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Recognising
outstanding achievements
It’s said that small acts
can make a big difference.

Members of the public and those working
in health and community services can
nominate a Nurse of the Year. Nominations
for the Outstanding Graduate Award must
come from Graduate Nurse Coordinators,
while leading-edge nursing teams can selfnominate for the Team Innovation Award.

This is certainly true when it comes to
the HESTA Australian Nursing Awards,
with each person nominated receiving
a certificate of recognition.
“This gesture is an important part of
the HESTA Australian Nursing Awards,”
says HESTA CEO, Anne-Marie Corboy.
“Recognition plays a vital role in
rewarding professional achievement.
“A certificate lets all those who’ve
been nominated know their work
is appreciated.”
A $30,000 prize pool — generously
provided by ME Bank — will be shared
among the winners in three award
categories: Nurse of the Year, Outstanding
Graduate and Team Innovation.

Nominate now
Nominations are now
open for the 2015 HESTA
Australian Nursing Awards.

“It’s a great opportunity for patients,
their families, colleagues or employers
to say ‘thank you’, and to tell the
community about Australia’s exceptional
nurses and midwives,” Ms Corboy says.

Winners will be revealed at
the Awards dinner, where
all finalists will celebrate
with their colleagues,
friends and family.

“The achievements of Australia’s
remarkable nursing professionals
are inspirational, courageous and
innovative — and our awards are
an avenue to share their stories.”

HESTA is the super fund
for health and community
services, with more than
800,000 members and
$29 billion in assets.

HESTA CEO, Anne-Marie Corboy

More people in health and
community services choose
HESTA for their super.

ation
a nomin
e
k
a
m
To
d out
or to fin t the
bou
more a
visit
r
awa ds
.au

m
ards.co
w
a
a
t
s
e
h

Proudly presented by:

Generously supported by:

Left to right, 2014 winners: Zoe Sabri (Outstanding Graduate), Steve Brown (Nurse of the Year)
®
¯
and Prof. Jeanine Young representing the Apunipima Pepi-pod
Program (Team Innovation).
Read their stories at hestaawards.com.au
H.E.S.T. Australia Ltd ABN 66 006 818 695 AFSL No.235249 Trustee of Health Employees Superannuation Trust Australia (HESTA) ABN 64 971 749 321.
Terms and conditions apply, see hestanursingawards.com.au for details.
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Want to join the debate on
federalism and health?
With the Commonwealth Government initiating
a process to reform the federation, the AHHA is
hosting a Think Tank to examine the implications
for the delivery and funding of healthcare
services in Australia.

In addition, political leaders including the Hon.
Catherine King, Shadow Minister for Health, and
Senator Richard Di Natale, Greens spokesperson
on health, will provide counterpoints to the
political aspects of the process.

Topics to be discussed and debated will include:

The Think Tank on Reform of the Federation and
Health will take place on 16 March 2015 at Old
Parliament House, Canberra.

•

Subsidiarity, national interests, accountability
and the healthcare system: roles and
responsibilities of government;

•

Equity, efficiency and effectiveness in the
healthcare system: reform of the federation
and the patient journey; and

•

Durability and fiscal sustainability:
federation, health and reform of the tax
system.

Leading thinkers and senior contributors to
the reform process will be participating in
the discussion providing a broad range of
perspectives.
4
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For more information or to register for the event,
visit www.ahha.asn.au or contact the AHHA at
admin@ahha.asn.au or on (02) 6162 0780.
Please note that limited places are available.

VIEW FROM THE CH AIR

paul DUGDALE

Chair of the Australian Healthcare
and Hospitals Association (AHHA)

Reform of
Federation
Some thoughts on health policy implications

A

ustralia is a federation, and the

development of the health system to a much

Australian health system is both

greater degree than in the pre-war period.

a national and state system,
with major and overlapping roles

There is no going back from the
Commonwealth Government’s responsibility

currently for both levels of government and

for ensuring the adequate financing of the

for the private sector. The health system

public health system. Since 1972, no party has

would be much the worse without major roles

won national government without promising

for both these levels of government. Some

to maintain and support free public access

previous reviews of the health system have

to Australia’s public hospitals for everyone

started from the presumption that its federal

based on medical need. It runs counter to

nature is a weakness to be overcome rather

the logic of our federal constitution for the

than a strength to be recognised and built

Commonwealth to attempt to shift the burden

upon. This white paper development process

of responsibility to the states for raising the

provides an opportunity to consider how both

finances necessary to fund an effective public

tiers of government can most effectively

health system. It is therefore welcome that the

operate together in the provision and funding

development of the white paper on federation

of healthcare to all Australians.

is also being coordinated with the white paper

The Commonwealth Government currently
has a large role in ensuring adequate funding

on reform of Australia’s tax system.
There are many areas in the health system

for the health system. This is fundamentally

where clarity of roles and better cooperation

because of the taxation and corporate

between Commonwealth and state and

regulation powers the Commonwealth

territory governments, and the private sector,

received from the states and territories in

could improve the health system and our

the act of federation. Up until the Second

patients’ experience of it.

World War, these powers were relatively less
important for the health sector than they

The AHHA will contribute to this process
with our Think Tank on Reform of the

are today, because of
the relatively smaller
size of the health
sector in the economy
and the smaller role
of government in its
operation. Since then,
Australia — like all

Federation and

There is no going back
from the Commonwealth
Government’s responsibility
for ensuring the adequate
financing of the public
health system.

other OECD countries —

Health to be held in
March. This event
will bring together
representatives
from a broad crosssection of interests
associated with the
Australian healthcare

has greatly expanded the role of government

system including representatives from all

in the organisation, financing and regulation

tiers of government, primary and acute care

of the health sector, to the enormous

organisations and academics to explore these

benefit of the nation. This has required the

important issues. I look forward to discussing

Commonwealth Government to exercise

these issues with AHHA members and other

its financing and regulatory powers for the

interested parties at the think tank.

ha
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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

Co-payment issue shows
consultation critical in
health system reform
In mid-January, the AHHA welcomed the
Commonwealth Government’s decision to
abandon the GP co-payment ‘Mark 2’ and its
plans to change MBS rebates for doctor visit
times.
Acting AHHA Chief Executive Andrew
McAuliffe said that while the decision not
to proceed with these contentious changes
is welcome, the Government must consult
widely across the healthcare system before
progressing any future reforms to the
Medicare system.
“The government’s concern about costs
in the health system should be focused on
improving efficiencies and quality and not

Reform of the Federation:
an opportunity for better
healthcare

with the Minister regarding any new

Global coalition marks
first ever Universal Health
Coverage Day

proposals. Any proposed change must

On 12 December, the AHHA joined more than

responsible for the funding, policy,

500 global partners in marking the inaugural

regulation and delivery of services in the

Universal Health Coverage (UHC) Day.

health sector in Australia? This is one

merely shifting the cost burden to consumers,
doctors and those most in need of ongoing
care,” Mr McAuliffe said.
“We are looking forward to consultations

contribute to a stronger primary healthcare
system and not impact negatively on the
vulnerable and those most in need.”

“The AHHA shares the principles of UHC

of the questions posed in the Reform of

Day in advocating for universal and accessible

the Federation White Paper: Roles and

healthcare, and we hope to help spread

Responsibilities in Health that was released

awareness of this campaign throughout

by the Commonwealth Government in mid-

Australia,” said Acting AHHA Chief Executive,

December.

Andrew McAuliffe.
“We believe that sharing best practice

The Health Advocate • FEBRUARY 2015

“For too long, the fragmentation of
responsibilities between different levels of

information and knowledge will play an

government has contributed to inefficiencies

essential part in achieving this goal and,

in the health system,” said Acting AHHA

as such, the AHHA can play a valuable role

Chief Executive, Andrew McAuliffe. “Multiple

in promoting more equitable and efficient

funders and service overlaps and gaps result

healthcare delivery, not just in Australia but

in confusion and makes the system difficult

around the world.

for consumers to navigate.

“The campaign states that ‘every person,

6

Which level of government should be

“Reducing uncertainty and streamlining

everywhere’ should have access to quality

responsibilities will undoubtedly improve

healthcare and, with many barriers to care

the efficiency of the health system, which in

still existing in Australia, there is clearly

turn will help address health inequalities and

much work to be done.”

improve health outcomes for all Australians.”

FROM THE A HH A DESK

No happy new year for
children’s dental care
Public dental services and patients across
the country remain in the dark about
ongoing access to funding through the
Child Dental Benefits Schedule, beyond
30 June 2015.
The Child Dental Benefits Schedule
(CDBS), introduced in January 2014, provides
financial support for basic dental services for
children aged between 2 and 17 years who
receive, or whose family or carer receives,
selected government benefits such as Family
Tax Benefit Part A.
The CDBS benefit can be used to access
oral health care in either the private or
public sector, however in line with Schedule
2 of the Dental Benefits Rules 2013, access
through public sector services will cease at
30 June 2015.
The concern from the AHHA’s Chief
Executive Alison Verhoeven is that there
has been no indication of how the trial will
be evaluated and whether funding will be
available beyond June.
“Waiting lists for dental services have
been reduced significantly across the country
over the past year but the combination of
the delayed implementation of the National
Partnership for Adult Public Dental Services
with the possible cessation of public sector
access to the CDBS means that those
improvements are likely to be short lived.”

Ten steps towards better
integrated healthcare
When faced with structural or broad policy

discusses outcomes from an Integrated Care

there were shared ideals. The common

change most parts of Australia’s health system

Simulation held on 23 October 2014 which

theme across all responses throughout the

tend to focus on what it will mean for them,

tested three potential policy initiatives.

Simulation was that we all want a high-

rather than taking a comprehensive view,

The Simulation made clear the need for

performing health system that looks after

according to findings released late November

broad consultation and communication on

us all. “The challenge lies in meeting that

2014 by the AHHA. The report, Integrated

change in health policy.

expectation,” said AHHA Chief Executive,

healthcare: policy pathways and pitfalls,

Despite the diversity among participants,

Alison Verhoeven.

ha
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Getting your hands on The Health Advocate just got a whole lot easier...
The Australian Healthcare and Hospitals Association’s health service
magazine is now available as an ePub.
To get the latest healthcare stories and analysis at the tip of your finger,
visit www.ahha.asn.au/publication/health-advocate and pick up your
free download now.

Healthcare
in brief

The latest health news
in your inbwx free of
charge every week.
Subscribe here:
www.ahha.asn.au/publication/ahha-e-healthcare-brief
8
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CHIEF E XECUTIVE UPDATE

ALISON VERHOEVEN
Chief Executive
AHHA

Looking forward,
looking back
A review of some of the major health policy issues
of 2014 and an overview of some of the AHHA’s
upcoming activities for 2015

T

he year 2014 will certainly be

making. “Scenario Generator” is described

very active in 2015 delivering training

remembered as the Year of the

as a product that allows non-technical

and education programs which have

Co-payment — versions 1 and 2.

people to test the impact of system changes.

demonstrated success in improving health

While the Abbott Government’s

Evidence to date would suggest that the

service efficiency to clinicians, managers

software must still be in the box.

and directors.

intention to adopt co-payments for primary
care services was telegraphed via the

The Strategic Policy Advisory Group

This active and practical approach will

Commission of Audit and numerous leaks

minutes also reveal that a presentation by

underpin our policy engagement with the

and rumours in the lead up to the May 2014

Associate Professor Ian Scott attended by

new Minister for Health, the Hon. Sussan Ley,

Budget, it is clear that the Government

officials from the Department of Health

and the new Secretary for the Department

did not anticipate the response from the

stimulated interest in addressing the use of

of Health, Martin Bowles, as we promote

health sector and consumers, with vigorous

no/low value interventions. Professor Scott’s

the double win of improved efficiency and

campaigns across the community opposing

presentation was subsequently published

patient outcomes as a sensible and sustainable

the plans. The subsequent back-pedalling

in the AHHA journal, the Australian Health

alternative to the Abbott Government’s

by the Government, and the pre-Christmas

Review (www.publish.csiro.au/paper/

current approach to managing health costs

scrapping of version 1 and replacement by

AH13248.htm).

by shifting them to patients and clinicians.

an equally unwelcome version 2, has brought

Other options identified by the Strategic

As leaders in the national conversation on

health policy to the centre of the political

Policy Advisory Group to address no/low

the shape of Australia’s health system, we

agenda for 2015.

value interventions included the Choosing

will also be focusing on federalism and health

Throughout the co-payment debate

Wisely program.

funding at our March

and associated campaigning, the AHHA

While there has been

repeatedly called for the Commonwealth

no apparent action

to release details of the modelling that had

by the Department

been done to inform the co-payment policy

of Health to date,

development and to reveal the impact on

the AHHA — in

consumers. Despite resorting to Freedom of

collaboration with

Information (FOI) requests for information,

NPS MedicineWise and

none was ever released, chiefly on the

medical colleges —

grounds that the required data development

will be championing

work had not been undertaken. Interestingly,

this program in

minutes from meetings of the Department

2015 as a practical

of Health’s Strategic Policy Advisory Group,

clinician-driven approach to reducing

Congress in Chicago and a study program

which were released under FOI, reveal that

unnecessary expenditure and to improve

at the Harvard School of Public Health in

in February 2014, the department purchased

patient and system outcomes.

October. The latest updates on our advocacy,

modelling software “Scenario Generator”, a

The AHHA will be very
active in 2015 delivering
training and education
programs which have
proven success in
improving health service
efficiency to clinicians,
managers and directors.

Together with our existing Lean Thinking

think tank in Canberra;
working actively with
our members during the
transition from Medicare
Locals to Primary Health
Networks; and engaging
internationally with
health leaders through
participation in the
International Hospital
Federation World

research, events and programs are available

simulation model of health system pathways,

in Health programs, new Clinical Practice

in our e-newsletter, Healthcare in Brief, with

capacities and flows, developed by the UK

Improvement workshops and a series of

free subscriptions available at: www.ahha.

National Health Service to inform decision

governance webinars, the AHHA will be

asn.au/publication/ahha-e-healthcare-brief

ha
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IN DEPTH

ANDREW MCAULIFFE

Executive Director / Chief of Staff
AHHA

Leading the way
in low carbon
transformation
A discussion by the health sector about
accelerating progress towards sustainable
healthcare and hospital practices

T

he third annual Greening the

sustainability and enabling behaviours

Koowerup is that, for real action to be taken

Healthcare Sector Think Tank,

(including supporting PhD students and

on sustainability, rural health service providers

co-hosted by the AHHA and

developing formal education programs);

(particularly hospitals) need to engage with

the Climate Health Alliance

• developing a communication plan that

(CAHA) in partnership with the Global

includes a range of tactics (intranet,

Green and Healthy Hospitals network in

web pages, online and face-to-face

October 2014, provided an opportunity

education);

for healthcare workers and policymakers
around sustainability. They discussed case
studies of change, as well as national and
international opportunities for collaboration.
More broadly, they contributed to the
wider debate of how to accelerate progress
towards sustainable healthcare and hospital

In encouraging greater engagement

tanks, installing bike parking, recycling

& Healthy Hospitals (GGHH) Global

cartridges and pallets, retrofitting lights;

Community Manager, Nick Thorp,

and

encouraged health workers to become a

the behaviours they have
committed to following.

areas of interest were the engagement of
management and staff, waste and utility
management, and data management and
reporting.
Chris Hill of Mater Health Services, gave
a presentation on the organisation’s progress
towards achieving sustainability and engaging
staff. The key factors for success that were
outlined were:
• having the support of top management
and embedding a culture of sustainability
so it becomes business as usual;
• developing partnership links between
universities and researchers to study

10

While partly focusing on staff
engagement, Terrona Ramsay
and Aileen Thoms of Koowerup
Regional Health Services, spoke
about how to embed sustainability
into country Australia through
a broad approach to health

member and join the GGHH community of
hospitals and health systems. To date,
GGHH includes more than 4,500 hospitals

there is organisational support for

peak bodies to state government health
universities and advocacy groups. Key

doesn’t do.
in environmental issues, Global Green

from hospitals, healthcare services and
departments, professional associations,

board that is prepared to take risks and do

such as: reducing printing, using water

towards sustainable practices that

Participants at the event ranged

health campaigns — and to have an innovative

tangible actions (particularly on waste)

• ensuring that when staff take a pledge

practices.

art and music festivals, recycling programs and

what a “normal” hospital

• engaging staff through easy wins and

to share their knowledge and experiences

their local community — through the likes of

and 9,000

Key areas of interest
were the engagement
of management and
staff, waste and utility
management, and
data management
and reporting.

which takes into account the

health centres
worldwide.
Their aim is
to develop
a creative
community for
their members
where they
can share
innovation

sustainability of both the health organisation

and positive outcomes. Members focus on

and of the broader community. A large part

two areas, such as waste and recycling,

of the program’s success has been its shift

energy efficiency, green buildings, chemical

from a medical model of health to a social

efficiency.

model of health, and employing a full time

In focusing on a couple of specific areas,

health promotion officer (a position that

Deakin University’s Trevor Thornton

most other health service providers have yet

outlined the two main considerations of

to explore). The overall lesson learned from

water and waste management for hospitals:

The Health Advocate • FEBRUARY 2015

to manage correctly what you have and to

regards to the benefits of leveraging existing

new data management system implemented

avoid and reduce waste as much as possible.

experiences in environmental sustainability

in Victoria, in contrast, is able to accept

To manage waste correctly, Trevor said

in the healthcare sector. This can be done

data direct from resource retailers and this

that good data is needed, and it needs to be

with both “hard” (energy and water) green

data is automatically validated. This means

shared accurately and easily. To avoid and

benchmarks as well as “soft” (indoor air

that reports are easily generated and that

reduce waste, he said the waste must first

quality) green benchmarks. Collating these

data is more detailed and timely. As energy

be segregated. This will ensure effective

efforts, he suggests, would be best explored

comprises a significant portion of hospital

recycling of materials and provide better

through the development of a national tool

expenditure, having this kind of up-to-date

understanding of what is actually being

to help pick out best performers and factors

information is critical for the development

used and unused
— such as food
not eaten by
patients — which
can then help
reduce waste in the
first place. Such
audits of waste,
Trevor suggested,
can be carried
out by external
contractors if
necessary to help
hospitals meet

that underpin why certain

There needs to be
more widespread
executive support for
sustainability, more
communication of ideas
and successes, as well
as greater support
for sustainability in
healthcare as a
priority issue.

their sustainability goals.

and management of sustainability goals.

processes and programs work.

Aside from all of the issues around

One example of effective

sustainability that were presented, and

change that could be included

the opportunity to share knowledge and

in such a national tool

network with other participants, one of the

was described by Tiernan

most important aspects of the Think Tank

Humpreys from the Victorian

was that it raised awareness of greening

Department of Health.

healthcare issues amongst broader healthcare

In providing a snapshot of

stakeholders.

Victoria’s environmental data

Increased engagement is fundamental for

management system, Tiernan

future progress in this area, and will be made

suggested that, to date,

much easier with a broader shift towards a

there has been a laborious

social model of health. As the presenters

and inefficient use of data

highlighted, there also needs to be

— with a lot of manual data entry across

more widespread executive support for

the system, inconsistent and duplicated

sustainability, more communication of ideas

Bunting from the Australasian Health

reporting, and limited visibility of resource

and successes, as well as greater support for

Infrastructure Alliance described with

use as data is only validated annually. The

sustainability in healthcare as a priority issue.

Outside help can be very useful, as Rob

ha
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IN DEPTH

Impacts of climate change
on public health in Australia
An overview of research by Deeble Scholar Tony Walter

T

he AHHA was pleased to launch

costs if current strategies for healthcare are

resilient populations, collecting enhanced

a paper by 2014 Deeble Institute

inadequate.

surveillance data and developing monitoring

Successful advocacy of new policies and

Summer Scholar Tony Walter,

indicators.

practices by credible and influential groups

This approach must be based on:

University, at its October Greening the Health

must use language which can be understood

Sector Think Tank.

by the people who are to be influenced. This

• providing sound scientific evidence

a Masters candidate of Griffith

In his paper, Tony outlined the results
of his research on the impacts of climate

advocacy must be supported by reliable
evidence.
Climate-related catastrophes (droughts,

change on public health. The Issues Brief,

floods, cyclones,

Impacts of climate
change on public
health in Australia:
Recommendations
for new policies
and practices for
adaptation within the
public health sector,
provides information
and recommendations
relevant to assessing
the potential impacts
of climate change
on public health in
Australia, as well

To understand how we
can minimise vulnerability
of individuals and
communities to climate
change we must identify
those populations which
are most at risk, including
those for whom climate
change will act as a stress
multiplier for existing
public health problems.

as guidelines for

other storms,
bush fires) occur
frequently in
Australia. The

and
• re-orienting the public health sector
towards greater comprehension and
use of ecological understandings and
approaches.
Politicians, health bureaucrats and
other interested parties must formulate

variability in the

comprehensive, coherent policies to address

incidence and

the direct and indirect impacts of climate

severity of such

change on public health, including allocation

phenomena

of appropriate financial resources as part of

present a

a National Plan for Health in Responding to

challenge to

Climate Change.

scientists to

The National Health and Medical Research

discover and

Council should be tasked with ensuring

demonstrate

coordinated, comprehensive funding to

any correlations

support research into the health impacts

between the catastrophes and the slow

various impacts.

changes of climatic indices due to climate

The immediate and longer-term impacts of

taking preventive or responsive action;

demonstrably high

decision-making in responding to these

change.
Public health organisations must start

climate change have the potential to affect

for predicting the likely outcomes and

of climate change.
Research organisations and health
institutions must collaborate to develop
cost-effective, long-term, longitudinal

Australian health and social environments

to develop alternative, more effective,

studies on the impacts of climate change

seriously and, as such, demand and deserve

practices to manage the complex issues

on the physical, biological and social

attention at all levels of government and by

related to climate change while continuing

environments that will affect Australian’s

agencies right accross the Australian health

to implement their traditional primary,

public health.

sector.

secondary and tertiary preventive models.

Advocates must develop proposals which

A new approach, based on ecological

demonstrate cost savings to government over

Policymakers are faced with pressing issues
of funding and delivering health services for

principles, will be required to navigate

three to six years, or one or two electoral

an ageing society with an ever increasing

through the complex and interrelating

cycles. Little will be achieved in the current

burden of chronic disease and expectations

health causes. The public health sector

fiscal environment if proposed policies and

of access to high-technology, high-cost

must strengthen existing approaches

practices will incur significant new budgetary

interventions. However, the impacts of

for effective climate change adaptation

expenses to governments or their agencies.

future climate change on public health may

strategies, including assessing regional

potentially generate very large healthcare

health risks to identify vulnerable and

12
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Managing the impacts of climate change
on public health will also involve several

other sectors, such as water, planning,

planned, evidence-based adaptations

building, housing and transport infrastructure.

into existing preventive activities. Useful

The public health sector must communicate

Appropriate institutions should work towards

methodologies might include:

concepts of risk, and develop strategies to

a multi-level, interdisciplinary and integrated
response to raise the importance of the
impacts of climate change on public health.
A comprehensive surveillance system
would monitor the inter-relationship of
environmental, social and health factors.
Observational studies are important to
monitor recent and present disease patterns
and incidences to inform modelling of future
disease patterns. They could also provide
baselines for environmental health indicators,

• a risk assessment approach such as
Health Impact Assessment (HIA);
• an appropriate range of Environmental
Health Indicators (EHIs);
• a “Driving force-Pressure-State-ExposureEffect-Action (DPSEEA) framework”; and
• a systematic ecological health
framework.
The opposite of vulnerability is resilience —

encourage greater resilience.
To understand how we can minimise
vulnerability of individuals and communities
to climate change we must identify those
populations which are most at risk, including
those for whom climate change will act as
a stress multiplier for existing public health
problems.
The health sector must communicate
climate change as a human health issue rather
than just an “environmental problem”. The

which can periodically be monitored and

our capacity to respond to challenging or new

focus should be on effective, realistic and

measured in order to inform program evaluation.

circumstances. The factors which encourage

sustainable solutions rather than problems

resilience needs to be better understood.

characterised as bleak and unresolvable.

The public health sector must integrate

ha

The Health Advocate • FEBRUARY 2015 13

BRIEFING

WALTER KMET
CEO
WentWest

The way forward
How the reorganisation of primary care in
Australia is providing new opportunities

I

n a period of reorganisation of the primary

we are able to meet increasing health

have incentives and make investments that

healthcare sector in Australia, and at a time

demands and their complexity using a health

encourage service providers to work together

when the focus for many is on tendering for

system built for another time.

as part of a system rather than compete and

Recent investments to improve the system of

new roles as larger Primary Health Networks

duplicate efforts; something which can only
be detrimental to patient-centred care.

and GP Regional Training Providers, it is timely

primary care through enablers such as eHealth,

to look at what outcomes may be possible from

health pathways, smarter commissioning

this process and into the future.

models and even integrated care show some

level, more work and leadership is needed

To make significant progress at this system

There is ample and growing evidence

promise but are yet to be fully realised. There

to define good quality general practice and

showing that maximising the potential of

is no reason that there these programs should

primary care and how it can achieve its

primary care and its role in the health system

not continue through the transition to Primary

potential in our contemporary health and

is a good investment. This is because primary

Health Networks as they will remain within

human service systems. We should not be

care is well placed to do what it does best;

the purview of these new structures, but

concerned that approaches may differ from

taking a patient-centred and whole-of-person

disruption to them will need to be minimised.

region to region. On the contrary, we should

approach to health, providing continuity of care

These investments improve the capacity

be concerned if our approaches are so rigid

and being a source for improved coordination

and capability of primary care and general
practice, ensuring they operate

of care. These
functions are
foundations for
better health
outcomes and
reduced costs by
improving the

The opportunity for
our primary health
care system to make
a difference has
never been greater.

effectiveness of

at the “top of licence”. They also

that responsiveness to local needs and an
ability to innovate are absent from what we do.
Finally, further thought needs to be given to

ensure that patients’ needs can be

governance and funding structures to support

met without shifting them to other

regional leadership and autonomy to address

parts of the system, improving

such issues as social determinants of health,

a range of patient outcomes and

health gap and access factors, and workforce

saving money at the same time.

challenges. Many workforce challenges will

This approach also makes an

require a long-term view to ensure we are

a person’s first and most common interaction

important contribution to better integrated

training medical and professional practitioners

with the health system: at the general

care by strengthening service provision for

of the future in new models of care, rather

practice and primary care level.

individuals and local populations by better

than reinforcing existing models that are not

understanding their needs.

fit for purpose. For example, learning about

However, these functions, largely captured

At a system level, an objective must be

within the definition of a Patient Centred

empathy, teamwork and using electronic

Medical Home, require a systematic approach

to break down the many barriers we have

health records should be core competencies

at the various levels of primary care, and

built over many decades. They include

as they all improve the quality and safety of

certainly more investment in primary care

our many service “silos” — which are often

patient care, as well as work satisfaction.

as a whole. This is against an expenditure

disease-centric — and a funding system which

backdrop which shows that the biggest and

encourages production of occasions of

system to make a difference has never been

fastest growing spending category in health

services not outcomes. Another barrier is

greater. This will require work at many

is hospitals, not primary care, according to

the absence of operational partnerships in

levels but perhaps most of all will require

the Menzies Centre for Health Policy. Putting

which organisational or corporate structures

leadership and investment in change; change

aside questions of overall health expenditure

— rather than patients — drive the behaviour

that results from adapting our current

sustainability, which have been the focus of

of service providers. At a primary care and

structure to one that enables our strategic

recent debate, the real question is whether

general practice level, this means ensuring we

challenges to be met.

14
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‘The greatest wealth is health. ~Virgil’ by
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Is it, or is it not?
Reflections on being a doctor with breast
cancer, by Elizabeth Pickup

‘Breast cancer reflection’ by Williami5. Image sourced
from Flickr
BY 2.0:Advocate
https://flic.kr/p/cepTSU).
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I

was 46 when I was diagnosed with breast

I would be all right for at least three years.

I’ve also figured I might live long enough to

cancer in March 2001. I found the lump

I have not seen him now for 13 years.

have to think seriously about superannuation.

in my left breast when I reached behind
to turn off the bed lamp and felt the

shooting pain.
With four of my patients diagnosed with

I have a special bond with my cancer
patients, especially those diagnosed with
same time as me. There is
one lady in particular, who

months, I kept feeling myself and thinking:

was diagnosed with breast

“Is it, is it not?”

cancer 30+ years ago, who

Six weeks later, I had an ultrasound with a

knows she is welcome to

needle biopsy that was positive — I had a very

come and see me every

aggressive small tumour, 13mm, with one

week. A mastectomy and

positive gland.

radiotherapy have left her
with a claw hand and she is

Monday morning, with a full day of patients

also a bowel cancer survivor

ahead of me. I kept working. I felt stupid

now. Life is not easy with

crying in front of a 20-year-old male patient

her ulcerated chest wall,

and, when he tried to help, I brushed my

but she is always optimistic

tears off with an explanation that I just heard

— perhaps with a little

some bad news. It’s just one example of the

dementia settling in (which

way in which so many of my patients also

helps!).

care for me as their doctor, much in the
same way I care for them.

mothers with

breast cancer around the

breast cancer within the previous few

I received the diagnosis at work on a

Last year, I diagnosed breast cancer in two
women, both in their mid-40s, who each had

Another HIV positive

I was still upset when
I went to have my
mammogram. “Now you
know what your patients
feel,” the radiology
receptionist said. I was
hurt by her throwaway
comment then but, in
hindsight, I’m not sure
if I should have been.
It is true; I am a better
doctor because of my
experience.

breast cancer.
Their MRIs
showed that
they both had
very small
(<5 mm
tumours) and,
after quibbling
about the cost
of the MRI, one
lady came back
to me and said
it was the best
$500 she had
ever spent.
But as a
doctor you can
never develop

patient with breast cancer
still visits me occasionally, and I enjoy

an ego. In 2000, I “failed to diagnose” lobular

mammogram. “Now you know what your

hearing about what she’s up to and how she

breast cancer in a 40-year-old woman with a

patients feel,” the radiology receptionist

continues to live a happy and fulfilling life; I

normal mammogram. I recall the dread I felt

said. I was hurt by her throwaway comment

was especially happy to hear she is currently

when I got Slater and Gordon’s letter asking

then but, in hindsight, I’m not sure if I should

completing a Masters degree.

for a copy of my patient’s file.

I was still upset when I went to have my

have been. It is true; I am a better doctor
because of my experience.
Three weeks after my mammogram, my

What these experiences have taught me
is that women are amazingly resilient.
My son won me a bouquet of flowers

A doctor who trained with me in Tasmania
had a higher profile “failure to diagnose” than
me, with his case reported in the Australian

husband, Michael, was diagnosed as having

on Mother’s Day last year by entering a

Doctor. He had failed to diagnose breast cancer

stomach cancer and we started chemotherapy

20-words-or-less competition on the best

in a specialist colleague who was a young

on the same day. He died three weeks later.

advice that your mother has ever given you.

mother. During the case, he lost 10 kilos and,

He wrote: “If there is a problem, fix it.”

to make it worse, gained prostate cancer.

The months that followed were the hardest
in my life.
I hated going to the oncology clinic, where
I waited for an hour or more amongst very ill
people. So, I said goodbye to my oncologist

My patients are only allowed to cry for

I contacted him and told him how I was

a day then we have to set about fixing the

handling my experience in a similar situation.

problem.

He wrote back and said: “You have to focus

Expecting to die of breast cancer has

after my treatment finished, telling him I

stayed with me until recently. Most of the

would come back only if I needed. I imagined

time now, I forget I ever had breast cancer.

on all the good that you do. It far out-weighs
the bad.”
I try. We all do.

ha
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Partners in recovery
Long-term mental health support from Northern Melbourne Medicare Local

M

ore than 330 people with

difficulties finding the right service,”

systems in the north, and it’s tricky

severe and persistent mental

Mr Halloran said. “This is where care

bringing together organisations with

illness living in Melbourne’s

coordination is needed; someone to back

different interests and ways of thinking,”

north are receiving tailored

up the services to make sure that they

Ms Grigg said. “NMML has been able to be

support and coordinated care through the

are communicating and collaborating with

the neutral partner or ‘broker’ needed

Partners in Recovery (PIR) program.

others.” Mr Halloran also explained that

to facilitate change. Its goodwill and

when an individual joins the program, they

flexibility have enabled us to sort out

Medicare Local (NMML), is an innovative

are partnered with a Support Facilitator.

problems and issues along the way.”

new way of supporting people with

Their role is to work with the individual

complex needs and persistent mental

on an action plan and help make positive

Manager of Neami National, said the

illness. A key part of NMML’s suite of

changes. “We have examples of people

program had built partnerships for clients

programs and services, PIR employs

who have poor health such as diabetes,

through care teams and for the agencies

more than 30 staff (including 25

obesity or cardiovascular disease as well

through sharing skills, knowledge and

Support Facilitators) and operates under

as mental health issues,” Mr Halloran

approaches to everything from cultural

the guidance of a consortium of 14

said. “These individuals need the care

awareness training to improving client

organisations that, together, provide most

of multiple practitioners and often get

databases. “NMML has played an important

of the public mental health services in

lost in the myriad of appointments. Add

role in supporting collaboration among

Melbourne’s north.

to that the difficulties of finding a job,

the providers, and now we’re colleagues

managing Centrelink visits, housing and

in the community,” Mr Cassar said. From

issues often have difficulties managing key

more. It really can be overwhelming for an

the clients’ viewpoint, we’re delivering an

areas of their life such as employment,

individual or carers to manage alone.”

increasingly consistent approach.”

PIR, led by the Northern Melbourne

People living with serious mental health

housing or relationships as well as

As the smallest of the lead agencies,

their overall health needs. PIR assists

providers, including lead agencies Mind

the Victorian Aboriginal Health Service

individuals, their families and carers to

Australia, Neami National and the Victorian

(VAHS) has found the program demanding

make choices about support services while

Aboriginal Health Service (VAHS), who

but rewarding. Family Counselling

also creating better links between clinical

deliver the PIR program to the community.

Services Manager Helen Kennedy said

and community support.

Margaret Grigg, the Deputy Chief

VAHS had welcomed the opportunities

Executive of Mind Australia, said that

the partnership offered to bring together

mental health, particularly over a period

NMML has built a really strong partnership

the local mental health services. “Being

of time, can have a major impact on

with the community support providers.

able to build respectful relationships and

every area of a person’s life. “People

“It’s an enormous task because of the

trust with these services has been an

with complex and high needs often have

complexity of issues, demands and service

important platform for collaboration,”

PIR Manager Kieran Halloran said poor

18

NMML depends on community support

Joe Cassar, the Inner Northern Regional
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Ms Kennedy said. “Our ability to offer

“When I arrived from Townsville, I

secondary consultation to the mainstream

didn’t know how to find the mental health

mental health services has been pretty

services I needed,” Debbie said. “Since I

transformational.”

joined Partners in Recovery, things have

Much of the program’s success can
be attributed to a combination of

been just wonderful.”
Debbie paid tribute to her support

having established mutually beneficial

facilitator Rachel Hughes, who assessed

partnerships and the introduction

her needs, mapped out a care and

of innovative new approaches such

recovery plan, sourced local support

as the My PIR Connect system — a

providers — including a community

specifically developed online program

rehabilitation support (outreach) worker,

for support facilitators to ensure greater

psychologist, dietician, diabetes educator,

connectedness without interfering with

physiotherapist and an employment

existing Mind Australia, Neami Nation and

consultant — and brought them together to

VAHS systems.

clarify and connect roles.

The program also relies on input from

“It was just so good to have that

consumers and carers, with regular

meeting,” Debbie said. “Trying to organise

meetings and focus groups to ensure the

everything can be so confusing and I was

program continues to meet their needs

struggling to know what to do. It’s been so

and expectations.

crucial for me and so positive to know that
Rachel’s got it all sorted.”
Rachel took her to several initial

Debbie’s story

appointments, helped explain her needs to
the support providers, and even organised
travelling trips to give Debbie confidence

Debbie, who has severe and persistent

to use Melbourne’s public transport

mental illness and complex needs, was

system.

ha

one of the first hundred people to join
PIR. Now, little more than a year later, the
mother of three is enjoying her first year

For more information about PIR, visit

of a Bachelor of Arts course at Latrobe

www.nmml.org.au or call PIR Central

University.

Intake on 1300 747 247.
PIR participant, Debbie. Image courtesy of NMML.
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JILL FORER

Director
Twice The Doctor

Twice the doctor
How an innovative fundraising program aims
to raise $1m for fellow practitioners overseas

I

t is fair to say that, as doctors and

the latter a country ravaged by decades of

supported Dr Ollando for a Fellowship in

caregivers, we have a global conscience

war with devastating consequences to the

Paediatric Ophthalmology and Strabismus

and a strong sense of philanthropy. I am

healthcare system. Together with UNICEF,

(crossed eyes), and because of that training

sure that many of us have toyed with the

whose project focuses on Sierra Leone, the

he can now reach out to many more Kenyan

idea of volunteering but only few among us

funds will go towards training doctors and

children and make a difference in their lives.

have had the privilege of sharing skills and

health workers providing them with the

expertise on foreign soils.

vital medicines and equipment they need

restoring sight to six-year-old Collin who

In one particular case, Dr Ollanda recalls

to save lives and improve the health status

lives in a small village in western Kenya,

of health services in Australia and Africa

of whole communities. The aim is to reduce

and developed cataract in both eyes at a

is an unfortunate fact, with some African

mortality for children under five years of

very early age. The result is that he’ll be

countries having two doctors per million

age by a third and train more than 4,000

able to go back to school and be educated

people. Now, Twice The Doctor (TTD)

healthcare workers.

so that he can get a job or be self-employed

The inequality between the availability

In Australia, cataract surgery is a fairly

foundation is helping to alleviate the

in the future.
In May 2014, TTD foundation held its

problem with an innovative fundraising

common procedure, with more than 100,000

model that enables Australian doctors to

operations performed every year. In Kenya,

inaugural event on the Central Coast (Gosford

give without ever leaving clinical practice.

more than a million people are blind or

and Wyong Hospital) and asked doctors

The model essentially makes us ”twice

visually impaired and more than 100,000

and nurses to donate one day of their pay,

the doctor”, as we work with our heads

people have cataracts. Four out of five

roughly 0.5% of their annual income. In one

and our hearts, essentially transferring our

of these people do not need to be blind

day we raised around $200,000. More than

knowledge and dedication into something

but there simply aren’t enough doctors to

330 doctors have already volunteered. A

both tangible and invaluable through the

restore sight. In Kenya, there are just two

national Doctor’s Day in May will mark this

hands of another doctor.

ophthalmologists for every million people.

day of giving. In 2015, it is expected to

The TTD program is already making real

In Australia, the earnings for a doctor for

attract hundreds more health professionals

just one day could pay an African doctor for

inroads in Kenya through our partnership

to donate a day of their pay. Our aim is to

an entire month — a doctor in Africa earns

with the Fred Hollows Foundation and their

raise over a million dollars.

about $12,000 per annum and a nurse about

Kenya project. In 2014, the program trained

We hope that this initiative will help to

$2,000.

28 eye surgeons in Kenya. The Fred Hollows

grow awareness and allow us to amplify the

Foundation has been working in Kenya since

power of Australian doctors who on that day

of volunteering in third world countries, it

2004 and has already restored sight to more

will give back using both head and heart.

simply isn’t possible for many due to career

than 30,000 people. With the help of funds

Doctors who volunteer by donating can

or economic constraints.

raised by TTD foundation, the program will

choose the program they wish to help. The

But while many Australian doctors dream

allow the Kenyan project to train more

general public can also donate towards the

Hollows Foundation, the TTD foundation

local eye surgeons and eye health workers

program.

allows doctors to donate a day of their

to restore sight to those who are needlessly

earnings in Australia to fund a healthcare

blind in Kenya.

In partnership with UNICEF and the Fred

A recent graduate, Dr Ernest Ollando, is

professional in Africa.
The TTD program currently focuses on
medical needs in Kenya and Sierra Leone,

20
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one of the new doctors working at Sabatia

For more information go to the TTD

Eye Hospital in Kenya. The TTD program

website: www.twicethedoctor.org.au
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Eye examinations in Kenya made possible
because of Twice The Doctor. Image

The Health Advocate
21
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The Fred Hollows 2015
Foundation.

‘Medical Drugs for Pharmacy Health Shop of
Medicine’ by epSos.de. Image sourced from Flickr
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Director, Clinical Care Standards
Australian Commission on Safety
and Quality in Health Care
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Standards for
improved care
Building the bridge between evidence and practice

T

he need to work with clinicians and

the right duration — based on accurate

outlined criteria for identifying and defining

consumers to bridge the evidence-

assessment and timely review.

the type and quality of care people can

to-practice gap is becoming more

The implementation of the AMS Clinical

expect to be offered or receive, regardless

Care Standard essentially aims to help

of where they are treated in Australia. In

improving efficiencies, reducing gaps in

address the risk of antibiotic resistance,

essence, what the Clinical Care Standards

health service provision and providing care

which threatens the effective prevention

provide is guidance to health professionals

that is centred on patients’ preferences.

and treatment of an ever-increasing range

to help them deliver optimal care and

of infections caused by bacteria.

have informed discussions about treatment

relevant given the emphasis on

The Australian Commission on Safety
and Quality in Health Care’s Clinical Care

The ACS Clinical Care Standard recognises

Standards focus on reducing the gap

that while

between what we know works — based

there are

on best available evidence (in terms of

well-developed

procedures, treatments and processes)

guidelines

— and what care is actually offered to

for managing

patients.

acute coronary

To achieve this, the Commission has

syndromes,

been working with consumers, clinicians,

not all people

researchers and health service organisations

receive

in the development of the Clinical Care

appropriate

Standards.

treatment. It

Each Clinical Care Standard is developed

also notes that

options with their patients. This, in turn,
will help patients to know
what care to expect for a

In essence, what the
Clinical Care Standards
provide is guidance to
health professionals
to help them deliver
optimal care and have
informed discussions
about treatment options
with their patients.

particular clinical condition
and help them to make
informed decisions about
treatment in collaboration
with their health
professional.
As each Clinical Care
Standard sets out the
components of care that
various health services
should provide to support

by a topic working group that considers

there is variation

current evidence and clinical processes

in the type of

which are important to patients. These

care received by patients in metropolitan

in hospitals, it is hoped that the Clinical Care

working group members are best placed to

compared to non-metropolitan areas.

Standards will promote greater coordination

use their expertise and knowledge of the

Through its implementation, the ACS

and monitor improvement

of across a range of health service
organisations.

issues affecting the appropriate delivery of

Clinical Care Standard works to ensure that

care to develop the Standards.

a patient with an acute coronary syndrome

In bridging the gap between evidence and

receives optimal treatment from the onset

practice across the healthcare sector, and as

released the first two Clinical Care Standards

of symptoms through to discharge from

a follow on from its AMS and ACS releases,

for the Australian health system in the areas

hospital. This includes recognition of an acute

the Commission is currently working on the

of Antimicrobial Stewardship (AMS) and Acute

coronary syndrome, rapid assessment, early

development of Clinical Care Standards in

Coronary Syndromes (ACS).

management and early initiation of a tailored

the areas of hip fracture care and delirium,

rehabilitation plan.

with public consultations likely to take place

Back in December 2014, the Commission

The AMS Clinical Care Standard aims
to ensure that a patient with a bacterial

In adhering to these guides, it is hoped

by mid-2015.

ha

infection receives optimal treatment with

service providers will be better informed

antibiotics. “Optimal treatment” means that

about the delivery of appropriate care and

patients are treated with the right antibiotic

that unwarranted variation in care will be

To find out more about the Clinical Care

to treat their condition, the right dose, by

reduced. Importantly, these new protocols

Standards program, visit the Commission’s

the right route, at the right time and for

mean that service providers have clearly

web site: www.safetyandquality.gov.au/ccs

The Health Advocate • FEBRUARY 2015 23

‘The dog and his man’ by Cristian Lohan Ştefănescu. Image
sourced
fromHealth
Flickr (CCAdvocate
BY 2.0: https://flic.kr/p/nuC2LS).
24
The
• FEBRUARY

2015

BRIEFING

BRIEFING

JOHN LITT

A/Professor, General Practice
Flinders University

Combatting
the risks
Taking greater care with cases of shingles

G

eneral practitioners are being

set to increase in concurrence with our

References

asked to exercise greater caution

ageing population.4,5,6,7 People over the age

with older patients in the six

of 50 are at the highest risk of developing

months following a case of herpes

shingles with an estimated one in two adults

1. Langan, S.M.; Minassian, C.; Smeeth, L. &
Thomas, S.L. (2014). Risk of Stroke Following
Herpes Zoster: A Self-Controlled Case-Series
Study. Clinical infectious diseases, 58(11): 14971503.

zoster, commonly known as shingles. This

affected by the virus by age 85.8,9 However,

recommendation comes in light of recent

it is the greater impact on quality of life

data from a case-series study of over 6,500

following herpes zoster and its resulting

UK adults which indicates an increased risk

complications that is an important concern

of stroke in the first six months after herpes

amongst the senior community and for the

zoster,1 adding to the potentially serious

health professionals who treat and care

complications associated with the disease.

for them.

The study, conducted by researchers from

While there is currently no cure for

the Faculty of Epidemiology and Population

shingles, quick treatment is imperative

Health at the London School of Hygiene and

to improving chances of recovery and the

Tropical Medicine, showed that the risk of

administration of antiviral therapy within

stroke was at its highest point in the first

72 hours of onset can reduce its severity

month following shingles, gradually reducing

and duration.5

over six months. The data also indicated that
the risk of stroke was increased further if

Antivirals may also reduce stroke risk in
those who have had shingles compared to

the patient was diagnosed with ophthalmic

patients left untreated,1 however, they do

zoster. It is proposed that, in addition to

not prevent postherpetic neuralgia (PHN),

systemic inflammation after the reactivation

a debilitating neuropathic pain which is the

of the varicella-zoster virus, herpes zoster

most common complication of shingles.5

could increase stroke risk through viral

PHN is experienced by up to 50% of those

invasion of arterial walls and induction of

with shingles over the age of 50 years,8 and

1

vasculopathy.

With stroke being Australia’s second
leading cause of death and a leading cause

accounts for around 47,000 GP consultations
each year.3
Results from a recent study on the quality

of disability,2 the data is a timely reminder

of life impact in patients with PHN has

for general practitioners to ensure they are

shown the pain can last on average for three

regularly monitoring risk factors in older

and a half years. Most patients reported

patients. It is important that practitioners

experiencing pain for “most” or “all of the

are discussing lifestyle modifications that

time”, drastically affecting quality of life.10

may help reduce the risk of stroke, especially

With the incidence of shingles on the

for patients who have been identified as being

increase in older Australians, and a growing

at increased risk such as those who have been

body of evidence in relation to the longer-

diagnosed with shingles in past six months.

term impact of potential complications, GPs

There are currently around 97,600 GP

need to ensure they are across the latest data

consultations by people over 50 for shingles

and understand that the impact on quality of

each year in Australia,3 with this incidence

life following shingles can be significant.
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LOUISE SEGAN
Resident
The Alfred Hospital

MIKE DAVIS

Consultant
The Social Research Centre

Optimising aged care provision
The benefits of targeted deprescribing for Australia’s ageing population

R

ecent articles in the Medical

As early as 2012, there have been

to increase quality of life and rationalising

Journal of Australia highlight an

calls from primary care doctors to move

medications where possible to reduce the

emerging goal of the medical

toward more appropriate prescribing and

likelihood of adverse drug events.

profession to reduce inappropriate

deprescribing models for ageing patients.

The George Institute for Global Health

overprescribing or “polypharmacy”,

The argument for deprescribing is that

is currently exploring the benefits of

particularly amongst the ageing population,

there is very limited evidence on the

deprescribing in a residential aged care

to optimise patient care.1

safety and efficacy of medicines in older

facility in regional New South Wales. This

adults, particularly in the frail — who often

project will enable the development of

percentage of hospital admissions for the

have multiple comorbidities, functional

recommendations for deprescribing as a

ageing population result from inappropriate

impairments and

medication management. Moreover, up to

where the risks

three quarters of these admissions were

of medications

potentially avoidable.

often outweigh the

Several studies have noted that a large

The most recent data from the National

benefits.4

Health Performance Authority indicates that

In robust patients,

up to 635,000 hospital admissions occurred

therapy usually

from 2011-12 that were potentially avoidable.2

aims to delay or

This constituted approximately 7% of total

cure disease and to

hospitalisations for the 2011-12 year and up

minimise functional

to 9% of day-bed capacity.

impairment. In frail

A recent study from the Primary Health

elderly patients,

Care Research and Information Service

symptom control,

found strong evidence that age is associated

maintaining function

with higher rates of hospitalisation and

and addressing end-of

increased likelihood of potentially avoidable

life issues become

hospitalization, especially for people aged

the main priorities.

65 years and over.3

Optimising medicines

There are significant gains to be made

is a time-consuming,

health care

Optimising medicines
is a time-consuming,
multidisciplinary process
that requires extensive
communication, frequent
monitoring and review, and
has a major clinical impact.
There is, therefore, a delicate
balance to be struck between
prescribing medicines to
increase quality of life and
rationalising medications
where possible to reduce
the likelihood of adverse
drug events.

innovation
within the
sector. Further,
research is
underway
into utilising
deprescribing
to optimise
patient care,
particularly
in the elderly
population. An
Opti-med study,
randomised
controlled
trial has been
funded up to
$1.5m from
2012 to 2016

in terms of population health, health

multidisciplinary

system efficiency and quality of care by

process that requires extensive

to investigate the safety and benefits of

implementing frameworks that target

communication, frequent monitoring and

rationalizing medications among elderly

potentially avoidable hospital admission and

review, and has a major clinical impact.4

patients in residential facilities.

adverse health outcomes through rationalising

There is, therefore, a delicate balance to

The main barrier to deprescribing is the

medications.

be struck between prescribing medicines

lack of clinical data in the elderly population,
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which results in clinical uncertainty as to the

Australia’s ageing population. Given that this

benefit and side effect profile of medications

is Australia’s fastest growing demographic;

in this population group. Additionally, there

these efforts are critical in ensuring quality

are limited evidence-based guidelines

healthcare in Australia.

ha

to rationalise potentially inappropriate
medications and concerns among clinicians
surrounding the potential adverse effects of
ceasing medications in this patient group.
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The value of up-skilling
Mary Takach discusses ways of addressing potentially avoidable
ED visits among residents of aged care facilities through staff training
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T

here are many reasons

care at the ED for the resident. Both of

and roles in the EDs to accommodate the

why residents in aged care

these goals rely on dedication to improving

model (via a Memorandum of Understanding

facilities end up in emergency

the quality of care delivered to elderly

with the Hunter Medicare Local) that

departments (EDs), but a

residents (including establishing the

includes:

significant percentage of these visits

resident’s goals of care prior to transfer

• enabling ED nurses to become trained

— some research cites 40% or even 67%

to the ED), as well as raising the level of

and established as a resource to aged

— are potentially avoidable (NCHS, 2004;

competency and empowerment among

Ouslander, 2010). One reason for many

staff — through training and resources.

unnecessary ED visits is the fact that

Building the case for this kind of program

some aged care facility staff may lack the

requires strong relationships across sectors

basic skills for assessing and addressing

that traditionally have not communicated

conditions that could be otherwise

well including residential aged care

managed at the facilities.

facilities, hospitals, and primary care.

One primary health care organisation

Hunter Medicare Local, with its

located in Newcastle has implemented a

hospital partners, provided leadership

program expanding on efforts previously

at the executive level to support

piloted by a local hospital to address

development and ongoing oversight of

this issue. The Hunter Medicare Local, in

the program. Hunter Medicare Local

partnership with local hospitals, launched

also provides financial support for a new

the Aged Care Emergency (ACE) Service

full-time position to oversee the hospital

in 2012.

implementation of the ACE program —

A first of its kind in Australia, ACE has

a Clinical Nurse Consultant. This is in

care facility staff;
• case-managing frail, elderly
residents when they present to the
ED including assigning clinicians that
are experienced with care of the
geriatric patient. For instance, a
resident presenting in the ED with an
arm fracture would not necessarily
need to be worked up for their
chronic congestive heart failure; and
• creating a fast track in the ED that
gets residents back to the aged care
facility as soon as possible in order to
minimise the effects of an otherwise
stressful environment.

achieved national awards and is one of

addition to emergency training manuals

CEO John Baille’s proudest achievements.

that include flowcharts and evidence-based

collaborated with the local ambulance

The development and expansion of the

algorithms as well as other resources to

service to redesign their processes for

model was in response to identifying the

be used by aged care facility staff when

transport.

lack of coordination between the aged

assessing various medical conditions.

care facilities and EDs; recognising the

Training and education for aged care

The Hunter Medicare Local also has

Penetration of the ACE program has
now reached 78 out of 100 aged care

changing capacity of aged care facility

facility staff and ED nurses is also provided

facilities and six hospitals across the

workforce not comfortable with assessing

at the Hunter Medicare Local, with in-

Hunter Medicare Local’s large geographic

and treating non-life threatening problems

person “Train the Trainer” workshops,

footprint. An evaluation is underway, but

at the facility; and realising that a whole

Manager Forums, and web resources.

preliminary analysis shows that when an

system approach would be needed to

Training not only walks the aged care

ACE call occurs, up to 75% of residents

address this issue.

facility staff through care guidelines, but

were managed within their aged care

also focuses on proactive planning with

facility, and avoided a transfer to hospital.

designation and training of ED nurses to

residents and their families establishing

ACE is a fine example of the strength

be a ready “phone a friend” resource for

their preferences for end of life care. This

of partnerships and collaboration on an

aged care facility staff during business

means advance planning about decisions

issue that can improve quality, costs and

hours. This is designed to help them work

such as whether the resident wants

satisfaction goals for some of the frailest

through complicated and difficult processes

treatment in an ED or intensive care unit

members of our societies.

in assessing the right care and the right

and/or interventions that include surgery,

place of care for frail residents. During

use of intravenous antibiotics, etc.

One feature of the ACE program is the

afterhours, aged care facilities are able to

ha

Quarterly inter-agency meetings then

access the General Practice Afterhours call

act as an interactive, open forum to review

Mary Takach (MPH, RN 2014-2015) is the

centre to receive similar support.

which of these training and other work

Senior Program Director at the National

processes are working, and which are not.

Academy for State Health Policy. The

Other key features of ACE are the
improvement of communication between

In addition to providing general executive

original version of this article was

aged care facility staff and ED departments,

leadership support, the hospitals have

published on the Academy’s blog, which

as well as improvement of experience of

agreed to support the redesign of processes

can be found at www.nashp.org/blog
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DENIS TEBBUTT

Advisor on Strategy & Commercialisation
SmartWard

Improving quality
while reducing costs
Taking stepts to eliminate waste in healthcare

M

ost healthcare advocates argue

has received limited attention in recent

analysis. Commercialisation Australia

that the solution to improving

healthcare debates

helped fund the trial.

the quality of healthcare is for

SmartWard is an innovative system that

In its review of the trial, Deloitte found

eliminates paper entirely from the ward.

that redeploying the saving in nurse time

other words: hire more nurses, doctors and

SmartWard runs on touch screen PCs at each

to patient care could cut hospital costs by

support staff and give them better facilities

patient bedside and at all other points-of-

improving patient outcomes. The savings

and equipment to relieve the chronic stress

care. Unlike other patient bedside systems

come from reducing the average length of

under which our hospitals operate.

that simply provide access to existing clinical

patient stay and increasing revenue from

information systems, SmartWard systematises

higher patient throughput.

governments to spend more. In

But the harsh reality is that governments

Extrapolating the results of international

can’t keep up with ever-rising health costs

the management of the ward itself — from

as populations age. OECD figures show that

care planning through implementation and

meta-studies with the savings in nurse

healthcare costs have risen from 3% of world

to the creation of records. Validation of

time demonstrated in the SmartWard trial,

GDP in 1960 to 10% in 2010 and on current

medication and patient identity is automatic

Deloitte estimated that the reduced length

trends will consume one in every four dollars

via smart sensors.

of stay would save hospitals $50,000 per

SmartWard’s functionality, unlike other

in the world by 2050.

bed per annum. In other words, A 600-bed

hospital systems, is grounded in hard

hospital would save $30.7 million per annum

shows that it is possible to improve quality

evidence of clinical value. Clinical trial results

and, if applied right across the Australian

of care while reducing costs. The key is

show that SmartWard frees up healthcare

public health sector, there could be savings

the elimination of waste at its source; a

professionals from time consuming “low

of $4.4 billion per annum.

strategy successfully deployed in many other

value” administration and redeploys this

industries, but which has been neglected

time to “high value” medical care. These

up nurse time. SmartWard will actually

in healthcare.

trials have also demonstrated that the

deliver far greater savings because it helps

implementation of SmartWard:

nurses to implement best practice care —

Yet a study by Deloitte Access Economics

Deloitte reviewed the results of a clinical
trial of an innovative new technology,

• increased nurse-patient interaction

SmartWard, in Melbourne’s Eastern Health

time, from 7.95% to 23.6%;

network and found that the technology

• increased the time spent on planning,

could save over $50,000 per bed per annum

assessing and implementing patient

by freeing up nurses from administrative

care, from 54.7% to 72.8%;

drudgery and redeploying their time to

• increased the proportion of nursing

patient care. The savings came as a result of

activities performed at patients’

shorter patient lengths of stay as a result of

bedsides, from 32.8% to 48.1%; and

the improved care.

• was well liked by nurses participating

There are roughly 280,000 full-time

in the trial, with 86% supporting its

equivalent nurses in Australia with an annual

These improvements are just from freeing

administering correct medications on time,
moving patients to avoid pressure ulcers,
assisting patients to avoid falls and reducing
incidents of missed care and other errors.
The clinical trial also confirmed
that SmartWard is a platform that can
accommodate the continuous changes in
clinical practices at low cost, slashing the
high cost of maintaining and updating existing
IT systems that take further resources away
from patient care.

ha

use on wards.

wages bill of over $25 billion. However, studies
from here and around the world show that

The trial and evaluation of results was

Reference:

nurses spend about 30% of their time in a

conducted by Deakin University’s Centre

frustratingly inefficient and inaccurate paper-

for Clinical Nursing Research. The Health

based records system — a $7.5 billion waste.1

Information Management Department of

How Do Medical-Surgical Nurses Spend Their

Surprisingly, though, nurse productivity

RMIT University also provided expert

Time?, The Permanente Journal, 12(3): 25-34.
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FRANCES HUGHES

Chief Nursing and Midwifery Officer
Queensland Health

Increasing
efficiency
Efforts by Queensland nurses to help
bolster the state’s health budget

W

ith all state and territory

deliver efficient, cost-effective and optimised

Officers. The approach has so far been very

budgets under pressure, and

care to patients and the community more

successful in increasing awareness of nursing

continued wrangling with the

broadly.

as a vehicle for change.

With another six months before the end of

Commonwealth Government

More recent work has focused on developing

over who pays for healthcare, the clear

the agreement, total efficiencies have already

multivariate efficiency models to identify

message to all health systems is that they

reached around $258m and even more savings

areas for improvement across nursing

must do more with the resources that they

are expected to be realised. The savings have

services. These kinds of models are able to

already have.

enabled the Queensland Government to offer

include a wide range of input and output

wage increases above inflation for nurses

metrics which better reflect the reality of the

ballooned by 42.9% between 2007 and

and midwives — a challenge for most other

health system and, in particular, include a

2012, the level of activity only managed to

professions in the current economic climate.

range of nurse sensitive quality indicators.

While Queensland’s health budget

unrestrained expense for the state has been

and health services,

growth in the cost of labour.

and, in particular,

With nurses making up almost two thirds

nursing executives who

of Queensland Health’s clinical workforce,

championed change and

it’s an area where small improvements in

promoted continuous

efficiency can yield large dividends.

efficiency improvement,

It is a misconception that increasing nursing

Importantly, we

The efforts of hospital

increase 17.1%. By far, the biggest and most

should rightly be

We are moving away
from single input and
single output metrics
that suggest efficiency
means choosing
between reducing cost
or increasing service.

efficiency is about slashing jobs and budgets,

acknowledged given

thereby increasing individual workloads.

the target was met so

However, recent experiences across

far in advance with no

Queensland’s hospital and health services

decrease in quality of care provided.
Within Queensland’s Office of Chief

show that efficiency can be markedly

are moving away
from single input
and single output
metrics
that suggest
efficiency means
choosing between
reducing cost or
increasing service.
A challenge moving

forward will be how we can incorporate
measures of patient access, satisfaction and
outcomes as part of efficiency modelling.

improved by focusing on better resource

Nursing and Midwifery, this work focused on

management and innovative models of care.

measuring efficiency has been a catalyst to

It is essential that robust data supports

other projects which more broadly support

decision making and, more importantly, is

enterprise bargaining agreement with nurses

nursing services. The information gathered

shared. By democratising data and making it

and midwives, we agreed to an efficiency

in the process was used to develop an

everyone’s business, trust is built, which turn

target of $214.8m to be achieved over the

innovative nursing performance scorecard.

supports progressive change.

three years to March 2015. By targeting high

Using business intelligence and visual analytic

cost labour items, such as agency, overtime

principles, the scorecard provides a clear

inefficiency moves away from being punitive

and casual utilisation, as well as enabling

narrative about the role and importance of

and assigning blame. Instead, it needs to

nurses to operate more efficiently, we met the

nursing in delivering efficient healthcare.

be a conversation starter to collaboratively

target in January 2014, which was 14 months

The scorecard is provided to all hospital

identify solutions.

earlier than anticipated.

and health services in Queensland and used

As part of Queensland Health’s 2012

It is equally important that discussion of

Using data in the right way, we can help

by nursing executives to monitor trends, as

harness the competitive nature of all

Hospital in the Home services were among

well as a tool to promote the effectiveness of

clinicians, including nurses, to help and

the key reforms that have enabled nurses to

nursing to Chief Executives and Chief Financial

encourage them to be the best they can be.

Criteria-led discharge and expansion of
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‘EMT/Nursing Pediatric Emergency Simulation - April
2013 34’ by COD Newsroom. Image sourced from Flickr
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LGBTI health
services
Metro North Brisbane Medicare Local expands its
sexual and mental health services in the region

‘Rainbow’ by Steve Snodgrass. Image sourced
from Flickr
BY 2.0:Advocate
https://flic.kr/p/bnxQ6j).
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S

exual and mental health services

QuAC aims to operate Clinic30 five days

for lesbian, gay, bisexual,

per week, with provision for after-hours

transgender and intersex (LGBTI)

services to accommodate patients who work

communities in Brisbane’s north

during business hours.

Other key initiatives
Patients may often be unaware that they

MNBML’s Sharon Friel has reiterated the

have contracted an STI, so early diagnosis

the Metro North Brisbane Medicare Local

importance of finding sustainable solutions to

and treatment is important to reduce the

(MNBML).

address the gap in community sexual health

risk of transmission.

have been enhanced with support from

Changes to clinical services at the Brisbane

services. “The Medicare Local has been

To support GPs to undertake sexual health

Sexual Health and HIV Service in Biala and

supporting community organisations that

assessments at their practice, MNBML has

reported increases in sexually transmitted

work with vulnerable population groups to

released Map of Medicine pathways for HIV

infections (STIs) prompted MNBML to prioritise

establish clinics that improve access to health

and STI testing. Map of Medicine pathways

support for sexual health services.

services for their clients,” Ms Friel said.

reflect best practice management for

“With non-specialised sexual health services

diagnosis, treatment and referral within

Queensland AIDS Council (QuAC) in launching

moving from Biala, it is important not only

the Metro North Brisbane region.

Clinic30, a free service dedicated to serving

that the community is able to continue

the mental and sexual health of the LGBTI

accessing these services, but also that the

(Queensland) received grant funding from

community in Brisbane.

skills and specialties of these GPs continue

MNBML to distribute chlamydia testing kits to

to benefit our region.”

18 community pharmacies across the region

In September 2014, it supported the

QuAC Executive Director Michael Scott said
there was a need to develop a self-sustaining

Brisbane Youth Service and Queensland

The Pharmacy Guild of Australia

that could be purchased at a reduced cost

model of health service delivery and praised

Injectors Health Network Ltd have also

by people aged 12 –25. School-based youth

the support he received from the MNBML’s

received support from the MNBML to improve

health nurses supported the campaign by

Primary Care Liaison Officer, Sharon Friel.

practice management and reduce the time

referring students to community pharmacies

“Sharon assisted us to link in with GPs that

they spend on practice administration.

to purchase the test kit.

have a special interest in LGBTI sexual health,

This has helped those services to establish

as well as supporting us to set up online billing

viable business models that allowed them to

(QUT) community theatre team also

and learn about common MBS item numbers,”

expand the primary health care services they

received grant funding to create scenario-

Mr Scott said. “Her enthusiasm and expertise

provide.

based workshops and modules on the topic

in finding solutions to our problems allowed
us to successfully navigate the process of
setting up the clinic.”
Staffed by both male and female GPs with

Queensland University of Technology’s

of sexual health for young people, which

Statistical perspective

were then trialled with QUT drama students
and in some community settings. Topics
included sexually transmitted infections,

an interest in LGBTI sexual health, Clinic30 is

Over the five years from 2008 to 2012, there

with a particular focus on chlamydia, as

located in the inner-city suburb of Teneriffe.

was average of 61 HIV notifications per year

well as issues around consent, negotiation

It will add to the services QuAC already offers

in the Metro North Hospital and Health

and decision making.

through its HIV/STI Testing Point Clinic, which

Service (HHS) area. This is equivalent to

will continue to operate one night a week to

6.72 notifications per 100,000 people.

meet demand.
The MNBML had previously supported the

It is estimated that 461 people living with

Grant funding was also given to Family
Planning Queensland (FPQ) to develop a
free, self-paced, online learning module for

HIV — and an additional 73 with AIDS — were

local GPs to build skills and confidence in

establishment and expansion of the Testing

accessing services in the Metro North HHS

conducting sexual health consultations with

Point Clinic, with funds provided through its

area in 2011. But these figures belie the rate

young people.

small grants initiatives. “If a person walks

of other STIs in North Brisbane. For example,

through the door, it is one thing to provide

gonorrhoea notifications rose 62.5%, from 312

a rapid testing service, but the purpose

cases in 2008 to 507 in 2012.

ha

of Clinic30 is to deliver a far more holistic

The same period saw a 74% increase in

service to our clients including broader sexual

sexually transmissible chlamydia, with 3,578

For more information, contact FPQ by email

health services and mental health support,”

cases notified in 2012. There were 16,000

at info@fpq.com.au. Please note that free

Mr Scott said.

notifications between 2008 and 2012.

registration prior to May 2015 is limited.

The Health Advocate • FEBRUARY 2015 35

w: s
o
n
R
E
REGIST sn.au/event

Clinical Practice Improvement Short Course
If you are a frontline clinician or clinician manager, join this two-day short
course and discover the latest models and methods for improving clinical
practice.
From improvement science to models for change and innovation, it covers a
broad range of topics to equip clinical staff with the skills to drive improvement
in the workplace.

hha.a

www.a

Short course dates
Sydney
10-11 March 2015, Novotel Sydney Central
Melbourne
11-12 May 2015, Mantra Southbank

Participants will also undertake a work-based improvement project, applying
their short course learnings to solve an existing workplace safety or quality
issue. This will be supported by two webinars to track participant progress and
provide advice before the project results are reported back to the group after
six months.

Brisbane
15-16 June 2015, Novotel Brisbane

The short course – also suitable for patient safety officers, quality improvement
officers and clinical risk managers – is presented by the Australian Healthcare
and Hospitals Association in collaboration with Peloton Health Care
Improvement Consulting.

Contact us
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Limited places available

E: admin@ahha.asn.au
T: (02) 6162 0780
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Helping to put the
brakes on breaks
A new service for the South Eastern Sydney Medicare Local region

S

outh Eastern Sydney Medicare

people who have had a MTF within two years,

Local (SESML), in partnership with

and the small fractures (wrist, foot, ankle)

said Brake the Break is starting to gain some

the South Eastern Sydney Local

often predict big osteoporotic fractures such

momentum in the St George community. “In

Health District, has recently kicked

as the hip. This is why it is vital to screen

just our first few weeks we’ve had a number

off a new Osteoporosis Refracture Prevention

people over 50 years for bone thinning after

of clients who were surprised to learn their

Service, entitled “Brake the Break”.

they present with a MTF.

bones are starting to get thin (osteopenia)

This new program is completely free and

If osteoporosis can be identified early

SESML Program Coordinator, Lillias Nairn,

and if they do nothing about it, they are at

targets residents in the St George area

through bone mineral density scanning and

risk of developing osteoporosis. It is extremely

over the age of 50 years who have recently

treated immediately, the risk of having

important to identify bone thinning earlier

experienced a Minimal Trauma Fracture

another fracture can be halved.

rather than later, as treatments are very
effective in preventing bone loss and therefore

(MTF). A MTF is defined as a fracture which

The Brake the Break Service provides

occurs as the result of a fall from standing

comprehensive bone fragility screening and

reduce the risk of developing osteoporosis,”

height or less, or other minor injury such as

assessment of the risk factors for osteoporosis

Lillias said.

a bump. The main cause of such fractures is

and falls (highly related to MTF). Treatment

“Many patients have told us that, since

osteoporosis.

is provided to patients in collaboration with

attending the Brake the Break clinic, they

their GPs.

have a much better understanding of how

Osteoporosis is a common condition where

to ‘take charge’ of their bone strength and
reduce their risk of falls. Understanding how
to reduce your risk of having a fall is like
winning the lottery, as this is a huge factor
in avoiding further fractures.”
Residents of the St George area may be
eligible to use this service if they:
• are aged over 50 years;
• are aged over 40 years and are
Aboriginal and Torres Strait Islander; and
• have a recent x-ray which shows a
broken bone.
The Brake the Break team is now working
Earlwood resident and Brake the Break client,
Kath Clune, discusses her BMD scan with
Dr Klaus Stelter. Image courtesy of SESML.

hard to spread the word about the program,
encouraging eligible local residents to
refer themselves, and GPs, specialists and
emergency staff to get on board.

bones become thin. A simple slip, trip or fall

The Brake the Break service may include:

can quite easily result in a broken bone for

• a bone mineral density scan to assess

people with this condition. Osteoporosis is
estimated to affect 66% of Australians over
the age of 50 years. Astoundingly, one in two
women and one in three men over the age of
60 years will have a MTF in their lifetime.
In 2006-2007, there were 50,000 admissions

whether the client’s bones are thinning;
• assessment of factors increasing the
client’s risk of bone thinning and falls;
• education about how to strengthen
bones; and

to Australian hospitals for MTF. The risk of

• referral to exercise programs and services

having another fracture more than doubles in

for osteoporosis and falls prevention.

ha

To find out more about Brake the Break
or to make a referral, call Lillian Nairn on
(02) 9330 9900 or visit www.sesml.org.au/
brakethebreak.php. Translated information
and material is also available in languages
such as Arabic, Cantonese, Mandarin, Greek
and Italian.
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Root Cause Analysis Workshop
If you are a frontline clinician or clinician manager, join this one-day
workshop and develop your skills in measuring patient harm and
undertaking clinical investigations of sentinel events.
The workshop will give participants an understanding of root cause
analysis methodology and provide them with a prevention strategy
framework for avoiding or managing events that may lead to patient harm.
Participants will be invited to engage in reflective discussion throughout
the workshop and will together conduct an audit using one of the patient
harm detection methods.
The workshop – also suitable for patient safety officers, quality
improvement officers and clinical risk managers – is presented by the
Australian Healthcare and Hospitals Association in collaboration with
Peloton Health Care Improvement Consulting.
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Short course dates
Sydney
12 March 2015, Novotel Sydney Central
Melbourne
13 May 2015, Mantra Southbank
Brisbane
17 June 2015, Novotel Brisbane
Limited places available.

Contact us
E: admin@ahha.asn.au
T: (02) 6162 0780

BRIEFING

Towards a preventative
model of healthcare
Northern Territory Medicare Local’s community projects in remote areas

T

he Northern Territory Medicare
Local (NTML) received funding
under the Preventative Health
Initiative component of the

Australian Government’s Rural Primary
Health Services program in 2009 to
conduct two innovative preventative
health projects. These projects were
located in remote communities in
the Barkly region of the Northern
Territory. The first was a healthy skin
project in the Alpurrurulam (Lake Nash)
community; the second, a project to
improve capacity for health eating
in the Urapuntja (Utopia) Homelands
communities.
The aim of these initiatives was
to build community capacity in
preventative and health promotion
activities. They have succeeded in
increasing the knowledge of community
members on ways to improve health

The seasonal planting guide at Camel Camp, NT – part of the
Urapuntja Good Food Garden project. Image courtesy of NTML.

and wellbeing. This has been achieved
through a collaborative and coordinated
approach to health promotion and

workforce shortages, organisational

interest, awareness and capacity for change.

prevention, informed by community

change and complex health conditions.

In the Urapuntja Homelands, where visiting

health needs. A particular focus was given

This evaluation has provided information

service providers face challenges with

to physical activity and healthy eating.

to further shape these projects into a

language, the need for local support is

These were supported by the development

sustainable model through community

paramount. Some of the gardeners could be

of community laundry facilities, the

capacity building to improve health.

trained to lead the ongoing maintenance of

promotion of nutrition education in

A key outcome from the evaluation

classrooms, the implementation of a

has been the need to support and train

healthy snacking fridge at the store, and

local Aboriginal people to work in this

the development of community gardens

area of health promotion and community

healthcare approach ensured that a focus

to enable increased access to affordable

engagement. Visiting non-Aboriginal health

on health promotion has been retained

fresh fruit and vegetables. Both projects

professionals cannot undertake work

throughout the project life. The NTML has

have been implemented over four years

effectively in isolation, and require a local

actively promoted broad community and

and, as part of the NTML’s commitment to

co-worker to share knowledge on their

stakeholder engagement to address socio-

evidence-based practice, a comprehensive

community, including cultural awareness.

environmental determinants of health that a

evaluation was completed in 2014.

In Alpurrurulam, workers from the Strong

more traditional remote area health service

Women, Strong Babies, Strong Culture

might be unable to achieve or sustain.

intended health outcomes take time. In a

program have become central to local

Maintaining a health promotion focus — rather

remote context, these projects are often

ownership of issues and ultimately to the

than clinical — has been one of the project’s

impacted by limited funding timeframes,

success of the project in raising people’s

key successes.

Preventive health projects and the

the community gardens and drive interest by
other community members to participate.
The NTML’s comprehensive primary

ha
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Who’s moving
Readers of The Health Advocate can track who is on the move in the hospital and
health sector, courtesy of the AHHA and healthcare executive search firm, Ccentric.

J

ackie Hanson has moved across town

Karen Dodd, the Executive Dean of Health

from Southern Adelaide LHN, where

Sciences at La Trobe University, is moving

she was Chief Operating Officer, to

within the university to her new position as

become the new Chief Executive

Associate Pro Vice Chancellor of Academic

Officer of Northern Adelaide LHN.

Partnerships.

Brent Scott, who has been the Vice

Sue Korner, who most recently was

President of Marketing at Stryker Australia

the Acting Chief Executive Officer of the

since 1997, moved last year into his role

Northern Territory Medicare Local, has been

of President Greater China and Traunson

appointed to NT Health as Chief Operating

International before being made President

Officer at the Central Australia Health

of Stryker Asia in November.

Service.

Murray Wright, who has been the Director

Donna Waters has been named as the

of Mental Health at South Eastern Sydney

new Dean of the Faculty of Nursing and

Local Health District, has been named the

Midwifery, as well as Professor, at the

new Chief Psychiatrist for NSW Health.

University of Sydney.

Jan Adams has started a new position with

David Morris is the new Executive Director

Bupa Care Services New Zealand as National

of Nursing at Southern Adelaide Local Health

Director of Nursing. Ms Adams joined Bupa

District, having spent the last three years as

from Waikato District Health Board where

Senior Policy Advisor to SA Health.

she was Director of Nursing, then Chief
Operating Officer.

The former Governor of South Australia,
Rear Admiral the Honourable Kevin Scarce
AC CSC RAM (Rtd), will become the new
Chancellor of the University of Adelaide.
Ross Hannan, previously the Head of the
Growth Control Laboratory at the Peter
Maccallum Cancer Centre, will become the
inaugural Centenary Cancer Chair at the
Australian National University John Curtin
School of Medical Research.
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If you know anyone in the hospital and health
sector who’s moving, please send details to the
Ccentric Group: editor@ccentricgroup.com
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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

T

he Australian

AHHA’s knowledge and expertise

Healthcare and

through a range of research and

Hospitals Association

business services.

(AHHA) is an

The Deeble Institute for Health

they need expert advice.
In addition to this guidance
in health policy and research,

planning and program evaluation;
and board induction training.
In partnership with the LEI

the AHHA offers various

Group, the AHHA also provides

independent national peak

Policy Research was established

business services through

training in ‘Lean’ healthcare

body advocating for universal

by the AHHA to bring together

JustHealth Consultants. This

which delivers direct savings to

and equitable access to high

policy makers, practitioners

is a national consultancy

the service provider and better

quality healthcare in Australia.

and researchers to inform the

service exclusively dedicated

outcomes for customers and

development of health policy.

to supporting Australian

patients.

engagement and experience

In joint collaboration with

healthcare organisations at

with the acute, primary and

our university partners and

state, regional, hospital and

developments across these

community health sectors, the

health service members, the

community levels and across

various health research, policy

AHHA is an authoritative voice

Institute: undertakes rigorous,

various sectors. Drawing on

and training spheres, the AHHA

providing: strong advocacy

independent research on

the AHHA’s comprehensive

also publishes its own peer-

before Ministers and senior

important national health policy

knowledge of the industry,

reviewed journal (Australian

officials; an independent

issues; publishes health policy

JustHealth Consultants provides

Health Review), as well as this

respected and knowledgeable

Evidence Briefs and

expert skills and knowledge in

health services magazine (The

voice in the media; and a

Issue Briefs; conducts

areas including: corporate and

Health Advocate).

valued voice in inquiries and

onferences, seminars, policy

clinical governance training;

committees.

think-tanks and workshops; and

strategy and business planning

To learn more about these and

helps policymakers, researchers

advice; organisation design and

other benefits of membership,

and practitioners connect when

improvement; health services

visit www.ahha.asn.au

With over 60 years of

By becoming a member of the
AHHA, you will gain access to

To help share important

ha

Making connections across the health sector
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AHHA Council
and supporters
Who we are, what we do, and where you
can go to find out more information
AHHA Board

Ms Lesley Dwyer

Ms Sue Wright

Prof Kathy Eagar

Office Manager

The AHHA Board has overall

Mr Nigel Fidgeon

Ms Yasmin Birchall

AHHA Office

responsibility for governance

Mr Andrew Harvey

Project Manager, JustHealth

Unit 8, 2 Phipps Close

including the strategic direction

Ms Siobhan Harpur

Mr Daniel Holloway

Deakin ACT 2600

and operational efficiency of the

A/Prof Noel Hayman

Communications Officer

Postal address

organisation, the protection of

Mr Matt Jones

Mr Dominic Lavers

PO Box 78

its assets and the quality of its

Mr Lewis Kaplan

Communications Officer

Deakin West ACT 2600

services. The 2014-2015 Board is:

Mr Walter Kmet

Ms Lisa Robey

Dr Paul Dugdale

Ms Elizabeth Koff

Marketing & Engagement Manager

Chair

Mr Ben Leigh

Ms Elizabeth Koff

Mr Robert Mackway-Jones

Deputy Chair

Ms Susan Martland

Dr Deborah Cole

Ms Sue McKee

Australian Health
Review

Treasurer

Ms Jean McRuvie

Dr Paul Scown

Mr Ross O’Donoghue

Australian Health Review is the

Immediate Past Chair

Mr Michael Pervan

Prof Kathy Eagar

Ms Prue Power AM

Academic Member

Ms Lizz Reay

Prof Gary Day

Ms Barbara Reid

Member

Mr Anthony Schembri

Ms Lesley Dwyer

Dr Paul Scown

Member

Ms Annette Schmiede

Mr Walter Kmet

Mr Lyndon Seys

Member

Mr John Smith
Mr Tom Symondson

AHHA National
Council

Ms Sandy Thomson

The AHHA National Council

Secretariat

oversees our policy development

Ms Alison Verhoeven

program. It includes the AHHA
Board above and the following
members:

Chief Executive
Mr Andrew McAuliffe
Executive Director/

Dr Michael Brydon

Chief of Staff

Dr Deborah Cole

Mr Murray Mansell

Ms Gaylene Coulton

Business Manager/Accountant

Ms Jill Davidson

Mr Krister Partel

Prof Philip Davies

Contact details

journal of the AHHA. It explores
healthcare delivery, financing
and policy. Those involved in the

Membership enquiries
T: 02 6162 0780
F: 02 6162 0779
E: admin@ahha.asn.au
W: www.ahha.asn.au
Editorial enquiries
Emily Longstaff
T: 02 6180 2808
E: elongstaff@ahha.asn.au

publication of the AHR are:

Advertising enquiries

Prof Andrew Wilson

Daniel Holloway

Editor in Chief

T: 02 6180 2808

Dr Simon Barraclough

E: dholloway@ahha.asn.au

Associate Editor, Policy

General media enquiries

Prof Christian Gericke
Associate Editor, Models of Care

E: communications@ahha.asn.au

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

The views expressed in The Health

Manager, Deeble Institute

Good Health Care

Advocate are those of the authors

Prof Gary Day

Dr Linc Thurecht

Other organisations support

and do not necessarily reflect the

Dr Martin Dooland AM

Senior Research Leader

the AHHA with Institutional,

views of the Australian Healthcare

Dr Paul Dugdale

Ms Emily Longstaff

Corporate, Academic, and

and Hospitals Association.

Ms Learne Durrington

Editor, The Health Advocate

Associate Membership.
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US Study Visit for Australian Health Leaders
27 September to 10 October 2015
The Australian Healthcare and Hospitals Association is offering 20 Australian health leaders the opportunity to participate in a
comprehensive study visit to the United States, comprising:
An intensive four-day health leadership program at Harvard University’s School of Public Health
Visits to the Institute for Healthcare Improvement and leading accountable care organisations
Participation in the International Hospital Federation 39th World Hospital Congress, Chicago
The four travel packages listed below will be offered, each of which includes 4-star accommodation for the duration of the trip
and some meals.

Program objectives
Understand the structure, challenges, opportunities
and productivity levers affecting US healthcare system
reform, and explore lessons from this to the Australian
health system;
Expose hospital executives to alternative ways of
thinking about how hospitals and health systems are
organised and how demands for systemic improvement
are evolving;
Recognise the mindset and vantage point of
government leaders, especially medical care and public
health leaders, and enhance skills to partner with them
for mutual success;
Learn how to enhance trust-based relationships with
key system stakeholders;
Network with leading international healthcare and
hospital executives at the International Hospital
Federation’s 39th World Hospital Congress; and
Expand AHHA’s capacity to contribute to health system
and population health improvement in Australia.

Packages
Business class package ($47,000)
Return business class airfares from Sydney, Melbourne or
Brisbane; a business class airfare from Boston to Chicago;
registration for the health leadership program at Harvard
University; registration for the IHF 39th World Hospital
Congress in Chicago.
Economy class package ($33,000)
Return economy class airfares from Sydney, Melbourne or
Brisbane; an economy class airfare from Boston to Chicago;
registration for the health leadership program at Harvard
University; registration for the IHF 39th World Hospital
Congress in Chicago.
Harvard program only ($28,000)
Return economy class airfares from Sydney, Melbourne or
Brisbane and registration for the health leadership program
at Harvard University.
Chicago program only ($9,000)
Return economy class airfares from Sydney, Melbourne
or Brisbane and registration for the International Hospital
Federation 39th World Hospital Congress, Chicago.

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