Indigenous 

and non-Indigenous 

health bodies, NGOs 

and human rights 

organisations, it is 

clearly recognized 

as a priority 

for Australians. 

Governments need to 

work with Aboriginal 

and Torres Strait 

Islander peoples and 

their representatives 

to build on past successes and meet the 

campaign’s challenges. Greater gains are 

needed if Aboriginal and Torres Strait 

Islander peoples are to reach parity with the 

rest of Australia on health outcomes. With 

2016 being an election year, it is important 

to remind our political representatives 

of the expectations we have of them and 

that closing the gap is a top priority. This 

next government term is a crucial time for 

the Close the Gap campaign and we urge 

bipartisan support for it. 

A key area in need of attention is funding. 

The Government’s National Aboriginal 

and Torres Strait Islander Health Plan 

Implementation Strategy must be a funding 

priority and the challenges of putting this 

strategy into operation need to be carefully 

addressed. It is essential that the 2016 

Federal Budget — the 

first under incumbent 

Prime Minister Malcolm 

Turnbull — provides 

adequate funding for 

this work. This could 

be through a renewed 

commitment to  the 

now-expired National 

Partnership Agreement 

on Closing the Gap 

in Indigenous Health 

Outcomes.

There has been a 

small reduction in the 

life expectancy gap between Aboriginal 

and Torres Strait Islander peoples and 

non-Indigenous Australians over the past 

10 years, but we are not on track to close 

the gap by 2030. Concerted commitment, 

funding and partnerships between 

governments, the healthcare sector and  

Aboriginal and Torres Strait Islander peoples 

and community-controlled organisations is 

required to ensure future years show greater 

gains.  ha

Closing the Gap
Priorities for improving Aboriginal and  
Torres Strait Islander health outcomes

ALISON VERHOEVEN 
Chief Executive 
AHHA

CHIEF EXECUTIVE UPDATE

In July 2009, the 
Council of Australian 
Governments launched 
the National Indigenous 
Reform Agreement 
which included 
commitments to the 
Close the Gap target of 
life expectancy equity 
by 2030, and halving 
infant mortality by 2018.
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AHHA in 
the news

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

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

Healthcare must remain 
a government priority
Ensuring sustainable and durable long-term 

funding arrangements for robust social 

infrastructure, including an accessible, 

equitable and efficient universal healthcare 

system, is a challenge as the economy is 

restructured, and Australians are looking 

to our political leaders for this strategic 

leadership, according to AHHA Chief Executive, 

Alison Verhoeven.

The AHHA called for healthcare to remain 

a funding priority following the release of 

the Commonwealth Government’s Mid-Year 

Economic and Fiscal Outlook on 15 December.

“The revenue shortfall announced by 

Treasurer Scott Morrison has emphasised 

the need for the healthcare system to find 

more efficiencies and ensure well-targeted 

spending,” Ms Verhoeven said.

“We must take this opportunity to move 

towards integrated healthcare and address 

the fragmentation between primary and 

acute care services, to reduce waste and 

inefficiency, and to improve patient care. The 

regional focus of Primary Health Networks 

(PHNs) will assist in moving this work forward.”

COAG prioritisation of 
health funding welcomed
On 11 December, the AHHA welcomed the 

prioritisation of health funding and reforms 

proposals put forward for consideration by 

the Prime Minister and First Ministers at the 

Council of Australian Governments (COAG) 

meeting.

“The AHHA commends COAG leaders for 

agreeing that health reforms be based on the 

principles of Medicare; that a fair and efficient 

hospital funding scheme be agreed to; and 

that community and primary health care be 

integrated with a focus on chronic care models 

for at risk health consumers and those with 

complex needs,” said AHHA Chief Executive 

Alison Verhoeven.

“Long term financial certainty is required 

to ensure state and territory governments are 

able to adequately plan and deliver public 

hospital services.”

“The AHHA will support reforms that 

maintain and enhance the equity, accessibility 

and sustainability of the Australian health 

system to benefit the whole community.”

Robust data vital for 
system improvement
Late November, the AHHA welcomed the 

opportunity to submit to the National Health 

Performance Authority (NHPA) Indicators Review 

which will help create greater performance 

accountability and transparency throughout 

Australia’s primary health and hospital sectors.

“It is important that the indicators used to 

measure performance in primary and acute 

care are relevant and measured with the best 

data available,” said AHHA Chief Executive, 

Alison Verhoeven.“We are pleased to have had 

the opportunity to contribute to the discussion 

about the value and usefulness of indicators in 

monitoring the performance of the primary 

healthcare and hospital sectors and their 

integration.”

While the AHHA supports the proposal to 

measure the integration and coordination of 

services across the primary and acute care 

sectors, the NHPA has only limited access to data 

about care and outcomes across both sectors. 

It is vital any measurement of performance is 

based on extensive and consistent data.
Healthcare must remain a government priority.

Data for system improvement must be robust.
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FROM THE AHHA DESK

Private health insurance 
reform must support 
equitable, accessible 
healthcare
In its submission to the Department of Health’s 

Private Health Insurance Consultations in 

early December, the AHHA said the review 

process needed to ensure the result supported 

the equity, accessibility and sustainability of 

the broader Australian health system to benefit 

the whole community.

“Our list of recommendations include a call 

for simpler products, better communication, 

the removal or better application of the 

Private Health Insurance Rebate, policies 

which meet consumer need, better business 

practices and equity and accessibility assurance 

for the non-insured,” AHHA Chief Executive 

Alison Verhoeven said.

The AHHA has also recommended any savings 

from the abolition or scaling back of the Private 

Health Insurance Rebate be redirected to public 

health system funding, including broadening 

the list of items covered by the Medicare 

Benefits Schedule (MBS).

“The MBS should include items to support 

access to health services such as dentistry, 

physiotherapy and psychology as part 

of bundled health packages now under 

consideration in the ongoing review of primary 

healthcare,” Ms Verhoeven said.

Recent mental health 
announcements a good 
foundation for better care
The AHHA was positive about the November 

announcement,” AHHA Chief Executive Alison 

Verhoeven said. from the Commonwealth 

Government of a new approach to mental 

healthcare in Australia, saying it signalled a 

more holistic approach to care.

According to AHHA Chief Executive, 

Alison Verhoeven, “We support the important 

role assigned to Primary Health Networks 

(PHNs) in identifying regional need for mental 

health services, planning and commissioning 

integrated care across the primary, 

community and acute sectors for those with 

mental illness. This must be complemented 

by a commitment from the Commonwealth, 

state and territory, and local governments to 

empower PHNs with the authority to effectively 

carry out these roles and ensure they are 

appropriately funded for long-term investment 

in their communities.

The AHHA also announced support for the 

decision to allow people suffering severe 

mental illnesses to access Medicare benefits 

for drug and alcohol addiction services as 

part of treatment programs tailored to their 

conditions, as well as the allocation of $85 

million over three years for Aboriginal and 

Torres Strait Islander community mental 

health from July 2016.

How the health sector 
can adapt to meet future 
challenges
In November, the AHHA’s peer-reviewed 

academic journal Australian Health Review 

(AHR) took an in-depth look at a number of 

pressing issues throughout the health sector, 

including the use of emergency departments by 

older people, and whether our health service 

is prepared for future health megatrends.

AHR Editor In Chief Professor Gary Day 

examined the social developments that could 

influence the delivery of health services in 

the near future, including a digitalised future 

and increased use of smartphone health apps, 

rising entrepreneurship, the more globalised 

marketplace, an increasingly urbanised world, 

resource consumption and increasing health 

expectations from a growing middle class, and 

increasing cost pressures.

“Our health workforce will need a range 

of technical and personal skills, aside from 

their clinical skills, to meet these changes,” 

Professor Day said. “For instance, staff will 

need to embrace rapid change and dealing 

with ambiguity; be technologically savvy; have 

advanced data analysis and interpretation skills; 

and shift their way of thinking from illness to 

wellness.”   ha

PHNs can play key role in integrating  
care for those with mental illness.

AHR examines pressing issues for the health sector.
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O
n the 10-year anniversary 

of the landmark Close The 

Gap campaign, co-chair Mick 

Gooda can point to a record 

of outstanding advances in the field of 

Aboriginal and Torres Strait Islander health, 

while acknowledging how far Australia must 

go to achieve true equality.

“It’s been a hard slog so far but a rewarding 

one,” Mr Gooda told The Health Advocate.

The campaign was launched in April 2006 

to close the health and life expectancy gap 

between Aboriginal and Torres Strait Islander 

and non-Indigenous Australians by 2030. Mr 

Gooda said while there was still a long road 

ahead, Aboriginal and Torres Strait Islander 

people were already beginning to benefit from 

improved health outcomes.

Mr Gooda, the Aboriginal and Torres Strait 

Islander Social Justice Commissioner, and his 

co-chair Kirstie Parker, succeeded original 

chair Dr Tom Calma.

“We’ve seen the biggest investment in 

Aboriginal and Torres Strait Islander health 

since Federation with $1.6 billion in funding in 

2008,” Mr Gooda said.

“So we can look back on what we’ve 

achieved with pride, but we also need to look 

at things that aren’t working. We need to 

evaluate what we’re doing and make sure it’s 

delivering the best possible results.”

The campaign has raised about $5 billion in 

additional resources thanks to the signing of 

seven National Partnership Agreements in the 

past decade.

The gap has closed furthest in the areas of 

infancy and early childhood, Mr Gooda said, 

with Aboriginal and Torres Strait Islander 

infant mortality rates halving in the past 10 

years.

“Infant weight is also improving, which 

obviously contributes to better health 

outcomes for Aboriginal and Torres Strait 

Islander children,” he said. 

Progress has also been seen among 

Aboriginal and Torres Strait Islander smokers, 

with rates of smoking starting to fall. 

“And we hope to see those rates continue 

to drop in the next few years,” Mr Gooda said.

However, even with the campaign’s 

successes to date, Mr Gooda said the team 

were focused on future goals. “What we 

want now is an increase in action on chronic 

disease,” he said.

A hard,  
rewarding slog 
Close the Gap co-chair Mick Gooda on  
the battles won and those to come to improve 
Aboriginal and Torres Strait Islander health.

BRIEFING
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“Chronic disease is a big killer of our 

people.”

Mr Gooda said the key to reducing the 

fatalities from chronic 

disease among Aboriginal 

and Torres Strait Islander 

people was in early 

detection and treatment. 

This would require an 

increase in awareness 

among potential 

patients, and ensuring 

all Aboriginal and Torres 

Strait Islander people had 

access to quality health 

services. 

“We need good primary care services. 

Hospitals also have a big role to play in making 

sure Aboriginal and Torres Strait Islander 

people can access culturally-appropriate 

services and treatment,” he said. 

He also said 

it was necessary 

to increase 

awareness 

among Aboriginal 

and Torres 

Strait Islander 

people about 

the importance 

of becoming 

informed about 

their own care. 

“I just turned 

59, so I’m in the danger zone for Aboriginal 

males,” Mr Gooda said.

“I make sure I see the doctor every six 

months, and it’s that sort of habit we have to 

cultivate among Aboriginal and Torres Strait 

Islander people, along with making sure they 

have appropriate access to quality services.” 

Mr Gooda said it was important to 

acknowledge the support the Close The Gap 

campaign had received in the past decade.

“I think with our 10-year anniversary, it’s 

time to thank and acknowledge the hard 

work of groups and organisations that have 

supported us,” he said.

“We would not have been able to do 

everything we’ve done without that 

cooperation and support. 

“We’ve got a bit of a way to go but there 

are good things happening and we need to say 

that.”   ha

“We need good primary 
care services. Hospitals 
also have a big role to play 
in making sure Aboriginal 
and Torres Strait Islander 
people can access 
culturally-appropriate 
services and treatment.”
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A 
national agreement signed 

by the Australian Healthcare 

and Hospitals Association 

(AHHA), and Australia’s biggest 

Aboriginal health body has provided a 

powerful example of the importance of 

partnerships to improving Aboriginal and 

Torres Strait Islander Health.

Under the agreement the National 

Aboriginal Community Controlled Health 

Organisation (NACCHO) and the AHHA will 

work together on policies, research, and 

public health campaigns to address health 

issues in Aboriginal communities.

NACCHO represents more than 150 

Aboriginal Community Controlled Health 

Organisations (ACCHOs) across the country. 

ACCHOs provide a wide range of culturally 

appropriate, holistic primary health care 

services to Aboriginal and Torres Strait 

Islander and non-Indigenous Australians in 

urban, rural and remote locations across the 

country.

NACCHO also provides advice to 

Commonwealth departments and agencies, 

other peak bodies and health care providers 

on issues related to Aboriginal and Torres 

Strait Islander health policy and programs, as 

well as health system reform. The NACCHO 

Secretariat also administers several national 

Aboriginal and Torres Strait Islander-specific 

health programs in conjunction with other 

specialist providers. 

NACCHO Chair, Matthew Cooke, said the 

agreement would harness the strengths of 

both organisations to reverse the appalling 

differences in the health of Aboriginal people 

and other Australians.

“We are making inroads into closing the 

gap in some areas of Aboriginal health but 

Aboriginal people still have a life expectancy 

10 years less than non-Aboriginal people,” Mr 

Cooke said.

“Aboriginal teenagers are five times more 

likely to take their own lives than other 

Australians. Our communities also have higher 

rates of chronic disease, cancer, smoking and 

alcohol use.

“I am looking forward to this agreement 

leading to real collaboration between our 

members, public hospital professionals and 

Primary Health Networks.”

AHHA Chief Executive Alison Verhoeven 

said the agreement would bring together the 

experiences of health service providers that 

work in the public and not-for-profit health 

sector across Australia and local Aboriginal 

controlled health organisations working in 

local communities. 

“Through this agreement we can be a 

more effective united voice in speaking out 

together to improve the design and delivery 

of health services to Aboriginal people,” she 

said.

“This agreement strives for a whole of 

sector approach to better link primary, 

community, aged and acute care with the 

valuable work of the Aboriginal community 

controlled sector to improve the health of 

Aboriginal peoples.”

A powerful 
partnership
NACCHO and AHHA join forces  
to reduce health inequities

IN DEPTH
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As well as policy development and joint 

advocacy, AHHA and NACCHO will also 

collaborate on research into best practice 

healthcare for Aboriginal and Torres Strait 

Islander health.

“We will also be exploring new 

opportunities for collaboration through our 

research arm the Deeble Institute for Health 

Policy,” Ms Verhoeven said.

“This is an exciting new partnership 

that I’m confident will come up with some 

visionary approaches to Aboriginal health 

care.”

The two organisations will in the future be 

able to collaborate on projects from policy 

development and advocacy, to national and 

state forums and submissions to governments, 

including parliamentary and other inquiries. 

The partnership will allow AHHA and 

NACCHO to maximise resources and 

value-add for 

members through 

a collaborative 

approach to 

identified areas 

of service 

delivery relating 

to Aboriginal 

and Torres Strait 

Islander health in 

the community 

and primary care 

sector.

The agreement shows AHHA’s commitment 

to improving Aboriginal and Torres Strait 

Islander health on the ten-year anniversary 

of the Closing the Gap campaign. NACCHO 

and the ACCHOs it represents across the 

country have played a 

vital role in efforts to 

reduce life expectancy 

inequity and healthcare 

inequity between 

Aboriginal and Torres 

Strait Islander and non-

Indigenous Australians 

during the campaign, 

and it remains essential 

that it helps guide 

the development of 

culturally appropriate 

primary health services to help improve 

health outcomes among Aboriginal and 

Torres Strait Islander peoples. ha

“Aboriginal teenagers are 
five times more likely to 
take their own lives than 
other Australians. Our 
communities also have 
higher rates of chronic 
disease, cancer, smoking 
and alcohol use.”

Australian Healthcare and Hospitals Chair Paul Dugdale and National Aboriginal Community 
Controlled Health Organisation Chair Matthew Cooke sign the agreement
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H
ealth care in rural and remote 

communities in Queensland, and 

particularly for Aboriginal and 

Torres Strait Islander people, 

is now more accessible than ever before 

thanks to a large increase in the number 

of Outreach health services delivered over 

the past year. The Outreach programs 

are funded through the Commonwealth 

Department of Health and aim to deliver 

vital health services to people living in 

rural and remote areas of Australia, who 

normally don’t have access to certain 

health services, such as allied health, 

medical specialist and GP services.

In Queensland, the Outreach program 

is coordinated by CheckUP, in partnership 

with the Queensland Aboriginal and Islander 

Health Council, and both organisations are 

working hard to ensure that health services 

are being delivered in those areas of the 

state that need them most. A health needs 

assessment survey is conducted annually 

and regional planning and coordination 

committees, which are comprised of local 

health providers, meet quarterly in each of 

the six Queensland regions to discuss and 

plan for the delivery of Outreach services in 

their local area.

In the last twelve months, there were 

almost 13,000 visits by Outreach health 

providers to towns and communities 

throughout Queensland and a total of 

123,000 consultations were undertaken.  

Almost 70% of these consultations (85,000) 

were delivered to Aboriginal and Torres 

Strait Islander people in a concerted effort 

to help address the vast health and life-

expectancy inequality between Indigenous 

and non-Indigenous Australians.

One good example of how Outreach health 

services are making a difference to the 

lives of Aboriginal and Torres Strait Islander 

people is the service provided by Gidgee 

Healing, an Aboriginal Community Controlled 

Health Service based in Mount Isa. Each 

month a team from Gidgee Healing travel 

500km north to Normanton, a small cattle 

town of 1,100 people in the Gulf Country 

region of north-west Queensland.

The Gidgee team includes a General 

BRIEFING
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Practitioner, nurse and Aboriginal Health 

Worker who stay in Normanton for the week 

to deliver primary health care services from 

the Gidgee Healing Bus, a mobile health van 

which is parked and delivers services from 

the Normanton Recovery and Community 

Wellbeing Service.

On each visit the health providers see 

approximately 50 Aboriginal and Torres 

Strait Islander patients and have reported a 

very low non-attendance rate. This service 

has been operating for 12 months and is 

highly valued by the local people and the 

local health providers.  

“Many community members have 

expressed to me that they are extremely 

happy that the service is provided by 

Gidgee, and have indicated that they 

will keep visiting the health van in the 

future,” said Registered Aboriginal Health 

Practitioner Dean Turner. 

The Gidgee Outreach service is 

operating so effectively and having such 

a positive impact due to the Gidgee 

team adopting a partnership approach 

to providing healthcare; working closely 

with the Normanton Recovery Service, the 

community, and other local and visiting 

health providers to support an integrated 

and collaborative approach to improving 

health outcomes for the Aboriginal 

and Torres Strait Islander residents of 

Normanton.

The Gidgee service is just one of many 

health services funded through the Outreach 

programs that are delivering much needed 

health care in 156 towns throughout 

Queensland.  

 “CheckUP is committed to working closely 

with our key partners and stakeholders 

to ensure that people in the most remote 

locations in Queensland, particularly 

Aboriginal and Torres Strait Islander 

communities, have access to high quality 

healthcare,” said CheckUP CEO Ann Maree 

Liddy.

“We know that our Outreach programs are 

making a positive impact and are helping to 

close the gap in health inequities between 

Indigenous and non-Indigenous Australians”. ha

The Gidgee Healing Bus is part of the Outreach 
health services provided by CheckUP

Outreach
Health care where it’s needed most
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we can help you.

Closing the Gap
Care Coordination and Supplementary Services (CCSS)
in the Northern Territory
Patients with complex chronic conditions need a range of health 
providers. The CCSS program helps Aboriginal and Torres Strait 
Islander people access them in a coordinated way.

Danila Dilba Health Service
Darwin
8942 5444
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Tailoring messages  
to meet local needs
How Northern Territory Primary Health Network  
is promoting health literacy through talking posters

ha
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T he Northern Territory Primary 

Health Network (NT PHN) has 

continued to promote a series 

of talking posters to improve 

the access of Aboriginal and Torres Strait 

Islander people to messages about general 

healthcare and the prevention of chronic 

health conditions. Specific themes of the 

talking posters produced thus far include 

Care Coordination and Supplementary 

Services in the Top End and Central Australia, 

kidney health, Chronic Obstructive Pulmonary 

Disease (COPD) and 

asthma. 

Since their 

creation, the NT 

PHN’s talking posters 

have received 

national recognition 

for their innovative 

approach to 

promoting the health 

of Aboriginal and 

Torres Strait Islander 

Australians. Back in 

September 2014, one 

of the posters won 

the Health Promotion 

Journal of Australia, 

Australian Health 

Promotion Association and CSIRO Publishing 

People’s choice — Best Poster Award at the 

22nd National Australian Health Promotion 

Association Conference and at the 18th 

Chronic Diseases Network Conference in 

Alice Springs.

The core value of the posters is that they 

help overcome language and literacy barriers 

by creating resources that can talk to viewers 

in a number of different Aboriginal languages 

at the press of a button. This makes for a fun 

and interactive way of delivering important 

health information. The messages are 

spoken in both English and local Indigenous 

languages, and have been developed in 

partnership with key stakeholders, industry 

experts and community members. 

The posters for promoting Top End Care 

Coordination and Supplementary services 

each have five buttons in English, Yolngu, 

Tiwi, Kriol and Murrinh Patha. Posters for 

promoting Central 

Australian Care 

Coordination Services 

have five buttons in 

English, Pitjantjatjara, 

Warlpiri, Central Arrernte 

and Luritjapintupi. 

The talking poster 

focusing on the theme 

of key kidney health 

includes six messages 

presented in various 

languages across both 

the Top End and Central 

Australian regions — 

including English, Tiwi, 

Murrinh Patha, Yolngu, 

Warlpiri, Arrernte and 

Pitjantjatjara. The script for the spoken 

words was created specifically to align with 

the Kidney Heath Australia fact sheets and 

Northern Territory kidney stories resources. 

Another of the talking posters was 

developed to convey key messages, early 

warning signs and danger signs of COPD, as 

well as to enable greater prevention and 

early identification of the disease. This poster 

contains the communication elements needed 

to improve health literacy levels around the 

signs and symptoms of chronic lung disease 

so that people have the health knowledge 

required to make timely decisions about their 

COPD health. It is currently being used by the 

respiratory nurses at Royal Darwin Hospital, as 

well as at remote community clinics. 

Two other talking posters have educational 

messages on asthma. Each of these has 

three different language groups with a 

written English translation. The posters 

contain clear simple messages promoting 

the use of a spacer and the regular use 

of preventer medication — both of which 

are vital ingredients in consistent asthma 

management. The Asthma Foundation will 

promote and distribute the talking posters 

to interested facilities or communities 

such as schools, child care centres, 

hospitals, community care centres, health 

clinics, sports centres and local councils. 

The image shown on the left is one of the 
talking posters for Care Coordination. The 
verbal interpretation and recording of 
the languages for the talking posters was 
undertaken by the Aboriginal Interpreters 
Service. For further information about the 
posters or other Idigenous health projects 
at NT PHN, please contact Kathy Hamilton, 
the Senior Project Officer of Indigenous 
Health at NT PHN by phone on 08 8982 1020 
or by email at kathy.hamilton@ntphn.org.au

The core value of the 
posters is that they help 
overcome language 
and literacy barriers by 
creating resources that 
can talk in a number 
of different Aboriginal 
languages at the press of 
a button. This makes for 
a fun and interactive way 
of delivering important 
health information.
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In 2012, I predicted that support for social 
benefit bonds (SBBs) in health would be 
readily forthcoming from cash-strapped 
governments looking for new ways to 

obtain results with probity, foresight and the 

wellbeing of patients at heart.1 As shared with 

participants at AHHA’s recent roundtable on 

social impact bonds, I hold this conviction 

even more deeply now that my scope of 

policy and practice experience in remote 

Australia exposes me daily to the unintended 

inefficiencies, moral hazards, short-termism 

and — as acknowledged in the Commonwealth’s 

2015 Implementation Plan for Aboriginal and 

Torres Strait Islander Health — racism of what 

has gone before.

Key features of bonds structured to 
reward only outcomes
The premise for the first SBB to go live in 

the United Kingdom was that a 20% reduction 

in the reoffending rate of 60% for short-

sentence male prisoners would permit four 

prisons to be closed within five years due to 

reduced demand. Bankable savings from 

closing prisons no longer required created the 

designated envelope from which to pay the 

agreed return on investment (ROI). This is why 

the reportable outcome of interest in this SBB 

is not the number of client contacts or services 

or any other “busy-ness” but only the rate of 

reoffending. 

By setting the outcome of interest upon 

which the ROI is calculated beyond election 

cycles, the drivers for achieving results 

are unwavering. Perennial interference by 

funders who unilaterally adjust expectations, 

ground rules or annual budgets is bypassed. 

Government departments are relieved of the 

dual role of funder and manager and, instead, 

become commissioners with no transactional 

oversight. Say goodbye to all those government 

requirements for three-monthly reports on 

activities, staff hires and consumables, or 

mind-numbing red-tape requiring central 

approval of expenditure varying by 10% of 

original budget line items or, worse still, 

piece-meal funding extensions. Service 

providers are enabled to manage resources  

as they see fit to deliver the SBB outcome.

Another feature will be welcome to those 

committed to evidence-based healthcare: 

a market for evidence itself! To bid for 

SBBs, service providers will be hungry 

to know the extant evidence for service 

models and the effectiveness of scale-up. 

Moreover, performance and management 

will be resolutely data-driven while, best 

of all, persistent conundrums impeding the 

achievement of outcomes during the course 

of the SBB will be resolved scientifically 

through commissioned research. This market 

for evidence will transform the dynamic for 

knowledge generation, systematic reviews 

and evidence transfer between policymakers, 

health service managers and researchers.

Best buy
For my money (as a taxpayer, it is my money), 

I’d pin my hopes on the rate of potentially 

preventable hospitalisations (PPHs) as the 

pathfinder outcome with which to innovate, 

design and implement SBBs in health. Why? 

The population-based, age-standardised 

rate of PPHs is an agreed proxy indicator 

for systems capacity: the rate goes up when 

primary healthcare is weak and it goes down 

when primary healthcare is effective. It’s 

an outcome of interest worth watching. 

In December 2015, the National Health 

Performance Authority produced national PPH 

snapshots including regional rates and peer 

group comparisons. Importantly, the term 

“achievable benchmark” for PPH rates now has 

been coined in the United States.2 

SBBs structured to reduce population-

based age-standardised rates of PPH can be 

geographically defined with sufficient precision 

Outcomes for social 
benefit bonds 
A Kimberley perspective on opportunities

IN DEPTH

Figure 1. Potentially preventable hospitalisations, Kimberley & State by Aboriginality, 15-64 years, 
2008-2012. Source: Kimberley Health Profile (September 2015) Government of Western Australia.

JEANETTE WARD 
Consultant, Public Health Medicine, 
WA Country Health Services 
(Kimberley)
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to mobilise system transformation in the long 

haul. Imagine a five- or ten-year SBB to reduce 

the PPH rate for a disadvantaged population. 

Accountability to deliver ROI is unimpeded 

and the guarantee of financial payout at 

the end based on uncontestable criteria. 

Improvements over time in PPH rates indicate 

serious significant and sustainable health 

systems reform through primary healthcare 

investments. Name a better way to achieve 

health equity from within the health system.

SBBs in remote Australia
If you are now convinced by the promise of 

SBBs to rein in PPH rates, Figure 1 shows 

you my reality. In addition to showing the 

great divide between Aboriginal and non-

Aboriginal people, it shows the gap between 

the Kimberley as a remote region and WA as a 

whole. In constructing a SBB in response, let 

our colleagues in central agencies announce 

loudly without hesitation that the long haul 

age-standardised population-based PPH rate 

must decrease. Make this the outcome of 

interest. We all know what to do but need 

a singular financial reward powerful enough 

to transcend all other distractions to make 

us do it — and to make us do it with effort 

proportionate to local needs. Savings sufficient 

to fund this long haul reward will come 

from fewer aeromedical evacuations, fewer 

admissions and fewer travel subsidies.3

Again, the answer is clear: build sustainable, 

effective primary healthcare. Comprehensive 

approaches work better than vertical, disease-

specific programs that may integrate poorly 

on the ground.4 Remember these become 

issues for local resolution however, not central 

diktat. What matters to commissioners is only 

the fixed requirement to reduce the PPH 

rate from beginning to end of the SBB. 

Aboriginal perspectives from the 
Kimberley
“Spare a thought for Aboriginal and Torres 

Strait Islanders, who live in what can only be 

described as a three-speed economy, stuck in 

the lowest gear on the steepest hill, fanned 

by ministers and bureaucrats waving money.”

With these words, Dodson and Gill5 

advocated SBBs for economic outcomes, 

advocating dialogue in their conceptualisation 

and calling upon government to reward 

investors only if the agreed social impact was 

achieved. They added this is “one way to 

offer more control to indigenous people over 

investments in their future.” Discussions 

in the Kimberley are keen.6 Local health 

governance is in place.7 Reform of our 

Federation may deliver structures such as 

Regional Purchasing Agencies with capacity 

for SBBs. 

Beware elephants 
I welcome this new wave of interest in SBBs 

yet remember that, like every other health 

or social policy dominated by non-Indigenous 

power-play and executed at distance from the 

strength of local community, any fresh-faced, 

well-meaning but external enthusiasm can 

be inherently disempowering for Aboriginal 

people.8 Sean Gordon recently reflected:  

“We all toil largely in vain because we are 

mice doing business with elephants… We can 

all point to ministers and bureaucrats who 

came to the table with goodwill and intent to 

find the solution. But they don’t realise they 

are the elephant… Like an elephant that wants 

to hug a mouse but ends up stepping on the 

mouse in its exuberance, we see government 

people squashing our rights to come up with 

our own solutions.” 9

In the Kimberley, strong Aboriginal culture 

and strong Aboriginal leaders who patiently 

facilitate reconciliation, recognition and 

reconstruction help people like me be less 

like this elephant. In the Kimberley, we have 

an exceptional foundation for ongoing dialogue 

about health SBBs for something that matters 

— to everyone.  ha
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S ome of remote Queensland’s 

key health industry leaders and 

professionals converged on Mount 

Isa’s Ibis Styles in November 2015 

for the launch of longstanding healthcare 

provider North and West Remote Health’s 

(NWRH) Reconciliation Action Plan (RAP) 

and Strategic Directions. 

Following the organisation’s Annual 

General Meeting, guests were invited to the 

special function which launched NWRH’s 

newly-endorsed RAP and highlighted the 

organisations strategic direction for 2016 and 

beyond. 

Operating as a healthcare provider in and 

around Remote Western Queensland since 

2001, and servicing some 39 communities, 

NWRH specialises in outreach and locally-

based health services to some of Australia’s 

most remote and discrete Aboriginal 

communities. 

An expansive geographical area providing 

significant challenges — including access to 

services in light of extreme remoteness — 

NWRH is also very conscious of the need to 

promote mutually-respectful relationships 

with the many communities they service; 

hence the steps to develop the RAP and 

processes that support the organisation to 

develop and embed cultural competence. 

Speaking more on what the RAP means 

to the organisation and communities in 

which they serve, NWRH Board Chair Phil 

Barwick said that recognition and respect 

of Australia’s First Nations peoples has 

always been part of the NWRH’s engagement 

and operational strategy. “The Traditional 

Owners and local Custodians across our 

delivery area are central to building service 

delivery relationships that are respectful 

and safe, and broker protocols that lead on 

to Cultural Security,” Mr Barwick said. 

“Reconciliation is many things to a 

primary healthcare organisation like 

ours. We acknowledge that its influence 

can fluctuate like cycles of business do, so 

recently we have embarked on a number 

of practical fronts that steer our push to 

achieve a level of reconciliation in real time 

across our delivery geography.” 

Mr Barwick also made sure to emphasise 

the importance to continue the push 

for greater engagement with Aboriginal 

and Torres Strait Islander people moving 

forward. “We are now on the cusp of 

reconciliation having its rightful role in 

our future as an agent of health delivery 

into Indigenous Australia,” Mr Barwick 

said. “The fact that we are now finalising 

the development of policy augured by 

reconciliation action is testimony to 

our intent. This action reflects a whole 

of organisation strategic context which I 

believe is encompassed by our Reconciliation 

Action Plan.” 

Also speaking at the launch function 

was NWRH Manager of Indigenous 

Initiatives, Steve Thomson, who highlighted 

some of the steps achieved to date on 

NWRH’s RAP journey. These include: 

the registration and endorsement of 

NWRH’s RAP by Reconciliation Australia 

(independent national body for promotion 

of reconciliation); the establishment 

of documented protocols for Welcome 

to and Acknowledgement of Country; 

the introduction of cultural foundation 

training; the introduction of an Indigenous 

employment strategy; and the introduction 

of a culturally-informed grief and loss policy. 

Plan of action for 
reconciliation
North and West Remote Health quest for 
cultural competency and healthier communities

BRIEFING
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T
here are some invisible forces 

serving to wedge open the gaps in 

disadvantage between Aboriginal 

and non-Aboriginal people. My 

study aims to shed light on those forces and 

bring them into our vision as we tumble 

over in the endless political paddle-wheel 

of policies, strategies and plans that set the 

public health workforce off into another 

tide of health promotion interventions. 

I propose that the very way that paddle-

wheel is designed, operated and steered 

has a substantial bearing on the forces for 

change in the Australian health care system. 

I am referring to governance, which is a 

rather invisible and intangible concept, the 

most obvious form of which is a committee. 

Although Aboriginal 

people sit on many 

project advisory 

committees often, 

the ideas in the 

policies that come 

out of Cabinet bear 

little resemblance 

to that advice, so 

Aboriginal people ask, 

“where is my voice?” 

And that is difficult 

to answer. 

In my 2004 research on mapping 

committees and tracking Aboriginal voice, 

it became quite evident that the Aboriginal 

specific committees were few in number 

as well as being mostly on the fringes of 

the committee network. You can count the 

number of steps between each committee 

and is it then any wonder why Aboriginal 

voice is lost in all the advice flowing to 

Cabinet?

The methodology of mapping committees 

is central to my current research project 

Aboriginal Voice Integration and Diffusion 

in Public Health Collaboratives (the AVID 

Study which can be found with relevant 

diagrams at www.avidstudy.com). The 

AVID study focuses on the policy principle 

of ‘integration’ which is ‘There should 

be collaboration between and within 

Governments at all levels and their agencies 

to effectively coordinate programs and 

services’.2 I wanted to know of integration: 

how to ‘do’ it, what does it ‘look’ like, who 

should be involved in it, and what are its 

key performance indicators? 

Committee analysis is one way to 

investigate ‘integration’. The committees 

are linked together through their terms of 

reference where one committee ‘reports 

to’ the next committee. So visualised in 

this way it is a giant 

knowledge diffusion 

network. I make the 

challenge that there 

should be a way to 

‘see’ Aboriginal voice 

in terms of where 

Aboriginal people are 

structurally located on 

committees. 

But visualisations are 

only one aspect of a 

study which seeks to uncover the multi-

dimensional notion of voice. This complexity 

is necessary because the notion of ‘voice’ 

is reflected through people, sound, and 

words. Eventually, when the committees are 

mapped, surveys are conducted, interviews 

transcribed, and literature analysed, I will 

be able to give you sense of how committee 

processes may affect the uptake of 

Aboriginal voices into transmitting cultural 

values throughout this knowledge diffusion 

network. 

If one is concerned with how Aboriginal 

peoples’ voices travels into and throughout 

these committee processes, then it is 

necessary to determine the structure of 

the governance process — much like a road 

map shows the connections between towns, 

I simply want to see how committees are 

connected. In so doing, then it is possible to 

get a bearing on how to improve Aboriginal 

voice integration throughout governance 

processes. 

Therefore, if the structure of knowledge 

diffusion networks can be altered to allow 

more efficient knowledge flows, then the 

invisible forces that empower the ‘paddle 

wheel’ can be more inclusive of Aboriginal 

cultural values. But it must start with 

detailed, empirical methodology to develop 

an evidence base. And this is what is 

missing with Close the Gap — research that 

targets heath system design. The fact that 

this has not been applied to the concept 

of integration leads me to propose that 

governance could be the wedge preventing 

us from closing the gaps in Aboriginal 

disadvantage.  ha

Dr Mark Lock is a Research Fellow at 
the University of Newcastle School of 
Medicine and Public Health.
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Governance issues
Dr Mark Lock on how to strengthen Aboriginal and  
Torres Strait Islander voices in healthcare governance 

IN DEPTH

I simply want to see 
how committees are 
connected. In so doing, 
then it is possible to 
get a bearing on how to 
improve Aboriginal voice 
integration throughout 
governance processes. 



Do you want policy makers and practitioners 
to understand, take notice of and implement 
your research?

The Deeble Institute for Health Policy 
Research’s short course on research 
translation and implementation will assist 
academic and clinician researchers make their 
work more accessible and useful to others. 
This three-day course is presented by AHHA, 
QUT and the Deeble Institute.

Research Translation and Implementation Short Course
Date:  8-10 March 2016
Time:  9:00am - 5:00pm each day
Venue: 8th March - Centre for Children’s Health 

Research, South Brisbane 
9-10	March	-	Institute	of	Health	and
Biomedical	Innovation,	QUT

Cost: Deeble Members $1,800 
AHHA Members $2,200 

 Non-Members  $2,500
Register at: http://ahha.asn.au/events

Course sessions will cover a range of topics including:

• Why	research	translation	is	becoming	more
important for researchers

• The	realities	of	the	policy	making	process
• Engaging	effectively	with	the	media	and	non-

academic audiences.
• Identifying	research	that	is	suitable	for

implementation

Combining	theory	with	a	strong	practical	focus,	
participants	will	have	the	opportunity	to apply	
the	principles	presented	in	practical	sessions	
that	will	include	translating	a	piece	of	their	own	
research	into	a	policy	backgrounder	and	
developing	an	implementation	plan	for	an	
established	piece	of	evidence.

Course presenters and panellists include:
• Dr John Wakefield, Deputy Director-General,

Queensland	Health
• Professor Alison Kitson, Dean of Nursing,

University	of	Adelaide
• Laura Damschroder,	Research	Investigator,	VA

Medical Centre, Detroit
• Dr David Marshall AM,	Director,		Talkforce	Media

and	Communications	Strategists
• Megan Campbell, Centre Manager, Australian

Centre	for	Health	Services	Innovation	QUT
• Professor Alison Mudge, Internal Medicine & Aged

Care Physician and Health & Medical Research
Fellow at Royal Brisbane & Women’s Hospital

• Michael Moore,	CEO,	Public	Health	Association	of
Australia

• Susan Killion,	Director,	Deeble	Institute	for	Health
Policy Research

• Dr Paul Nicolarakis, CEO, Lorica Health
• Professor Gillian Harvey, School of Nursing

Professorial	Research	Fellow,	University	of	Adelaide

Register at www.ahha.asn.au/events
AHHA acknowledges the Australian Centre for Health Services Innovation, QUT  

and the University of Adelaide for its partnership in delivering this event.



celebrating 70 years as 
the voice of public healthcare

T
he Australian Healthcare and 

Hospitals Association has been 

the national voice for public 

healthcare for 70 years.

Founded as the Australian Hospital 

Association in 1946 by Dr H.H. Schlink (later 

Sir Herbert Schlink), the AHHA has become 

a perennial fixture in the national health 

conversation, maintaining its vision for an 

effective, innovative 

and sustainable 

health system where 

all Australians have 

equitable access to 

healthcare of the highest 

standard when and 

where they need it.

The AHHA has 

always been a strong 

advocate of a high-

performing health 

system, undertaking 

research into new methods of funding, new 

approaches to patient care, and ensuring a 

focus on innovation, safety and quality.

In its early years the Australian 

Hospital Association’s membership was 

formed by the large teaching hospitals 

in Melbourne and Sydney. Over the years 

that membership base diversified and the 

organisation was renamed the Australian 

Healthcare Association in 1996, to reflect 

both the wider variety of members and 

the emerging government policies focusing 

on out-of-hospital services. In 2006, the 

name was changed to the Australian 

Healthcare and Hospitals Association, as 

an acknowledgement of the organisation’s 

heritage and its broader focus.

At the Association’s very first Annual 

General Meeting in 

1947, at which the 

Council members 

were confirmed 

and a set of rules 

adopted, Dr Schlink 

was elected President, 

a position he would 

hold until 1958. In his 

foundational address, 

Dr Schlink laid out 

the ethos the AHHA 

adheres to even today.

“The Australian Hospital Association 

wishes to serve the welfare of the nation 

by developing methods and programmes for 

making better hospital care available to all,” 

he said.

The Association’s early editorials in its 

first journal, The Australian Modern Hospital 

(published 1949–1955) reflect that just 

as the Association’s mission has remained 

consistent over its long history, so have many 

of the issues plaguing the Australian health 

system. 

“Due to rising costs and neglect in forward 

planning, the financial position of Australian 

hospitals has never been worse,” one 

early editorial read. “An additional reason 

for their present difficult situation is the 

political difference of policy between the 

various Governments — Federal and State.” 

These issues are ones the healthcare 

sector continues to grapple with today, and 

in the 70 years since its foundation, the 

AHHA has continued to advocate for essential 

reform to increase efficiency throughout the 

sector and improve outcomes for patients.

As Australia moves further into the 21st 

century the challenges facing healthcare 

continue to evolve, with an ageing 

population, rising rates of chronic and 

complex conditions, and expensive new 

medical technology placing new burdens on 

the health system.

The AHHA celebrates its 70th anniversary 

this year, a remarkable milestone for a 

not-for-profit organisation. It has achieved 

this not only through evolving to meet the 

changing challenges facing the health sector, 

but by consistently providing a voice for its 

members and powerful, informed advocacy 

for the health of all Australians.  ha

A healthy history
The AHHA celebrates its 70th anniversary

“The Australian 
Hospital Association 
wishes to serve the 
welfare of the nation by 
developing methods 
and programmes for 
making better hospital 
care available to all.”
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FROM THE AHHA DESK

A TIMELINE OF AHHA

1950 – AHA delivers 
a submission to the 
Commonwealth Government on 
the provision of a National Health 
Financing Scheme, advocating 
for voluntary insurance, direct 
Commonwealth capital funding 
and the establishment of a 
body to control and standardise 
hospitals throughout Australia.

1952 – AHA sponsors a visit by 
University of California hospital 
administration expert, R.J. 
Stull, to conduct a report on 
teaching hospitals in Australia. 
Stull’s report slams obsolete 
equipment, overloaded electrical 
systems and other deficiencies.

1962 – Universities Commission 
initiates capital works funding 
for medical schools and begins 
to partially subsidise costs of 
undergraduate medical training, 
following years of lobbying by 
AHA.

1968 – AHA holds its first 
national congress and trade fair 
in Sydney, with 240 delegates 
attending. 

1968 – A Joint Steering 
Committee on Hospital 
Accreditation is formed with 
representatives of the AHA 
and the Australian Medical 
Association

AHA commences delivering 
educational seminars on topics 
including ward planning, cost 
containment, community health 
care and computers in medicine 

1974 – AHA federal council 
establishes a national secretariat 
with professional staff located 
in Sydney

1974 – Australian Council 
on Healthcare Standards 
established, with AHA as a 
founding member.

1974-5 – A joint sitting of 
Parliament passes legislation 
introducing Medibank. States 
progressively agree to Medibank 
hospital agreements

1978 – Australian Health Review 
journal established by AHA

1981 – Medibank abolished.

1983 – AHA moves its secretariat 
to Canberra to increase access 
to Federal politicians and 
Departmental officers as well as 
other peak bodies.

1984 – Medicare launched. 
The AHA was regularly 
consulted by the Hawke Labor 
government during the program’s 
development.

1986 – AHA awards the first 
Sidney Sax Medal to Dr James 
Lawson, recognising health 
sector leadership.

1992 – The AHA and the 
Private Hospitals Association 
of Australia launch “Operation: 
Hospital Survival” which 
begins several years of joint 
work around hospital funding, 
restructuring public-private and 
Commonwealth responsibilities 
and hospital productivity.

1996 – The Australian Hospital 
Association, in recognition of the 
changing nature of the public 
health system, changes its name 
to the Australian Healthcare 
Association.

2006 – The AHA becomes 
the Australian Healthcare and 
Hospitals Association (AHHA), 
reflecting membership from 
across the primary and acute 
sectors.

2006 – The AHHA participates 
in the work of the National 
Health and Hospitals Reform 
Commission, calling on the 
health system to reduce 
inefficiencies, integrate and 
coordinate care and focus 
more on preventive care to 
improve health outcomes across 
Australia. 

2009 – AHHA launches its 
magazine The Health Advocate

2011 – The Deeble Institute 
for Health Policy Research is 
established

2015 – AHHA contributes 
to national discussions on 
options for health funding being 
canvassed under the Reform of 
Federation process.

2015 – The AHHA participates 
in the Commonwealth 
Government’s range of review 
and reform processes, including 
the reform of the federation and 
tax system processes and the 
reviews of primary care, the 
Medicare Benefits Schedule and 
Private Health Insurance, calling 
on the Government to respond 
in a coordinated and whole-
of-system approach to make 
the entire sector as effective, 
accessible, equitable and 
sustainable as possibly.

2016 – The AHHA celebrates its 
70-year anniversary

1945 – Hospital Benefits Scheme 
allows all people access to 
public wards in public hospitals. 
Pharmaceutical Benefits Scheme 
established. This original PBS 
was struck down in 1946 for 
being unconstitutional. A new 
Pharmaceutical Benefits Act 
was passed in 1947, following 
the successful passage of the 
Constitution Alteration (Social 
Services) 1946 referendum. 

1946 – Inaugural meeting of 
the Provisional Council of the 
Australian Hospital Association.

1947 – First Annual General 
Meeting of the AHA. Dr H.H. 
Schlink elected president.

1949 – First issue of the AHA’s 
first journal, The Australian 
Modern Hospital, published.

1949 – AHA becomes a member 
of the International Hospital 
Federation

1950s

1960s

1970s 1990s

1980s 2000s

2010s

1940s
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Over its 70 years, the AHHA has been witness to and a 
participant in some momentous shifts in the Australian 
health system. The following timeline highlights just a few 
of the key dates for the Association and the health system.
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A healing space
The campaign for a memorial to the forced  
Aboriginal patients of Lock Hospitals 

IN DEPTH

W
e write this article as two 

Aboriginal community 

members and a non-

Indigenous journalist, who 

are working together to ensure wider 

acknowledgement of colonial history 

in order to improve the health and 

wellbeing of Aboriginal and Torres Strait 

Islander people. 

We are involved in a community-led 

campaign that is working towards the 

establishment of a memorial and healing 

space in the Western Australian town of 

Carnarvon to acknowledge the little-known 

history of the Lock Hospitals of Bernier and 

Dorre Islands.

Several hundred Aboriginal people from 

across WA were incarcerated on these 

barren, windswept islands off the coast of 

Carnarvon between 1908 and 1919, and 

more than 200 people died there. 

The WA Government established the 

hospitals for Aboriginal people said to have 

sexually transmissible diseases, although 

there is considerable uncertainty about the 

accuracy of these diagnoses, particularly as 

they were often made by policemen. 

Analysis of newspaper articles and official 

records from the time shows the driving 

motivation was concern for white peoples’ 

health, rather than for the wellbeing of the 

Aboriginal people forcibly removed from 

their country and families. Many “patients” 

were taken to the islands in traumatic 

conditions, in chains and under police guard.

In many ways, the Lock Hospitals history 

exemplifies the strategies of colonisation, 

which included racially-based policies that 

stigmatised and inflicted trauma upon 

Aboriginal and Torres Strait Islander people, 

and involved surveillance, exclusion, and 

control.

Carnarvon was a focal point for this 

history, with people from across WA 

taken there in order to be shipped to 

the islands. However, there is very little 

public acknowledgement of this nationally 

significant history in the town.

Last year, hundreds of Carnarvon 

residents, both Aboriginal and non-

Indigenous, signed a petition urging the 

Shire of Carnarvon to establish a memorial 

and healing space to acknowledge this 

significant episode that affected many 

Aboriginal people and communities  

across WA.

We were delighted to learn, just before 

Christmas, that the Shire of Carnarvon had 

decided to support the establishment of a 

working group to progress this project, and 

has invited us to be part of this group.

We encourage readers of this publication 

to investigate whether there is a similar 

history among health services in your areas, 

and to consider how these might be publicly 

acknowledged.

For much of the 20th Century, 

Aboriginal and Torres Strait Islander people 

experienced medical incarceration, with 

island-based or remote institutions that 

operated across WA and Queensland. 

On Palm Island, off the coast of Townsville 
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in north Queensland, community members 

are campaigning for greater public 

acknowledgement of the history of Fantome 

Island, where Aboriginal and Torres Strait 

Islander people were confined to a Lock 

Hospital and a leprosarium. They would like 

a healing centre established there.

Knowing and acknowledging history — at 

national and local levels — is critical if 

health services and practitioners are to 

deliver culturally safe care to Aboriginal 

and Torres Strait Islander people. It is 

also important that health services and 

organisations employ more Aboriginal 

and Torres Strait Islander people, and 

ensure they have culturally secure working 

environments. 

Those involved in the grassroots campaign 

that recently kicked off in Carnarvon are 

finding the process to be healing, at both 

individual and community-wide levels. If 

the campaign is successful, we anticipate 

the development of a memorial and healing 

space will bring many health, social and 

economic benefits for the Carnarvon 

community. 

For wider healing across Australia, it 

is important that Aboriginal and Torres 

Strait Islander people and non-Indigenous 

people know these stories, and that future 

generations also learn about them.

It is also important that people 

understand how this history plays out in the 

present. Analysis of newspaper articles from 

the time of the Lock Hospitals shows the 

repetition of harmful, negative stereotypes 

about Aboriginal and Torres Strait Islander 

people, which too often continues today.

Healing requires that we not only 

acknowledge traumatic colonial history but 

also that we acknowledge the sophistication 

of Aboriginal and Torres Strait Islander 

knowledge, cultures and practices, as well 

as the contribution of Aboriginal and Torres 

Strait Islander people to the development of 

modern Australia. 

In Carnarvon, for example, Aboriginal 

people have contributed greatly to the 

development of local infrastructure and 

industries, although this is not widely 

acknowledged in public spaces.

In the words of a famous song, “from 

little things, big things grow”, and in the 

same vein we hope that the campaign 

for a memorial in Carnarvon to the Lock 

Hospital histories may lead to other projects 

of acknowledgement, and thus more 

opportunities for healing from trauma  

and grief.  ha

Kathleen Musulin, a Yawuru/Malgana 

woman, and Bob Dorey, a Yinggarda/

Malgana man, are from Carnarvon. Melissa 

Sweet, a non-Indigenous public health 

journalist from rural NSW, is researching 

the history of Lock Hospitals as part of 

her PhD at the University of Canberra, 

and Kathleen is a member of the project’s 

advisory committee.

A memorial to the Lock Hospital victims

The harsh landscape of Dorre Island

Some of the ruins on Dorre Island



26    The Health Advocate  •  FEBRUARY  2016

The heart of it
Successful cardiology services prove  
valuable to remote communities

BRIEFING

M
any rural and remote 

locations in Western Australia 

do not have adequate access 

to comprehensive medical 

care. Patients are often required to 

travel long distances to attend specialist 

consultations in regional centres, 

resulting in a high level of reluctance 

to attend appointments. However, 

a multidisciplinary team has been 

successfully delivering their cardiology 

services on a regular basis to support 

the Aboriginal population living in the 

isolated Ngaanyatjarra Lands. 

Rural Health West is the leading health 

workforce agency in Western Australia, 

focused on the attraction and retention of 

health professionals to rural and remote 

Western Australian communities. The 

organisation also provides outreach services, 

through our Outreach in the Outback 

Team, who support planning to determine 

community needs for health services and 

identify gaps in specialist services available. 

Funded by the Australian Government 

Department of Health, the Medical 

Outreach Indigenous Chronic Disease 

Program (MOICDP) is administered by Rural 

Health West and aims to increase access to 

multidisciplinary primary health care teams 

for Aboriginal and Torres Strait Islander 

people, to prevent, detect and manage 

chronic disease. 

Within the range of services supported 

to improve access for Aboriginal and Torres 

Strait Islander people to chronic disease 

management and follow-up care, the five 

health priorities specifically addressed 

include cardiovascular disease, diabetes, 

chronic respiratory disease, chronic renal 

disease and cancer.

As a result of the MOICDP, the 

Ngaanyatjarra Health Service has been 

receiving regular visits from a team of 

cardiology health professionals who work 

together to address cardiovascular disease 

and related conditions. The visiting 

cardiology team are able to give patients 

in this extremely remote area a level of 

service which is equivalent to that offered 

in a regional centre, but without patients 

having to suffer the stress of leaving the 

Lands. 

The team travel by charter plane 

three times per financial year to three 

communities within the Lands. The team 

is led by cardiologist Dr Jamie Rankin and 

includes a cardiology registrar, echo-

cardiographer, a cardiac rehabilitation 

nurse educator (all of whom are based in 

metropolitan hospitals), a private practice 

dietitian and a chronic disease coordinator 

and specialist visits coordinator from the 

Ngaanyatjarra Health Service. Patients 

are referred by the Ngaanyatjarra Health 

Service general practitioner for specific 

cardiology services, depending on the 

needs of the patient. The visiting team also 

provides support, education and upskilling 

to the remote area nurses and medical 

officers. 

A portable echo-cardiography machine is 

taken on visits so that patients who require 

a cardiac echo can receive this during 

their consultation with the specialists. The 

visiting dietitian assesses and recommends 

various dietary needs of patients with 

heart disease. Patients who have recently 

undergone cardiac surgery, or are in need 

of surgery, can meet with the cardiac 

rehabilitation nurse educator to discuss any 

pre and post-operative issues. 

“The Ngaanyatjarra Lands are extremely 

isolated and one of the hardest areas 

to service logistically. However, Jamie 

Rankin’s team is a model example of how 

a continuous, comprehensive service 

greatly benefits a rural community and how 

successful and sustainable it can be,” said 

Ms Vivienne Duggin, General Manager of 

Business Development and Strategy for Rural 

Health West. 

Since the commencement of these team 

visits, patients are now showing greater 

awareness of their own chronic disease self-

management and are more willing to attend 

specialist clinics. The team is scheduled to 

visit the Ngaanyatjarra Lands again in March 

and June of 2016. 

As the leading rural health workforce 
agency for Western Australia, Rural Health 
West is a not-for-profit organisation 
funded by the State and Commonwealth 
Governments responsible for the 
recruitment and retention of a highly 
skilled sustainable health workforce 
to meet the needs to rural and remote 
Western Australians communities.  ha

The Rural Health West cardiology team
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Don’t forget to register for your free pass today to receive reminders and presentation updates atexpo.austhealthweek.com.au

Three day design,
construction, 

medical equipment 
and technology 

exhibition

More than
100

exhibitors

On-floor 
demonstrations

and presentations

Latest
technologies, 

products
and services

Unrivalled 
networking 

opportunities and 
giveaways 

* The expo passes are subject to availability

*This free exhibition pass does not include entry to the Australian Healthcare Week conferences (Health Facilities Design & Development, Healthcare 
Efficiency Through Technology, Healthcare Procurement). To find out more about the conferences, visit www.austhealthweek.com.au.

PRODUCTS ON DISPLAY INCLUDE:
ì  Non-clinical equipment and materials, such as flooring, lighting, sanitation, 

catering, furniture, paints and coatings 
ì  Clinical equipment, such as beds, imaging and diagnostics, medical 

devices, and surgical products
ì  IT and technology services, such as nurse call, patient flow and workforce 

efficiency, patient technologies and entertainment and specialist 
healthcare solutions 

ì Plus much more!

WHO SHOULD ATTEND
THIS EXPO?
All health professionals and healthcare 
management involved in the design, 
development, operation, technology 
provision, patient experience, procurement 
and project management of hospitals, 
health facilities and aged care facilities. 

PRE-REGISTER
 FOR FREE TODAY

to avoid paying $50 at
the door!

BE PART OF AUSTRALIA’S LARGEST HEALTH FACILITIES, TECHNOLOGY 
& MEDICAL DEVICES EXPO

GET YOUR FREE EXPO PASS*
Visit expo.austhealthweek.com.au

Australian Technology Park, Sydney
15-17

March 2016
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L
ighthouse is a project that is jointly 

sponsored by the Heart Foundation 

and the Australian Healthcare and 

Hospitals Association. Its aim is 

to drive change in the acute care setting 

through the implementation of quality 

activities that improve care and outcomes 

for Aboriginal and Torres Strait Islander 

peoples experiencing coronary heart disease.  

There are disproportionate numbers of 

deaths from coronary heart disease in 

Aboriginal and Torres Strait Islander peoples. 

It is the leading cause of death among this 

population, who are 60% more likely to die 

from this condition1. Aboriginal and Torres 

Strait Islander Australians are also dying at 

a younger age, with 81% of deaths in those 

under 75 years, in contrast to only 24% non-

Indigenous deaths in this age group1.

Aboriginal and Torres Strait Islander peoples 

are more likely to be admitted to hospital for 

Acute Coronary Syndrome (ACS) episodes — 

namely, for a heart attack or angina — and are 

more likely to die in hospital or leave against 

medical advice2. However, while in hospital, 

they are less likely than non-Indigenous 

Australians to undergo coronary tests and 

procedures. Hospitals have a critical role to 

play in improving access to evidence-based 

care and addressing disparities in care for 

Aboriginal and Torres Strait Islander peoples.

In 2012, Phase 1 of the Lighthouse Project 

involved reviewing the literature and 

learning from 10 health-care services that 

were recognised by their peers as providing 

exemplary care. Four domains were identified 

as key to establishing best practice care for 

Aboriginal and Torres Strait Islander peoples 

with ACS. These domains included cultural 

competence, use of clinical care pathways, 

having a skilled workforce and appropriate 

governance.  

Current work 
In 2013, Phase 2 of the Lighthouse Project 

began, with this work due to finish on 1 June 

2016. Phase 2 aims to drive change in eight 

pilot hospitals through the implementation of 

quality improvement activities across the four 

domains that improve care for Aboriginal and 

Torres Strait Islander peoples experiencing 

ACS.    

The domains identified in Phase 1 along 

with elements such as better identification 

of Indigenous patients, effective partnerships 

with local Aboriginal and Torres Strait Islander 

communities, fostering of clinical champions 

and expanding the Aboriginal health 

workforce, were developed into a toolkit.  

The toolkit provides health practitioners 

with practical activities that can drive 

change, address disparities and improve 

outcomes for Aboriginal and Torres Strait 

Islander people who present to hospital with 

ACS. Eight hospitals across Australia were 

recruited as pilots to test the toolkit including 

Liverpool Hospital, Coffs Harbour Health 

Campus and Tamworth Hospital in New South 

Wales, Bairnsdale Regional Health Service and 

St Vincent’s in Victoria, Princess Alexandra 

Hospital in Queensland, Royal Perth Hospital 

in Western Australia and Flinders Medical 

Centre in South Australia. Each health facility 

has concentrated its efforts on one of more 

of the domains in order to improve access 

and appropriate care for Aboriginal and Torres 

Strait Islander patients with ACS.  

Using the Lighthouse toolkit to 
overcome barriers 
The toolkit is currently being tested to see 

whether it assists in achieving system change 

and delivers better outcomes for Aboriginal 

and Torres Strait Islander peoples. Two of 

the four domains are highlighted here to 

provide examples of how frontline staff are 

using the toolkit as part of continuous quality 

improvement using the “plan, do, check, act” 

cycle3.

Domain one — Cultural competence

Identified barrier: More than 25% of Aboriginal 

and Torres Strait Islander peoples have 

reported problems accessing health services4. 

Access issues are higher for those in remote 

areas and it has been found that some health 

service staff appear to lack empathy and 

demonstrate outright antagonism towards 

Aboriginal people5.  

Cultural competence is critical to providing 

quality care to Aboriginal and Torres Strait 

Islander peoples and it requires a system-wide 

approach that is embedded in the planning, 

implementing and evaluating of services. The 

Care Pathways 
patient journey, variance

Governance 
leadership, accountability

Workforce 
capability, 
training

Cultural 
Competence 
safety and 
security

Patient 
Family

Community 

IN DEPTH
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The Lighthouse Project
Better cardiac care for Aboriginal and Torres Strait Islander people

eight pilot hospitals have employed creative 

solutions and are driving system changes 

while shedding light on the patient journey 

through their hospitals. Some of the strategies 

being implemented through using the toolkit 

include:

• Modifying the delivery and target 

audience of cultural competence training

• Making changes to the hospital 

environment including culturally safe and 

inviting rooms for families to meet in and 

engaging local artists to develop artwork 

to lead patients to the Aboriginal Liaison 

Officer or family meeting rooms

• Developing culturally appropriate 

resources tailored to each community 

that explains what to expect when 

presenting to hospital for ACS, how to 

prepare for tests and discharge letters 

Domain two — Clinical care pathways

Identified barrier: Aboriginal and Torres Strait 

Islander Australians are less likely to undergo 

a coronary procedure than non-Indigenous 

Australians2. 

Implementation of the toolkit enables 

compliance with the Australian Commission 

of Safety and Quality — Acute Coronary 

Standards and assists hospitals in complying 

with other key standards. The toolkit also 

incorporates a large number of the Better 

Cardiac Care Priority Actions. In short, 

the use of evidence based care pathways 

will drive change for Aboriginal and Torres 

Strait Islander patients who are vulnerable 

and often slip through health care gaps. In 

some pilot sites emphasis is being placed on 

handover and discharge planning, as these 

transition points are important to ensure good 

communication and planning with patients, 

families and other health care providers. All 

pilot sites strive to have productive working 

relationships with local Aboriginal Community 

Controlled Health Services to make transition 

back into the community setting as seamless 

as possible. 

• Some hospitals are supplying all 

medications at discharge for Aboriginal 

and Torres Strait Islander cardiac 

patients to increase the accessibility of 

medications at home

• Aboriginal Liaison Officers (ALO) are 

using the Patient Flow Portal to aid 

screening and prioritisation of workload 

so they can attend cardiology meetings 

and discuss complex patients

• Improvements in care planning and 

discharge planning ensure Aboriginal 

inpatients (particularly those at high 

risk of readmission) are provided with 

appropriate discharge instructions by a 

multidisciplinary team including the ALO

Evaluation 

There are encouraging signs that the toolkit is 

valuable in driving systemic change and there 

are calls from some pilot sites to extend the 

use of the four domains to assist with driving 

improvements for other chronic conditions.  

A formal evaluation is currently underway that 

will determine whether the implementation 

of the toolkit has contributed to delivering 

improvements in cardiac care for Aboriginal 

and Torres Strait Islander patients. This 

evaluation will be completed in the first  

half of 2016 and we eagerly anticipate its 

findings.  ha
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T he New South Wales (NSW) Health 

Awards recognise the excellence 

of nurses, clinicians, allied health 

professionals, support staff, 

researchers and volunteers, who strived 

on a daily basis to develop and implement 

innovative models of care with the aim of 

improving outcomes for patients across NSW.

In 2015, the Northern NSW Local Health 

District (NSW LHD) took out the Integrated 

Health Care category for its Early Detection 

of Chronic Kidney Disease in Aboriginal People 

program, a project which began at Bugalwena 

General Practice with an aim to improve 

identification and management of Aboriginal 

and Torres Strait Islander clients with early 

stages of the condition.

The Bugalwena General Practice is a multi-

disciplinary practice located in South Tweed 

Heads run by North Coast Primary Health 

Network (NCPHN). It provides bulk-billing 

services for the Aboriginal and Torres Strait 

Islander community and their immediate 

families.

When announcing NSW LHD’s award, NSW 

Health Minister Jillian Skinner outlined the 

achievements of the chronic kidney disease 

(CKD) program and the work of Bugalwena 

practice staff and Graeme Turner — one of 

the district’s renal nurse practitioners — in 

making the program a success. “Before the 

project began at the Tweed Heads Bugalwena 

General Practice, only 2% of adult clients 

were identified as having the disease. That 

has now grown to 10.7%,” Mrs Skinner said.

The idea for the project came from the 

Bugalwena Practice Manager, Jackie Moody, 

and NCPHN Practice Assistance Liaison Officer, 

Kelli Babovic. Both Jackie and Kelli wished 

to improve the care of patients with CKD 

and, as a result of their efforts, Bugalwena 

set a goal to increase the identification of 

patients with potential CKD so that specific 

health management plans and team care 

arrangements could be put in place. 

A workshop on CKD was undertaken by 

the team, during which Graeme Turner — a 

CKD Nurse Practitioner 

from Northern NSW 

Local Health 

District — gave a 

presentation on 

how to improve 

management of 

CKD and how 

to undertake 

searches 

through the 

database of 

patients within the 

district identified 

with the disease. 

Bugalwena’s practice 

manager Jacqueline Moody said Graeme’s 

presentation was really worthwhile 

as it helped staff to focus on what 

small steps could be taken to make a 

difference. To achieve their objectives 

for improving the care of patients with 

CKD, the Bugalwena team then took the 

following steps:

• A new focus was placed on cleaning up 

the practice’s CKD register data and 

updating processes;

• The PEN Clinical Audit Tool was used to 

create a list of patients at risk of CKD;

• Software was tweaked so that when a 

patient at risk of CKD saw their GP, the 

GP was reminded to code CKD correctly;

• A urinary albumin creatinine ratio check 

was implemented as part of health 

checks which increased the patients on 

the CKD register; and

• Lists of Bugalwena patients at risk of CKD 

were sent to pathology companies to see 

if they had had relevant kidney function 

tests at other practices. Results were 

then downloaded, resulting in increased 

CKD patient numbers. 

The project has increased the number of 

Bugalwena patients on the CKD 

register at the practice 

from 17 patients in April 

2014 to 77 in August 

2014. Subsequent to 

their identification, 

the vast majority 

of patients also 

then received 

management plans 

and team care 

arrangements. 

In all, the Early 

Detection of Chronic 

Kidney Disease in 

Aboriginal People is an 

important step for helping 

closing the gap in health outcomes 

between Aboriginal and Torres Strait 

Islander people and other residents of New 

South Wales. Furthering its success requires 

persistence towards the goal for general 

practices and other healthcare facilities 

to better collect, measure and coordinate 

health data, for Aboriginal and Torres Strait 

Islander and non-Indigenous Australians 

alike.  ha

Battling chronic  
kidney disease 
Overview of an award-winning program by  
North Coast Primary Health Network 

BRIEFING



For more information contact AHHA at events@ahha.asn.au or on 02 6162 0780

AHHA is pleased to present another year of events 
aimed to inform, inspire, connect and showcase the 
Australian healthcare sector.

In 2016, AHHA will present two major Think Tanks. 
The first to be held in April, will examine how the 
health system needs to change to meet the challenges 
of emerging issues, new technologies, changing 
demographics and growing demands. 

Along with topical Think Tanks and focused roundtable 
discussions, 2016 will see an expansion of AHHA’s 
collaboration networks. These networks aim to provide 
forums for ideas and discussion, promote collaboration 
and share best practice. The networks are:

Data Collaboration Network
The Data Collaboration Network seeks opportunities 
for better use of health data in Australia, including 
promoting the potential for cross-sector collaboration.

Innovation Collaboration Network
The Innovation Collaboration Network provides an 
opportunity to promote innovation and innovative 
ideas in the health sector and exposes participants to 
new ideas, technologies and techniques.

Mental Health Network
The Mental Health Network provides opportunities to 
share information and expertise around mental health 
initiatives with a focus on primary health care.

Membership of the networks is open to all AHHA 
stakeholders with an interest in the relevant area.

AHHA 2016 Events Calendar
Events Calendar: February - May

February
16 Social Impact Bonds Roundtable  
17 Data Collaboration Network Meeting 
17 Innovation Collaboration Network 
 Meeting 

March
8 Mental Health Network Meeting 
8-10 Deeble Institute Research Translation Short 
 Course
18 General Practice Liaison Officer Conference

April
12 Think Tank on Redesigning the Health System
 to Meet Future Needs
12 AHHA Council Dinner
13 Deeble Institute Evidence Brief Live – Creating 
 Culturally Appropriate Health Services

May
10 Mental Health Network Meeting
25 Data Collaboration Network Meeting 
25 Innovation Collaboration Network Meeting

For further information on these or any of AHHA’s 
other events visit www.ahha.asn.au/events
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Creating local 
health workers 
The success of the NSW Health Aboriginal 
Dental Assistant Trainee program 

R
eady to launch their dental health 

careers, 18 Aboriginal students from 

across NSW recently graduated 

from the Aboriginal Dental Assistant 

Trainee program which is boosting the 

Aboriginal dental workforce in regional areas.

NSW Health Statewide Aboriginal Oral Health 

Manager, Boe Rambaldini, said the group was 

the second round of students to graduate from 

the program since it commenced in 2014.

“The graduation marks the beginning of an 

exciting career path for every one of these 

students who will now have the opportunity 

to work as oral health professionals in 

communities across NSW,” Mr Rambaldini 

said.

“The program has been very successful 

to date, with every single student from the 

previous round of graduates having secured a 

job as an oral health professional. We expect 

the latest graduates will also find rewarding 

positions in the dental workforce.”

The six month traineeship covers dental 

assisting and oral health promotion. Students 

gain practical experience using dental 

equipment, assisting dentists and oral health 

therapists and teaching community members 

about good oral health. Eight of the most 

recent graduates received a Certificate III 

in Dental Assisting, six graduates received a 

Certificate IV in Oral Health Promotion, and 

four received both a Certificate III and IV.

Jointly managed and delivered by The 

Poche Centre for Indigenous Health, the 

Centre for Oral Health Strategy NSW, TAFE 

Western Sydney Institute and Rotary Sydney, 

the program was designed to build the 

Aboriginal workforce to meet the needs of 

Aboriginal dental patients across the state. 

Graduate, Elanie Hippi, who currently 

works with the Redfern Aboriginal Health 

Service, said the course had helped her find 

a career in oral health.

“The opportunity to learn and train 

alongside my colleagues has been a 

rewarding and invaluable experience,” 

Elanie said. “Many of us see this as a 

stepping stone to further advance or start 

our careers.

“I have a strong commitment and passion 

to improving oral health for Aboriginal 

people and I am proud to have completed 

this course which will help me meet this 

goal.”

The program is part of the Aboriginal Oral 

Health Plan 2014–2020, which aims to close 

the dental health gap between Aboriginal 

and non-Aboriginal people in NSW. 

Mr Rambaldini said levels of untreated 

dental decay were more than twice as high 

among Aboriginal people than non-Aboriginal 

people and far fewer Aboriginal adults 

accessed dental care than non-Aboriginal 

adults.

“It’s important that Aboriginal people 

have ready access to dental services in 

communities across NSW so they will be 

more likely to have regular check-ups,”  

he said.

“This program is helping to improve 

access to dental care by increasing the 

number of Aboriginal oral health technicians 

delivering dental services in Aboriginal 

communities.”

As a result of the program’s success, the 

NSW Government has made a commitment 

of $1M over four years for 96 additional 

traineeships for Aboriginal Dental Assistants 

in the rural public sector and Aboriginal 

Medical Services.

Mr Rambaldini said he hoped to continue 

the program “along the same path” in 

coming years.

“If we can get more graduates from 

BRIEFING
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communities across NSW, it will help with 

building a local workforce to meet oral 

health needs for Aboriginal people,” he said.

“At the moment a lot of places are 

dependent on fly-in fly-out workers which 

are not only expensive, but they obviously 

don’t hang around much.”

Graduates of the program are trained 

to help people “in the chair”, but Mr 

Rambaldini said there was also a strong 

focus on preventive care.

“We want to work with the communities 

and with Aboriginal and Torres Strait Islander 

people by keeping them out of the chair,” 

he said.

“And so an important part of our 

work is pushing oral health awareness in 

communities across NSW and reduce the 

need for Aboriginal people to access the 

dentist.”

With 18 graduating from the program in 

December, Mr Rambaldini said they normally 

aimed to train groups of about 20.

He urged young Aboriginal people 

with an interest in health and helping 

their community to consider applying for 

enrolment.

“You’d make a huge difference,” he said.

“It’s a very rewarding position to work 

in. Oral health connects to a lot of other 

diseases that affect people in Aboriginal and 

Torres Strait Islander communities, including 

cardiovascular disease. All the dots have 

been connected and we know that improving 

oral health is a key part of improving overall 

health outcomes for Aboriginal and Torres 

Strait Islander people.

“We need to take a holistic approach to 

improving Aboriginal health and meeting 

their needs.”  ha

Top row: L-R Cathy Schafer, Paul Talbot, Norma 
Binge, Graham White. Bottom row: L-R Elaine Hippi, 

Megan Binge, Melanie Schafer, Tiffany McGrady.

Elaine Hippi speaking at the graduation 
ceremony. Megan Binge is to her left.

 L-R Foonghar Chong, Graham White, 
Boe Rambaldini, Elaine Hippi, Dr Kerry 
Chant, Reg Richardson, Melanie Lowe.
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Partnering with 
consumers and 
communities 

A model to improve consumer-centred care 
developed by Health Consumers New South 
Wales (NSW) in collaboration with WentWest.

Health consumers, clinicians 
and health services all want 
to improve healthcare. But 
working together is complex and 

challenging, and it is often difficult to know 

where to start the process.

Health Consumers NSW is the state’s 

peak body for health consumers. In 2013, 

we formed a partnership with WentWest 

— the Western Sydney Medicare Local (as 

it then was) — to collaboratively build and 
strengthen their ability to engage with 

health consumers and local communities. 

As the partnership progressed, it became 

apparent that a clear conceptual framework 

of engagement was needed to clarify and 

link all aspects of engagement together in  

a coherent whole.

The HCNSW-WentWest Model of Consumer 
and Community Engagement identifies 

and defines how consumer and community 

engagement contributes to improving 

consumer-centred care. The model is a guide 

to assist health services with implementing 

effective engagement that contributes 

directly to consumer-centred care and 

is respectful of, and responsive to, the 

preferences, needs and values of patients 

and consumers. 

While there are other ethical and strategic 

reasons for engaging with consumers, 

improving consumer-centred care remains 

the chief objective of consumer and 

community engagement. Based on current 

evidence and best practice, the HCNSW-

WentWest model makes clear exactly how 

engagement activities contribute to the 

quality improvement of healthcare. In 

particular two distinct types of engagement 

are described:

• top-down engagement (partnering with 

consumers) is the planned engagement 

with consumers that supports the 

design, delivery and evaluation of 

health services; and

• ground-up engagement (partnering 

with communities) is broader 

engagement with communities to 

explore and to determine with 

communities how to better meet their 

diverse healthcare needs.

Top-down engagement helps organisations 

deal with known health needs and existing 

services and often involves service users 

in activities such as co-design or service 

evaluation. Top-down engagement also 

contributes to improving consumer-centred 

care by recommending improvements 

to services and providing a better 

understanding of the consumer journey.

Through partnering with community 
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organisations or engaging widely with 

diverse groups, ground-up engagement 

identifies gaps in services, access issues  

and other unmet needs. These partnerships 

also allow communities to help identify 

strategies to reduce barriers to their 

healthcare and, together with the identified 

gaps, can help improve consumer-centred 

care (and ultimately the health of the 

community). 

There are many internal and external 

facts that are necessary for effective 

engagement. These critical inputs have 

been identified in the model as:

• internal capacity;

• partnerships and integration; and

• consumer and community capacity.

Once identified, these critical inputs can 

be developed from scratch or strengthened 

through a combination of training (of both 

staff and consumers), building strategic 

partnerships and collaborations across the 

community.

Many health services are already involved 

in consumer and community engagement. 

Unfortunately the learnings and successful 

outcomes of these programs are not often 

captured as there is no agreed processes or 

frameworks for evaluation of engagement. 

The Model defines three key outcomes 

of the engagement process that define 

expected outcomes and support the process 

of evaluation:

• evaluation and evidence;

• improved health outcomes; and

• capacity and capability building (of 

the service, consumers and the local 

community).

Successful consumer and community 

engagement is, of course, a process and not 

a destination. The HCNSW-WentWest Model 

of Consumer and Community Engagement 

is intended to be a tool to help services 

develop, monitor or re-evaluate their 

engagement programs. The full report 

explaining the model can be downloaded 

from www.hcnsw.org.au/ccemodel. 

If you would like more information about 

the model, would like to discuss how to use 

the model within your organisation then 

please contact Health Consumers NSW on 

(02) 9986-1082 or info@hcnsw.org.au, or 

the health consumer organisation in your 

state or territory.

Content for this article was prepared by 
Serena Joyner, Consumer Engagement 
Manager, Health Consumers NSW and 
Anthony Brown, Executive Director, Health 
Consumers NSW.

ha

‘Compassion Connect 64’ by Parker Knight. Image sourced from Flickr (CC BY 2.0: https://flic.kr/p/w5H9iS).
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‘Co-authorship network map of physicians 
publishing on hepatitis C (detail)’ by Andy 
Lamb. Image sourced from Flickr (CC BY 2.0: 
https://flic.kr/p/dBev8j.
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Brisbane North PHN: Aged Care 
Transition Collaborative
In conjunction with the Aged Care Transition 

Collaborative, the Brisbane North PHN has 

worked with the local Hospital and Health 

Service (HHS) to enhance the patient 

journey between the acute and community 

sectors by improving communication and 

developing systems and processes to improve 

collaboration.

At workshops for the project in the 

latter part of 2015, 30 participants from 

local community care organisations and the 

HHS mapped existing aged care pathways 

and identified issues and opportunities for 

improvement. The group then developed a list 

of action items to improve how information 

and knowledge is shared between service 

providers and how the aged care system can 

be strengthened. The group then met again in 

November and December 2015 to consider how 

these action items would be progressed within 

the North Brisbane and Moreton Bay region.

Contact: Emma Dalglish, Project Officer —
Community Care at Brisbane North PHN at: 
Emma.Dalglish@brisbanenorthphn.org.au

Brisbane North PHN: Allied  
Health Collaborative
Throughout 2015, Brisbane North PHN worked 

with Allied Health providers from local private 

practice, community organisations and the 

HHS to develop a collaborative model that can 

be used to provide peer development support 

and improve communication and partnerships 

between acute, community and Allied Health 

providers. The main aim of this collaborative 

is to:

• identify relevant local needs and issues in 

allied health within care pathways;

• improve collaboration and partnerships 

for allied health professionals and 

organisations in the Brisbane North 

region;

• provide strategic direction and leadership 

to allied health professionals and 

organisations in the Brisbane North 

region;

• improve professional practice and 

knowledge; and

• provide better access and coordinated 

care for consumers.

The Steering Group of the Brisbane North 

Allied Health Collaborative recently met to 

formalise the structure of the collaborative 

model and a Terms of Reference, as well as to 

develop a vision statement and action plan.

Contact: Emma Dalglish, Project Officer —
Community Care at Brisbane North PHN at: 
Emma.Dalglish@brisbanenorthphn.org.au

Brisbane North PHN: Staying 
Healthy, Staying Home Program
The Staying Healthy, Staying Home Program 

aims to reduce potentially avoidable 

hospitalisations in Brisbane North with 

patients who present to hospital with chronic 

complex health conditions by providing extra 

community support to help them better 

manage their care.

Queensland Health committed new funding 

that will extend to Brisbane North PHN’s 

community care coordination services to 

accept referrals direct from Metro North HHS 

and its Community, Indigenous and Sub-acute 

Services unit. This follows the successful 

2014 trial of joint hospital and community 

chronic disease management arrangements at 

Redcliffe Hospital.

The program will help maintain the 

connection between GPs and their patients, 

will support patients to live at home and will 

ensure patients can receive timely access 

to primary care should symptoms return. 

The program’s team care coordinators 

are registered nurses, experienced in the 

community and in general practice and have 

local public, community and private provider 

knowledge.

Contact: Service Navigation officer on 1800 
250 502 or visit www.brisbanenorthphn.org.
au/page/health-professionals/team-care-
coordination

North Western Melbourne PHN: 
The Collaborative
The Collaborative is a partnership involving 

North Western Melbourne PHN, Melbourne 

Health, cohealth, and Merri Community Health 

Services. Launched in April 2012, its purpose 

is to improve patient care, outcomes and 

pathways for our shared community. Driven 

by local consumer needs, the aims of The 

Collaborative are to:

• ensure a coordinated approach to service 

planning and delivery across our shared 

catchment, prioritising service gaps and 

challenges together;

• develop agreed common seamless and 

complementary pathways;

• work collaboratively to deliver more care 

in the primary care setting;

• develop new ways of working together 

in partnership to improve patient care, 

outcomes and pathways; and

• create opportunities for our people to 

share resources ideas, knowledge and 

experience to improve care through 

partnerships at the frontline.

Key projects have included work on community 

based models for acute back pain, specialist 

outreach support for community-based 

diabetes care, e-health, building a tool kit for 

managing chronic kidney disease, and advance 

care planning across all organisations.

Innovative partnerships
An overview of some of the activities of Primary Health Networks (PHNs)

IN DEPTH



38    The Health Advocate  •  FEBRUARY  2016

North Western Melbourne (NWM)
PHN: HealthPathways
HealthPathways Melbourne is a collaborative 

and structured approach to coordinating 

patient care across the acute and primary 

care interface that is led by NWM PHN in 

partnership with Eastern Melbourne PHN 

(EMPHN), Eastern Health, The Royal Melbourne 

Hospital, St. Vincent’s Hospital Melbourne and 

The Royal Women’s Hospital.

The program brings together GPs, specialists, 

nurses and allied health professionals to 

discuss optimal assessment and management 

of common medical conditions, including when 

and where to refer patients. The result is a 

single, web-based portal for relevant and 

evidence-based information that is designed to 

be accessed by general practice at the point 

of care.

Contact: Elise Davies, Executive Director, 
Innovation & Integration at NWM PHN at: 
elise.davies@mpcn.org.au

Central and Eastern Sydney PHN: 
Inner West Child Health and 
Wellbeing Plan
Central and Eastern Sydney PHN’s strong 

partnership with Family and Community 

Services (FACS), Department of Education and 

Sydney Local Health District, has recently 

produced the Inner West Child Health and 

Wellbeing Plan. It is the first multi-sectoral 

regional plan of its kind to be launched in 

Australia, and would not have been possible 

without the NSW Government’s regionalisation 

reforms — with FACS and Health now sharing 

the same boundaries — and its advocacy to 

the Commonwealth resulting in NSW’s PHN 

boundaries also being aligned with NSW Local 

Health District boundaries.

The NSW Minister for Health officially 

launched the plan, which focuses on improving 

system capacity, promoting health and 

wellbeing, early intervention and supporting 

place-based approaches. The strategies 

and initiatives outlined in the plan have 

largely been derived from a Child Health and 

Wellbeing Consultation Forum, which was held 

in November 2014 and attended by more than 

100 people. 

In 2016, the partner organisations will 

jointly fund a position responsible for 

monitoring implementation and development 

of a new Youth Health and Wellbeing plan.

Contact: Nathalie Hansen, A/g Executive 
Manager Planning, Engagement and Strategy 
at: n.hansen@cesphn.com.au

Gippsland PHN: GP Electronic 
Referral Project in Latrobe City 
Gippsland Victoria
The Gippsland PHN is critical to the success 

of the project through its liaison role and 

its understanding of GP issues and business 

environment. As part of its GP e-referral 

project, also known as the Argus S2S project, 

GPs in the Gippsland region can now refer 

consumers to Community Health Services 

through electronic secure messaging, a system 

developed through a partnership between the 

Primary Care Partnership, the Gippsland PHN, 

Latrobe Community Health Service and GP 

practices.

The project essentially created a “bridge” 

that enables two different secure messaging 

systems. Without this bridge secure electronic 

information exchange between GPs and 

community health would not be possible in 

Latrobe.

Northern Territory PHN: After 
Hours Primary Health Care 
Program
The Northern Territory PHN recently brokered 

a partnership between the After Hours Primary 

Health Care Program, the Central Australia 

Health Service (CAHS) and the Central 

Australian Aboriginal Congress Aboriginal 

Corporation (Congress) to deliver after hours 

primary healthcare in Alice Springs.

The service is operated by Congress and 

employs GPs from a variety of sources including 

Congress, the Alice Springs Hospital and the 

three local GP practices. In this partnership, 

CAHS supports Congress by providing the 

premises, fixtures and furnishings free of 

charge to allow the service to operate from 

the Alice Springs outpatient clinic located 

directly adjacent to the Alice Springs Hospital 

Emergency Department. Utilising this hospital 

location is cost-effective and appropriate given 

the established culture of presenting to the 

hospital for urgent and non-urgent care during 

the after hours period. The service is bulk 

billing, with the exception of non-Australian 

residents.

Contact: Le Smith, Acting Executive Manager 
Health Programs, at: le.smith@ntphn.org.au

Western Sydney PHN: 
HealthPathways Western Sydney
A collaboration between WentWest, Western 

Sydney PHN, Western Sydney LHD and 

The Children’s Hospital at Westmead, 

HealthPathways is a web-based information 

portal supporting primary care clinicians to 

plan patient care through primary, community 

and secondary healthcare systems within 

Western Sydney. It is like a “care map”, 

intended as a means for all members of a 

healthcare team — whether they work in a 

hospital or the community — to be on the 

same page when it comes to looking after a 

particular person. 

HealthPathways is designed to be used at 

the point of care, primarily for GPs but is also 

available to hospital specialists, nurses, allied 

health and other health professionals within 

Western Sydney. 

Western Sydney PHN: Western 
Sydney Diabetes Prevention and 
Management Initiative 2013–18

Western Sydney is a diabetes hot-spot, and 

in response to this growing problem, Western 

Sydney Local Health District (WSLHD) and 

Western Sydney Medicare Local now Primary 

Health Network (WSPHN), brought together 

multi-sector partners in a whole of district 

approach. They are translating the National 

Diabetes Strategy and Action Plan into their 

local environment in an innovative way. This 

“whole of district” approach will enable 

coordinated healthcare between general 

practitioners, hospitals, allied health and 

specialists.

The strategy has the following four goals:

• increase the proportion of the healthy 

population to slow the progression toward 

being at risk of Type 2 diabetes;

• identify people at high risk of Type 2 

diabetes and coach them to reduce 

weight and adopt healthier lifestyles;

• prevent and slow the progression of 

complications for those suffering from 

diabetes; and

• help patients with Type 1 diabetes better 

manage their disease.  ha  
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Nourishing Australia’s  
ageing population
The number of people in Australia aged 65 and over has more 
than tripled over the last fifty years, rising to 3.4 million in 
20141 (over 14% of the population). The most commonly 
reported condition+ affecting half of all people aged 65 and 
over2 is arthritis.

Over the next several decades, population ageing is projected 
to have significant implications for Australia’s economic, 
infrastructure, social and health needs.

Unfortunately, Australia’s oldest demographic segments are 
often overlooked when it comes to nutrition and to packaging 
design. Hard-to-open food packaging is not uncommon, 
especially in facilities which cater to elderly people with fine 
motor skill difficulties. This represents a source of frustration 
for patients and a barrier to nutrition.

Introducing SPC ProVital
The SPC ProVital range of high quality, portion control fruit 
cups has been specifically designed by SPC in collaboration 
with healthcare professionals. The new range aims to provide 
an accessible and nutritious fruit snack to patients with fine 
motor skills difficulties and/or difficulty swallowing.

Key features of the SPC ProVital portion control fruit cups 
include:

√  100% Australian fruit*

√   Portion controlled to deliver one serve of fruit
√   Clear instructions for opening 
√   A textured and lengthened pull tab for easier grip
√   Optimised seal to reduce opening force
√   Decagon shape for easier grip
√   Smaller grip span for easier hold
√   Easy to locate and read best before date
√   Extra-large font for improved legibility

The SPC ProVital packaging is recyclable and the design 
creates less wastage and improved nutrition as patients 
are able to access their food more easily. Portion controlled 
accessible packaging offers cost savings and efficiency within 
the healthcare system, eliminating or dramatically decreasing 
indirect costs such as time to serve, product double handling, 
cost of container, storage, waste, cleaning, labelling.

Professor David 
Hunter, arthritis 
expert and Head of 
the Rheumatology 
Department, Royal 
North Shore Hospital  
in Sydney: 
“The impact of musculoskeletal 

diseases like osteoarthritis pose a huge health burden to 
Australian society, second only to mental health.” 

 “Osteoarthritis of the hand is particularly common. Most 
of us take for granted the daily activities we use our hands 
for – tying our shoelaces, opening our food or using a knife 
or fork. To someone who suffers arthritis, these seemingly 
simple tasks can be incredibly difficult and painful.”

 “In a hospital or an aged-care facility, every meal should 
be an opportunity for patients to consume maximum 
nutrition. Encouraging new food delivery and packaging 
innovations is definitely a step in the right direction.” 

www.spc.com.au ‘SPC ProVital’ is a trade mark of SPC Ardmona. 

SPC ProVital packaging is recyclable 
and offers cost savings and efficiencies 
within the healthcare system:
√ Saves time and resources by reducing the time needed to  
 help people with their food

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

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

SPC ProVital is 
• An Australian Innovation
• Australian Made

• Australian Fruit* 
• Australian Quality

+excluding short and long-sightedness
 
References:
1.  Australian Institute of Health and Welfare 2015 (http://www.aihw.gov.au/ageing/)  
 Accessed 23 September 2015.
2. AIHW 2014. Australia’s health 2014. Australia’s health no. 14. Cat. no. AUS 178. Canberra: AIHW.

About SPC: SPC Ardmona has been committed to bringing premium packed fruit and vegetables to Australians 
for nearly 100 years. The company’s iconic food brands, Ardmona®, GOULBURN VALLEY®, IXL®, SPC® and 
TAYLOR’S® are strong performers in their product categories and are further developed and supported by 
continued investments in both marketing and product innovations. SPC Ardmona is owned by Australian-listed 
company Coca-Cola Amatil.

About SPC ProVital: SPC ProVital delivers a range of expertly tailored and nutritionally optimised fruit products 
to help you maintain vitality, health and wellness, while enjoying the delicious taste of Australian fruits.

*excluding the fruit salad which has imported pineapple 
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T he Australian Human Rights 
Commission reports that single 
elderly female households are at 
the greatest risk of poverty and 

experience the highest levels of persistent 

poverty.

A 2015 cross-party motion by Senators 

Jenny McAllister (Labor), Sean Edwards 

(Liberal) and Larissa Waters (Greens) was 

supported by the Senate meaning that the 

Senate Economics References Committee will 

investigate, among other issues, a 46.6% gap  

in superannuation at retirement between  

men and women.

Australia has a sophisticated retirement 

system but it is designed to reward those 

with unbroken careers. Women typically 

move in and out of the workforce, face wage 

discrimination, and live around five years 

longer than men, leaving a stark gender gap  

in retirement incomes. In Australia at least, 

women are financially penalised for taking on 

unpaid caring responsibilities. 

HESTA, the superannuation fund dedicated 

to the health and community services sector, 

strongly supports the need for investigation 

in this issue. Investigation that goes beyond 

individual actions that women can take to 

improve their retirement outcomes and looks 

instead on the structure of the retirement 

system and if it is providing a fair playing field.

HESTA is an industry superannuation fund 

with more than 800,000 members, and over 

80% of these members are women. They 

manage just over $32b of retirement savings. 

The typical HESTA member is well known 

to Australia. She is skilled, vocationally-

driven, and will spend time out of the paid 

workforce to care for others. She is currently 

43 years old and has around $16,000 in 

her super account. In its submission to the 

inquiry into the economic security of women 

in retirement, HESTA outlines the drivers of 

inequity in the typical member’s life and how 

this accumulates to negatively impact her 

retirement savings. The HESTA submission to 

the inquiry notes:

Because of our traditional industry  

base our members are: 

1. More likely to live for five years 

longer than an average Australian 

male.

2. More likely to suffer the 

inconsistencies and discrimination of 

the gender pay gap. 

3. More likely to take time out of the 

workforce on periods of unpaid 

leave.

4. More likely to be at risk of poverty 

in retirement. 

Our mission is to make a real difference 

in the retirement outcome of every 

member. Creating a more equitable 

superannuation system will make a 

real difference to HESTA members. We 

regard this as unfinished business that 

deserves a policy focus for completion.

The HESTA submission analyses a typical 

member’s working pattern to model what 

career breaks will mean to an individual’s 

overall retirement balance. Other drivers 

are acknowledged, but the case is made that 

time out of the workforce to raise children 

and care for others must be valued if the 

retirement system is to be considered fair.

HESTA also looks at the impact of the 

impending removal of the Low Income 

Superannuation Contribution (LISC) on the 

retirement outcome of women. This measure 

was put in place to ensure that low income 

earners are not unduly penalised for using the 

superannuation system through the taxation 

Ensuring 
economic 
security for 
women in 
retirement
HESTA’s submission to the Senate 
Economics References Committee

IN DEPTH
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rules. It is proposed that this will be removed 

in 2017, and HESTA says that the LISC is 

fundamental to an equitable system for low 

income earners — most of whom are women. 

The HESTA submission notes:

The LISC provides some structural equity 

to 3.6 million Australians including 

over 2 million women. If removed as 

scheduled in 2017, those earning less than 

$37,000 on marginal tax rates of 15% or 

less would miss out on rebates up to 

$500 in their super accounts. Losing this 

fairness rebate would leave around 

1 in 3 Australian workers worse off, 

with disproportionate impacts felt in 

regional and rural communities, and on 

women everywhere. We estimated in the 

2012-13 financial year that this would 

unfairly impact more than 280,000 HESTA 

members, who would have seen their 

retirement savings reduced by up to 

$27,000 if the rebate was removed.

The third focus of the HESTA submission 

is on an administration “tradition” known 

as the $450 threshold. This is the amount of 

wages under which the employer does not 

need to pay superannuation. HESTA argues 

that this is a threshold that no longer needs 

to exist as electronic payment methods used 

mean there is no undue burden on employers 

that correlates to the amount the employee 

is earning. It is not known how many women 

this will impact but the potential recipients 

include those who could be working across a 

number of employers as discussed in the HESTA 

submission:

Consider our nurse, on returning to work 

she decides to take irregular shifts 

across three health providers. She earns 

the following in one month: 

• $360 from a pathology lab where she 

works drawing blood samples.

• $420 from a hospital filling in a night 

duty shift. 

• $445 from a GP clinic where she 

taught first aid. 

Her total gross monthly pay is $1,225. Her 

total superannuation contribution for that 

month is $0. Three different employers, 

all under the $450 threshold for the 

month therefore none of these made a 

contribution to her superannuation.  

HESTA recommends the following changes to 

the structure of the superannuation system to 

promote fairness for women:

1. Commitment to keep the Low Income 
Superannuation Contribution measure 

2. Removal of the $450 threshold 

3. Valuing of the unpaid caring roles at 
the time they are performed. 

Submissions to the inquiry have now closed 

and hearings are taking place across the 

country, the HESTA submission and others 

can be accessed here: www.aph.gov.au/

Parliamentary_Business/Committees/Senate/

Economics/Economic_security_for_women_in_

retirement/Submissions

This information is provided by H.E.S.T. 
Australia Ltd ABN 66 006 818 695 AFSL 
235249, the Trustee of Health Employees 
Superannuation Trust Australia (HESTA) ABN 
64 971 749 321. Before making a decision 
about HESTA products you should read the 
relevant Product Disclosure Statement (call 
1800 813 327 or visit hesta.com.au for a 
copy), and consider any relevant risks (hesta.
com.au/understandingrisk).

‘Raise Your Hand to Health’ by Nazareth College. Image 
sourced from Flickr (CC BY 2.0: https://flic.kr/p/7mTc8J.
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T
he Australian 

Healthcare and 

Hospitals Association 

(AHHA) is an 

independent national peak  

body advocating for universal 

and equitable access to high 

quality healthcare in Australia.

With almost 70 years of 

engagement and experience 

with the acute, primary and 

community health sectors, the 

AHHA is an authoritative voice 

providing: strong advocacy 

before Ministers and senior 

officials; an independent, 

respected and knowledgeable 

voice in the media; and a 

valued voice in inquiries and 

committees. 

By becoming a member of 

the AHHA, you will gain access 

to AHHA’s knowledge and 

expertise through a range of 

research and business services.

The Deeble Institute for 

Health Policy Research was 

established by the AHHA 

to bring together policy 

makers, practitioners and 

researchers to inform the 

development of health policy. 

In joint collaboration with 

our university partners and 

health service members, the 

Institute: undertakes rigorous, 

independent research on 

important national health 

policy issues; publishes health 

policy Evidence Briefs and Issue 

Briefs; conducts conferences, 

seminars, policy think-tanks 

and workshops; and helps 

policymakers, researchers and 

practitioners connect when  

they need expert advice.

The AHHA’s JustHealth 

Consultants is a consultancy 

service exclusively dedicated to 

supporting Australian healthcare 

organisations. Drawing on 

the AHHA’s comprehensive 

knowledge of the health sector, 

JustHealth Consultants provides 

expert skills and knowledge in 

areas including: corporate and 

clinical governance training; 

strategy and business planning 

advice; organisation design and 

improvement; health services 

planning and program evaluation; 

and board induction training.

In partnership with the LEI 

Group, the AHHA also provides 

training in “Lean” healthcare 

which delivers direct savings to 

the service provider and better 

outcomes for customers and 

patients. 

To help share important 

developments across these 

various health research, policy 

and training spheres, the AHHA 

publishes its own peer-reviewed 

academic journal (Australian 

Health Review), as well as this 

health services magazine (The 

Health Advocate).

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

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

FROM THE AHHA DESK

ha

experience * knowledge * expertise * understanding

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

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

responsibility for governance 

including the strategic direction 

and operational efficiency of the 

organisation, the protection of 

its assets and the quality of its 

services. The 2015-2016 Board is:

Dr Paul Dugdale
ACT Health (Chair) 

Dr Deborah Cole 
Dental Health Services Victoria 

Mr Walter Kmet 
Wentwest, NSW 

Prof Gary Day 
Griffith University, Qld

Mr Adrian Pennington 
Wide Bay Health and Hospital 

Service, Qld

Mr Nigel Fidgeon
Merri Community Services, Vic

AHHA National 
Council
The AHHA National Council 

oversees our policy development 

program. It includes the AHHA 

Board as well as a range of 

members. The full list of Council 

members can be found at:

http://ahha.asn.au/governance

Secretariat
Ms Alison Verhoeven 

Chief Executive

Mr Murray Mansell  

Business & Finance Director 

Dr Linc Thurecht 

Research Director

Mr Krister Partel 

Advocacy Director

Ms Susan Killion 

Deeble Institute Director

Ms Yasmin Birchall  

JustHealth Project Manager

Ms Lisa Robey 

Marketing & Engagement Manager 

Ms Kylie Woolcock 

Policy Manager  

Ms Sue Wright 

Office Manager

Mr Daniel Holloway  

Web /Project Officer 

Mr Matthew Tabur 

Administration Officer,  

Deeble Institute

Ms Cassandra Hill 

Administration Officer, AHHA

Mr Adam Vidler 

Communications Officer

Australian Health 
Review
Australian Health Review is the 

journal of the AHHA. It explores 

healthcare delivery, financing 

and policy. Those involved in  

the publication of the AHR are:

Prof Gary Day 
Editor in Chief

Dr Simon Barraclough  
Associate Editor, Policy

Prof Christian Gericke 
Associate Editor, Models of Care

Dr Linc Thurecht 
Associate Editor, Financing  

and Utilisation

Dr Lucio Naccarella 
Associate Editor, Workforce

Ms Danielle Zigomanis  
Production Editor (CSIRO Publishing)

AHHA Sponsors
The AHHA is grateful for the 

support of the following 

companies:

• HESTA Super Fund

• Good Health Care

Other organisations support  

the AHHA with Corporate, 

Academic, and Associate 

Membership.

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

Postal address 
PO Box 78 
Deakin West ACT 2600

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

Editorial enquiries
Adam Vidler  
T: (02) 6180 2815  
E: avidler@ahha.asn.au

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

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

The views expressed in The Health 

Advocate are those of the authors 

and do not necessarily reflect the 

views of the Australian Healthcare 

and Hospitals Association.

ISSN 2200-8632

More about  
the AHHA
Who we are, what we do, and where  
you can go to find out more information

FROM THE AHHA DESK
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oxfam.org.au/closethegapday

We all deserve the chance to be healthy; and you can help make this happen. 

Ten years into the campaign for Indigenous health equality, Aboriginal and Torres Strait 
Islander health outcomes are improving. The support of people like you is helping make that 
difference. But we still have a long way to go to close the gap entirely by 2030.

National Close the Gap Day is your opportunity to keep the pressure on government and 
ensure we achieve health equality within a generation.

Find out more and register your activity in support of health equality for all Australians. 

We need you: register for National Close the Gap Day, Thursday 17 March 2016.

support Indigenous health equality
Support health equality for Alyssa,

YOU CAN


