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The twin challenges of last summer’s bushfires, 

swiftly followed by the COVID-19 pandemic,  

have exposed critical bottlenecks and 

vulnerabilities in the Australian health system, 

notwithstanding our relative success in meeting 

healthcare needs during this period compared  

with many other nations.

Our experiences addressing these challenges 

can provide a catalyst for reimagining healthcare, 

which will be required as we grapple with 

significant economic downturn, and its impacts 

both on available funding for healthcare and on  

the health and wellbeing of Australians.

The recently signed 2020–25 Addendum to the 

National Health Reform Agreement provides 

important opportunities for new thinking in the 

way health is delivered, including opening the door 

for system-wide attention to value-based health 

care (VBHC).

Much more than just a trendy catch phrase, 

value-based health care focuses in on the 

outcomes that matter to patients, delivered at  

a cost that is acceptable to patients and funders. 

There is little argument that health providers 

want to provide care that improves the health  

and wellbeing of patients; that patients should 

be more engaged in deciding what they want to 

achieve out of their healthcare; and that we all 

should have an interest in doing this in the most 

affordable way possible.

However, debate has arisen around issues such as: 

• funding models (Is this just a cost-cutting 

measure? Can a system focused on paying for 

performance and activity shift to paying for 

value?)

• ability to measure health outcomes, including 

what matters to patients 

• how clinical leadership and patient engagement 

can be structured effectively into models of care

• professional and provider resistance to 

alternative workforce and payment models.

The Addendum to the National Health Reform 

Agreement provides a base for system innovation 

across at least the first two of these issues.  

The provision for the Independent Hospital 

Pricing Authority to approve trials of innovative 

funding models, including bundled payments, 

is a significant opportunity for state health 

departments and public hospitals to put forward 

proposals that focus on value rather than activity.

The commitment to develop national approaches 

to measuring health outcomes suggests new ways 

of thinking about performance and accountability 

in our health system, beyond the traditional 

approaches to reporting on inputs and outputs.

Importantly, better integration between the 

primary and acute care sectors is flagged, through 

specific provisions requiring Primary Health 

Networks and equivalent hospital networks 

to formalise agreements around their shared 

Value-based care: 
why it matters so 
much now

ALISON VERHOEVEN 
Chief Executive 
AHHA
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CHIEF EXECUTIVE UPDATE

responsibilities for the health of the communities 

they serve.

Missing from the Addendum is greater recognition 

of the social determinants of health, a key gap 

in the work required to shift to value-based 

healthcare. 

We should be factoring social determinants 

such as housing, income and employment into our 

health policy decisions. We should be breaking 

down the silos between departments of health, 

community and social services. We should be 

sharing data across these three areas and looking 

for smart ways to achieve better health outcomes 

and ensure nobody is left behind.  

Whether the innovation anticipated in the 

Addendum can be translated to scalable long-term 

reforms that focus on value over volume remains 

to be seen. Yet we must not shy away from the 

need for these reforms. 

Now more than ever, we need to ensure 

Australia’s health system is sustainable and 

resilient, focused on the best possible health 

outcomes for all Australians, and capable of 

absorbing shocks, such as we are now experiencing 

and may well experience again.

For more information on value-based healthcare, 

see: valuebasedcareaustralia.com.au/

To access the Addendum to the National 

Health Reform Agreement, see: www.

federalfinancialrelations.gov.au/content/npa/

health/other/NHRA_2020-25_Addendum_

consolidated.pdf

“Now more than ever, we need to ensure Australia’s health system is 
sustainable and resilient, focused on the best possible health outcomes 
for all Australians, and capable of absorbing shocks, such as we are now 
experiencing and may well experience again.”
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6 OCTOBER 2020

Budget support for system 
coordinators for younger  
people in residential aged care  
a welcome development 
The 2020–21 Budget announcement of $10 million  

to establish a national network of system 

coordinators for younger people in residential 

aged care has been welcomed by the Australian 

Healthcare and Hospitals Association (AHHA) 

and the Young People in Nursing Homes National 

Alliance (YPINHNA).

The initiative will support young people living 

in aged care facilities to find age-appropriate 

accommodation and live independently.

Many young Australians with high care needs  

have unfortunately found themselves being placed  

in aged care facilities because of a lack of other 

more suitable accommodation options.  

They often require a mix of services to be 

able to achieve the best possible outcomes,  

including support from health and mental  

health services, the NDIS, other disability programs, 

housing and legal services.

To negotiate, collaborate and join the dots across 

portfolios and jurisdictions to bring best value 

services to the young person is beyond most young 

people and their families. It requires considerable 

knowledge and skill—which is where system 

coordinators come in.

The Royal Commission into Aged Care Quality 

and Safety found that employment of system 

coordinators was an ideal way to solve the issue.  ha

AHHA in the news
6 OCTOBER 2020

Budget holds back on  
mental health reforms 
While mental health investments in the  

October Budget will improve access to care,  

it is disappointing that the Australian Government  

did not use Budget 2020 as an opportunity to 

implement mental health reforms proposed by  

the Productivity Commission.

The Productivity Commission’s Inquiry into 

Mental Health draft report of 2019 recommended 

community-based mental health services delivered 

within regions, particularly for the ‘missing middle’ 

for whom current services are not able to respond 

effectively. 

The Commission suggested either ‘renovating’ 

services currently commissioned by the 31 Primary 

Health Networks in Australia, or ‘rebuilding’ by 

setting up a totally new structure to coordinate 

and deliver such services.

While the Commission favoured the latter, at 

AHHA we strongly support the PHN model, as the 

structures are already in place, and headway is 

being made in improving health outcomes. 

The Productivity Commission delivered a final 

report to the Australian Government on 30 June 

2020, but the government has not yet tabled it  

in the Parliament, although they are compelled  

to do so within 25 sitting days of receipt.

We hope that when the Government responds 

to the report, they will look beyond the current 

COVID-19 pandemic to the ongoing long-term need 

for community mental health services.  ha 

FROM THE AHHA DESK
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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

6 OCTOBER 2020

Telehealth—long-term vision 
nowhere to be seen in Budget 

The Australian Government’s lack of strategy 

or vision for telehealth services in the October 

Federal Budget is disappointing.

While telehealth consultations are continuing,  

as announced before the Budget, affordability  

will be an issue for people doing it tough as a 

result of COVID-19. 

The reason is that there is no longer a 

requirement to bulk-bill these services.

With so many people out of work or hurting 

financially due to the COVID-19 pandemic, 

decisions should be made to help them access 

telehealth appointments, which have proved to  

be such a ‘winner’ during the pandemic, and 

which will be continued in some form after the 

pandemic is over. 

The whole future of telehealth and other forms 

of virtual healthcare requires not only forethought 

but courage—courage to rethink models of care 

and payments to better suit modern healthcare 

and technology, and courage to put patients at  

the centre of changes.  ha 

6 OCTOBER 2020

Health and aged care spending 
an investment in a nation’s 
recovery
The 2020–21 Commonwealth Budget makes major 
commitments in health and aged care, much 
needed to address the major challenges Australia 
has confronted during the COVID-19 pandemic—but 
there are many areas of significant need where 
more effort is required.

What we have learned during 2020 is that a 
strong public sector—in our hospitals, primary care 
and aged care —is critical to being able to respond 
to effectively to these challenges.

It is disappointing that there is only a limited 
focus on strengthening preventive and primary 
health care. 

An Australian Centre for Disease Control could 
have positioned Australia to better deal with 
future pandemic challenges. 

While some new funding for rural primary health 
care is welcome, there is a missed opportunity to 
bring this more quickly to scale.

Meanwhile more than $17 million has been 
committed to a website reporting specialist fees 
which to date has generated little consumer 
interest or made any impact on improving 
affordability.

Actuarial reviews of private health insurance 
arrangements will do little to address the 
immediate pain felt by policy holders whose 
premiums continue to rise while value continues  

to fall.  ha 
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AHHA in the news

FROM THE AHHA DESK

6 OCTOBER 2020

COVID-19 shows why centre for disease control an urgent 
priority 

‘The pandemic experience this year is a clear  
reason for the establishment of an Australian  
Centre for Disease Control.

The call for this has been long-standing, with 
a 2013 recommendation to the Government by 
the Standing Committee on Health and Ageing 
overlooked in favour of the development of a 
National Communicable Disease Framework.

The COVID-19 pandemic has revealed weaknesses 
in Australia’s planning and response processes. 

Inconsistent messaging and conflicting expert 

advice across jurisdictions was partly addressed 
‘on the run’ by the establishment of the National 
Cabinet, with the Australian Health Protection 
Principal Committee reporting directly to it.

However, this has resulted in a reduction in public 
transparency about disease control decision-making 
processes. A Centre for Disease Control requires 
a level of independence from political decision-
making, with accountability and transparency 

identified in the enabling legislation. ha 
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The National Digital 
Health Workforce and 
Education Roadmap

The benefits of digital health technologies are 

significant and compelling. Used effectively, digital 

health technologies can save lives, as well as 

improve the health and wellbeing of all Australians. 

Further, these technologies can support a 

sustainable health system that delivers safe, high 

quality, and effective health services. These 

technologies are already profoundly changing the 

way healthcare is delivered, impacting traditional 

approaches to health occupations, tasks and 

functions. In addition, a confident and capable 

health workforce is required to realise the benefits 

of digital health technologies. 

The National Digital Health Workforce & 

Education Roadmap (the roadmap) is a strategy 

for the health workforce and preparedness in 

digital health. The roadmap provides a basis for 

understanding the digital capability requirements 

of all those involved in the healthcare system 

including the health workforce, volunteers and 

health consumers. The coverage and relevance 

extend beyond the over 760,000 registered 

healthcare providers as the entire sector’s 

workforce will play a role in delivering the benefits 

of the evolving digital health system. The roadmap 

also acknowledges how the application of digital  > 

Improving the digital capabilities of Australia’s health workforce

ANGELA RYAN 
RN MACN FAIDH, Chief 
Clinical Information 
Officer 
Australian Digital Health 
Agency

LEE WOODS 
RN PhD, Senior Project 
Manager 
Australian Digital Health 
Agency

SHIVA SHARIF 
PhD, Digital Health 
Officer
Australian Digital Health 
Agency

https://www.digitalhealth.gov.au/about-the-agency/workforce-and-education?_cldee=c2hpdmEuc2hhcmlmQGRpZ2l0YWxoZWFsdGguZ292LmF1&recipientid=contact-e1a040b181c2ea11a814000d3ad1f9f4-1ede96529eb34a55b8d5a8224f5cb9df&esid=3260f7a9-65f1-ea11-a815-000d3acae853
https://www.digitalhealth.gov.au/about-the-agency/workforce-and-education?_cldee=c2hpdmEuc2hhcmlmQGRpZ2l0YWxoZWFsdGguZ292LmF1&recipientid=contact-e1a040b181c2ea11a814000d3ad1f9f4-1ede96529eb34a55b8d5a8224f5cb9df&esid=3260f7a9-65f1-ea11-a815-000d3acae853
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technologies in health are impacting the workforce 

and associated education requirements and 

anticipates how these technologies are likely to 

impact the workforce and education requirements 

in the medium term, including emerging 

technologies. It is intended to offer a common 

foundation for the work that will be performed 

by a broad range of health system participants 

to address the challenges and opportunities 

presented by digital health in all its guises.

It indicates the fact that the education and 

training provided to the current and future health 

workforce must be re-shaped in order to meet  

the existing and emerging digital requirements, 

and that a partnership with the education sector  

is essential. This roadmap is designed to be broad 

in its application, covering the whole of the  

health workforce, including all clinical and  

non-clinical roles.

On a very practical and topical level delivering 

health care as we face the challenges of the 

COVID-19 pandemic has meant new technology, 

skills and processes to enable electronic 

prescribing and telehealth. 

The roadmap was developed with wide 

stakeholder engagement and collaboration 

across the health and education sector in 

Australia, including a governance group to ensure 

appropriate oversight. Key activities included 

a literature review, stakeholder interviews, 

consumer interviews, workshops, surveys and  

a national Summit. The roadmap was endorsed by 

the Commonwealth, and all states and territories, 

prior to its launch by the Minister for Health, the 

Hon Greg Hunt MP on 14 September 2020.

The roadmap consists of three main components 

including:

1. Seven Principles, defined to conceptualise the 

changes required, which serve as a foundation 

for how the roadmap will evolve. 

2. A three-horizon framework designed to explore 

the workforce and education changes required 

for adoption of digital health technologies. 

These three horizons will be progressed in 

parallel, reflecting the different stages of digital 

health maturity across the health system.  

The educational priorities are categorised per 

horizon. Digital literacy will be the key priority 

in Horizon 1 to enable secure and ethical 

management of individuals’ data and bring 

everyone up to a baseline level of capability. 

In Horizon 2, education pathways that support 

new roles in health will emerge. Governance, 

Risk and Ethical training will be the key priority 

https://www.digitalhealth.gov.au/news-and-events/news/media-release-digital-health-skills-and-training-more-important-than-ever


The Health Advocate  •  NOVEMBER 2020    11

to enable safe and secure ways of working. 

Governance, Risk and Ethical training will 

remain important to support new models of 

care in Horizon 3, whilst training on new job 

requirements will be also needed.

3. A digital profile framework to articulate the 

expectations of the health workforce as a result 

of the adoption of digital health technologies. 

The members of the health workforce come 

from a variety of roles. These roles and their 

corresponding responsibilities are classified as 

eight ‘digital profiles’ in the roadmap.

In order to support jurisdictions, healthcare 

organisations, and groups who are identified in 

the roadmap to implement its recommendations, 

a Capability Action Plan (CAP) will be developed. 

The CAP will contemplate, in detail, the roles 

and responsibilities, timeframes and targets for 

different sets of stakeholders across Australia. 

The CAP is the critical next step to ensure 

implementation of the roadmap and realisation 

of the benefits that will flow to Australia’s health 

workforce. 

The Agency has also published a summary of the 

roadmap to provide a snapshot of its key elements.

The roadmap has received support from key 

industry leaders including:

“To fully harness digital health to solve Australia’s 

greatest health and healthcare challenges, the 

digital workforce needs to continue to grow. The 

roadmap provides a blueprint for how these skills 

can be developed in the current workforce and 

highlights the skills we need to develop in the 

workforce of the future,” said Dr David Hansen, 

CEO of CSIRO’s Australian e-Health Research 

Centre.

Associate Professor Clair Sullivan from the 

University of Queensland and Brisbane’s Metro 

North Hospital and Health Service said “We need 

to shape and mould the future of healthcare in 

Australia. Fragmentation is not going to help us. 

We need to come together and learn from each 

other and this is a great first step.”

Professor John Dewar AO. Deputy Chair, 

Universities Australia and Chair, Universities 

Australia’s Health Professions Education Standing 

Group said “Universities play a critical role in 

educating Australia’s future health professionals, 

so they gain the knowledge and skills required 

to meet our communities’ needs. This includes 

delivering new models of care in which digital 

technologies are playing an increasing role.” 

Please contact Workforce@digitalhealth.gov.au  

if you would like more information. ha

https://www.digitalhealth.gov.au/about-the-agency/workforce-and-education/Workforce%20and%20Education%20-%20Snapshot.pdf
mailto:Workforce%40digitalhealth.gov.au?subject=
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The coronavirus and its many impacts have been 
felt at every level of our community. 

COVID-19 has highlighted the need for a rapid 
response, particularly from the health sector.  
We have also seen the way industry and the 
general community have pitched in to deliver swift 
and innovative solutions when threatened with 
shortages of hand sanitiser, PPE equipment and 
more recently facemasks, particularly in Victoria. 

Australia’s researchers have contributed 
significantly to advancing global efforts in the 
development of a vaccine, as well as sought to 
understand the impact of Covid-19 on individuals 
and communities. 

Yet the pandemic has also made research 
challenging. Our survey with Research Australia 
of 1,212 health and medical researchers across 
Australia, published recently in The Lancet, 
found 80% have been negatively affected by the 

pandemic, with delays in trials and fieldwork and 
the delivery of equipment and supplies. 

The pandemic has also created an uncertain 
future for university and medical research institute 
researchers in both the short and longer term 
due to the loss of revenue and participation 
by international students, philanthropists and 
fundraising opportunities. Overall, 70% of 
researchers indicated that their research would 
be affected beyond 2020, with 90% reporting 
there would be difficulties in reaching milestones, 
publication outputs (81%), and sourcing new funding 
(63%). Nearly 50% highlighted they would also be 
affected by staff losses. 

Despite these challenges, around one-third of 
researchers suggested there were opportunities  
to increase collaborations, and have seen benefits 
in the extent to which they have been able to adapt 
and pivot new research opportunities.  

Protecting health  
and medical research 
from COVID-19

PROFESSOR  
ANNA PEETERS 
Director Institute for 
Health Transformation, 
Faculty of Health,  
Deakin University

PROFESSOR  
PATRICIA LIVINGSTON 
Associate Dean 
Research, Faculty of 
Health, Deakin University

“Overall, 70% of 
researchers indicated 
that their research 
would be affected 
beyond 2020.”

https://researchaustralia.org/impact-of-covid-19-on-health-and-medical-researchers-one-of-australias-crucial-lines-of-defence/
https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(20)31533-6.pdf
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It is ironic that, at the same time as the pandemic 
has increased Australian’s dependence on, and 
admiration for, the health and medical research 
sector, it has also exposed and exacerbated the 
cracks which if left unchecked will leave Australia 
vulnerable to future pandemics, and other health 
disasters.  

Research is an insecure and unpredictable career 
path at the best of times, and our national survey 
has shown the high risk of additional staff losses 
during this pandemic. 

It is time to develop a COVID-19 national health 
and medical research strategy to ensure funding 
is well-targeted and programs are cohesive, 
complementary, and forward-focused. A national 
strategy will give researchers, industry and the 
community certainty and direction, and will reaffirm 
Australia’s reputation as a world leader in health 
and medical research.  

There are short- and long-term opportunities to 
understand the psychological, social, and physical 
effects of the COVID-19 pandemic. These learnings 
will translate and influence future periods of 
increased infection and lockdown, which will be 
particularly important for front-line workers and 
vulnerable groups. 

Some of Australia’s researchers and their partners 
have already pivoted to provide these learnings,  
and selected funding opportunities have been  

made available. A framework for the prioritisation 
and coordination of essential, policy-relevant 
health and medical research will ensure that any 
investment is efficiently targeted to the crucial 
questions as the pandemic unfolds. 

The AMA [and AHHA—Ed.] recently called for the 
establishment of an Australian Centre for Disease 
Control and Prevention (CDC). The US and EU CDCs 
are models not only for the preparedness a CDC 
would provide for future pandemics and major 
public health threats, but also for the potential to 
strategically integrate research into the response  
to Australia’s public health emergencies.

The health and medical sector works every 
day with bright, committed, young researchers. 
Despite the uncertainties for their own futures, 
they have continued to identify and evaluate 
innovative responses to COVID-19 with our health 
and community partners. Their enthusiasm and 
dedication have been evident in their research 
outcomes, ranging from designing remote mental 
health clinics, developing strategies for disability 
support services in response to response to 
COVID-19, evaluating support networks for health 
workers, and addressing the impacts of COVID-19  
on food insecurity. 

We urge that sustained and strategic funding  
for our future health and medical researchers be  

a part of Australia’s COVID-19 recovery plans. ha
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Aboriginal health 
practitioners making  
a difference in  
South Australia
Flinders Medical Centre, South Australia

As you enter Jaiden and Mahalia’s office you will 

notice a pinboard with a number of ‘Thank you’ 

cards. These cards are testament to the success 

of providing meaningful care to one of our most 

vulnerable patient populations—Aboriginal and 

Torres Strait Islander patients requiring heart 

surgery.

Aboriginal and Torres Strait Islander patients 

make up 20% of Flinders Medical Centre’s (FMC) 

cardiac surgery annually. FMC’s heart patient 

population spans the northernmost point of the 

Northern Territory to the southern regions of  

South Australia. 

Mahalia Milera and Jaiden Graham are two of the 

first Aboriginal Health Practitioners (AHP) to work 

as part of a multidisciplinary team in a hospital, 

and the first to specialise in cardiothoracic surgery 

and cardiology in South Australia. 

To better understand the AHP role is to 

understand that their priority is ‘cultural care 

first, clinical care second’, where clinical care 

includes vital signs, blood-taking, advocating in 

consent procedures, aiding pharmacy in medication 

education and providing appropriate clinical 

patient education. 

Having a male and a female Aboriginal Health 

Practitioner is important for gender balance in 

terms of delivering appropriate culturally sensitive 

care for Aboriginal and Torres Strait Islander 

patients. 

One of the most profound changes seen in the 

hospital since the AHPs joined the team has been 

the cultural change in the care provided by non-

Indigenous staff as they follow Mahalia and Jaiden’s 

modelling of the best care for Indigenous patients. 

‘One nurse told me that at first, he was sceptical 

and felt the roles were just ticking a box’, says 

Bronwyn Krieg, Project Officer, Flinders Medical 

Centre. ‘But he then said he can now see the 

unique care and understanding the AHPs provide to 

meet the needs of our Aboriginal and Torres Strait 

Islander patients, and he believes them to be a 
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really valuable part of the multidisciplinary team.’

Flinders Medical Centre Cardiothoracic Surgical 

Unit (CTSU) was part of the Lighthouse Hospital 

Project, an initiative of the Australian Healthcare 

and Hospitals Association and the Heart Foundation 

and funded by the Department of Health to 

improve the care pathway for Aboriginal and/or 

Torres Strait Islanders presenting with coronary 

heart disease. 

Flinders Medical Centre CTSU worked very 

closely with the Southern Adelaide Local Health 

Network Aboriginal Family Clinic in employing both 

a male and a female Aboriginal Health Practitioner 

as part of the cardiac surgery and cardiology 

multidisciplinary teams. 

The Southern Adelaide Local Health Network 

Aboriginal Family Clinic provides the primary 

health service for the Aboriginal community in the 

south and the training ground for Aboriginal Health 

Practitioner Trainees to complete their Certificate 

IV in Primary Health Care (Practice ). 

The clinic plays an integral role bridging the gap 

between primary health care and hospital tertiary 

care and provides a pathway for AHP Trainees  

into focus areas of the hospital system: a future 

goal of SALHN.  ha

Jaiden and Mahalia 
Aboriginal Health 

Practitioners

“Mahalia Milera and 
Jaiden Graham are two 
of the first Aboriginal 
Health Practitioners 
(AHP) to work as part 
of a multidisciplinary 
team in a hospital, and 
the first to specialise in 
cardiothoracic surgery 
and cardiology in South 
Australia.”

https://www.heartfoundation.org.au/for-professionals/aboriginal-health-resources/the-lighthouse-hospital-project
https://www.heartfoundation.org.au/for-professionals/aboriginal-health-resources/the-lighthouse-hospital-project
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In Australia, podiatric surgeons are specialist 
podiatrists who are registered to provide surgical 
foot and ankle procedures. The goal is to improve 
patients’ quality of life by relieving pain and 
improving function. This not only involves surgery 
but also advice on footwear, orthotic and exercise 
options.  

Despite many attempts to influence the public 
acute health sector of the value of podiatric 
surgery (where there are known long wait lists 
for orthopaedic surgery for similar procedures) 
most patients receive their care in day procedure 
facilities.

While podiatric surgery has been shown to 
improve health-related quality of life and is 
associated with low rates of complication, including 
non-union, infection and venous thromboembolism, 
patient satisfaction with surgery is relatively 
unknown. As a result, a study was implemented to 
validate anecdotal information. 

The study results relate to 2014–2017, with data 
from four podiatric surgeons in Western Australia, 
noting that ongoing evaluation of satisfaction 
continues to inform practice outcomes. The group 
has expanded to five, with a South Australian 
surgeon now participating. 

Pathways  
to happy feet
Satisfaction with podiatric surgery by podiatric surgeons

SANDY THOMSON 
GovernancePlus 

PAUL BUTTERWORTH 
School of Health and 
Human Sciences, 
Southern Cross 
University
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A post-discharge telephone survey consisting 
of seven questions was used, with results then 
being sent to an independent reviewer who could 
trigger a clinical review if required. The questions 
focused on satisfaction with medications needed, 
wound care instructions, post-operative infections 
and need for re-admission. The questions align 
with Australian Commission on Safety and Quality 
National Standards for infection control, medication 
management and comprehensive care.

Ethics approval to access and analyse the data  
was provided by the Southern Cross University 
Human Research Ethics Committee. 

Patients provided verbal consent to complete  
the questionnaire via telephone interview.  
The Ethics Committee did not require written 
consent as the data were collected as part of 
routine post-operative follow-up and ongoing 
external peer review.

How are the data used?  
The data inform opportunities for improving 
practices, support benchmarking between the 
surgeons and provide the chief executive officers 
of the three private hospitals where the surgeons 
operate with information on care outcomes. 

Reports to the CEOs are not a formal requirement, 
but supports continuation of credentialling and 
privileges. 

Results
596 patients
2 readmissions (0.4%).
87.5% (n=456) were highly satisfied (score 5/5).
The five most common procedures were:
1. Wedge resection of ingrown toenail
2. Correction of hallux valgus by osteotomy 
3. Correction of claw toe
4. Correction of claw toe with internal fixation
5. Excision of exostosis of small bone.

Discussion
The primary reason that patients undergo podiatric 
surgery is to achieve relief from their foot pain 
which has not been resolved by other non-surgical 
options.  

Foot pain is also known to affect more females 
than males. Existing evidence also suggests 
females are more likely to experience venous 
thrombo-embolism following surgery than males. 

As a result, Australian podiatric surgeons are 
more likely to provide thromboprophylaxis for 
female patients undergoing surgery, to prevent 
potential complications. 

The study did not find that patient satisfaction 
was influenced by gender.

The results of this study also confirm that 
patients were satisfied with the communication 
provided by their surgeon. (Communication relating 
to consent, understanding risks, use of antibiotics 
and wound care instructions has been expanded in 
the current survey tool.)

The ongoing independent review process has 
assisted in improving patient care, particularly in 
pre-admission and post-discharge conversations. 
The high response rates continue to correlate with 
high satisfaction. The shared learning from this 
work provides valid data and an opportunity to 
continuously improve the patient experience.

Patient satisfaction during the pre- and post-
operative period also remains high.  

Initiatives implemented since this study was 
conducted have included: a greater focus 
on antibiotic usage, screening for cognitive 
impairment; and assessing whether patients feel 
their care and treatment is based on a partnership 

approach that involves shared decision-making. ha
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New life-saving 
blood test to 
replace invasive 
biopsies

Currently around 15,000 Australians are diagnosed 
every year with a blood cancer (leukaemia, 
lymphoma, myeloma). More than 110,000 people are 
living with a blood cancer in Australia today, and up 
to 7,500 of them lose their lives each year, making 
blood cancers collectively one of the leading causes 
of cancer death.  

Australian blood cancer patients will now have 
access to circulating tumour DNA (ctDNA) testing,  
an advanced diagnostics test that will potentially 
save lives and direct patients to alternative 
treatment options outside of chemotherapy.

The introduction of ctDNA blood tests in Australia 
is a leap forward in translating research into clinical 
practice. The development of this first-of-its-kind 
test has been made possible by the philanthropic 
generosity of donors from the Snowdome 
Foundation and Epworth HealthCare through the 
Epworth Medical Foundation. It draws on the 
scientific knowledge of the Christine and Bruce 
Wilson Centre for Lymphoma Genomics at the  
Peter MacCallum Cancer Centre.

The new tests are a welcome alternative to 
painful and limited tissue sample biopsies used 
to diagnose and monitor a cancer’s progression. 

Up until now, diagnosis and assessment of blood 
cancer progression has relied on invasive biopsies 
of the lymph node or bone marrow, depending on 
the cancer type. Surgical biopsies can be painful 
procedures, and the results are usually confined  
to the biopsied area. 

Also known as ‘liquid biopsies’, ctDNA tests 
examine blood samples instead, which are relatively 
easy to perform and less painful to collect.

New research has discovered that DNA from a 
cancerous tumour can be found circulating in blood, 
which is the basis for ctDNA tests. As a result, 
ctDNA testing can provide a broader perspective 
of a tumour and is not limited to a biopsied area, 
making it possible for certain cancers to be tested 
via a blood test where it’s too difficult or dangerous 
to carry out a biopsy, such as the lungs or brain.

ctDNA testing doesn’t require patients to visit  
a hospital—as the blood sample can simply be sent 
to the Peter MacCallum Cancer Centre for testing. 
This saves sick patients from having to travel 
interstate, or into town from rural or regional areas.

Dr Bruce Davis, a patient from Epworth 
HealthCare, owes his life to ctDNA genomic testing. 
Bruce had developed T-cell lymphoma back in      > 

Blood cancer patients can avoid unnecessary chemotherapy 
Snowdome Foundation
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2013 and despite a raft of different chemotherapy 
treatments and immunotherapy, his lymphoma 
returned in 2018. It had spread to his vital  
organs including his stomach and brain, making  
it incredibly risky to biopsy. 

Utilising ctDNA genomic testing at Peter 
MacCallum Cancer Centre’s Christine and Bruce 
Wilson Centre for Lymphoma Genomics, Bruce’s 
treating team found a specific protein in his 
tumour that is also present in melanoma tumours. 
A treatment targeting this specific protein could  
be utilised to attack his cancer.

‘I was gravely ill and deteriorating very rapidly 
with lymphoma invading my brain. The molecular 
testing performed and the abnormality it detected 
allowed my specialist to give me targeted therapy 
which sent my disease into remission. I made a 
miraculous recovery’, says Dr Davis, who was on 
a golf course in Scotland just two months after 
treatment commenced in early 2019. Bruce’s 
treatment had gone from palliative care to a 
targeted treatment—the test literally saved his life.

Director of Cancer Immunology and Molecular 
Oncology at Epworth HealthCare and Cofounder 
of the Snowdome Foundation, Professor Miles 
Prince AM says that ctDNA testing helps clinicians 
to determine which genes are driving changes  
in cancers, and allows them to attack the  
weakest point. 

‘Genomics is opening up more research options 
and more ways to target and treat an individual’s 
cancer. All of this means hope that one day, 
treatment success stories such as Bruce’s will be 
common’, says Prince.

Dr Piers Blombery from the Molecular 
Haematology Laboratory at Peter MacCallum 
Cancer Centre echos Prince’s sentiment. 

‘ctDNA is an exciting step in genomic diagnostics 
to help tailor treatment for patients with blood 
cancers’, he says. ‘Every cancer is different and 

Dr Bruce Davis (Epworth HealthCare lymphoma 
patient) with Prof. Miles Prince AM (Director of 
Cancer Immunology and Molecular Oncology 
at Epworth HealthCare and Cofounder of the 
Snowdome Foundation) 

“Bruce’s treatment had gone 
from palliative care to a 
targeted treatment—the test 
literally saved his life.”
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genomics testing such as the ctDNA panel gives 
clinicians more details about what drives the 
individual patient’s tumour cells, it can give you 
more accurate diagnoses, prognoses and ultimately 
more treatment options.’

Tests conducted to date have resulted in a 
clinically meaningful outcome for 60% of patients. 
Genomic testing should now be a central part 
of the diagnostic work up of patients with blood 

cancers such as lymphoma and leukaemia.  ha

The Snowdome Foundation was formed in 2010 
with a mission to accelerate next-generation 
treatments for Australian blood cancer 
(leukaemia, lymphoma and myeloma) patients  
to help them live longer, better lives. Snowdome 
aims to fast-track access to innovative blood 
cancer treatments by channelling government 
and philanthropic donations into ground-breaking 
medical research, clinical trials and personalised 
therapies.



22    The Health Advocate  •  NOVEMBER 2020

It is not an overstatement to say that healthcare 
workers are the real heroes of the COVID-19 
pandemic. Their rapid and selfless response is an 
incredible example of what we can achieve when 
good people collaborate and rise to the challenge  
in the face of adversity. 

Behind the headlines, the pandemic is having 
a significant impact on the way health providers 
leverage technology. While many next-generation 
healthcare systems, including telemedicine, data 
sharing, and remote working, were already in place, 
the degree to which healthcare organisations have 
ramped up their usage has been extraordinary. 

The increased speed and scale of technology 
usage have led to a parallel increase in patient 
data—data that healthcare organisations are obliged 
to store, secure effectively, and intelligently 
manage.

For example, healthcare practices must store 
the recordings and transcripts of telemedicine 
sessions. They must protect imaging data generated 

by diagnostic devices like CT scans, MRIs, and 
X-rays. Then, they must manage the terabytes 
of unstructured data shared among healthcare 
professionals working onsite and remotely.

These factors translate to high-performance 
requirements for IT systems as waves of new data 
are created, thus shining an even brighter light on 
the importance of data backup and recovery. Sadly, 
as healthcare organisations pivot more resources 
to the frontline in the fight against COVID-19, bad 
actors are trying to take advantage of the situation. 
The Australian Cyber Security Centre (ACSC) warned 
that Australia’s health or research sectors are at 
greater threat of being targeted, and potentially 
compromised, by malicious cyber criminals.

This double whammy of rapid data growth and 
rising cyber threats has intensified the need 
for a comprehensive disaster-recovery strategy. 
Healthcare institutions must implement an effective 
data backup and recovery plan that protects patient 
data and minimises potential downtime. 

LEO LYNCH 
Director, Asia-Pacific, 
StorageCraft

Securing healthcare data 
and assuring continuity 
through crisis
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Below are some basic steps that organisations 
can take to secure healthcare data and assure 
continuity.

1. Test, test, test  
The same as testing is paramount for determining 
the spread of a virus, testing for IT vulnerabilities 
and connectivity issues is a fundamental first 
step. As a healthcare organisation, you should 
consider engaging a third party to conduct 
penetration testing of your environment. Also, 
be sure to regularly test your data backup and 
recovery procedures and processes to ensure that 
all systems are working the way they should. This 
process ensures that your data is quickly and easily 
recovered in the case of a cyberattack or another 
emergency. Testing should also include a thorough 
review of your backup and recovery plan. If you 
do not have such a plan, it is time you made one. 
And if you do have one, be sure to give it a regular 
dusting off. 

2. Teach good cyber-hygiene  
Healthcare workers do not only need clean hands. 
They need good cyber hygiene. If your workers have 
never heard of ransomware or phishing, they cannot 
protect against it—and it is more likely they will 
click on malicious content that can jeopardise your 
organisation. It is essential to educate everyone on 
the basics of identifying malicious emails, selecting 
strong passwords, and regularly patching and 
updating their device’s software. It is also a good 
idea to send alerts to staffers about the  
latest known ransomware and phishing attacks  
so they can recognise and avoid them.

3. Use snapshots to back up data  
Ransomware is lethal to healthcare institutions 
because it can block them from accessing critical 
patient data, potentially putting lives at risk.  
But if critical patient data is backed up to a reliable 
source, ransomware immediately loses its sting.  
One of the best forms of backup is immutable       > 
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“The Australian Cyber Security Centre (ACSC) 
warned that Australia’s health or research sectors 
are at greater threat of being targeted, and potentially 
compromised, by malicious cyber criminals.”
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object storage which continually protects 
information by taking snapshots in regular 90 second 
intervals. As a result, even when data is overwritten 
by ransomware, older objects remain immutable 
and unchanged. The net result is that healthcare 
organisations can quickly recover the most recent 
version of their data and take the bite out of 
ransomware attacks.  

4. Consider converged, scale-out storage  
You can streamline your data-backup and protection 
capabilities by integrating primary, secondary, and 
cloud storage in a single solution. This integration 
can eliminate storage and data protection silos 
while decreasing the risk of any downtime.  
What is more, this kind of storage can be scaled  
up as needed, which means healthcare organisations 
can start with a few terabytes of capacity, then 
scale up, while requiring minimal configuration  
or application changes.

5. Do not skimp on encryption  
Healthcare organisations are good at encrypting 
data in transit, but they often neglect to encrypt 
their resting data. This represents a dangerous 
vulnerability because if a data leak does occur, 
hackers are likely to steal resting data. Encryption 
at rest can protect against the vulnerability of 
drives being removed that may contain critical data. 
By properly encrypting data at rest, healthcare 
institutions can make it harder for hackers to make 
sense of patient data, even if they gain access.

Healthcare organisations have never been tested 
the way they are being tested today. Under such 
tremendous pressure, mistakes happen, and data 
can be lost, deleted, or removed. Being prepared 
will help release stress in advance and ensure IT 
infrastructures serve to support the incredible work 

and outcomes of our healthcare industry.  ha

“By properly encrypting data at rest, healthcare 
institutions can make it harder for hackers to make 
sense of patient data, even if they gain access.”
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In the ACT, telehealth was launched on 22 April 
2020, to support the reduction of non-urgent  
and non-essential activity at Canberra Health 
Services (CHS). 

The ACT Health Directorate and CHS chose the 
Health Direct platform, which acts as a clinical tool, 
as opposed to a videoconferencing mechanism. 
Since introduction of the Health Direct platform, 
there has been an average of 200 telehealth  
video appointments per week.

During the COVID-19 pandemic, telehealth has 
been critical to supporting residents to stay at 
home, comply with social distancing, and  
ensuring medical help and consultations are 

available for patients who do not need to travel  
to the hospital for their appointments. 

An excellent example of telehealth’s effectiveness 
is the timely care it has given patients receiving 
immunosuppressant therapy in the Canberra Region 
Cancer Centre. During an incredibly stressful and 
emotionally draining time, these patients don’t need 
to leave home to talk to their treating specialist, 
agree to treatment plans and manage their illness.

The process
Telehealth video appointments are based on clinical 
need and the patient’s preference. At CHS, our 
administration team explains to patients how to 

Telehealth embraced in 
the ACT and there’s no 
looking back—we hope

DR DEE PATIL 
Senior Manager 
Outpatients Support, 
Cancer Services, 
Canberra Health 
Services, ACT 
Government

“xxxxx.”
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join the telehealth video call, what to expect and 
answers any questions the patient may have. 

Our IT team have supported the implementation 
of the Health Direct platform, creating essential 
resources and guides. These include a web  
page where, by clicking an on-screen button, 
patients can: 
• make a ‘telehealth test call’ to test their internet 

connection, video and audio; 
•  use a ‘test clinic’ to test their call with a 

support officer from the Digital Solutions Support 
team, who can test that the patient’s camera, 
microphone and speakers will work for their 
telehealth appointment, and show patients what 
the screen layout will look like; and 

• start their telehealth video call. 

There are no apps to be downloaded—all 
that is needed is a device with a camera and 
a microphone, a reasonably good internet 
connection, and a safe quiet place to have the 
video appointment. And, where a family member 
or next of kin is unable to attend the outpatient 
appointment, there is an option for that person  
to join the consultation from their own home. 

The process to join the video appointment mimics 
an outpatient appointment. Just like turning up in 
real life, the patient is greeted by an administration 
team member, and their appointment details are 
verified before they are placed in the online-waiting 
room for the specialist. Patients and specialists are 
also requested to introduce anyone who is around  
them during the appointment.

Feedback and support
Anecdotal feedback received from patients  
and specialists indicates that the system is very 
simple and easy to use. 

CHS is also planning on implementing a short 
snapshot survey every three months to allow formal 
qualitative feedback to inform improvements.

Carers ACT has recently commenced a  
Telehealth Support Program to assist members of 
the community to access telehealth appointments  
by providing technical support to patients before 
and during the appointment. This includes providing 
resources and support for people who may not have 
a computer at home, network access or who are not 
confident in using the technology.

CHS has also procured and is implementing a new 
interpreter service for video appointments for our 
culturally and linguistically diverse population.  

We have ‘started simple’ and the feedback 
received thus far from clinicians and patients 
has been positive. The possibility of extending 
telehealth services to other models of care is  
being considered, along with the opportunity to 
create more efficient services. 

New normal?
Many agree that telehealth is now an essential  
part of the ‘new normal’ as we experience the 
unknown related to the COVID-19 pandemic. Space 
is a well-known asset within the healthcare industry 
and with increasing demand on outpatient services, 
telehealth gives us the opportunity to invest in 
planning for the future. 

However, the sustained use of telehealth 
appointments in the outpatient setting will be 
dependent on the Commonwealth Government’s 
decision to continue funding Medicare Benefits 
Schedule rebate items for telehealth beyond the 
COVID-19 response.

We have created an agile and flexible telehealth 
system in the ACT and look forward to where this 
platform can take us as a health service, with 
our vision of ‘Creating exceptional health care 

together’.  ha

“xxxxx.”

“Just like turning up in real life, 
the patient is greeted by an 
administration team member, 
and their appointment details 
are verified before they are 
placed in the online-waiting 
room for the specialist.”
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COVID-19 and  
the Western Pacific
A briefing to the World Health Organization 
Australian Healthcare and Hospitals Association

The World Health Organization Western Pacific 
Region Office (WHO-WPRO) heads one of the 
six regions of the World Health Organization. 
Headquartered in Manila, Philippines, WHO-WPRO 
works with health authorities and other partners in 
37 countries and areas with more than one-quarter 
of the world’s population.

Its reach extends from the Mongolian steppes  
in central Asia east to the Pitcairn Islands in  
the Pacific Ocean and south to New Zealand.  

It includes countries big (such as China, with  
1.4 billion people) and small (such as Niue, home 
to just 1,000 people), rich and poor, some with 
exploding populations and others that are rapidly 
ageing. 

Health systems and services are strong in some 
countries and weak in others. More information, 
including on WHO-WPRO’s role in responding to the 
COVID-19 pandemic, is available at: www.who.int/
westernpacific.
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https://www.who.int/westernpacific
https://www.who.int/westernpacific
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The International Hospital Federation (IHF) is 
an accredited non-state actor that participates in 
WHO meetings. It delegates this role to member 
organisations where appropriate, and for the 
6–9 October 2020 meeting of WHO-WPRO, the 
Australian Healthcare and Hospitals Association 
(AHHA) was appointed as the delegate.

AHHA was a delegate at the 2018 WHO-WPRO 
meeting held in Brisbane, and our report on 
hospital funding and value-based health care was 
one of two reports provided by non-state actors. 

More information about the non-state actor role is 
available at: www.who.int/about/partnerships/non-
state-actors.

The issues section below includes commentary 
reported to the 2020 WHO-WPRO meeting. It 
focuses on the COVID-19 pandemic as the primary 
issue facing health leaders in 2020. Particular 
attention is given to Australia’s Pacific Island 
neighbours, noting WHO-WPRO’s role and Australia’s 
obligations to support developing nations in the 
region.

Issues
The COVID-19 pandemic has dominated concerns 
among hospital and health service leaders across 
the Western Pacific region in 2020, both in 
countries where there has been a significant burden 
of disease, and in countries free of COVID-19. 

As at September 2020, 10 Pacific island states 
remained free of disease:
• Marshall Islands
• Samoa
• Tonga
• Kiribati
• Palau

• Micronesia
• Tuvalu
• Nauru
• Vanuatu 
• Solomon Islands

This has been achieved through early border 
closures by these island states, yet the positive 
outcome highlights stark issues in health and 
economic inequities experienced by people in small 
developing nations. 

International tourism, on which many Pacific 
Island nations rely for foreign income, has ceased 
and may take years to recover. Pacific Islanders 
play a significant role in seasonal workforces in 
countries like Australia and New Zealand, with 
families and communities relying on foreign income 
transfers. For many of these seasonal workers, 
there will be no employment in 2020. For others, 
they have been unable to return to their home 
countries, and have been left stranded by their 
host countries. The economic impact is devastating 
for many countries, and some such as Papua New 
Guinea now consider they have little choice but to 
re-open borders, notwithstanding the risks.

Pacific Island nations have limited to no health 
systems capacity to respond to a significant 
communicable disease outbreak. The experience 
of a measles outbreak in Samoa in 2019, where 
immunisation rates were around 30% and 1 in 40 
people became ill with measles, exemplifies the 
risk communicable diseases present, not only within 
a small developing country but also across the 
Pacific region, including for larger neighbours like 
Australia and New Zealand. For more information, 
see: https://onlinelibrary.wiley.com/doi/full/10.1111/
jpc.14752.

Hospital capacity is limited across Pacific island 
states, with the pandemic experience highlighting 
the need for investment in the region’s health 
infrastructure. For example, the Solomon Islands 
has no intensive care unit; the Cook Islands has     > 
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two respirators; and there is limited capacity  
to manage quarantine when borders are open.   
This is exemplified in US-controlled Guam,  
French Polynesia and Indonesian West Papua  
where governments did not close borders and  
the highest burden of coronavirus across the 
Pacific is reported.

WHO-WPRO will be a key player in ensuring 
that nations across the region, particularly those 
with limited health infrastructure and economic 
capacity, have access to a coronavirus vaccine if 
and when it becomes available. Assurance must 
be given now that they will not be left out as 
developed nations buy rights to early access to  
a vaccine.

Universal health coverage and effective public 
health services have been critical to the success 
of countries like Australia and New Zealand in 
managing low rates of infection. But in some 
countries in the Western Pacific region, up to  
60% of people have difficulty accessing essential 

health services. WHO-WPRO’s commitment to 
universal health care as a foundation of strong 
systems is to be commended.

As noted by WHO Regional Director for the 
Western Pacific, Dr Takeshi Kasai, there is 
a demonstrated strong case for investment 
in universal health coverage. This requires a 
commitment by health and finance ministers to 
work towards a common goal of ‘healthy people, 
healthy economies’. 

Universal healthcare increases resilience to 
health and economic shocks, and investing in 
health can assist in driving economic recovery. 
The leadership of WHO and wealthy nations like 
Australia and New Zealand both in providing 
technical and clinical support on the ground,  
as well as resources for strengthening regional 
health infrastructure, will be critical for the 
economic wellbeing and health of people across 

the Western Pacific region.   ha



The Health Advocate  •  NOVEMBER 2020    33

Bracing  
for impact

Nominations are now open for the inaugural  
HESTA Impact Awards. These awards will recognise 
individuals, teams and organisations who are 
having a positive impact on the world by driving 
improved outcomes across areas such as equality, 
sustainability, health, diversity and inclusion.

‘Building a better world doesn’t happen 
overnight. It’s the small but unrelenting steps 
taken by many dedicated individuals over time  
that will help close the gap on inequality, 
fight climate change and improve diversity and 
inclusion’, says HESTA CEO Debby Blakey.

‘Developing more sustainable business practices, 
taking steps to reduce inequality and disadvantage 
in our communities, and improving health 
outcomes for more Australians—these are just 
a few of the ways we know people are working 
together to protect the future of our society, our 
economy and our planet. 

‘We know health and community professionals 
care deeply about making the world a better place 
and it’s important we recognise and reward the 
life-changing work they are doing on behalf of us 
all’, says Debby.

The awards will highlight excellence in 
sustainability or waste management, gender 
equality, diversity and inclusion, improved health 
outcomes or improved patient wellbeing and 
sector-wide partnerships.

Categories and prize money*
• Team Innovation $15,000
• Outstanding Organisation $10,000
• Individual Distinction $5,000

*Prize money provided by ME Bank

The Awards criteria are modelled on the United 
Nations Sustainable Development Goals (SDGs)—
adopted by more than 150 countries, including 
Australia—which tie together the Fund’s advocacy, 
responsible investment and thoughtful stewardship 
of its members’ savings to help create a more 
sustainable world.

‘HESTA is committed to making the world a 
better place for our members to live, work and 
retire into’, says Debby.

‘For example, HESTA was the first major 
Australian superannuation fund to commit to 
reducing the absolute carbon emissions across its 
entire investment portfolio by 33% by 2030, and 
to be “net zero” by 2050, as part of our Climate 
Change Transition Plan.

‘We are honoured to be able to help recognise 
those working in health and community services 
and celebrate their achievements, great and small, 
through the HESTA Impact Awards’, says Debby.

Winners will be announced at the Awards dinner 
in Sydney on Wednesday 24 February 2021, subject 
to COVID-19 safety restrictions.

To find out more visit hesta.com.au/awards

The newly created HESTA Impact Awards will 
recognise people working in health and community 
services who are committed to creating a better future.

ADVERTORIAL

http://hesta.com.au/awards
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Measuring the cost of 
continuous improvement  
in care in cancer

Background
The goal of value-based healthcare (VBHC) is 
 to focus on improving patient health outcomes 
within a resource constrained context. 

To understand value, both the processes that 
lead to optimal outcomes for patients and the  
cost of achieving these outcomes over the full 
care cycle must be determined. 

This analysis of key drivers of cost and patient 
outcomes over time is important so that patients 
receiving particular interventions who experience 
a variation in health trajectory or costs can  
be identified.

Introduction
This health economics research project extends 
the ‘Continuous Improvement in Care (CIC) Cancer’ 
Project (www.ciccancer.com)—an overarching 
research program that involves consumers, 
clinicians, public and private health services, and 
researchers collaborating to measure value-based 
outcomes important to cancer patients, using 
the International Consortium for Health Outcome 
Measures (ICHOM) standard sets. The CIC Cancer 
results will identify gaps in individual health 
services and variations in patient outcomes; and 
develop new research and quality improvement 
programs to address these gaps, and improve 
clinical practice.

A WA ‘proof of concept’ project

MS CLAIRE SMITH 
Project Officer, Royal 
Perth Hospital

MS LESLEY MILLAR 
Research Program 
Manager, Cancer and 
Palliative Care Research 
and Evaluation Unit, 
University of Western 
Australia

DR MARSHALL MAKATE 
Health Economist, Curtin 
University

http://www.ciccancer.com
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Building on CIC Cancer implementation of 
patient-reported outcomes (PROs) into standard 
care of breast, lung and colorectal cancer 
patients within Royal Perth Hospital (RPH), this 
‘proof-of-concept’ study is undertaking economic 
evaluation to quantify quality of life (QoL) and 
cost-effectiveness to inform assessment of ongoing 
sustainability. This will refine how both resource 
use and patient outcome data are collected and 
used, as we move to embed PROs into routine 
data collection in the WA public and private  
health system. 

The project will incorporate the five level  
EQ-5D-5L, a widely used instrument for measuring 
health-related QoL. It is also a key patient input in 
health economic evaluation of new interventions. 
The project will explore how best to embed 
the instrument to ensure maximum completion 
without overburdening patients. It will then use 
the collected data to identify which patients and 
treatment characteristics are good predictors of 
different outcome trajectories.

Methodology
Patient-reported outcome measures (PROMs) and 
clinical data (demographics, diagnosis, stage, 
treatment and outcomes) are collected at key time 
points during the patient journey for all consented 
RPH patients over 18 months for a minimum of 250 
patients diagnosed with non-metastatic breast, lung 
and colorectal cancer (Figure 1). Additionally, the 
activity-based funding (ABF) costs of healthcare 
for all patients involved in the project—including 
surgery, days in hospital, outpatient events, 
chemotherapy, radiotherapy and supportive care—
are collected retrospectively from the Business 
Intelligence Unit at RPH. 

External cost data, such as costs of radiotherapy, 
are sourced directly from the service provider 
where organisational agreements exist to share this 
data. If an external cost is unable to be determined 
directly from the source, assumptions are made 
based on published literature or the Medicare 
Benefits Schedule. To verify that the clinical and 
costing data collected is accurate, medical record 
review of 10% of participants is being undertaken. >

DR ANGELA IVES 
Associate Investigator, 
Cancer and Palliative 
Care Research and 
Evaluation Unit, 
University of Western 
Australia

PROFESSOR  
CHRISTOBEL SAUNDERS 
Project Chief 
Investigator; Consultant 
Surgeon (Royal Perth 
Hospital, Fiona Stanley 
Hospital, St John of 
God Subiaco Hospital); 
Professor of Surgical 
Oncology, University of 
Western Australia

“To understand 
value, both the 
processes that 
lead to optimal 
outcomes for 
patients and the 
cost of achieving 
these outcomes 
over the full care 
cycle must be 
determined.”
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Once collected, the data are cleaned to ensure 
costs are relevant to cancer care and then analysed 
by health economists at Curtin University. Data 
analysis will include: descriptive exploration of 
patterns in QoL across the patient population; 
assessment of missing data or exploration of 
missing data patterns; prediction of non-completion 
of EQ-5D-5L data to test for response bias (using 

logistic regression); and exploration of longitudinal 
change in QoL (through panel data econometrics). 

Through linking changes in QoL with clinical 
events we seek to tease out those interventions 
and events (and the resultant costs) which cause 
a fundamental shift in QoL trajectory in these 
populations.

Figure 1: Project model

“Half way through the project timeline, a total of 130 newly-
diagnosed cancer patients have been recruited across three 
tumour streams and the patient-reported outcomes collected 
at baseline, 3 and/or 6 months, and 12 months, to be used for 
understanding outcomes that matters most to patients.”
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Results to date
Half way through the project timeline, a total of 
130 newly-diagnosed cancer patients have been 
recruited across three tumour streams and the 
patient-reported outcomes collected at baseline,  
3 and/or 6 months, and 12 months, to be used  
for understanding outcomes that matters most  
to patients.

Reduced attendance at hospital clinics, a switch 
to telehealth during the COVID-19 pandemic, 
dispersal of research personnel to other sites and 
clinical areas during the COVID-19 response, and 
suspension of cancer screening programs (such as 
BreastScreen WA) have affected the number of new 
patients referred to the clinics, and thus access 
to those patients. These obstacles were mitigated 
through implementation of new processes and 
additional ethics approvals for working off-site, 
phone recruitment, and use of verbal consent.

Use of ABF costing data has identified individual 
patient pathways and associated costs throughout 
diagnosis and treatment. Pilot health economics 
analysis, using QoL and costing information from a 
sample of 30 patients, has been completed and this 
has indicated the scope of available data is suitable 
for larger exploration.

Next steps
Patient recruitment and data collection will 
continue for the ICHOM-determined time points 
for each cancer type. Processes to complete cost 
analysis will include integration of QoL and cost 
data, exploration of associations between costs 
and QoL data, and comparison of the distribution 
of costs by categories of QoL. In addition, an 
algorithm will be developed to capture potential 
cost for the patient pathway. The inputs to this 
algorithm will be derived from optimal care 
pathways (OCPs) used as standard clinical guidelines 
in cancer care in Australia.

A process will be developed so that data are 
available to health services, policy-makers and 
researchers to provide continuous feedback on how 
services perform, and inform healthcare planning 
and commission/purchasing strategies locally and 

nationally.  ha

This project was supported by the Western 
Australian Health Translation Network and the 
Australian Government’s Medical Research 
Future Fund (MRFF) as part of the Rapid Applied 
Research Translation program.

Collaborators: University of Western Australia, 
Cancer and Palliative Care Research and 
Evaluation Unit; East Metropolitan Health 
Service; Curtin University; Murdoch University; 
University of Notre Dame Australia
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Time to fix inequity  
in rural healthcare

DR INES RIO 
Chair, North Western 
Melbourne PHN 
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Time to fix inequity  
in rural healthcare

When it comes to access to high quality healthcare, 
not all Australians are equal.

If you live in a major population centre, chances 
are you have ready access to the hospitals, health 
services and health professionals you need. If you 
live in a regional area, not so much. For a country 
that rightly prides itself on its system of universal 
healthcare, there remains a distinct and distressing 
gap between outcomes for those who live in the big 
cities and the one-in-three Australians who don’t. 

Gap well-documented
This gap is well-documented. In 2019, the Australian 
Institute of Health and Welfare reported that on 
average, Australians in rural and remote areas had 
shorter lives, higher levels of disease and injury, and 
poorer access to and use of health services. Rates 
of potentially preventable hospitalisations were 
2.5 times higher than in major cities and the total 
disease burden 1.4 times higher. In cancer care, 
regional patients generally have a 7 per cent higher 
mortality rate than their urban counterpart and for 
some cancers the discrepancy is up to 84 per cent.

Even accounting for risk factors such as the 
generally higher alcohol and tobacco use in regional 
areas and the dangers of workplaces such as 
farms and mines, these are damning statistics. 
And for marginalised and vulnerable groups such 
as Aboriginals and Torres Strait Islanders, they are 
much worse. 

How has this happened? It does not make health, 
social or economic sense to have healthcare 
services concentrated in major population centres 
to the point that patients must go to cities to 
access most of their healthcare. The costs to a 
community are also more than the discrepancy of 
health outcomes. Patients are forced to travel, take 
more time off work and caring responsibilities. The 
loss of comprehensive healthcare infrastructure 
and services costs a community in its ability to 
attract and retain citizens—and doctors—and there 
is a loss in the economic and community benefits 
of hosting healthcare facilities. Alongside this, we 
have all political parties wanting to regionalise our 
population and decongest the city and move doctors 
to the country. Without adequate healthcare, it just 
makes no sense and it is unjust.

Ironically, in some cases restricted services have 
been exacerbated by a black-and-white view of 
quality and safety. If a service in a regional centre 
struggles in areas of safety or quality, the quick and 
risk-averse reaction is to close or limit the service. 
It’s a much harder proposition to increase, upskill, 
connect and support the workforce, upgrade local 
infrastructure, and develop systems and services to 
meet the standards and population needs. Yet this 
is what is needed. 

To see where the current mindset leads, consider 
the recent high-profile case of maternity services in 
Yass, a regional NSW town with a population of     > 

“This gap is well-documented. In 2019, the Australian 
Institute of Health and Welfare reported that on 
average, Australians in rural and remote areas had 
shorter lives, higher levels of disease and injury, and 
poorer access to and use of health services.”
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https://www.mja.com.au/journal/2014/201/8/cancer-health-inequality-persists-regional-and-remote-australia
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more than 6,000. Since 2004, women in Yass have 
had to drive either 70 km to Canberra or 90 km to 
Goulburn to access maternity services—leading to 
several women giving birth on the roadside on the 
way to hospital. Many women in Victorian towns 
have even worse access than this. 

Consider too the uncertainties posed by the 
current pandemic. As I write, Melbourne is in stage 
four lockdown, with coronavirus cases surging 
among healthcare workers. What does that mean 
for an immunosuppressed patient from country 
Victoria who needs to travel for treatment?  
And what would an outbreak look like in a region 
without ready access to comprehensive care? 

Bring the service to the people
Contrary to popular belief, the population of 
regional and remote Australia is growing. According 
to the Australian Bureau of Statistics, it increased by 
10% between 2007 and 2017, and has been forecast 
to grow further still. The approach of forcing people 
to go to the service rather than bringing the service 
to the people needs to change. Three recent 
developments mean that this could well be the 
ideal time to do it. 

The first of these, radically accelerated by the 
pandemic, has been the acceptance and adoption  
of telehealth.

This means that rural hospitals and practices can 
have realistic, real-time and visual access to the 
best specialist expertise. An existing example of  
this is the Victorian Stroke Telemedicine Program, 
which has been running since 2011 and gives 
regional hospitals 24-hour access to a roster 
of stroke neurologists. According to the Florey 

Institute, interim results show that ‘Eligible patients 
are being treated more quickly and more safely’.  
There is no reason this could not work in other 
fields such as obstetrics, dramatically improving 
access to local delivery options for regional women. 

The second development is the Rural Generalist 
Program, a federally-funded scheme to help recruit 
and train more doctors with a broad scope of 
practice to work rurally — from delivering a baby 
to emergency surgery. It is designed to attract 
many young doctors to rural areas, provide a more 
sustainable workforce and increase the provision, 
capacity and viability of services. 

The third, and potentially most transformative, 
is the recent update to the National Health 
Agreement. What I hope this will do is drive a 
complete change in mindset, where larger hospitals 
think beyond their own four walls and consider what 
people, health professionals and smaller services in 
their region really need. If it works as I believe it 
should, it will see Local Hospital Networks working 
with GPs and Primary Health Networks to minimise 
duplication and fragmentation and put services back 
into the places that need them most. 

Right now, Australia suffers from a damaging and 
persistent maldistribution of healthcare services. 
This inequality has been growing for years, but now 
we are presented with an opportunity to fix it. An 
opportunity we must take, for the sake of equity 
and common sense. For too long we’ve had a system 
that serves the needs of those who administer it in 
cities. The time has come for it to serve the people 

that use it across our entire land.  ha

This article was originally published online  
in VicDoc.

“Consider too the uncertainties posed by the current pandemic. 
As I write, Melbourne is in stage four lockdown, with coronavirus 
cases surging among healthcare workers. What does that mean 
for an immunosuppressed patient from country Victoria who 
needs to travel for treatment?”

https://vicdoc.partica.online/vicdoc/vicdoc-september-2020/features/time-to-fix-inequity-in-rural-healthcare
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Unlocking pathology  
data to reform healthcare

General practitioners see 87% of Australians and 

order hundreds of millions of pathology tests 

each year—the (de-identified) results of which 

could serve as the platform for an information-

technology-driven approach to healthcare reform. 

Pathology test data not only supports GPs in 

diagnosing, screening, treating, and monitoring 

diseases—it can also be used to identify larger 

scale community or regional trends, more quickly 

and with more depth than ever before. 

In a new project involving researchers from 

the Australian Institute of Health Innovation at 

Macquarie University, the de-identified data from 

500 General Practices will be analysed to provide 

near real-time feedback to GPs, practice managers 

and health policy planners. 

The data can be used, for example, to quickly 

spot trends in test ordering, enabling health 

professionals to act. 

Or, for instance, if the data showed that bowel 

cancer screening rates were declining, GPs could 

be alerted to immediately encourage at-risk groups 

to undertake the test, thereby reducing the risk of 

cancer through early detection.

Analysis of the data might also show when best 

practice guidelines are being overlooked. For 

instance, earlier research by AIHI reported a large 

variation in Vitamin D testing among practices, 

suggesting a lack of consensus regarding Vitamin D 

testing. With this trend identified, policy-makers 

could use the feedback to make appropriate 

adjustments. 

Until now, this kind of data—large scale, 

longitudinal in nature, reliable, and delivered 

close to real-time—has not existed. It will 

prove invaluable for the management of health 

systems long-term, and, critically, during the 

COVID-19 pandemic, where decisions need to be 

made quickly about resource allocation, control 

measures, policy development and community 

communication.  >

PROFESSOR  
ANDREW GEORGIOU 
Australian Institute 
of Health Innovation, 
Macquarie University
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Responding to COVID-19
GP clinics have a critical role to play in Australia’s 

response to COVID-19, not least because they are 

the first place people turn to for health advice, 

and the first place governments pass health 

messages to.

Understanding general practice activity is key 

to identifying and monitoring the health of the 

community, providing an early warning system of 

the spread of disease and highlighting areas where 

healthcare may be being avoided or delayed.

The interruption of normal patterns of healthcare 

in Australia has meant that the pandemic has 

already had a major impact on the detection 

and treatment of many non-COVID-19 conditions, 

leading to possible missed diagnoses, medications 

and treatment, which may have serious future 

consequences for patients and the healthcare 

system. Cholesterol testing, for instance, dropped 

dramatically in the first half of 2020. 

The supply of timely snapshots to general practice 

by this new project will greatly improve their ability 

to contribute to healthcare management through 

the pandemic.

Delivering the right data, at the right time
The project will involve Primary Health 

Networks, General Practices, consumer groups, 

researchers, digital health developers and 

pathology professionals to develop clear and timely 

information, targeting the following key areas.

GENERAL PRACTICE
• Diagnostics—For example, alerts could be 

provided based on the most common COVID-19 

symptoms or alarm flags for COVID-19, e.g. white 

blood cells, lymphocytes, platelet counts; and 

risk factors, e.g. smoking, respiratory failure.

• Medications—For example, feedback could 

be provided on the dangers of prescribing 

antiviral drugs, e.g. drug–drug, drug–disease 

interactions; risks associated with chloroquine/

hydroxychloroquine, ACE Inhibitors.

• Patient care—For example, trends could be 

identified in the treatment of pregnancy, care  

of infants, use of nebulisers, recommendations 

for paediatric patients.
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POPULATION
• For example, data could show which populations 

are being impacted by COVID-19, chronic disease, 

preventative care and mental health.

BUSINESS
• For example, what impact has COVID-19 had 

on general practice (e.g. number and types of 

services, tests, medications) from a business 

and financial perspective? What proportion of 

interaction has been telehealth vs face-to-face 

and how has this worked? 

Collaborating for success
The innovative project, coordinated by the 

Digital Health Cooperative Research Centre, is a 

collaboration between the Australian Institute of 

Health Innovation (AIHI) and Macquarie University; 

Gippsland, South Eastern Melbourne and Eastern 

Melbourne PHNs; and the Royal College of 

Pathologists of Australasia. 

A report, Enhancing patient outcomes through  

evaluation of the appropriateness and quality use 

of pathology in general practice, has already been 

delivered to the Commonwealth Department of 

Health’s Quality Use of Pathology Program outlining: 

1. characteristics and changes over time in 

patient/General Practice/pathology laboratory 

interactions and services; and 

2. key areas to monitor compliance with evidence-

based guidelines.  

This comprehensive report was one of the 

first studies in Australia to provide essential 

benchmarking data on how specific pathology tests 

are used in General Practice, and how test ordering 

practices align with evidence-based guidelines. 

The new project will go further and harness 

the pooled de-identified electronic health record 

data from General Practices across metropolitan 

and rural regions of Victoria as well as Practices 

in South Western Sydney and Central and Eastern 

Sydney. By capturing the data from millions of 

pathology test orders, the project will enhance  

the way data are analysed, providing near real-time 

feedback to primary health networks and GPs,  

and improving patient care.  ha
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ADVERTORIAL

Australia’s first 
dementia village opens

Korongee, an innovative village pioneering a new 
approach to caring for people living with dementia 
has opened in Tasmania. 

The village has been developed through a 
partnership between HESTA, not-for-profit aged 
care provider, Glenview, and Social Ventures 
Australia (SVA). HESTA has invested $19 million 
through its Social Impact Investment Trust to 
finance Korongee. Investments in the Trust aim 
to earn a market-based return for members and 
achieve a measurable social impact.

Dementia care needs
The opening of Korongee represents a significant 
milestone for dementia care in Australia and will 
help residents maintain a sense of self, home and 
community. “This world class facility is a huge step 
forward for dementia care in this country and puts 
Australia and Tasmania at the forefront of a global 
push to improve the quality of life of those living 
with dementia,” says HESTA CEO Debby Blakey.

Dementia is the second leading cause of death of 
Australians, and there are currently approximately 
459,000 Australians living with dementia.

“There’s an estimated 250 people per day joining 
the dementia population, and that number is 
expected to increase significantly into the future, 
so from our point of view we see tremendous 
demand for solutions like Korongee,” says Debby.

Research-led design
The Korongee village design features 12 houses in 
four cul-de-sacs. Each house is a different colour 
with a uniquely painted door. There are memory 
boxes to showcase familiar items located outside 
each resident’s bedroom door. There’s also a 
community centre, gardens, a general store, café 
and wellness centre which have all been informed 
by extensive research on best practice models of 
dementia care.

The 96 residents of Korongee will live in 
households of eight as research shows small 
household living is familiar and more pleasant for 
people with dementia than traditional large aged 
care homes. Residents will be matched according 
to their values using a typology system developed 
by researchers at the University of Tasmania.

The $25 million village is a residential aged care facility designed 
to be home to 96 people living with dementia in Tasmania.
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We’ve been awarded a 15 year platinum performance rating from Australia’s 
most respected super research company, SuperRatings. 

That means we’re not only one of the largest super funds in the country, 
we’re also one of the best.

“I want a 
super fund 

that’s an 
expert at 

managing 
money.”

Product ratings are only one factor to be considered when making a decision. See hesta.com.au/ratings for more information. Issued by H.E.S.T. Australia Ltd ABN 66 006 818 695 AFSL 235249, the 
Trustee of Health Employees Superannuation Trust Australia (HESTA) ABN 64 971 749 321. This information is of a general nature. It does not take into account your objectives, financial situation or 
specific needs so you should look at your own financial position and requirements before making a decision. You may wish to consult an adviser when doing this. Before making a decision about 
HESTA products you should read the relevant product disclosure statement (call 1800 813 327 or visit hesta.com.au/pds for a copy), and consider any relevant risks (hesta.com.au/understandingrisk). 

Vindhya Mendis, 
HESTA member

HESTA_Testimonials_210x297mm_4.indd   4 25/05/2018   2:01 PM

 A commitment to investing with impact
HESTA launched the Impact Investing Trust with an 
initial $30 million in 2015, at the time one of the 
biggest single commitments by a superannuation 
fund to the Australian market. 

HESTA has since grown its commitment to 
$70 million, with the Trust aiming to catalyse 
the development of the Australian impact 
investment market. HESTA has invested in a range 
of projects which focus on core social issues in 
Australia including social, affordable and disability 
housing and employment for those experiencing 
disadvantage. The Trust looks to encourage other 
institutional investors to make their own impact 
investments by demonstrating a proven track 
record of scalable investments.

“We hope our investment in important projects 
like Korongee encourages other large investors 
to contribute to Australia’s impact investment 
market,” says Debby.

“This will make a huge difference in how we 
address significant social challenges like dementia 
and also helps create jobs and opportunities for 

our members who work in health and community 
services,” says Debby.

CTA: Find out more about investing with impact. 
Start here: hesta.com.au/impact.

Issued by H.E.S.T. Australia Ltd ABN 66 006 818 695 AFSL 235249, the 
Trustee of Health Employees Superannuation Trust Australia (HESTA) 
ABN 64 971 749 321.

This information is of a general nature. It does not take into account 
your objectives, financial situation or specific needs so you should 
look at your own financial position and requirements before making 
a decision. You may wish to consult an adviser when doing this. 
Before making a decision about HESTA products you should read 
the relevant product disclosure statement (call 1800 813 327 or visit 
hesta.com.au for a copy), and consider any relevant risks (hesta.com.
au/understandingrisk).

http://hesta.com.au/impact
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Transforming medication 
management in residential 
aged care with digital systems

The Royal Commission into Aged Care Quality and 

Safety has brought to light a broken residential 

aged care (RAC) system that sorely needs major 

reform to meet the needs of older Australians. 

A major area of concern is the overuse and 

misuse of medications, and how they are 

prescribed, administered and monitored. This 

issue has been raised frequently by residents 

and families to the Aged Care Quality and Safety 

Commission. 

Digital systems, which have been making 

significant inroads into RAC, have the potential  

to transform medication management by improving 

communication, and supporting adherence to 

medication use and safety guidelines. Now is the 

time to ensure they are optimally designed to 

support the safe and effective use of medicines  

in RAC.

The challenges for digital systems in RAC
There are three main challenges to be overcome in 

the design of digital systems that will be effective 

in the RAC environment: 

1. Doctors and pharmacists are located off-site, 

introducing communication challenges. For 

instance, when changes are made to a resident’s 

medication, they need to be communicated by 

the GP or RAC to the community pharmacy. 

These changes then need to be assessed 

clinically by the pharmacist, and medication re-

packed in dose administration aids, that are then 

delivered to the RAC home. This process often 

relies on phone calls and faxes, and can lead to 

delays in the supply of updated medication.   

2. Doctors, pharmacists and the RAC home typically 

have their own respective digital systems to 

manage care, prescribe medication, and supply 

DR MAGDA RABAN 
Australian Institute 
of Health Innovation, 
Macquarie University

PROFESSOR JOHANNA 
WESTBROOK 
Australian Institute 
of Health Innovation, 
Macquarie University
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“A major area of 
concern is the 
overuse and misuse 
of medications, 
and how they 
are prescribed, 
administered and 
monitored.”
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medication—and these systems are rarely 

interoperable. This results in double entry of 

information, introducing the potential for error. 

For instance, a study comparing medication lists 

in GP systems and on RAC medication charts 

showed that for 49% of residents there was a 

discrepancy between the two, with the potential 

to cause harm. Similarly, some facilities 

require paper medication charts to be kept in 

addition to electronic medication records to 

meet legislative requirements and stakeholder 

preferences, leading to further discrepancies. 

3. The RAC workforce has a mixed skill set and 

there are staff shortages, including clinical staff 

shortages. Any digital system implementation 

needs to cater to the varying needs, skills and 

digital literacy of staff.  >
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Potential solutions for optimising  
digital systems in RAC
Although the adoption of digital systems supporting 

medication management in RAC homes is not 

universal, the systems are becoming ubiquitous. 

Federal legislation passed in October 2019 allowing 

prescribing in electronic medication charts in RAC 

(i.e. a move away from paper-based charts) will 

increase uptake. However, work on evaluating and 

optimising these systems for maximum impact is 

scarce, and we need to seize the opportunity to 

ensure lasting and positive change. 

The many years of implementation and 

evaluation of digital systems in hospitals provide 

lessons for RAC. The essential elements for 

optimising digital systems in RAC are:

1.  Priority setting—Digital systems should address 

the priority medication concerns. The Royal 

Commission into Aged Care Quality and Safety, 

and the Aged Care Quality Standards highlight 

priority areas for medication management in 

RAC, including use of psychotropic medication 

and antibiotics. These should be the focus 

of electronic decision support design and 

development, that thoughtfully targets the 

various stakeholders in the medication process. 

2. Decision support design—A clear limitation to 

emerge from hospital electronic medication 

systems is the overuse of interruptive alerts 

intended to support decision-making (e.g. 

prompts to double-check a dose), but that end 

up being uninformative. The overuse of alerts 

results in clinicians automatically overriding 

alerts (i.e. cancelling them without checking), 

a phenomenon called ‘alert fatigue’. Systems 

designed for RAC should avoid overuse of alerts 

by taking advantage of all available decision 

support mechanisms, such as order sentences for 

prescribing or changing information displays to 

influence decision-making.

3.  Workflow—Evidence shows that if technology 

does not support the way people actually work 

best, then staff will resort to workarounds. 

These workarounds circumvent the perceived 

barriers to workflow introduced by the 

technology, but often also circumvent safety 

features. Understanding when and how digital 

systems are used by those delivering care 

to people in RAC is core to designing digital 

systems that support staff in their role, rather 

than hinder them. 

4. Evaluation—Ongoing evaluation of digital systems 

will ensure they are supporting delivery of care, 

as well as delivering improved outcomes for 

people in RAC. 

Conclusions
The development of digital medication 

management systems for RAC is at a critical 

juncture. While the need for these systems to 

improve care is pressing, caution must be taken to 

ensure speed does not replace quality and safety. 

RAC is in the advantageous position of 

implementing systems that are designed 

predominantly in Australia, which should allow 

them to be designed for local needs, and 

evaluated and improved. 

Transforming medication management in RAC 

with digital systems is a crucial part of RAC reform 

and improving care for residents.   ha

“While the need for these systems to improve care is pressing, caution 
must be taken to ensure speed does not replace quality and safety.”
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The recently introduced Standard for Informed 
Financial Consent will help health professionals in 
their conversations with cancer patients regarding 
the costs of care. If adopted and engaged with 
across our health system, the Standard has the 
potential to address the bill shock too commonly 
associated with healthcare, and improve the 
wellbeing of the many patients who experience 
financial stress as a result of their cancer care. 
However, a collaborative and integrated effort is 
key to achieving these important outcomes. 

Australia’s health system produces some of the 
best cancer outcomes in the world, but not all 
Australians experience these outcomes equally. 
Evidence indicates that a patient’s financial status 
remains a strong indicator of their cancer outcomes; 

the poorest among us are at 37% more likely to die 
from cancer than the wealthiest. 

We are beginning to understand just how much 
individuals contribute in out-of-pocket costs to their 
treatment, the stress that a cancer diagnosis and 
these costs can place on household finances, and 
the deleterious pressure that actual costs, and fear 
of potential costs, can have on important health  
and financial decisions. 

The complexity of choice in cancer care
While the benefits of Australia’s mixed public/
private healthcare system are well recognised,  
a choice-based system means some patients may 
inadvertently be faced with bill shock if they are  
not properly informed or supported to make 
decisions about their care.  >

Relieving the  
financial burden 
of cancer
What is the role of the health service?

MEGAN VARLOW  
Acting Chief Executive 
Officer & Director, Cancer 
Control Policy, Cancer 
Council Australia
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Cancer is a long-term and complex condition, 
involving multiple healthcare providers, with care 
often delivered across both the public and private 
systems. This means that over time, incremental 
costs can add up to become overwhelming for 
cancer patients and their families, and also that 
the financial stress of cancer treatment can put 
patients in difficult situations where they are forced 
to make tough decisions that may adversely impact 
their health and finances. It’s this complexity that 
has driven the Cancer Council, together with Breast 
Cancer Network Australia, CanTeen and the Prostate 
Cancer Foundation of Australia, to develop the 
Standard for Informed Financial Consent.

What is the Standard for Informed 
Financial Consent? 
The Standard for Informed Financial Consent 
provides health professionals and health services 
with useful and practical guidance to facilitate and 
support their patients’ understanding and awareness 
of different cancer treatment and care options, 
the costs associated with these options, and the 
implications of these costs. The Standard is not 
meant to be prohibitive or create additional burdens 
on health professionals or services, but instead 
acts as a quality of care standard to help health 
professionals meet existing requirements to discuss 
the costs of care. 

Enabling a new standard: the 
responsibility of the health service
The Standard has been developed in close 
consultation with a variety of organisations, 
representing consumers and health professionals. 
Importantly, it acknowledges the responsibility 
of individual health professionals, as well as 

that of practices, hospitals and health systems 
in embedding the Standard, and establishing 
institutional processes that ensure all who work 
within the health service are supported to achieve 
this quality of care, and are committed to discussing 
out-of-pocket costs and care options. 

In practice, meaningful engagement with the 
Standard may involve:

• COMMITTING TO IMPROVEMENT ACTIVITIES

Aligning a health service with the Standard provides 
an opportunity to deliver quality care to patients, 
drive transparency and communication between 
patients and health professionals about service 
charges and potential out-of-pocket costs, and 
enable patients to participate in an informed 
discussion about their options. The Standard can be 
used to reflect on how a health service currently 
supports patients to understand the costs of care, 
and where there may be opportunities to further 
ensure the delivery of quality care to patients. 

• EDUCATING AND SETTING UP PROCESSES  
FROM THE TOP-DOWN

Informed financial consent is a fundamental element 
of good healthcare. Health services can educate 
and support all team members to accurately explain 
fees and answer questions to ensure patients’  
rights to be informed are upheld.

Similarly, while gap arrangements with private 
health insurers, or other service arrangements 
may not currently be readily available to health 
professionals, through measures such as making 
available institutional level fee structures, health 
professionals can be enabled to have more 
informative conversations with patients about the 
costs of care. 

“...incremental costs can add up to become overwhelming for 
cancer patients and their families, and also that the financial stress 
of cancer treatment can put patients in difficult situations where 
they are forced to make tough decisions that may adversely impact 
their health and finances.”
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https://www.cancer.org.au/health-professionals/resources/informed-financial-consent
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• ENABLING ACCESS TO INFORMATION  
AND SUPPORT

Health services can also provide resources or 
information and offer supportive care services to 
patients to help them to understand and respond 
to the costs of care. If these aren’t available within 
the health service itself, health services can find 
ways to connect patients with community services, 
such as financial counsellors, social workers, Cancer 
Council or other cancer support organisations. 

• PARTNERSHIP AND NETWORK BUILDING  
TO CREATE SYSTEM-WIDE IMPACT

While individual health professionals each play their 
part in embedding the Standard, a truly integrated 
effort is required to have system-wide impact on 
quality of care. The complexity of Australia’s public/

private healthcare system means that for patients 
to be sufficiently informed about their treatment 
options and associated costs, an active partnership 
across all levels of the health system is required. 
It is necessary for individual health professionals, 
as well as practices, hospitals and health services 
to be transparent and communicative, and ensure 
they each ask the right questions and provide the 
right information, at the right time, to get the best 
outcome for their patients.  ha 

For more on the Standard for Informed 
Financial Consent, including information for 
patients and implementation resources for 
health professionals, visit www.cancer.org.au/
financialconsent.
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The Australian Healthcare 

and Hospitals Association 

(AHHA) is the ‘voice of public 

healthcare’. We have been 

Australia’s independent peak 

body for public and not-for-

profit hospitals and healthcare 

for over 70 years.

Our vision is a healthy 

Australia, supported by the 

best possible healthcare 

system. AHHA works by bringing 

perspectives from across the 

healthcare system together 

to advocate for effective, 

accessible, equitable and 

sustainable healthcare focused 

on quality outcomes to benefit 

the whole community.

We build networks, we share 

ideas, we advocate and we 

consult. Our advocacy and 

thought leadership is backed by 

high quality research, events 

and courses, consultancy 

services and our publications.

AHHA is committed to working 

with all stakeholders from 

across the health sector and 

membership is open to any 

individual or organisation whose 

aims or activities are connected 

with one or more  

of the following:

• the provision of publicly-

funded hospital or healthcare 

services

• the improvement of 

healthcare 

• healthcare education  

or research

• the supply of goods and 

services to publicly-funded 

hospitals or healthcare 

services.

Membership benefits include:
• capacity to influence health 

policy

• a voice on national advisory 

and reference groups

• an avenue to key stakeholders 

including governments, 

bureaucracies, media, like-

minded organisations and 

other thought leaders in the 

health sector

• access to and participation  

in research through the 

Deeble Institute for Health 

Policy Research

• access to networking 

opportunities, including  

quality events

• access to education and 

training services

• access to affordable and 

credible consultancy 

services through JustHealth 

Consultants

• access to publications and 

sector updates, including: 

-Australian Health Review 

-The Health Advocate 

-Healthcare in Brief 

- Evidence Briefs and  

Issues Briefs.

To learn about how we can 
support your organisation 
to be a more effective, 
innovative and sustainable 
part of the Australian health 
system, talk to us or visit 
ahha.asn.au/membership. 

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

ahha.asn.au/JustHealth

AHHA’s JustHealth Consultants provides 
affordable consultancy services that support 
Australian healthcare organisations at national, 
state, regional, hospital and community levels 
by delivering products and services that help our 
clients meet the demands of an ever-changing, 
complex healthcare environment.

JHC is ISO9001 accredited and has access 
to a pool of highly experienced and talented 
experts with skills across the spectrum of clinical, 
managerial, policy, administration, research, 
analysis and communication expertise.

If you are looking for consultants with a deep 
understanding of and connections to the 
Australian health sector and a focus on quality, 
reliability and cost-effectiveness, look no further 
than JustHealth Consultants.


