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DEBORAH COLE
Board Chair, Australian Healthcare  
and Hospitals Association (AHHA)

World Hospital  
Congress is an  
opportunity to  
turn ideas into  
meaningful change

L
ast night I rewatched the Australian 
classic movie, The Castle. I had a good 
laugh as all the familiar quotes rolled 
out—’That’s going straight to the pool 

room’, ‘Tell him he’s dreamin’ ’ and ‘How’s 
the serenity?’ 

As I watched Daryl and his friends fight 
to hold onto their homes, I started thinking 
about all the things I love about Australia—
our multiculturalism, our self-deprecating 
sense of humour, and our ability to never say 
die when we believe in something.

I couldn’t be prouder that our incredible 
country is hosting the 42nd World Hospital 
Congress of the International Hospital 
Federation (IHF). From 10 to 12 October, 
hospital and health service leaders from 
across the globe will descend on Brisbane 
to share views and experiences, network 
and develop excellence in health leadership. 
Alison and the team at AHHA fought hard to 
bring this prestigious event to Australia and 
should be so proud of the work they have 
done in enticing some of the world’s best 
health leaders to attend. 

Having this event in Australia is a huge 
vote of confidence in our health system 
and provides Australians with a once-in-20-
year opportunity to inspire, innovate and 
collaborate with experts and innovators from 
all corners of the globe. 

A lot of us are so busy with the day-to-
day management of our hospitals and health 
services that we struggle to take time out 
to attend events like this. But they really 
are a vital part of forging an effective and 
sustainable health system. We are facing a 
number of challenges in the health sector 

and we are all looking for new ways to 
provide patient-centred care in a meaningful, 
progressive and cost-effective way. 
Sometimes we get it right, sometimes we 
don’t. The most important thing is to keep 
moving forward, armed with evidence and 
an enduring passion for 
improving the health and 
wellbeing of Australians. 
The Congress provides an 
exceptional opportunity 
for us to sit down with 
health leaders from all 
over the world to share 
ideas and solve problems. 
It’s about co-designing 
internationally, and 
encompassing not just 
learning from hospital 
environments but the 
primary care sector  
as well. 

Are all of the 
challenges we face the 
same? Of course not, 
every country has its 
own circumstances and 
intricacies. At the same 
time, the emergence of 
value-based healthcare 
is a result of universal challenges that we 
are all grappling with—an ageing population, 
increasing rates of chronic disease, higher 
consumer expectations, the increasing cost of 
technology and the huge variations in health 
outcomes across the world.

It was on a trip to Harvard Business School 
that I started developing a value-based 

approach to oral healthcare in Victoria. 
Attending think tanks and seminars with 
international health leaders is what gave me 
the clarity to come back to Australia and 
confidently begin the journey. Change starts 
with that initial idea, the moment when 

you’re talking to 
someone and an 
idea or methodology 
just clicks. Change 
needs inspiration to 
fuel it. Confidence 
to explore it. And 
unwavering tenacity 
to turn it from an 
idea to a reality. 
In Australia many 
of us are at the 
start of our move 
towards value-based 
healthcare, and 
this Congress will 
give us the fuel and 
confidence we need 
to get cracking. 

In The Castle, 
Darryl Kerrigan tells 
his son, ‘You, are an 
ideas man Steve’. 
And isn’t that a 

great compliment? At this year’s Congress,  
I urge all of you to confidently share ideas 
and set yourselves on the path  
to achieving meaningful change. And if  
you can have our international guests  
quoting The Castle by the time they leave, 
 all the better!   ha

VIEW FROM THE CHAIR

“I couldn’t be prouder 
that our incredible 
country is hosting the 
42nd World Hospital 
Congress of the 
International Hospital 
Federation (IHF). From 
10 to 12 October, 
hospital and health 
service leaders from 
across the globe will 
descend on Brisbane 
to share views and 
experiences, network 
and develop excellence 
in health leadership.”
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WELCOME WORLD HOSPITAL 
CONGRESS DELEGATES!
…And welcome to this special October  
2018 World Hospital Congress issue of  
The Health Advocate.

We are so fortunate to have speakers  
from over 30 nations, including our own,  
at what will be a once-in-20-year event  
here in Australia—‘the land down under’.

We Aussies are universally proud of our 
country. What many Congress attendees 
might not realise is that it is one of the most 
multicultural nations in the world—some 
say equal second with Switzerland, after 
Luxembourg.

The 2016 Census shows that one-third of  
us were born overseas, and that around one  
in five speak a language other than English  
at home.

Congress delegates arriving from overseas 
will find that Australian culture is as broad 
and diverse as our landscape. Our rich 
diversity of cultural, ethnic, linguistic  
and religious backgrounds is reflected in  
our food, lifestyle and cultural practices  
and experience.

While most of Australia’s 25 million people 
have arrived or are descended from people 
who have arrived in the last 200 years or so, 
Aboriginal and Torres Strait Islander people 
have inhabited Australia for tens of thousands 
of years. Today about 1 in 30 people identify 
as being Aboriginal and/or Torres Strait 
Islander.

Despite the vast size of our country, 70%  
of us live in major cities.

WHAT ABOUT HEALTH IN AUSTRALIA?
According to the ‘universal health indicator’ 
of life expectancy, Australian males born right 
now can expect to live to about 80 years on 

average, while women can expect to live  
85 years. This is up there with the best in  
the world.

We have one of the lowest daily smoking 
rates in the world at around 14.5% for people 
aged 18 and over. Our colon cancer survival 
rates are among the best in the world.

On the downside, obesity is a serious 
problem—63% of Australian adults and 27% of 
our children are either overweight or obese. 
Over one-half of all adults are not sufficiently 
active for good health. Among adults 65 and 
over, three in four are not active enough.

WHAT ABOUT THE  
HEALTHCARE SYSTEM?
The Australian health care system has 
multiple ‘delivery’ components—with the 
major sectors being health promotion, 
primary healthcare, specialist services and 
hospitals. 

Health promotion is an important 
component of primary healthcare, but we 
usually treat this separately in Australia 
because it focuses on prevention—of smoking, 
excessive alcohol consumption, cancer, and so 
on, through campaigns, immunisations,  
and screening.

Primary care includes general practitioners, 
nurses, dentists, pharmacists and allied health 
services such as podiatry and physiotherapy.

There are several types of specialist 
services and medical specialists—for example, 
pathology and imaging, and services provided 
by surgeons, physicians, psychiatrists, 
ophthalmologists, and obstetricians and 
gynaecologists.

Hospitals in Australia deliver a range 
of services to admitted and non-admitted 
patients (outpatient clinics and emergency 
department care).

State and territory governments largely 
own and manage public hospitals—which 
usually provide ‘acute care’ for short periods 
(although some provide longer term care, 
such as rehabilitation). 

Private hospitals are mainly owned and 
operated by either for-profit companies or 
not-for-profit organisations; they can include 
day hospitals as well as hospitals providing 
overnight care.

HOW DOES IT ALL WORK?
Well, in the short space of this column, let’s 
just say it’s complicated! Australia’s health 
system may be more accurately described 
as various connected health systems, rather 
than one unified system. The Australian 
Government, state and territory governments 
and local governments share funding, 
operational, and regulatory responsibility for 
this web of systems.

Funding also comes from non-government 
organisations, private health insurers, and 
individuals when they pay for products and 
services for which there is partial or no 
reimbursement.

Overall, the results are very good. But 
the system is far from perfect—it needs to 
be reformed to better serve the healthcare 
needs of today and make more efficient use 
of resources against a background of rapidly 
increasing costs. These kinds of problems are 
common around the world, and how best to 
tackle them is one of the major reasons for 
holding this year’s World Hospital Congress!

At AHHA we hope you thoroughly enjoy 
the Congress, and take home some happy 
memories of our rather amazing ‘land  
down under’.  ha

ALISON VERHOEVEN 
Chief Executive 
AHHA

CHIEF EXECUTIVE UPDATE

World Hospital  
Congress is an  
opportunity to  
turn ideas into  
meaningful change

We come from a land 
down under—but 
one-third of us were 
born overseas!
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20 JULY 2018

Australian Consensus Statement on Ethics  
in Healthcare wins international award 
Australian health leaders presenting a 

Consensus Statement on Ethics in Healthcare 

in Tokyo today have won the 2018 APEC  

(Asia-Pacific Economic Cooperation) Business 

Ethics Lighthouse Award.

The award recognises the significant 

international leadership demonstrated by the 

Australian health sector in developing a model 

for ethical collaboration across all parts of the 

health system, including:

• patients;

• clinicians;

• professional colleges;

• hospitals and health services;

• Commonwealth and state/territory 

governments; and 

• medical technology and biopharmaceutical 

companies.

Presenting the award, US Deputy Assistant 

Secretary of Commerce for Asia, Diane Farrell, 

noted the contributions Australia had made 

to mentoring, supporting and inspiring health 

leaders and companies across the APEC 

membership to develop and commit to ethical 

practice in healthcare.

‘Commonwealth Minister for Health Greg 

Hunt’s opening statement to APEC delegates 

highlighted Australia’s international reputation 

as a leader in delivering high quality  

 

 

healthcare with the best possible health 

outcomes for Australians. 

‘That this was acknowledged by APEC health 

leaders through the 2018 Lighthouse Award is 

a great honour for Australia’, said Australian 

Healthcare and Hospitals Association Chief 

Executive Alison Verhoeven.

Australia was represented at the Tokyo 

APEC Business Ethics Forum by four of 

the five members of the leadership group 

that developed the Australian Consensus 

Statement—the Australian Orthopaedic 

Association, the Australian Healthcare and 

Hospitals Association, the Medical Technology 

Association of Australia, and Medicines 

Australia. (The Royal Australasian College of 

Surgeons was the fifth member of the group).

Also attending in support of the statement 

were representatives from the Australian 

and New Zealand Society for Vascular 

Surgery, the Australian College of Sport and 

Exercise Physicians, the Consumers Health 

Forum of Australia, the Therapeutic Goods 

Administration and the Australian Embassy  

in Japan. 

The Consensus Statement of Shared Values 

and Ethical Principles in the Healthcare 

Sector is available at ahha.asn.au/australian-

consensus-framework-ethical-collaboration-

healthcare-sector.

AHHA in the news

3 AUGUST 2018

Latest AHHA-published 
research shows under-
capacity in bariatric 
surgery, differences  
in patient safety culture 
in hospitals 
‘Research published in the August issue of 

Australian Health Review shows that we may 

have an under-capacity problem in bariatric 

surgery’, according to the AHR’s Editor in 

Chief, Professor Gary Day.

‘The research team from the Menzies 

Institute of Medical Research in Hobart found 

that around 900,000 obese Australians—about 

one-quarter of all those who are obese—were 

potentially eligible for bariatric surgery.

‘Bariatric surgery—which includes gastric 

band, gastric sleeve and gastric bypass 

procedures—is considered to be cost-effective 
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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

FROM THE AHHA DESK

8 AUGUST 2018

Make oral health a priority  
(National Oral Health Alliance release)
The National Oral Health Alliance (NOHA) has 

called on the Australian Government to take 

the lead on oral health disease prevention by 

boosting public dental health services.

‘This week is Dental Health Week, 

and a good time to again call for more 

Commonwealth investment in oral health’, 

National Oral Health Alliance spokesperson  

Dr Chris Bourke, said 

‘They must take the lead in negotiations 

with the states and territories for fairer public 

dental funding that will provide better access 

to oral health care for vulnerable populations 

in Australia, and more effective oral disease 

prevention.’

‘The Turnbull government has flagged 

prevention as an area of focus in government 

health policy. They now need to apply 

that principle to adult public dental health 

services’, Dr Bourke said.

‘It is a fact that many Australian adults, 

especially from vulnerable populations, put 

off needed dental treatment because they 

cannot afford it, which leads to more severe 

problems later on. Let’s put an end to  

this perverse situation, so that Australian 

adults who can least afford dental care can 

receive it.’

‘For similar reasons, NOHA continues to  

call for effective promotion of the Child 

Dental Benefits Schedule, underutilised 

by those who need it most—it provides a 

maximum claimable amount of $1,000 per 

child over 2 years. 

‘We also remain committed to improving 

oral health in rural and remote Australia 

through fluoridation of water supplies, 

increased dental practitioner numbers,  

and an improved dental workforce mix.’

The National Oral Health Alliance (NOHA) 
is a group of consumer, dental and general 
health organisations that have come 
together to support action by governments 
and professional bodies to improve oral and 
dental health in Australia.

NOTE: AHHA is a member of the National 

Oral Health Alliance, and Dr Chris Bourke is 

Strategic Programs Director at AHHA. 

and is in fact the most effective treatment for 

adults with obesity.

‘But even if only 5% of people potentially 

eligible for these procedures—or around 

45,000 people—took up this surgical solution, 

the demand would seriously outstrip 

current capacity, especially in the public 

health system and outside the major cities’, 

Professor Day said.

Another article published in the August AHR 

relates to patient safety in hospitals. Various 

studies have shown that the stronger the 

safety culture, the fewer mistakes are made.

A two-person research team from 

the School of Nursing, Midwifery and 

Paramedicine at Curtin University in Perth 

decided to look into this issue further to 

see how patient safety was viewed within 

hospitals, whether it was different at hospital 

vs ward level, and whether clinicians and 

managers place the same importance on it.

‘The results were a surprise in that they  

did not vary globally’, Prof. Day said.

‘Doctors tend to have a poorer perception 

of patient safety than nurses or allied health 

professionals. All health professionals report 

a more positive view of ward safety culture 

than hospital safety culture. And managers of 

health professionals reported more positively 

on safety culture than bedside clinicians.

‘The message for hospitals is that training 

needs to encourage a shared vision of patient 

safety across all groups of staff.’

‘Another article highlighted differences  

in regulatory models for medicinal cannabis. 

The author team from the National Alcohol 

and Drug Research Centre at the University of 

New South Wales showed the variety of ways 

in the world that medicinal cannabis is legally 

supplied, and how patients are authorised to 

use it. Optimal policies will depend on the 

overall goals of the policy, and this article  

is a good source of all the different options’, 

Prof. Day said. 

A special World Hospital Congress  
edition of Australian Health Review will  
be available for open access at the time  
of the Congress.
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AHHA in the news

9 AUGUST 20

Home care reforms and older people— 
well-intentioned, but not well-informed
‘Reforms to home care arrangements for older 

people are well-intentioned—but have led to 

some problems’, Australian Healthcare and 

Hospitals Association (AHHA) Chief Executive 

Alison Verhoeven said today.

‘Tied in with this is a serious lack of 

national data to properly evaluate the impact 

of these reforms—in short we don’t know 

what’s truly going on beyond gut feeling and  

a few limited surveys.’

The AHHA has released an Issues Brief 

through its Deeble Institute for Health Policy 

Research, The impact of the home care 

reforms on the older person, the aged care 

workforce and the wider health system.

Author of the Issues Brief, Dr Mikaela 

Jorgensen from the Australian Institute of 

Health Innovation at Macquarie University,  

said the Australian aged care system was 

currently ‘in the middle of an overhaul’.

‘A 10-year reform plan was released by 

the Australian Government in 2012 aimed at 

creating a sustainable, consumer-driven and 

market-based aged care system. 

‘Many of the policy changes have focused  

on packaged home care services, which 

provide support for older people who are 

eligible for residential aged care to remain  

in their own homes. 

‘For example, the My Aged Care contact 

centre and website were created to simplify 

and improve access to this kind of care for 

older people and their carers.’

‘While government surveys show satisfaction 

with the My Aged Care contact centre and 

website is around 77–79%, non-government 

surveys have the figure at 54%. 

‘We also wonder if the My Aged Care 

website is truly fit-for-purpose when over 50% 

of people aged 65 and over in Australia do not 

use the internet regularly, and 42% of those 

aged 80 and over have never used it.’

Ms Verhoeven said the Australian 

Government’s Home Packages Program ‘has 

been welcomed in most senses—except for the 

waiting time to get onto the program at an 

approved level of care’.

‘The number of places available is capped 

by the government. At the end of last year 

105,000 people were waiting, 27% of them for 

more than a year. The total number of people 

in the queue is greater than the number 

receiving care.

‘Something needs to be done about this 

underlying mismatch. Removing the cap on 

the number of home care places would be 

ideal—but we don’t know the fiscal impact 

because it is impossible to estimate the 

true unmet demand for packages in the 

community.  

This is because the data needed are simply 

not available. 

‘One potential solution could be to  

add questions around the need for formal 

aged care services to the ABS’s regular  

Survey of Disability, Ageing and Carers’,  

Ms Verhoeven said.

‘Another major reform was the change to 

awarding home care packages to individuals 

rather than providers. One big problem is that 

there are currently no sources of information 

on quality so that people can choose among 

providers. Some people complained about 

the administrative fees charged by providers 

(up to 40% of the total package). Others 

saw their new administrative and financial 

responsibilities as burdensome rather than 

empowering. 

‘And there are differences in people’s 

abilities to exercise the choice and control 

afforded them under this reform—for 

example, many people surveyed as part of the 

My Aged Care evaluations were not even sure 

whether they were receiving a home  

care package’, Ms Verhoeven said. 

Dr Jorgensen’s work was supported  
by AHHA, and Brisbane North and  
North Western Melbourne Primary Health 
Networks, through a Jeff Cheverton 
Memorial Scholarship at the Deeble 
Institute.

Dr Mikaela Jorgensen’s poster, ‘Working 
smarter not harder: using IT systems to 
monitor longitudinal variation in pressure 
injury incidence in residential aged care’ 
will be on display at the World Hospital 
Congress, 10-12 October 2018.
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PALLIATIVE 
CARE

Online Training FREE

Get started NOW by visiting  
www.pallcaretraining.com.au 

Calling all carers, clinicians, 
community and aged care 
workers and volunteers!
Build your skills in caring for people with a life-limiting 
illness—in your own time, at your own pace and for free!

The Palliative Care Online Training Portal is funded by the Australian Government.

All modules are based on 
the PalliAGED evidence 
base, and may enable 
many participants to accrue 
Continuing Professional 
Development points. 

This training is done 
completely online, in your 
office or at home.

You don’t have to prepare, 
and it costs you nothing but 
your online time!

Log on whenever and for 
however long you like. It will 
take 12 to 14 hours all up to 
finish the course.

Evidence-based, interactive, easy to understand, and 
nationally recognised—35,000 people like you have 
completed it—and enjoyed it!

The six training modules cover topics such as:

recognising 
deteriorating patients.

needs of people and 
their families as they 
approach end-of-life

assessment 
skills

end-of-life 
conversations

self-care and 
building resilience

pain 
management
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IN DEPTH

Capturing the  
‘Voice of Consumers’  
to inform Dental Health 
Services Victoria’s oral 
health service delivery
BACKGROUND 
Consumers can be defined as current or 

potential users of health services, including 

their families and carers. The active 

involvement of consumers and community in 

healthcare has become increasingly central 

to the policy agenda in Australia. 

The ‘co-designing’ process enables 

consumers to work as partners in healthcare 

and empowers them to have a greater say 

in the planning, designing and delivery of 

health services that prioritise the needs 

of consumers and provide a meaningful 

measure of quality of care. 

CO-DESIGNING DENTAL HEALTH 
SERVICES VICTORIA’S ORAL  
HEALTH SERVICE DELIVERY
As the lead public oral health agency in 

Victoria, Dental Health Services Victoria 

(DHSV) is transitioning to a model of 

care that reflects value-based healthcare 

principles to improve health outcomes and 

experiences for its consumers.

Value-based healthcare is generally 

defined around value for consumers and 

is measured by outcomes achieved rather 

than volume of services. Aligning with this 

concept, DHSV’s 2016 –2021 Strategic Plan 

prioritises improving consumer experience 

by: partnering with consumers to design  
an experience that delights; and co-
designing care with consumers to ensure 
patient safety. DHSV prioritises consumer-
centred care and engages consumers at 
various levels such as service planning 
and designing care including service 
measurement and evaluation. 

SHIFTING THE BALANCE  
OF EMPOWERMENT BY  
CO-DESIGNING WITH DHSV’S  
PRIORITY POPULATION GROUPS
DHSV recognises the importance of the 
concept ‘Nothing about me, without me’ 
when delivering person-centred care.  
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LOUISE PALMER 
Chief Experience Officer  
Dental Health Services Victoria

To understand the ‘lived experiences’ of 
consumers accessing oral health services 
and ensure the design of our services are 
respectful of, and responsive to, individual 
patient/family preferences, needs and 
values, a series of ‘Voice of Consumer’ focus 
groups were facilitated with representatives 
from DHSV’s priority population groups. 
DHSV’s priority population groups are those 
who have priority access for public oral 
health care. 

The ‘Voice of Consumer’ focus 
groups attempted to understand, from 
a consumer’s perspective, what they 
value and don’t value from public oral 
health services. Cultural safety issues 
and sensitivities relevant to each priority 
group were discussed with community 
and advocacy groups representing them, 
and recommendations were incorporated 
into the focus group sessions. Focus group 
sessions were guided by Appreciative 
Inquiry1, a method that uses a strengths-
based approach to creating change. 
Using Appreciative Inquiry enabled us to: 
discover, from a consumers’ perspective, 
what is working well in the public oral 
health system; and subsequently empower 
consumers to design strategies to build on 
those strengths.

LEARNING WHAT  
MATTERS TO CONSUMERS
Through the ‘Voice of Consumer’ focus 
groups we gained significant insight not 
only into what consumers expect, but also 
what they value from their experiences with 
health services. Analysis of the responses 
from consumers can be understood to fall 
within five key value domains:

1. Access
2. Safe Care 
3. Belonging 
4. Recognition 
5. Partnership.
These value domains not only provide an 

in-depth understanding of the healthcare 
system attributes that matter most to 
consumers, but also provide a framework 
for enabling service transformation 
to improve both health outcomes and 
experiences for consumers. 

The first two value domains, ‘Access’ 
and ‘Safe Care’ can be best understood 
as foundational ‘hygiene’ factors that 
consumers believe they are entitled 
to, and that the healthcare service has 
primary responsibility for delivering. 
The remaining three value domains of 
‘Belonging’, ‘Recognition’ and ‘Partnership’ 
are grounded in trust, respect and 

collaboration, and reflect the attributes 
that consumers value most highly, and  
are essential for person-centred care. 

Fulfilment of each value domain is a 
prerequisite for the next value domain in 
the sequence in order to deliver a service 
where consumers and clinicians are partners 
in designing and delivering care that 
improves consumer health outcomes and 
experiences. 

We believe that this overall process of 
creating opportunities within healthcare 
systems to capture the ‘Voice of Consumers’ 
will enable delivery of a healthcare service 
aligned with and responsive to consumer 

needs.   ha

Louise Palmer will be presenting  
‘Co-designing for transition to value-
based public oral healthcare’ at 5.00 pm 
Thursday 11 October 2018 at the World 
Hospital Congress.

Reference 

1. Carter C, Ruhe M, Weyer S, Litaker D, Fry R & 
Stange K 2007. An appreciative inquiry approach 
to practice improvement and transformative 
change in health care settings. Quality 
Management in Health Care 16(3):194–204.

DR SHALIKA HEGDE 
Manager 
Centre for Value-based Health Care, 
Dental Health Services Victoria

“To understand the ‘lived experiences’ of consumers accessing oral health services and 
ensure the design of our services are respectful of, and responsive to, individual patient/
family preferences, needs and values, a series of ‘Voice of Consumer’ focus groups were 
facilitated with representatives from DHSV’s priority population groups.”
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G
eneral practice is the front door to 

the health system for most people—

yet, when it comes to data, it is 

arguably the part of the health 

system we know the least about. 

An estimated 80% of Australians visited 

a general practitioner at least once in the 

past year. Clearly, general practice is a 

key component in the delivery of health 

services, from childhood to old-age, and is 

the backbone of other parts of the system, 

including hospitals, emergency departments, 

ambulances, and much more.

HEALTH SYSTEM DATA
In this age of information, data are also a key 

component in the delivery of health services. 

Whenever Australians use health services, 

their data are captured in different datasets 

that log use and other characteristics. This 

has led to a proliferation of data which 

can be used for planning, managing and 

evaluating the health system. 

A particularly useful tool in this area 

is data linkage, which is the practice of 

bringing together multiple sets of data about 

the same patient to provide a more complete 

picture of their journey in the health system. 

It is especially beneficial for ascertaining 

outcomes of care. The use of data linkage is 

growing internationally and offers substantial 

benefits in a fragmented healthcare system 

such as Australia’s. Yet access to general 

practice data for linkage is extremely limited 

in Australia, leaving us with a substantial 

blind spot when viewing the performance of 

our health system.

This blind spot is not because general 

practices fail to collect data. Indeed, as a 

part of managing your care, most general 

practices possess electronic records that 

contain rich information, including diagnoses, 

health behaviours, medications, and past 

medical history. However, these unique 

sources of information are largely isolated 

from the rest of the health system. 

In Australia, there is nowhere general 

practice data are brought together at a 

system-wide level with other health-related 

data so that it can contribute to planning a 

better coordinated healthcare system. The 

reasons for this are complex and reflect 

very real barriers, including concerns 

for patient privacy, the diverse range of 

software platforms used for general practice 

electronic patient records, and lack of 

interoperability between general practice 

systems and the rest of the health system.

THE WESTERN SYDNEY  
PILOT PROJECT
Since early 2016, it has been my privilege 

to coordinate a team that has sought to 

address this remarkable omission through 

the General Practice Data Linkage Pilot 

Project in Western Sydney. In this project 

we have demonstrated that it is possible to 

securely extract patient records from general 

practice systems and link them to state 

health system data. We have worked closely 

with the New South Wales (NSW) Population 

and Health Services Research Ethics 

Committee, the Centre for Health Record 

Linkage, and technology experts to adhere 

to best-practice privacy standards. We 

have implemented comprehensive security 

protocols to ensure patient anonymity is 

maintained in the linked data.

To date, the pilot project has successfully 

extracted data from the last five years for 

nearly 30 Western Sydney general practices, 

covering around 300,000 patients. These 

general practice records have been linked 

General practice 
data linkage
Addressing a health system blind spot.

PATRICIA CORRELL
Principal Epidemiologist, New 
South Wales Ministry of Health
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to records of emergency departments, 

hospitals, and mortality, creating a unique 

linked dataset spanning primary, secondary, 

and tertiary care. 

The dataset provides general practice 

with a new picture of patients’ healthcare 

journeys. For instance, participating 

practices have discovered that 20% of their 

patients attended an emergency department 

in the last year. Many of these presentations 

were for semi-urgent and potentially 

avoidable reasons. 

General practices are able to view how 

emergency department presentations 

relate to patterns of patients’ visits to their 

practice, and how this compares to other 

practices. 

From a health system perspective there 

are also newly available insights from linked 

general practice data, such as people who 

smoke spend on average a full day longer in 

hospital than those who do not smoke, and 

that people with mental health diagnoses 

have consistently greater use of hospital 

services than people with other chronic 

conditions. 

Such statistics provide actionable insights 

into preventable emergency department 

demand and hospital admissions.

AN INTEGRATED HEALTH SYSTEM
Integrated health care is a strategic priority 

at both state and federal levels. I firmly 

believe that understanding patient journeys 

across the continuum of care is fundamental 

to realising this aspiration. 

Linked data can inform collaborations 

among Local Health Districts, Primary Health 

Networks and general practices to increase 

the likelihood of the right care in the right 

setting, and data-informed, evidence-driven, 

quality improvement opportunities.

Plans are now underway to move beyond 

our successful pilot and offer to collect 

general practice data across all regions of 

NSW. Linking general practice data to state 

health system data is set to become a key 

support to the current strategic direction 

of NSW Health, and is expected to be a 

potential model for implementation across 

Australia.  ha
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This project would not have been possible 
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Patricia Correll will be presenting 
‘Integrating health services around the 
patient’ at 4.00 pm Thursday 11 October 
2018 at the World Hospital Congress. 

IN DEPTH

“In Australia, there 
is nowhere general 
practice data are 
brought together at a 
system-wide level with 
other health-related 
data so that it can 
contribute to planning 
a better coordinated 
healthcare system.”
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BAMS!BAMS!

BRIEFING

Bridging the gap between primary 
and tertiary healthcare services to 
improve low back pain care

L
ow back pain (LBP) is the most  
common musculoskeletal condition  
in the community and places increasing 
demands on hospital specialist 

services. However, most patients referred  
to surgical specialist services do not  
require surgery.1

So, what can we do to reduce the 
number of people being referred to hospital 
outpatient departments for a surgical 
consultation, recognising that the average 
waiting time to see a spinal surgeon is 18 
months to 2 years, and the vast majority of 
people will be told that they don’t require  
any surgery? 

And how can we tackle the situation that 
many of these people will receive little or 
no evidence-based management for their 
back pain while they wait for that outpatient 
appointment? These are questions that many 
specialists, general practitioners (GPs), allied 
health professionals, waitlist managers and 
health administrators have pondered! 

So after pondering, it’s time to spring into 
action…BAMS, BAMS, BAMS!

WHAT IS BAMS?
The Back Pain Assessment and Management 
Service (a superhero that fights back against 
back pain) was born in 2014 as a pilot project 

supported by the 
Victorian Department 
of Health and Human 
Services. The service 
is a collaborative 
partnership between 
Melbourne Health (a 
tertiary metropolitan 
hospital) and Merri 
Health (a community 
health service). 

The assessment 
arm of the service is a 
cooperative initiative 
between neurosurgery, 
orthopaedics, rheumatology, pain services 
and physiotherapy at Melbourne Health, and 
provides a single point of access for triaging 
back pain referrals to the hospital, to the 
most appropriate care. 

The patient assessment takes place in the 
community and is undertaken by advanced 
practice physiotherapists and a rheumatology 
registrar who work under the supervision of a 
rheumatologist.

In parallel, community services at Merri 
Health provide patients with streamlined 
access to best practice, non-surgical, 
patient-centred management as well as a 

newly developed 
multidisciplinary 
modified pain 
management group 
program. A community 
physiotherapist 
with advanced 
competencies in this 
area works closely 
with the Melbourne 
Health clinicians to 
provide management 
to shared patients, 
participates 
in professional 

development activities and provides 
mentoring sessions to community staff. 

This integrated service and care pathway 
shifts the locus of care from tertiary services 
to the community, reduces reliance on 
overstretched hospital services, minimises 
referral duplication to multiple hospital 
specialist services, and promotes best-
practice multidisciplinary care for patients 
that is delivered in a community setting. 

OUR ACHIEVEMENTS
This data used below cover the pilot phase 
(2014–2015) and subsequent two years of 
ongoing operation (2015–2017). 

CHRISTINE FERLAZZO 
Aged and Primary Care Business 
Manager, Merri Health

“The Back Pain 
Assessment and 
Management Service (a 
superhero that fights 
back against back pain) 
was born in 2014 as a 
pilot project supported 
by the Victorian 
Department of Health 
and Human Services.”



The Health Advocate  •  OCTOBER 2018  15

BAMS!

Bridging the gap between primary 
and tertiary healthcare services to 
improve low back pain care

ACCESS 
• 578 patients triaged to assessment in the 

community and removed from outpatient 
surgical waiting lists annually

• 322 new patients seen in the assessment 
arm in the community annually

• Patients assessed within 6 weeks of 
referral receipt and referred to community 
services within 10–28 days

• Neurosurgery and orthopaedic outpatient 
waitlists reduced from an average of 2 
years for non-urgent referrals to 6 months.

APPROPRIATE AND SAFE CARE 
• 12% of the patients assessed were referred 

to surgical services or another specialty
• The surgical conversion rates for BAMS-

assessed clients that are referred to 
surgical clinics is 62%, compared to the 
state average of 5–10%

• 40% of patients are referred for community 
physiotherapy 

• 24% of patients are discharged after the 
initial assessment

• There have been no adverse incidents or 
formal complaints.

EFFICIENCY 
• A reduction in the proportion of patients 

undergoing MRI from 90% to 40%, giving a 
potential annual $90,000 cost-saving. 

WORKFORCE OPTIMISATION  
AND INTEGRATION
• Specialist and advanced practice 

physiotherapist presence in the community 
• More efficient use of surgeons’ time and 

skills 
• Upskilling of community health 

physiotherapists.

WHAT PATIENTS SAY
‘I feel happy that l received specialist 

services for my condition within my local 
community rather than in a hospital.’

‘I cannot believe that I am able to do so 
much more than I was previously advised by 
other medical and health professionals.’

‘I think that participating in this program 
has been a positive step toward a healthy 
lifestyle.’

WHAT CLINICIANS SAY
‘The building of professional relationships 

and learning from other disciplines has been 
very valuable and supports better patient 
care.’ (Surgeon)

‘The location of the clinic within the 
community health service has been a great 
opportunity to develop relationships, share 
knowledge and provide peer support.’ 
(Community physiotherapist)

A CONCLUDING WORD 
Genuine collaborative relationships between 
primary and tertiary healthcare services, 
involving advance practice clinicians 
with appropriate specialist support, can 
substantially improve patient access to safe 
and efficient care, upskill community health 
clinicians and improve deployment of acute 
and community workforces. Similar integrated 
models could be established to divert other 
suitable conditions and help to increase health 
system capacity and sustainability within 
finite resources. 

Our superhero fight against back pain 

continues…BAMS!!  ha

Christine Ferlazzo’s poster ‘Bridging 
the gap between primary and tertiary 
healthcare services to improve low back 
pain care’ will be on display at the World 
Hospital Congress, 10–12 October 2018.

Reference

1. Australian Safety and Efficacy Register of 
New Interventional Procedures – Surgical. Rapid 
Review. Spinal Surgery for Chronic Low Back Pain: 
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The BAMs team  
(L to R): Uyen Phan 
(advance practice physio), 
Yash Rathi (community 
physio) Dr John Moi 
(rheumatologist), Adam de 
Gruchy (advance practice 
physio), Christine Ferlazzo. 

BAMS!
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Dying in hospital 
in Australia—
where is the 
palliative care?

KELLY GOURLAY
National Policy Advisor 
Palliative Care Australia
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BRIEFING

D
ying is a normal process, with 
palliative care offering a support 
system to help people of all ages 
to live their lives as fully and as 

comfortably as possible from diagnosis until 
death, and to help families cope during this 
period of illness, and in their bereavement. 

In Australia, palliative care services are 
provided in a range of healthcare settings, 
including acute hospitals, neonatal units, 
paediatric services, general practice and 
residential aged care, as well as in community 
settings such people’s homes.

DYING IN HOSPITAL IN AUSTRALIA 
There were 158,504 deaths in Australia 
in 20161 and around one-half of all deaths 
occurred in hospitals. In the period 
2015–2016, only 50% of hospital deaths had 
received palliative care during their final 
hospitalisation.2 

This is despite the leading causes of death 
in Australia being from life-limiting illnesses 
(non-communicable diseases) with predictable 
illness trajectories, such as ischaemic heart 
disease, dementia, cancer and respiratory 
diseases. 

Such illnesses should have palliative care 
incorporated into their care pathway well 
before death in hospital. 

THERE IS AN ECONOMIC BENEFIT TO 
HOSPITAL-BASED PALLIATIVE CARE
Research consistently shows that people who 
receive palliative care have an improved 
quality of life and reduced health care costs 
compared with those receiving usual care.

In July 2017, Palliative Care Australia (PCA) 
commissioned the National Centre for Social 
and Economic Modelling (NATSEM) to develop 
economic briefs on seven key areas, including 
palliative care in hospital.

This identified that inpatient and consultant 
specialist palliative care teams are found to 
be consistently less costly than usual care 
practices. Cost-savings are increased the 

earlier palliative care is introduced within the 
hospital setting through a range of factors. 
These include earlier discharge, reduced 
intensity of care, and reduced clinically 
non-beneficial treatment such as procedures, 
diagnostics and imaging.

Australian hospitals must consider different 
models of care for patients with life-limiting 
illnesses, including earlier identification of 
when palliative care would be beneficial, and 
ongoing discussions and documentation of a 
patient’s care preferences. 

Hospital services may be the choice of, 
or most appropriate place for, a person to 
receive palliative care. Offering these services 
only to (the many) people who would prefer 
to die and are able to be cared for at home, 
reduces the overall effectiveness of palliative 
care in Australia. 

While the research shows the provision 
of palliative care decreases costs of 
hospitalisation, critically there must also be 
an improved alignment of the care provided 
with the person and their families’ individual 
needs, preferences and goals of care. 

POLICY LANDSCAPE—AN 
OPPORTUNITY IN AUSTRALIA
The Australian population is rapidly ageing 
and the number of people who die each 
year is anticipated to double over the next 
25 years. As this figure increases so will the 
demand for palliative care across all care 
settings—but there will also be a significant 
impact on hospital resources. 

There needs to be a call to action from the 
community and the health and social sectors 
for a commitment from all governments to 
identify palliative care as a national health 
priority, to not only improve the quality of life 
of people with a life-limiting illness, but also 
the quality of dying in Australia.

The National Palliative Care Strategy3 
endorsed by all Australian health ministers 
aims to enhance and build on the work 
occurring within jurisdictions. There is a 
clear disconnect between this ‘national’ 
strategy and reality, where a recent review 
emphasised that the National Strategy ‘has 
not been effective in aligning state, territory 
and Commonwealth planning and policies’.4 

The next iteration of the National 
Palliative Care Strategy is anticipated in 
2018 and there needs to be a concomitant 
funded implementation strategy developed 
in partnership with the state and territory 

governments.
An improvement in communication across 

jurisdictions would enable consolidation of 
existing program and service structures, 
address any duplication, and scope issues 
related to equity of access. This would 
facilitate consistent approaches to supporting 
the palliative care sector across all settings, 
including tertiary health. 

In partnership, government should 
assess the needs of different regions and 
populations, in particular Aboriginal and 
Torres Strait Islanders, and rural and remote 
populations, and develop a national palliative 
care workforce strategy to cater for the 
increasing demand for services.

As noted by the Productivity Commission in 
a recently released report5, poor stewardship 
by governments is a major barrier to care at 
the end of life, highlighting that hospitals are, 
by definition, designed to provide acute care.  

PALLIATIVE CARE AUSTRALIA
PCA is the national peak body for palliative 
care in Australia, providing leadership 
on palliative care policy and community 
engagement. 

PCA aims to improve the quality of life and 
death for people with a life-limiting illness, 
and their families and carers. In doing so PCA 
works closely with consumers, its member 
organisations, and the palliative care and 

broader health workforce.   ha

For more information visit  
www.palliativecare.org.au.

Kelly Gourlay’s poster, ‘Dying in hospital 
in Australia—where is the palliative care?’ 
will be on display at the World Hospital 
Congress, 10–12 October 2018.
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“In the period 2015–2016, 
only 50% of hospital 
deaths had received 
palliative care during their 
final hospitalisation.”
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BRIEFING

THE BETTER CARDIAC CARE TEAM 
AND THE URBAN OUTREACH PROGRAM 
FOR ABORIGINAL AND TORRES STRAIT 
ISLANDER PEOPLE
More than 200 Aboriginal and Torres Strait 
Islander patients are admitted to the 
cardiology department at Princess Alexandra 
Hospital each year with an acute cardiac 
condition. These patients are younger and 
more likely to die from coronary heart disease 
than non-Indigenous patients. 

The department has been working hard 
to resolve this inequity and close the 
morbidity and mortality gap. In 2015, the 
Better Cardiac Care team was established 
within the department, working closely with 
the Lighthouse Hospital Project, to improve 
access to culturally safe cardiac care for 
Aboriginal and Torres Strait Islander people. 
The team includes an Aboriginal and  
Torres Strait Islander Hospital Liaison  
Officer, cardiac nurses, a pharmacist and 
administrative support.

The team’s innovative urban outreach 

program is one of the many ways they have 
been working to integrate acute tertiary 
hospital care with community care for 
Indigenous patients. In doing so the team  
has been drawing on experience in staffing 
many rural and remote outreach clinics, 
as well as an urban clinic run by the Inala 
Southern Queensland Centre of Excellence  
in Aboriginal and Torres Strait Islander 
Primary Health Care.

The team has created formal partnerships 
with Aboriginal Community Controlled Health 
Services (ACCHSs) to establish three new 
urban outreach clinics in the southeast corner 
of the state, at Woolloongabba, Wynnum 
and Stradbroke Island. There is an additional 
potential site under consideration.

HOW THE PROGRAM WORKS
The clinics take place within existing ACCHS 
primary care clinics. Patients are referred for 
follow-up after an acute admission or directly 
by their general practitioner for assessment 
of anything from blood pressure control to a 

new diagnosis of heart failure. 
Each clinic is serviced by a cardiologist who 

is based in the hospital, facilitating seamless 
transitions into acute care when necessary. 
The cardiologist has access to the patient’s 
community medical record, with previous 
investigations easily accessible  
as well as a comprehensive record of 
prescribed medications. 

Strong relationships are established with 
primary care providers through in-person 
communication and immediate clinical 
feedback; the cardiologist enters notes 
directly into the community medical record, 
avoiding any delay in clinical handover that 
may be associated with an outpatient clinic 
letter being typed and dispatched.

A specialist cardiac scientist also attends to 
perform echocardiography on-site during the 
clinic, which is reviewed and reported by the 
cardiologist. This creates a ‘one stop shop’ for 
many patients, who require no further cardiac 
testing or assessment and don’t need to 
attend any appointments beyond their usual 

Princess Alexandra  
Hospital Cardiology 
Department reaches  
out to Aboriginal and  
Torres Strait Islander 
patients
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general practice (GP) clinic. 
When further tests are necessary, they 

may be undertaken by community services 
or performed at the hospital. If hospital 
appointments or elective admissions are 
booked, then the patient is linked back with 
the hospital-based team, who can assist with 
transport, access, personal and family support 
and communication.

FEEDBACK AND RESULTS
Feedback on the urban outreach clinics 
from patients, primary healthcare providers 
and hospital-based clinicians has been 

overwhelmingly positive. The clinics overcome 
many of the cultural and socioeconomic 
barriers that may stop Aboriginal and Torres 
Strait Islander patients from accessing 
specialist outpatient care by delivering that 
care efficiently, in their community, in a 
familiar and culturally safe environment. 

Improved continuity of care also helps to 
facilitate a seamless patient journey in and 
out of the hospital system. Primary care 
clinicians have direct access to specialist 
knowledge and advice, improving individual 
patient care and also building capacity in 
the management of cardiac disease more 
generally. Hospital-based clinicians feel 
confident that patients will have adequate 
support and access to follow-up so that 
treatment initiated in hospital can be 
completed.

Preliminary results for the broader project 
also suggest that hard clinical outcomes for 
Aboriginal and Torres Strait Islander patients 
treated in the department have improved. 
Particularly, patients with acute coronary 

syndrome are less likely to require urgent 
readmission for heart attacks or other  
cardiac conditions. 

It is exciting that simply delivering the 
department’s existing core services of 
specialist assessment, testing and treatment 
in more culturally appropriate and flexible 
ways may reduce the cardiac morbidity and 
mortality gap for Indigenous patients. And 
it may have implications for the delivery of 

other acute and specialist services.   ha

Article written by Dr Danielle Harrop 
(Cardiologist), Sean Grugan &  
William Wang, Department of Cardiology,  
Princess Alexandra Hospital;  
University of Queensland

Dr Danielle Harrop will be presenting 
‘Integrated care for Australian Aboriginal 
and Torres Strait Islander patients with 
cardiovascular disease’ at 4.00 pm 
Thursday 11 October 2018 at the World 
Hospital Congress. 

The urban outreach team at Yulu-Burri-Ba clinic on Stradbroke Island

“The clinics overcome 
many of the cultural 
and socioeconomic 
barriers that may stop 
Aboriginal and Torres 
Strait Islander patients 
from accessing 
specialist outpatient 
care by delivering 
that care efficiently, in 
their community, in a 
familiar and culturally 
safe environment.”
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The 
measurement 
of performance 
in healthcare
Moving from a volume-based  
to a value-based perspective.

DR JEAN-FRÉDÉRIC 
LEVESQUE 
Chief Executive, New South Wales 
Agency for Clinical Innovation

INTRODUCTION
Performance measurement and reporting is 
an important lever for change in healthcare 
improvement. The complexity of healthcare, 
and efforts to be comprehensive in 
measurement, have resulted in an over-
abundance of metrics—contributing to what 
the Institute of Medicine has called ‘indicator 
chaos’. Yet at the same time, concerns 
that indicators have been too narrowly 
focused have led to calls for more expansive 
measurement—particularly of patient-
reported experiences and outcomes. 

One way to reconcile the need for 
parsimony and breadth in measurement 
efforts is to take a critical look at 
performance constructs and the metrics used 
to quantify them. We have developed an 
explicit measurement framework that enables 
us to understand how to get from volume 
to value. It highlights that solely focusing 
on the measurement of outcomes is not 
enough—understanding why outcomes vary 
is also important—that is, we need to relate 
outcomes to what was done, how it was done 
and how much of it was done. 

In the education sector, examination 
results are a marker of students’ learning 
outcomes, but to improve knowledge, 
we need to understand the quantity and 

quality of their study. In the same way, 
health measurement must consider how 
did the actions (or inaction) of healthcare 
professionals shape patient outcomes?

HOW IS PERFORMANCE MEASURED  
IN HEALTHCARE SYSTEMS?
In a rapid review, we collated terms 
featured in existing healthcare performance 
frameworks, and explored the extent of 
similarity and differences. 

We found 19 performance frameworks 
that altogether featured 110 distinct 
terms. The terms were mapped to 12 key 
performance constructs which have been 
used to measure relational aspects of value 
for patients, providers and the healthcare 
system in general: coverage; accessibility; 
appropriateness; effectiveness; safety; 
productivity; efficiency; adaptability; 
sustainability; resilience; impact; and equity. 

Our framework highlights that these 
constructs are interlinked in complex ways, 
and that all metrics are based on five 
measurable elements: (1) patient needs 
(physical, psychological and social) and 
expectations; (2) healthcare resources and 
structures; (3) healthcare services provided 
(volumes and delivery); (4) health system 
functioning and processes; and (5) healthcare 
outcomes.

“We have  
developed an explicit 
measurement 
framework that 
enables us to 
understand how to 
get from volume to 
value. It highlights 
that solely focusing 
on the measurement 
of outcomes is 
not enough—
understanding why 
outcomes vary is 
also important— 
that is, we need to 
relate outcomes to 
what was done,  
how it was done  
and how much of  
it was done. ”
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WHY DO WE NEED A NEW MODEL?
Those aspects of healthcare that can be 
directly measured in volumes of services, 
numbers of patients, and counts of outcomes 
such as readmissions or deaths—while 
important, cannot in isolation fully capture 
performance. 

Meaningful measurement of performance 
and the notion of value are more fully 
reflected in derived metrics that place the 
measurable elements in combination (for 
example, effectiveness is measured by a 
relational measure of the services delivered 
to patients and the outcomes achieved).

The model reveals that there can be 
reinforcing and antagonistic relationships 
and feedback loops between performance 
constructs, and these can change over time. 
Oversimplified assessments can describe 
what happened (e.g. counts and attributes 
of services provided), but fail to consider 
counts in relation to each other. Such 
assessments miss the opportunity to generate 
understanding, e.g. revealing accessibility 
through combining the volume of a provided 
service with the number of people requiring 
it. They can also result in unintended 
consequences. 

Reinforcing relationships exist—for example, 
between efficiency and coverage (if finite 
resources are not wasted, there is potential 

to provide a greater range of services). 
Alternatively, there is the relationship 
between delivery of appropriate care and 
resulting effectiveness and impact (the right 
care delivered in the right way is likely to 
result in better outcomes and better health); 
or between gains in accessibility and the 
achievement of more equitable healthcare. 

Reinforcing loops can also act in concert 
where weak performance in one construct 
has a dampening effect on other constructs. 
For example, low efficiency equates to fewer 
available resources, fewer activities, and 
poorer coverage—leading to reduced equity 
and impact.

Over-emphasis on one performance 
dimension can also come at a heavy cost.  
For example:
• Many innovations and new therapies 

can entail high costs for marginal 
incremental benefits and, while improving 
effectiveness, may reduce overall 
efficiency.

• High levels of efficiency may only be 
achieved at the expense of population 
groups that are more difficult to reach 
and have less chance of benefiting from 
treatments, reducing the equity of the 
system.

• Maintaining very high levels of 
appropriateness and responsiveness in 

some clinical areas may reduce  
the system’s capacity to ensure a 
widespread coverage. 

In a complex dynamic system such as 
health, maximising the results in any single 
construct is difficult, if not impossible, to 
achieve. Even if it were possible, it is not 
desirable. Given their interdependencies, a 
singular emphasis on one construct is likely 
to have unintended consequences on others. 
Measuring them simultaneously is therefore 
very important.

TOWARDS A STRONGER CONCEPTUAL 
FRAMEWORK FOR VALUE
A stronger conceptual performance 
framework provides a way to screen 
for spurious findings, and unintended 
consequences. Ultimately, our new framework 
expands two key issues—understanding 
value in healthcare requires measurement 
to go beyond volume-based metrics; and 
that understanding performance requires 

measurement of more than outcomes.  ha

Dr Jean-Frédéric Levesque will be 
presenting ‘Moving the measurement of 
performance in healthcare from a volume-
based to a value-based perspective’ at  
4.30 pm Wednesday 10 October at the 
World Hospital Congress.

IN DEPTH

Patient needs 
(physical, 

psychological 
and social) and 
expectations

Healthcare  
resources  

and structures 

Healthcare  
services provided  

(volumes and  
delivery) 

Health system  
functioning and  

processes

Healthcare  
outcomes

Our framework highlights that these constructs are interlinked in complex 
ways, and that all metrics are based on five measurable elements:

1
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FROM THE AHHA DESK

Meet the  
Australian Healthcare  
and Hospitals Association
Australia’s voice for public healthcare.

WHO WE ARE

The Australian Healthcare and Hospitals 
Association (AHHA) is the national peak 
body for public and not-for-profit hospitals 
and healthcare providers in Australia. 

Founded as the Australian Hospital 
Association in 1946 by Sir Herbert Schlink, 
AHHA quickly became an important voice 
in the national health conversation.

For more than 70 years we have 
maintained our vision for a healthy 
Australia supported by the best possible 
healthcare system, where all Australians 
have equitable access to healthcare of the 
highest standard when and where they 
need it, regardless of their ability to pay.

Our mission is to conduct research, 
educate and influence Australia’s 
healthcare system to achieve better health 
outcomes, improved patient and provider 
experience, and greater equity and 
sustainability.

WHAT WE DO

Through research, education and advocacy, 
AHHA is a thought leader, conversation 
initiator and primary source of comment 
and advice to Australian governments and 
the media.

AHHA has always been a strong advocate 
for a high-performing healthcare system, 
undertaking research into new methods of 
funding, new approaches to patient care, 
and ensuring a focus on innovation, safety 
and quality.

AHHA influences Australia’s national 
health debate to ensure members’ issues 
are on the national policy agenda.

AHHA takes an evidence-driven approach 
to advocacy. We influence policy debate 
by being forward-thinking and reflective of 
evidence-informed practice.

AHHA collaborates with like-minded 
organisations to ensure healthcare in 
Australia is effective, accessible, equitable, 
sustainable and outcomes-focused.

Through our peer-reviewed journal, 
Australian Health Review, our research 
arm, the Deeble Institute for Health Policy 
Research, and in joint collaboration with 
our university partners and health service 
members, AHHA undertakes and promote 
rigorous and independent research on 
important national health policy issues. 
We inform and influence health debate and 
policy development through our research 
by highlighting evidence-informed practice, 
and effectively communicating issues and 
ideas.

Through our consultancy service, Just 
Health Consultants, we support Australian 
healthcare organisations across all sectors 
by drawing upon our comprehensive 
knowledge of the health sector to provide 
expert skills and knowledge in a range 
of areas including: corporate and clinical 
governance training; strategy and business 
planning advice; organisation design and 
improvement; health services planning 
and program evaluation; and stakeholder 
engagement. 

OUR MEMBERSHIP

AHHA exists because of our members. 
Our members represent all sectors of the 
Australian healthcare system, including the 
hospital, primary and community sectors, 
as well as academic institutions, private 
sector organisations and individuals.

AHHA membership provides the 
opportunity to join this community of 
health sector thought leaders to grow 
and shape Australia’s healthcare system. 
Membership also gives access to a wide 

range of services and resources designed 
to help meet and respond to the challenges 
facing this rapidly evolving sector.

By becoming one of our members, you 
gain access to AHHA’s knowledge and 
expertise through a range of research, 
education and advocacy activities as well 
as business services, including:
• 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 
and knowledge translation

• access to networking opportunities, 
including quality events

• access to education and training 
services

• access to affordable and credible 
consultancy services

• access to publications and sector 
updates 
-Australian Health Review 
-The Health Advocate 
-Healthcare in Brief  
-Issues Briefs, Evidence Briefs and other 
independent research.

AHHA is uniquely placed in Australia 
to be an independent, national voice for 
universal high-quality healthcare that 

benefits the whole community.  ha

For more information about membership 
and how to join, visit: www.ahha.
asn.au/membership or contact AHHA 
Engagement and Business Director Lisa 
Robey on lrobey@ahha.asn.au.
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In this special World Hospital Congress edition of 
The Health Advocate, we would like to take the time 
to introduce the AHHA to our larger readership.
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Just Health  
Consultants
Australian Healthcare and Hospitals Association.

JHC is ISO9001-accredited, with all 
projects being governed by AHHA’s 
rigorous quality assurance policies and 
procedures. This rigour, together with 
our focus on client needs, ensures that 
projects delivered by JHC are on time, on 
budget and exceed client expectations.

Looking for consultants with a deep 
understanding of the health sector and 
a focus on quality, reliability and cost-
effectiveness? Look no further than Just 

Health Consultants!   ha

For more information visit our website at 
http://ahha.asn.au/JustHealth or contact 
AHHA Business and Engagement Director 
Lisa Robey on lrobey@ahha.asn.au.  

A
HHA works to improve health 
outcomes for all Australians 
through its membership and other 
networks, and by developing, 

disseminating and promoting a wide range of 
research, education and thought leadership 
resources and events. We launched Just 
Health Consultants (JHC) in 2010 to 
complement our ongoing research and 
advocacy program. JHC’s high quality expert 
teams support the Australian healthcare 
system at national, state, hospital and 
community levels by delivering products and 
services that help clients meet the demands 
of an ever-changing, complex healthcare 
environment. 

We provide clients with access to a 
pool of highly experienced and talented 
experts, both from the AHHA’s staff and 
our extensive database of consultants.  
The range of skills offered covers clinical,  

managerial, policy, administration, 
research, analysis and communications 
expertise, and includes former heads 
of hospitals and health departments, 
academic experts, clinicians, and staff 
with extensive national and international 
experience. 

This range of skills and expertise gives 
AHHA the flexibility to create tightly 
targeted teams with the specific skill sets 
required for individual projects, resulting 
in timely, cost-effective and high quality 
outputs. 

Through JHC’s connection to the wider 
AHHA membership and stakeholder 
base, our consultants are also in a 
unique position to draw on all parts of 
the Australian healthcare system for 
input, consultation and piloting in the 
development of new policies, programs 
and projects. 
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FROM THE AHHA DESK

Looking for consultants with a deep understanding of the health 
sector and a focus on quality, reliability and cost-effectiveness? 
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CORPORATE AND CLINICAL 
GOVERNANCE

Strong corporate and clinical governance 
methodologies, processes and practices 
are vital in today’s health services 
environment. 

JHC’s consultants possess significant 
expertise in clinical governance and can 
provide a wide range of services from 
facilitated forums for developing shared 
principles, to creating effective clinical 
governance frameworks for multi-
disciplinary teams or for primary care 
commissioning bodies. 

ECONOMIC ANALYSIS

With health services under increasing 
funding pressure, cost–benefit and 
economic analyses can be key in assessing 
the viability of services. 

JHCs team includes health economists 
who can develop and apply economic 
models for analysing the impact and 
outcomes of models of care and modes 
of funding, and put forward appropriate 
evidence-based recommendations for 
improvement.

FACILITATION

From board meetings to strategic planning 
days, workshops and conferences, our 
skilled facilitators can work with you to 
create engagement, generate momentum 
and build consensus. 

JHC facilitators bring not only facilitation 
skills but in-depth subject knowledge that 
helps create productive discussions through 
bringing new perspectives.

A SELECTION OF JHC SERVICE OFFERINGS IS SET OUT BELOW

POLICY AND PROGRAM REVIEW

JHC leverages its access to experts and 
extensive understanding of the Australian 
health sector to conduct rigorous policy 
and program reviews. 

We use a systematic approach to 
policy and program review, encompassing 
thorough consideration of the service 
context, deep knowledge of the funding 
environment, and understanding political 
and other drivers and impediments when 
seeking improvements.

QUALITY IMPROVEMENT

Quality improvement projects come in 
many shapes and sizes, from focusing 
on internal procedures to staff training, 
external relationships and more. 

The JHC team works with clients to 
improve quality through activities such as 
Lean Healthcare training, process review 
and optimisation, and building strong team 
structures. 

REVIEW AND EVALUATION

The health sector is a complex, rapidly 
changing environment with significant 
requirements for effective review and 
evaluation of projects, programs, policies 
and processes. 

JHC is able to bring together both 
academic rigour and detailed health sector 
knowledge to provide insightful, evidence-
based reviews or evaluations. Depending 
on the review or evaluation type, we 
bring a range of approaches to ensure that 
any recommendations made are robust, 
evidence-based and reflect best-practice.

STAKEHOLDER ENGAGEMENT

Whether it be understanding a need, 
creating momentum for change, building 
consensus or generating insight, JHC’s 
team can work with you to build and 
execute strong stakeholder engagement 
and communication strategies and 
products. 

We regularly develop custom 
surveys, facilitate focus groups and 
create engagement methodologies and 
communications materials for our clients. 

BUSINESS STRATEGY AND PLANNING 

As health services face ever greater 
funding pressures, it is important that 
business structures and strategies are 
optimised for long-term viability. 

JHCs team includes experienced 
business executives who can help develop 
practical, sustainable business structures 
for health services organisations. 

TRAINING DEVELOPMENT 

AHHA’s in-house subject experts, in 
partnership with our extensive consultant 
network, are uniquely placed to develop 
and deliver high-quality, evidence-based 
training content through a variety of 
methods, including face-to-face learning, 
online training, and webinars.
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The value of research 
communication
The Deeble Institute for Health Policy Research.

THE CHALLENGE

One of the key challenges faced by 
researchers trying to move evidence into 
policy and practice is that the research 
questions being asked do not always align 
with the priorities of decision-makers or 
service providers of the day. Nor are the 
findings always presented in a form that is 
useful or relevant to the decisions at hand.

This disconnect can be problematic, 
particularly in health research where 
change agents who can make the biggest 
difference in improving health services, 
health behaviours and health conditions 
are generally working outside of research 
academia. 

Our goal at the Deeble Institute 
for Health Policy Research is to make 
evidence the cornerstone of health policy 
development in Australia by helping 
connect researchers, policymakers 
and practitioners, and by creating 
opportunities to translate research into 
good health policy and practice. We also 
aim to support emerging researchers to 
understand and work within the health 
policy environment.

Effective research communication 
can help policy-makers to navigate the 
research environment and to anticipate 
health issues that are likely to arise in the 
future. 

THE EVIDENCE

The Deeble Institute recognises that health 
policy is developed in a fluid environment 
and is subject to competing vested and 
political interests that may be barriers to 
effective research translation. 

Policy-makers can be driven by pressure 
to act quickly and to solve headline-
grabbing problems. This means that 
research evidence may not always be 
enough to elicit change in an audience that 
does not regularly read academic journals. 

Research transparency takes time 
and effort, and policy-makers’ need-for-
speed adds to the challenges faced by 
researchers. At the Deeble Institute for 
Health Policy Research we believe that 
researchers can assist decision-makers to 
access evidence by communicating their 
research in a way that is:
• responsive to user needs;
• understanding of the decision-making 

environment;
• timely; 
• effectively engages with stakeholders; 

and
• communicates strategically

STRATEGIC COMMUNICATION

Research communication is at the heart 
of evidence-based policy making. There 
is a multitude of vested interests involved 

in the policy-making process, making 
communication both a crucial and complex 
challenge. 

At the Deeble Institute for Health 
Policy Research we enable more effective 
interactions between policy-makers, 
researchers, practitioners and the public 
by helping researchers promote work that 
demonstrates the key issues, is relevant 
and can make feasible recommendations 
for change.

THE ELEVATOR PITCH

An effective research communication 
strategy should always focus on a few 
succinct messages and key takeaways—
as well as providing decision-makers 
with guidance on steps needed for 
implementation. Key messages need to be 
carefully crafted and clearly articulated to 
engage the target audience.

This elevator pitch approach may not 
always reflect the information included 
in the results or conclusion section of 
published research. Researchers need to 
use language that is approachable, free 
of jargon and relevant. Key messages to 
policy-makers need to be unemotive and 
free of political sensibilities. We do not 
consider this as 'dumbing down' research 
but rather finding a way to effectively 
connect with a busy lay audience.

FROM THE AHHA DESK

At the Deeble Institute for Health Policy Research, we develop and promote 
rigorous and independent research that informs national health policy. 
We believe that the target audience and end users of research need to be engaged 
or integrated into the research process from the initial generation of ideas, through 
to the dissemination of outcomes. This ensures that research is of value to both 
system implementers and end users of the work. 
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Elizabeth McCourt, Deeble Summer Scholar 2018 
PhD Candidate and Associate Lecturer, School of Pharmacy, 
Queensland University of Technology
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Dr Mikaela Jorgensen, Jeff Cheverton Memorial Scholar 2018
Research Fellow, Australian Institute of Health Innovation, 
Macquarie University

Deeble scholars 2018

THE MEDIUM

While research incentives generally focus 
on communication through traditional 
means such as journal articles, recognising 
the value of the variety of communication 
channels available to the health research 
community is also critical to making 
research relevant for policy-makers and 
health service providers. 

Identifying your research goals and the 
target audience who can best help you 
deliver them will help to identify the best 
medium to use, and may include non-
traditional formats such as media releases, 
public forums, one-on-one meetings, 
policy briefings, videos, social media, 
podcasts, websites and infographics. 

When used strategically, the medium 
through which research is conveyed  
can play a key role in translating  
research evidence into health policy  

and practice.    ha  

Dr Rebecca Haddock, Director, Deeble 
Institute for Health Policy Research, 
Australian Healthcare and Hospitals 
Association.

Further information on the Deeble 
Institute for Health Policy Research 
is available online at: https://
deebleinstitute.org.au/deebleinstitute

“The opportunity to work with the staff at the Deeble 
Institute and AHHA was invaluable, not just in 
learning how to turn research into actionable policy 
recommendations, but also through facilitating 
connections with policy-makers and stakeholders working 
in aged care.” — Dr Mikaela Jorgensen

“My time at the Deeble 
Institute for Health 
Policy Research was 
a fantastic learning 
experience that has 
taught me crucial skills 
for my PhD and future 
career. I have learnt the 
value of evidence-based 
health policy and its 
importance for the health 
and wellbeing of the 
population. I have also 
learnt how to promote 
research and engage 
with key individuals and 
the public who are able to 
move research forward. 
Being a Deeble Scholar 
allowed me to work 
alongside people who 
are passionate about 
the health and wellbeing 
of the Australian 
community.”  
— Elizabeth McCourt

To hear Elizabeth discuss 
her Health Policy Issues 
Brief, ‘Improving pharmacist 
involvement in pandemic influenza 
planning and response’, visit the 
AHHA Health Advocate podcast 
page at https://ahha.asn.au/
health-advocate-podcast.
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BRIEFING

From the 
bush to  
the beach 

PERRIN MOSS 
Program Manager—Project ECHO®, 
Children’s Health Queensland 
Hospital and Health Service

T
he Australian healthcare landscape 
continues to evolve as patients’ and 
families’ needs change over time—
and with this the delivery of clinical 

education and support also needs innovation 

and change.

Behavioural and mental health needs 

are increasingly ranking as top priorities 

for government spending in health, and as 

a topical area of interest among General 

Practitioners (GPs) and other primary  

care providers. 

Patients, families and clinicians often 

report the growing need for governments 

and the broader community to improve 

the mental health of children and young 

people, and to continue our collaborative 

work to achieve more effective and 

accessible prevention services. 

While state and territory health 

departments’ recurrent investment in 

child and youth mental health is improving 

service access in secondary and tertiary 

care, this spending does not effectively 

target scarce clinical resources at the front 

lines of primary care in the community. 

Family doctors, school-based guidance 

officers and paediatricians provide the 

services that are most frequently used by 
young people with behavioural and mental 
health problems. Nationally, younger 
children (aged 4–12) were more likely to 
visit paediatricians and family doctors, 
while older children were more likely to 
visit school-based counselling services1. 

Even among young people with the most 
severe mental health problems, only one-
half receive the professional help required 
to support their needs1. Parents and carers 
often report that help is too expensive, 
or they did not know where or how to 
access it, and that they thought they could 
manage on their own1.

PROJECT ECHO®

The Children’s Health Queensland 
Hospital and Health Service (CHQ) is using 
Project ECHO® (‘Extension for Community 
Healthcare Outcomes’) as a trail-blazing 
model that enhances the quality of care 
patients and families can access through 
their primary care provider to support 
their behavioural and mental health needs 
closer to home. 

Through a free, bespoke ‘Kids 
Behavioural and Mental Health’ education 
and case management support package 

delivered via videoconference, GPs, 
practice nurses, and other health 
professionals can access ongoing 
professional development paired with  
real-time, practical and multidisciplinary 
advice on managing patient needs in  
the community. 

In response to the rising demand for 
public outpatient appointments, and for 
the delivery of more holistic care closer 
to home, CHQ is training GPs and other 
providers across Queensland and beyond, 
via videoconferencing, in behavioural and 
mental health management. Training is 
delivered from the ECHO® ‘hub’ at the Lady 
Cilento Children’s Hospital in Brisbane. 

ECHO® instantly removes geography as 
a limitation to best-practice support for 
clinicians working across the state, caring 
for children and young people closer  
to home. 

ELEMENTS OF THE ECHO MODEL™
The ECHO model™ consists of 
telementoring, collaborative clinical 
education, and facilitated case 
presentations, enabling experts to 
disseminate their knowledge to large 
numbers of providers. There are over 

Accessing behavioural and mental health support for children via Project ECHO®.



The Health Advocate  •  OCTOBER 2018  29

twenty 60-minute ECHO® sessions that 
providers can attend. This offering will 
always be provided for free to professionals 
supporting children and young people with 
behavioural and mental health needs.

A specialist team at the ‘hub’ mentors 
primary care 
providers, including 
GPs, as the ‘spokes’ 
of the wheel, and 
all participants 
learn from each 
other. The primary 
care providers 
share their deep 
knowledge of local 
social and cultural 
considerations, and 
an understanding of 
realistic approaches 
to care within their 
specific communities. 
The specialists offer 
complementary content expertise. 

The curriculum incorporates a wide 
variety of topics, including anxiety, 
behavioural management strategies, 
gender, sleep, autism, attention-

deficit/hyperactivity disorder (ADHD), 
adolescence, self-harm, and bullying, 
among others, in response to detailed input 
from primary care providers.

The ECHO® panel members include 
a behavioural and developmental 

paediatrician, 
psychologist, child and 
youth psychiatrist, 
social worker, and 
guidance officer 
from the Department 
of Education and 
Training. 

CHQ is committed to 
providing care across 
Queensland that is of 
high quality, and safe 
and effective—Project 
ECHO® will continue 
to support community 
providers to improve 
health outcomes for 

children and young people in all corners of 
the state. 

The sessions take place weekly on 
Thursdays from 8:00 am to 9:00am 
Australian Eastern Standard Time. 

Clinicians can join the series by contacting 

ECHO.CHQ@health.qld.gov.au.  ha

Perrin Moss will be presenting ‘Project 
ECHO®’ at 11.00 am Thursday 11 October 
2018 at the World Hospital Congress.

Reference

1. Sawyer MG, Arney FM, Baghurst PA, Clark 
JJ, Graetz BW, Kosky, R et al. (2000). Child and 
adolescent component of the National survey of 
Mental Health and Well-being. Canberra, ACT: 
Mental Health and Special Programs Branch, 
Commonwealth Department of Health and Aged 
Care. Available at https://www.health.gov.au/
internet/main/publishing.nsf/Content/7E7B15F44
2156327CA257BF0001E4714/$File/young.pdf.

“ECHO® instantly 
removes geography 
as a limitation to best-
practice support for 
clinicians working 
across the state, caring 
for children and young 
people closer to home.”



30    The Health Advocate  •  OCTOBER 2018

The value of 
Special Interest 
Groups

IN DEPTH

CHRIS MOSER 
Principal Statistical Data Quality 
Officer, Statistical Services Branch, 
Queensland Health

I
n March 2016, the Statistical Services 
Branch Coding Consistency Special 
Interest Group (SSB CC SIG) was 
established within Queensland Health in 

order to gain a greater understanding of the 

issues and factors impacting clinical coding 

consistency and quality—from a facility, 

Departmental and national perspective. 

The Group’s scope is the data collections 

for which the Statistical Services Branch 

is responsible—primarily the Queensland 

Hospital Admitted Patient Data Collection. 

The Group (referred to as the ‘SIG’) 

has thus far surpassed all expectations, 

and continues to demonstrate benefits 

such as empowering members, increasing 

knowledge and skills of members and 

others, improving the quality of data 

used for decision-making and positively 

effecting the development of health-

related classifications. 

Outputs of the SIG have included the 

lodgement of state and national coding 

queries, development of statewide 

educational material for clinical coders, 

and the submission of an issues paper to 

a national body.

Members of the SIG are senior clinical 

coders located at metropolitan and 

rural and remote facilities. The profile 

of the group has played an important 

role as SIG members, through the review 

and investigation of hospital morbidity 

data, have identified differences, trends 

and nuances—such as geographical 

factors, auto-coding profile differences, 

and the impacts of clinical pathway 

documentation. This process has allowed 

for a two-way exchange of information, 

expertise and knowledge between the 

Department and clinical coders. 
Since commencing, the SIG has 

increasingly changed from being mainly 
driven by jurisdictional queries to 
member-led awarenesss, curiosity and 
requests to review and understand 
information assets from local and 
statewide perspectives. 

The establishment and development of 
professional networks has helped increase 
local and shared information intelligence 
capacity. This awareness and exposure 
to the data and to each other has in turn 
facilitated greater individual awareness 
and engagement—not only with regard to 
the collection, implications and use of 
data at a local or jurisdictional level, but 
also nationally. 

The SIG has participated in a process 
of reviewing the specification for a 
set of national indicators relating to 
patient safety and quality that utilise 
clinical coded data. The outcome of 
this review and data analysis resulted in 
the lodgement of an issues paper to the 
related national body. The issues paper 
drew on:
• local data and knowledge
• discussion of the issues by SIG 

members 
• identification of resources, and 

references to related external 
research. 

The activity not only increased SIG 
member awareness of the relevant 
issues, but also acted as a catalyst 
for local review and preparation for 
implementation of the indicators. The 
development of the issues paper was 
also a positive outcome in that it yielded 

a real result that went beyond local or 
jurisdictional boundaries.

The involvement of SIG members in 
the submission of coding queries at a 
state and national level has assisted in 
increased knowledge about the intent for 
initial collection of the data as well as 
secondary use of the data. SIG activities 
have also enabled the development 
and implementation of statewide data 
validations that support data quality 
improvement.

Learnings from SIG investigations 
and data reviews have also resulted in 
benefits such as informing the focus 
for targeted auditing, as well as the 
development of educational material such 
as newsletter articles, coding puzzles and 
clarification of jurisdictional validations. 

In summary, the SIG continues to 
facilitate data quality improvement 
so that local and jurisdictional health 
services have access to the best data 
possible in order to ensure that health 
needs for the 21st century are met. But 
it is the more intangible benefits such 
as seeing SIG members develop their 
skills, and become more confident and 
involved, that are the key successes. The 
SIG continues to encourage and support 
members to consider the bigger picture 
in conjunction with their role in the 

evolving healthcare landscape.  ha

Chris Moser will be presenting ‘The value 

of Special Interest Groups—empowering 

those that collect the data to inform 

healthcare’ at 11.30 am Friday 12 
October at the 2018 World Hospital 
Congress.
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Empowering 
those who 
collect the 
data to inform 
healthcare.
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From the lab to the world
C

ochlear implants, pacemakers, 
spray-on skin…Australia’s medical 
scientists keep punching above their 
weight in transforming patient care 

through innovation.
And HESTA is supporting their life-

changing work by investing actively in 
medical research, creating a better future 
for you, your industry and our community.

One of our private equity investment 
managers, Brandon Capital Partners, 
steers the Medical Research 
Commercialisation Fund (MRCF). The MRCF 
is a collaboration of 50 plus research 
institutes and hospitals in Australia and 
New Zealand focused on developing 
Australia’s latest medical breakthroughs. 

In a unique collaboration, the MRCF 
works with research institutes to identify 
promising medical discoveries that could 
be commercialised and translated into 
real-world products or treatments. The 
MRCF provides the funding and market 
know how to help researchers take their 
work from the lab to the world. 

Brandon Capital Managing Director 
and MRCF Chief Executive Dr Chris Nave 
is a strong supporter of driving medical 
innovation to improve public health.

“The MRCF collaboration is innovation 
in action: we provide a path for taking 
medical science out of the laboratory 
and into the real world,” Chris says. “We 
give elite medical researchers access to 
capital and commercial expertise, so they 

can turn great science into cutting-edge 
medical therapies that save lives and can 
improve quality of life.”

NEW TECHNOLOGY FOR  
PARKINSON’S PATIENTS
A standout venture within the MCRF 
portfolio is Global Kinetics Corporation 
(GKC), a medtech company providing 
point-of-care measurement and reporting 
of Parkinson’s disease motor symptoms. 
Their lead product, the Parkinson’s 
KinetiGraph (PKG)TM system, empowers 
neurologists and healthcare providers 
to better manage patients’ symptoms, 
improving their quality of life. To date 
more than 25,000 PKG patient reports 
have been delivered around the world. 
GKC is headquartered in Melbourne, with 
offices in London, UK, and Minneapolis and 
Boston, USA.

Developed by the Florey Institute of 
Neuroscience & Mental Health’s Professor 
Malcolm Horne and Dr Rob Griffiths right 
here in Australia, the PKGTM is worn on 
the patient’s wrist, so symptoms can be 
monitored continuously whether they’re at 
home or out and about. 

That data informs clinical decision 
making, revealing deep insights into 
patients’ disease status, enabling care 
teams to tailor specific therapies that can 
result in life-changing benefits. The device 
is a ground breaker in tackling Parkinson’s, 
the second most common neurological 

disease in Australia.

FROM LAB TO MARKET: EXPANDING 
HORIZONS FOR OUR MEMBERS, AND 
FOR YOUR INDUSTRY
HESTA General Manager Unlisted Assets 
Andrew Major is watching our investment 
in medical innovations like this yield 
exciting results for researchers, and strong 
returns for our members.

“Clearly one of our strengths as a 
country is our research and our ability 
to innovate,” Andrew says. “Supporting 
research that is then commercialised 
into products or treatments is clearly 
beneficial for HESTA members and for the 
community. We’re investing in the pool of 
research talent, and that’s having positive 
flow-on effects from a broader societal 
perspective. It gives our members a 
greater ability to deliver innovative care.

“From the performance side for 
members, everything we do is about risk 
and return. When we’re investing in life 
sciences at the early stage, some will fail 
— but some can make many times more 
from a small initial investment, to become 
something of substantially greater value 
for our members.” 

And with a raft of emerging 
technologies set to drive more innovation 
in digital healthcare, we’re looking 
forward to partnering with pioneers in 
your industry for years to come. 

ADVERTORIAL

Help us build the  
future you want to see.
www.hesta.com.au/join



The Health Advocate  •  OCTOBER 2018  33

From the lab to the world



34    The Health Advocate  •  OCTOBER 2018

BRIEFING

G
enerally speaking, a patient’s first 
point of care for medical concerns 
is their General Practitioner (GP)—
the environment where most long-

term health management occurs. 
However, when a patient requires 

additional or more complex medical 
assistance, the patient is often referred by 
the GP for services provided by specialists 
and/or hospital-based services. Issues can 
arise with this referral process through the 
GP not being aware of local services available 
to assist in managing their patients, inclusion/
exclusion criteria for these services, and, 
importantly, any wait times that may cause 
significant barriers to treatment. Additionally, 
when patients are discharged from services, 
or treatment has been completed, follow-up 
or discharge information coming back to the 
GP has been historically problematic.

The HealthPathways program was primarily 
designed to be an online clinical/referral 
portal providing localised clinical content 

and service information jointly developed 
by local GPs and tertiary care specialists 
for the benefit of health service providers. 
The HealthPathways program is currently 
available in most regions throughout 
Australia, New Zealand and, to a limited 
capacity, in the UK. 

In New South Wales (NSW) specifically, 
the program has been largely delivered as a 
joint partnership between the Local Health 
Districts and Primary Health Networks over 
the last 7 years. HealthPathways has since 
moved beyond the initial scope of service 
and information provision to become a key 
integrated care enabler across the state, 
providing important opportunities to develop 
relationships and communication channels 
across the health service spectrum in NSW.

During this period there have been many 
examples of advances in integration and 
partnerships that had previously not occurred 
between the state-based health services and 
the wider health professional community. 

The formation of the NSW HealthPathways 
Collaborative, comprising all NSW-based 
HealthPathways teams, has facilitated 
opportunities for improved and prolonged 
engagement, and enhanced integration 
with peak bodies and state-based agencies, 
allowing each team to leverage each other’s 
knowledge, resources, and development.

South Western Sydney HealthPathways 
(SWSHP) commenced a ‘localised’ adaptation 
of immunisation resources with that region’s 
major tertiary hospital, specifically focusing 
on transplant immunisation. During the 
course of this localisation process, the 
HealthPathways team became involved with 
the NSW Agency for Clinical Innovation’s Bone 
Marrow Transplant Network (responsible for 
maintaining centralised quality management 
for the 12 NSW blood and marrow programs, 
clinical and consumer education, and 
communications). The SWSHP team then 
worked with the Network’s specialists to 
ensure that the developed pathways fitted 

HealthPathways  
in New South Wales
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HealthPathways  
in New South Wales Bridging the communication gap between primary and 

secondary care services, state bodies and local practitioners.

PAUL BENNETT 
Manager 
Sydney HealthPathways

the NSW standards and are now available for 
all NSW HealthPathways teams to adapt to 
their local region and services.

Due to the working relationships that 
HealthPathways has developed between 
tertiary specialists and GPs over a five-year 
period in Central and Eastern Sydney, the 
Sydney Local Health District (LHD) now 
considers the role and presence of GPs on 
many formal committees as key positions that 
need to be filled prior to the commencement 
of any standing committees and Clinical Re-
Design initiatives. This represents a significant 
shift in thinking by the region’s health system 
over recent years.

This shift in thinking has been echoed in the 
Nepean Blue Mountains (NBM) LHD Department 
of Women and Children’s Health Network, 
where several decisions have been made on 
restructuring maternity, antenatal, and post-
natal services across the region. 

Following on from activities of the Nepean 
Blue Mountains HealthPathways (NBMHP) 

team in 2017, GPs identified a significant 
issue with the Antenatal Shared Care program 
affecting the LHD’s Hawkesbury sub-regions. A 
collaborative meeting was arranged involving 
the NBMLHD Women and Children’s Health 
Network, the local hospital based in the 
Hawkesbury sub-region, and local GPs. The 
meeting focused on updating and enhancing 
the Antenatal Shared Care protocols, including 
training and accreditation of participating GPs 
in the sub-region, with a view to implementing 
the protocols across the region.

This initial focus on Antenatal services has 
since progressed to include a wider approach 
to all maternity services in the NBM region and 
the issue of improved patient care and flow 
within the LHD. Through previous engagement 
activities, HealthPathways and selected GPs 
attended a planning and decision meeting 
to discuss issues and establish region-wide 
protocols to be implemented in all hospital-
based maternity services in the NBMLHD. 
These protocols will now be communicated 

jointly by the NBMLHD, NBMPHN, and NBMHP 
across the region.

Across NSW, the HealthPathways model has 
led to the creation of networks between health 
service providers/organisations. Significant 
work is put into fostering relationships and 
communication across all specialties and 
areas of care provision that has extended the 
original purpose of HealthPathways from being 
an online clinical/referral portal to a broader 
communication and integration enabler. This 
work not only benefits the HealthPathways 
program, but all integrated care strategies 
through its development of networks and 

relationships.  ha

Nick Rosser will be presenting 
‘HealthPathways in NSW: bridging the 
communication gap between primary  
and secondary care services, state bodies 
and local practitioners’ at 11.00am 
Thursday 11 October 2018 at the World 
Hospital Congress.

BEN NEVILLE 
Coordinator 
South Western Sydney 
HealthPathways

NICK ROSSER 
Manager 
Nepean Blue Mountains 
HealthPathways
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A
ustralians experience some of the 
highest quality health services 
in the world. However, like all 
contemporary health systems, 

significant challenges exist. 
In common with other states, Queensland 

is experiencing a growing and ageing 
population, increasing chronic disease,  
rising patient expectations, workforce 
shortages and expensive advances in  
medical technology. 

The demand for specialist outpatient 
services has grown in recent years, and 
is expected to continue to rise. In this 
context, all efforts must be made to create 
and maintain equitable and safe access to 
specialist care. Those patients with the 
highest clinical need should be prioritised for 
care, regardless of their place of residence.

BACKGROUND
Previously in Queensland, there have been 
no standardised statewide referral criteria to 
ensure equitable access to public specialist 
outpatient services. This has contributed 
to a wide variation in clinical triage 
(categorisation) practices. 

This variation has been present at multiple 

levels: between specialists within the same 
department; among specialties; and across 
geographical locations. 

Many Queensland Hospital and Health 
Services (HHSs) have been proactive in 
developing local referral and clinical 
eligibility guidelines. However, there has 
been minimal central coordination of  
these guidelines, and no consistent  
approach to ensuring adherence. Moreover, 
there has been little effective engagement  
with general practitioners and the Primary 
Health Networks (PHNs) to implement  
these guidelines. 

ESTABLISHING THE CRITERIA
Development of statewide standardised 
Clinical Prioritisation Criteria (CPC) 
commenced in 2014. It has been one of the 
largest clinical consultative processes in 
Queensland. Over 600 health professionals 
from all professional streams were involved in 
developing CPC. 

For each specialty, a Clinical Advisory 
Group (CAG) was formed. The membership of 
each CAG included general practitioners as 
well as relevant specialists, nurses and allied 
health professionals. 

Initial development commenced with 
high-volume referring adult specialties (Phase 
1, 11 specialities covering 260 conditions). 
These were completed in 2016 following 
wide consultation, testing in primary health 
settings for useability, and clinical audit  
and endorsement by the relevant  
governance body. 

Subsequently, CPCs for another seven 
specialties have been developed, and 
requests continue to be received from other 
specialties seeking standardised criteria for 
their services.

IMPLEMENTATION
To implement the criteria, unprecedented 
stakeholder engagement and relationship 
building was essential. In addition to 
standardising triage, CPC also presented an 
opportunity to promote integrated service 
delivery by improving clinician-to-clinician 
communication. 

Two metropolitan and two regional health 
services were selected as the initial ‘proof-
of-concept’ (POC) teams to implement CPC 
across 11 specialties. 

Prior to broader implementation, several 
barriers to effective engagement were noted. 

LIZ TRAVERS 
Principal Project Officer, Healthcare 
Improvement Unit, Queensland Health

Making triage 
everyone’s business
Implementing cross-sector behaviour change to ensure appropriate 
patient referral to Queensland Specialist Outpatient Services.

DR JON HARPER 
GP Liaison Officer, Central 
Queensland, Wide Bay, Sunshine 
Coast Primary Health Network

“The demand 
for specialist 
outpatient services 
has grown in 
recent years, and 
is expected to 
continue to rise.”
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Making triage 
everyone’s business

Change fatigue, competing clinical priorities, 
and perceived threats to clinical autonomy 
were all encountered during engagement 
activities, both in primary and specialist  
care environments. 

However, a key enabler of the success 
of CPC implementation was the strong 
relationships established during the 
development of CPCs, which acted as 
a foundation to support uptake among 
lead clinicians. Another key strategy 
acknowledging all clinicians involved as 
developers and co-authors of CPC when 
communicating the CPC development 
process.

Additionally, the success of CPC 
implementation was enhanced by the rollout 
of HealthPathways, supporting clinicians in 
assessment and decision-making regarding 
care pathways for their patients, specific to 
their local communities.

LEARNING
The POC teams worked together to identify 
key contributors and barriers to statewide 
implementation. 

Early qualitative results indicated that 

methods used to engage and communicate 
with stakeholders were critical to the success 
of the program. 

In one POC site, 75% of local GP practices 
were engaged, with consistent comments on 
ability to begin initial expectation discussions 
with patients when being referred to 
specialist outpatient services. 

Over 93% of hospital clinicians agreed 
that CPC provided more explicit information 
to assist with the triage of referrals. A key 
lesson was that face-to-face and peer-to-
peer engagement were the most effective 
methods of GP and clinician engagement and 
influencing of CPC uptake. 

INTO THE FUTURE
A POC evaluation by Ernst and Young 
confirmed the need for statewide 
implementation. Standardised and 
streamlined referral processes were 
acknowledged as ‘absolutely necessary’, as 
well as the fact that this was a ‘whole of 
system’ reform requiring a considered change 
management approach. 

At the beginning of 2018, implementation 
of CPC across 10 sites (Phase 2) began, with 

the final three sites (Phase 3) to start in 
late 2018. There are currently teams across 
primary and specialist care working together 
to implement this statewide solution.

CPCs are essential for Queensland to 
move away from a system where access to 
specialist outpatient services is inequitable 
and inconsistent, towards one where access is 
equitable, consistent and transparent. 

The implementation of CPCs and 
HealthPathways have been catalysts for a 
multitude of initiatives. The improved cross-
sector communication among clinicians as 
a result of these programs has led to more 
efficient and innovative service delivery. It 
has also promoted a necessary shift toward 
management in primary care for those 

patients not requiring specialist care. ha

For more information about  
Clinical Prioritisation Criteria, contact  
cpc@health.qld.gov.au 

Jon Harper and Liz Travers’ poster,  
‘Making triage everyone’s business’,  
will be on display at the World Hospital 
Congress, 10–12 October 2018.
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support Indigenous health equality
Support health equality for Alyssa,

oxfam.org.au/closethegapday

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

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

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

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

With our In-House Training, 
we come to you  
wherever you are.

YOU SAY WHERE - WE’LL BE THERE!

 www.PDPseminars.com.au                                    info@PDPseminars.com.au                                1300 887 622

THE
PROFESSIONAL
DEVELOPMENT
PEOPLEP D P

Email or phone Carmen Nicotra at info@PDPseminars.com.au 
or 1300 887 622 for a friendly and informative discussion  

about your training needs.

MENTAL HEALTH   |   MEDICAL & ALLIED HEALTH   |   MANAGEMENT & LEADERSHIP

AUSTRALIA’S 
LEADING PROVIDER 
OF PROFESSIONAL 

DEVELOPMENT 
SERVICES



Strategies for outcomes-focused and value-based healthcare:  
A BLUEPRINT FOR A POST-2020 NATIONAL HEALTH AGREEMENT

Healthy people, 
healthy systems

Developed through substantial consultation across the 
health sector, AHHA’s strategic vision for how Australia’s 
health system needs to be reformed, Healthy people, 
Healthy Systems, provides feasible steps to reorientate 
our healthcare system to focus on patient outcomes and 
value-based healthcare, rather than the current focus on 
throughput and vested interest.

Recommendations relate to four domains:
1. Governance – a nationally unified and regionally 

controlled health system that puts patients at the 
centre

2. Data – performance information and reporting that is 
fit-for-purpose

3. Workforce – a workforce that exists to serve and meet 
population health needs

4. Funding – funding that is sustainable and appropriate 
to support a high quality health system.

Across each of these, there are case studies from across 
Australia that exemplify the recommendations – providing 
current examples of innovative and best practice in 
Australia.
 
Healthy people, healthy systems is a solid blueprint with 
a range of short, medium and long term recommendations 
on how to reorientate our healthcare system to focus 
on patient outcomes and value rather than throughput 
and vested interests. It maps out how to transform our 
healthcare system into a fit for purpose 21st century 
system that will meet the needs and expectations of 
Australians.

Access the blueprint and case studies at  
www.ahha.asn.au/blueprint
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BRIEFING

W
ith changing demographics 
and increasing throughput, 
Australian hospitals are being 
forced to think differently about 

how they manage malnutrition in hospitals. 

THE WICKED PROBLEM  
OF MALNUTRITION
Malnutrition has been called a ‘wicked 

problem’—that is, a problem that is 

difficult to solve because it is hard to 

define and measure, and has multiple and 

interconnected contributing factors. 

Malnutrition is a significant problem 

that affects 30% of inpatients in Australian 

hospitals and can result in worsened 

patient and health service outcomes. 

Simplistic solutions, such as oral nutrition 

supplements, are effective in controlled 

research trials, but less so in clinical 

practice. 

Current approaches to managing 

hospital malnutrition centre around highly 

individualised dietitian-led models of care. 

This means that treatment for malnutrition 

relies on identification through (often 

flawed) malnutrition screening processes 

and (often delayed) referral for dietitian 

assessment and an individualised nutrition 

care plan.

While this approach is supported by 
evidence practice guidelines, the changing 
context of healthcare means that it is no 
longer possible to manage malnutrition 
in this way. Implementation of digital 
hospitals with forced malnutrition screening 
embedded in electronic admission 
processes has seen some Queensland 
hospitals experiencing a 300% increase in 
dietitian referrals for malnutrition. This is 
a demand for service that cannot be met 
with current models of care.

THE SIMPLE APPROACH:  
A BETTER WAY?
SIMPLE—or Systematised Interdisciplinary 
Malnutrition Program impLementation and 
Evaluation—aims to improve nutrition for 
people in hospital at risk of malnutrition 
through supportive nutrition care strategies 
implemented at the team and hospital 
level, rather than those that can only be 
implemented by a dietitian. 

The principles underpinning SIMPLE are:
• interdisciplinary and delegated care, 

where all members of the healthcare 
team, including healthcare assistants, 
can contribute to nutritional care; 

• high-value care, where the expertise 
of the dietitian should be focused on 

people with complex nutritional needs 
(rather than routine malnutrition 
management); and

• local adaption and implementation, 
where wards, hospitals and districts can 
tailor SIMPLE to solve problems as they 
exist within the local context.

At the time of writing, preliminary data 
from six Queensland hospitals suggests  

that SIMPLE improves nutrition care for 
patients by:
• providing more appropriate delivery of 

food and nutrition via improved hospital 
foodservice systems, 

• better communication to patients 
from the healthcare team about the 
importance of nutrition, and 

• better continuity of care during and 
after the hospital admission. 

This was all achieved without increasing 
dietitian time or number of reviews. This 
demonstrates that SIMPLE achieved its aim 
of delivering better care without increased 
costs by using a systems- and team-based 
approach to care.

IMPLEMENTATION CHALLENGES  
AND OPPORTUNITIES
Despite its name, SIMPLE is a complex 
intervention, requiring multiple practice 

Is there a SIMPLE solution 
to hospital malnutrition?
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DR ADRIENNE YOUNG
Advanced Accredited Practising Dietitian, Research Coordinator,  
Department of Nutrition and Dietetics, Royal Brisbane and Women’s Hospital

“Despite its name, SIMPLE is a complex intervention, 
requiring multiple practice and system changes by 

people across hospital departments.”

and system changes by people across 
hospital departments. This makes the 
implementation complex also. Therefore, a 
carefully planned, theory-driven approach 
is being employed to implement and 
evaluate SIMPLE in Queensland hospitals. 
Facilitated by local clinical dietitians, 
SIMPLE has been adapted to local contexts, 
with nutrition care strategies developed, 
tested and evaluated in each of the trial 
hospitals. Our early evaluation data above 
suggests that this implementation has  
been successful.

The challenge from here is spread and 
scale beyond the trial sites. In a resource-
constrained system, we need decision-
makers to be brave and invest a little time 

to facilitate the implementation of models 
of care such as SIMPLE, knowing that return 
on investment will be seen in the future 
through better patient outcomes and 
better use of expensive health practitioner 
resources. 

As a healthcare system, it is our 
challenge to better manage the ‘wicked 
problem’ of hospital malnutrition, and 
perhaps the solution is really as simple  

(and complex) as SIMPLE. ha

The author thanks the following 
researchers and clinicians for their 
contribution to this work: Dr Jack Bell, Dr 
Merrilyn Banks, Ms Jan Hill, Ms Rhiannon 
Barnes, A/Prof Tracy Comans, A/Prof 

Heather Keller, and all SIMPLE trial sites 
and facilitators. 

This work has been funded by 
Queensland Health (Allied Health 
Professions’ Office of Queensland)  
and the Australian Centre for Health 
Services Innovation. 

Dr Adrienne Young will be presenting 
‘Providing better nutritional care for 
hospital inpatients through the SIMPLE 
Approach’ at 4.15 pm Wednesday  
10 October 2018 at the World Hospital 
Congress.
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I
nteroperability approaches and standards 
adopted within our national digital health 
ecosystem in Australia will determine our 
health system’s sustainability and overall 

performance outcomes. 
Collectively we are working to ensure 

that all data shared, linked or used for 
analytics can be confidently used for 
informed decision-making, the provision 
of evidence of care provided, routine 
reporting, research, and artificial 
intelligence. 

How at this critical point of digital health 
transformation do we harness the benefits 
and overcome the many obstacles and 
limitations?

TRANSFORMING INFORMATION  
INTO INTELLIGENCE
Transforming information into intelligence 
requires the adoption of agreed 
interoperability approaches, including 
a key set of standards. This needs to be 
consistent with the national health system’s 
transformative directions designed to 
achieve the jurisdictional desired digital 
health ecosystem. Successful achievement 

depends on facilitating health-system-wide 
connectivity and data sharing in a manner 
that supports patient-centred collaborative 
care and enables the delivery of safe, 
timely, efficient and effective health care 
services.

I’d like to look beyond the positive spin 
detailing desired outcomes, and examine 
the foundations in place and their ability to 
provide the necessary support for success. 
Various national strategies currently in 
progress include the rollout and continuing 
development of the My Health Record, the 
investments the Digital Health Cooperative 
Research Centre (CRC) program, the 
National Digital Health Strategy, the 
establishment of the Global Digital Health 
partnership and the extensive rollout of 
large hospital electronic medical record 
(EMR) systems. 

A gap in technical knowledge, plus a 
lack of appreciation of future impacts 
and limitations of decisions made today 
regarding technologies adopted, are 
severely limiting the potential use and 
benefits to be achieved from the latest 

available technologies. Most healthcare 
organisations continue to rely on the use 
of silos of data, where data accuracy and/
or consistency in meaning is in doubt 
or the need is not well understood, and 
where data retrieval, sharing, linking and 
machine processing is a time consuming and 
expensive exercise—or almost impossible. 

THE VALUE OF INTERNATIONAL 
COLLABORATION
The Directors of the Global eHealth 
Collaborative have been working with 
global experts by participating in, and at 
times leading, national and international 
health informatics standards developments, 
particularly in the areas of health data 
representation, semantic interoperability 
and electronic health records. 

The value of international collaboration 
has been demonstrated by our experiences 
of building consensus regarding the 
adoption and need for standards 
compliance. We have benefited from 
contributions made by hundreds of 
experts representing multiple disciplines 
and jurisdictions who are testing and 

Interoperability approaches, 
standards and digital health 
ecosystems

EVELYN HOVENGA
RN PhD FACS FACHI FACN FIAHSI,
Managing Director, Global eHealth 
Collaborative
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evaluating decisions made during various 
implementations. 

This enables us to be aware of issues 
and solutions tried and tested and make 
use of lessons learned. It demonstrates 
the need for Governments to support such 
applied research, take heed of expert 
advice provided and to make use of such 
advice to enable innovative solutions to 
be implemented and tested, and to review 
and update relevant legislation to minimise 
limitations to progress.  

As a consequence we are very 
aware that there are many standards 
development organisations and lots of 
standards. It’s important for a national 
governing authority to identify the national 
foundations required to support a digital 
ecosystem such as an agreed open source 
national platform, a reference architecture, 
vendor-neutral data repositories, an agreed 
EHR structure/framework, use of standard 
clinical models based on an ISO standard 
for EHR stability, national data steward/
custodianship, mandated adoption and use 
of reference terminologies, use of unique 
identifiers and legislation supporting these. 

NOT JUST INFORMATION EXCHANGE
We need to understand that the required 
infrastructure is not just to support 
information exchange. A standard base 
health record content structure needs to be 
adopted to enable shared clinical decision 
support rules to be used, in accordance 
with their development and maintenance 
by professional bodies. 

Data collected at the point of care 
has many potential secondary uses. Full 
automation relies on national connectivity, 
semantic interoperability and computable 
data entry. Desired data functions, ranging 
from individual clinical use to national 
reporting, determines the type and level 
of technical interoperability required. 
This in turn determines the selection of 
technologies, including interoperability 
schema, required.

Some governments and many individual 
healthcare organisations and networks 
are now mandating compliance with key 
standards, governance protocols and 
data sharing arrangements supported 
by new legislation. Some localities are 
now delivering great benefits including 
significant cost savings. 

LIMITATIONS OF CURRENT NATIONAL 
INFRASTRUCTURE AND ELECTRONIC 
MEDICAL RECORD SYSTEMS 
While we are witnessing numerous benefits 
achieved to date, we know that the full 
suite of desired benefits cannot be achieved 
with the current national infrastructure 
and EMR system implementations. This is 
because each of these systems has a unique 
proprietary architecture based on now out 
of date technologies. Each has its own EMR 
structure and data use possibilities with 
limited data sharing capacity. 

These EMR systems were designed for 
the US market to meet US Government 
regulations and financial rather than clinical 
business models that differ greatly from 

Australia’s health system. Interoperability 
with these systems is being achieved via 
the development and maintenance of 
numerous technical solutions, including 
open APIs (publicly available application 
programming interfaces). This works for 
small networks over several years but 
is impossible to maintain and support a 
sustainable fully connected continuing 
national digital health ecosystem. 

BRIDGING THE eHEALTH SILOS
We at GeHCo aim to harness the benefits 
of the latest technologies and available 
standards to overcome many known 
obstacles. 

Our work is about bridging eHealth 
silos by building communities, workforce 
capability and making a difference though 
the adoption of innovative interoperability 
approaches, including the use of key 
standards and data governance protocols 
that enable the implementation of future 
proof systems. 

We’re about maximising connectivity 
and data sharing to optimise automation, 
reduce costs, and improve overall 
performance by meeting clinical needs first 
and foremost.  ha

Dr Evelyn Hovenga will be presenting 
‘Interoperability approaches, 
standards and digital health ecosystem 
relationships and future impacts’ at 
11.30 am Friday 12 October 2018, at the 
World Hospital Congress.
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Is the industry suitably prepared to meet 21st century demands?
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JANINE MOHAMED 
Chief Executive Officer, Congress of 
Aboriginal and Torres Strait Islander 
Nurses and Midwives (CATSINAM)

United Nations 
Declaration  
on the Rights  
of Indigenous 
Peoples

A template 
for improving 
outcomes for 
Indigenous people.

J
ust over 11 years ago, the General 
Assembly of the United Nations 
voted to adopt the ground-breaking 
Declaration on the Rights of Indigenous 

Peoples, or UNDRIP.
This landmark event in September 2007 

was the result of 20 years of persistent 
advocacy and hard work by many Aboriginal 
and Torres Strait Islander people and other 
indigenous peoples globally. 

At the time, Australia was one of 
only four countries to vote against the 
Declaration, with 143 countries supporting 
it, and 11 abstaining from the vote. 

This was a devastating outcome for those 
of us working in Aboriginal and Torres 

Strait Islander health—we understood the 
fundamental importance of a rights-based 
approach to improving our people’s health 
and wellbeing.

However, we were delighted two years 
later when Australia officially adopted the 
declaration at a ceremony in Parliament 
House in 2009, reversing the decision of  
the previous Howard Government.

The UNDRIP contains 46 articles that 
outline indigenous people’s rights in 
international law, based on the principles  
of self-determination and participation. 

All have some bearing upon health and 
wellbeing—in particular, articles 21, 23 and 
24 outline indigenous peoples’ rights to: 

the improvement of their economic and 
social conditions; be actively involved in 
developing and determining health, housing 
and other economic and social programs 
affecting them; and the highest attainable 
standard of physical and mental health.

The UNDRIP has inspired many reforms 
and developments globally. As former 
Aboriginal and Torres Strait Islander Social 
Justice Commissioner Mick Gooda once said, 
‘It is using the Declaration that breathes  
life into it’. 

BREATHING LIFE INTO THE UNDRIP
At the Congress of Aboriginal and Torres 
Strait Islander Nurses and Midwives 
(CATSINaM), we have worked hard to 



The Health Advocate  •  OCTOBER 2018  45

IN DEPTH

‘breathe life’ into the UNDRIP as part of 
our efforts to create healthcare policy and 
services that help our people, rather than 
continuing to inflict trauma and harm as so 
often has been the case.

Our vision is for a health system that 
is culturally safe for our people so that it 
contributes meaningfully to improvements 
in our health and wellbeing.

CULTURAL AWARENESS  
TO CULTURAL SAFETY— 
A CRITICAL SHIFT
Cultural safety should not be confused with 
cultural awareness, as it is a critical shift 
from the thinking that health professionals 
should treat everyone the same, or that 
they need to learn about Aboriginal and 
Torres Strait Islander people.

Cultural safety reverses the gaze so 
that health professionals examine their 
own beliefs, behaviours and practices as 
well as issues such as institutional racism. 
It emphasises sharing decision-making, 
information, power and responsibility. 

As the late Dr Irihapeti Merenia Ramsden 
wrote in her ground-breaking thesis 
published in 2002, cultural safety ‘is about 
the analysis of power and not the customs 
and habits of anybody’, requires a ‘profound 
understanding of the history and social 
function of racism and the colonial process’, 
and puts the power for determining whether 
care is culturally safe in the hands of the 
recipient of care. 

Cultural safety thus represents a key 
philosophical shift from providing care 
regardless of difference, to care that takes 
account of peoples’ unique needs—and  
is mindful of difference. It is a concept,  
a philosophy, a practice and a process 

that aligns well with the principles of  
the UNDRIP. 

FIVE KEY ISSUES
In reflecting upon how CATSINaM has 
sought to operationalise the UNDRIP within 
Australian healthcare systems, five key 
learnings emerge. These are the  
importance of: 

• increasing the Indigenous health 
workforce, especially the nursing and 
midwifery workforce

• developing networks and partnerships to 
support transformative change towards 
culturally safe systems

• implementing effective anti-racism 
programs and strategies

• enacting self-determination, informed 
consent

• developing leadership.

TAKING STOCK  
AND MOVING FORWARD
It is timely for all who work in the health 
sector to examine how well they are 
progressing in implementing the UNDRIP. 

Undertaking such an analysis will assist 
health services to implement the second 
edition of the National Safety and Quality 
Health Service Standards in Australia. 

For the first time these standards  
include a specific focus on improving  
care for Aboriginal and Torres Strait  
Islander people, including a requirement 
that health service organisations work in 
partnership with Aboriginal and Torres 
Strait Islander communities to meet their 
healthcare needs.  

In May CATSINaM offered its pilot 
workshop to assist organisations and 
services in planning and implementing the 
new standards.

These hands-on workshops will assist 
health service leaders, clinicians and 
managers in embedding a focus on cultural 
safety right across their organisations, 
spanning the range of standards, including 
those relating to clinical governance, 
partnering with consumers and 
communicating for safety. 

We encourage health services to ensure 
their planning includes dedicated time for 
preparation to ensure the new standards are 
implemented appropriately.

Another timely development is the launch 
of a statement of intent between the 
national registration boards, the Australian 
Health Practitioner Regulation Agency, 
accreditation authorities, and leaders in  

the Aboriginal and Torres Strait Islander 
health sector. 

This statement is a signal that this 
powerful coalition is committed to driving 
health reforms that will improve the cultural 
safety of health services, and address issues 
such as systemic racism. 

A CALL FOR PERSISTENCE,  
AND A SENATE INQUIRY
These recent developments, together with 
the current review of the Australian Charter 
of Healthcare Rights, indicate that we are 
making real and important progress. 

However, the hysterical and ill-informed 
reaction earlier this year to the embedding 
of cultural safety into new nursing and 
midwifery codes of conduct is a reminder 
of the need for ongoing vigilance and 
persistence in this journey of reform.

It is also a reminder of just how much 
work remains to address the racism that 
is so prevalent in Australian society and 
institutions, including in our health systems 
and services. 

When the health sector talks of health 
threats, the issue of racism is often 
overlooked. However, I believe it is one of 
the most significant public health challenges 
of our time.

For this reason, I would like to invite 
readers of the Health Advocate to support 
my call for a Senate inquiry into racism in 
the Australian health system. This inquiry 
could address the many forms that racism 
takes, including interpersonal, institutional 
and structural. It would represent an 
important ‘next step’ in our collective 
journey to improve the health and wellbeing 
of Aboriginal and Torres Strait Islander 
people through implementation of the 

UNDRIP.  ha

Janine Mohamed will be presenting 
‘The United Nations Declaration on the 
Rights of Indigenous Peoples: a template 
for improving outcomes for Indigenous 
people’ at 4.45 pm Thursday 11 October 
2018 at the World Hospital Congress.

“Cultural safety reverses 
the gaze so that health 
professionals examine their 
own beliefs, behaviours and 
practices as well as issues 
such as institutional racism.”
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T
he Australian 

Healthcare and 

Hospitals Association 

(AHHA) is an 

independent national peak  

body advocating for universal 

and equitable access to high 

quality healthcare in Australia.

With 70 years of engagement 

and experience with the 

acute, primary and community 

health sectors, the AHHA is an 

authoritative voice providing: 

strong advocacy before 

Ministers and senior officials; 

an independent, respected 

and knowledgeable voice in the 

media; and a valued voice in 

inquiries and committees. 

By becoming a member of 

the AHHA, you will gain access 

to AHHA’s knowledge and 

expertise through a range of 

research and business services.

The Deeble Institute for 

Health Policy Research was 

established by the AHHA 

to bring together policy 

makers, practitioners and 

researchers to inform the 

development of health policy. 

In joint collaboration with 

our university partners and 

health service members, the 

Institute: undertakes rigorous, 

independent research on 

important national health 

policy issues; publishes health 

policy Evidence Briefs and Issue 

Briefs; conducts conferences, 

seminars, policy think-tanks 

and workshops; and helps 

policymakers, researchers and 

practitioners connect when  

they need expert advice.

The AHHA’s JustHealth 

Consultants is a consultancy 

service exclusively dedicated to 

supporting Australian healthcare 

organisations. Drawing on 

the AHHA’s comprehensive 

knowledge of the health sector, 

JustHealth Consultants provides 

expert skills and knowledge in 

areas including: corporate and 

clinical governance training; 

strategy and business planning 

advice; organisation design and 

improvement; health services 

planning and program evaluation; 

and board induction training.

In partnership with the LEI 

Group, the AHHA also provides 

training in “Lean” healthcare 

which delivers direct savings 

to service provider and better 

outcomes for customers and 

patients. 

To help share important 

developments across these 

various health research, policy 

and training spheres, the AHHA 

publishes its own peer-reviewed 

academic journal (Australian 

Health Review), as well as this 

health services magazine (The 

Health Advocate).  ha

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

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

FROM THE AHHA DESK

experience * knowledge * expertise * understanding

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

Making connections across the health sector
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AHHA Board 
The AHHA Board has overall 
responsibility for governance 
including the strategic direction 
and operational efficiency of the 
organisation, the protection of 
its assets and the quality of its 
services. The 2016–2017 Board is:

Dr Deborah Cole (Chair) 
Dental Health Services Victoria

Dr Michael Brydon 
Sydney Children’s Hospital 
Network

Dr Paul Burgess 
NT Health

Ms Gaylene Coulton 
Capital Health Network

Dr Paul Dugdale 
ACT Health 

Mr Nigel Fidgeon 
Merri Community Services, Vic

Mr Walter Kmet 
WentWest, NSW 

Prof. Adrian Pennington 
Wide Bay Health and Hospital 
Service, Qld

AHHA National 
Council
The AHHA National Council 
oversees our policy development 
program. It includes the AHHA 
Board as well as a range of 
members. The full list of Council 
members can be found at: 
ahha.asn.au/governance

Secretariat
Ms Alison Verhoeven 
Chief Executive

Mr Murray Mansell  
Chief Operating Officer 

Dr Linc Thurecht 
Senior Research Director

Ms Susan Killion 
Senior Advisor

Mr Krister Partel 
Advocacy Director

Ms Lisa Robey 

Engagement and Business Director  

Ms Kylie Woolcock 

Policy Director

Dr Chris Bourke 
Strategic Programs Director

Dr Rebecca Haddock 
Deeble Institute Director

Mr Nigel Harding 
Public Affairs Manager

Ms Kate Silk 
Integration and Innovation 

Manager

Ms Sue Wright 
Office Manager

Mr Daniel Holloway  

Web /Project Officer

Ms Freda Lu 
Assistant Accountant

Ms Malahat Rastar 
Events Officer

Mr Matthew Tabur 
Executive Officer

Ms Odette Fuller 
Administration Officer

Australian Health 
Review
Australian Health Review is the 
journal of the AHHA. It explores 
healthcare delivery, financing 
and policy. Those involved in  
the publication of the AHR are:

Prof Gary Day 
Editor in Chief

Dr Simon Barraclough  
Associate Editor, Policy

Dr Luca Casali 
Associate Editor

Dr Ann Dadich 
Associate Editor

Prof Christian Gericke 
Associate Editor, Models of Care

Prof Sonj Hall  
Associate Editor, Health Systems

Dr Linc Thurecht 
Associate Editor, Financing  
and Utilisation

Ms Danielle Zigomanis  
Production Editor (CSIRO Publishing)

AHHA Sponsors
The AHHA is grateful for the 
support of the following 
companies:

• HESTA Super Fund

• Novartis Australia

Other organisations support  
the AHHA with Corporate, 
Academic, and Associate 
Membership and via project  
and program support.

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

Postal address 
PO Box 78 
Deakin West ACT 2600

Membership enquiries  
T: 02 6162 0780
F: 02 6162 0779
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W: www.ahha.asn.au
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Nigel Harding 
T: 02 6180 2808 
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Advertising enquiries
Lisa Robey
T: 02 6180 2802 
E: lrobey@ahha.asn.au

General media enquiries
E: communications@ahha.asn.au 
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Who we are, what we do, and where  
you can go to find out more information.
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The Australian Healthcare and Hospitals 
Association (AHHA) is the ‘voice of public 
healthcare’—we have been Australia’s 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. We 
want Australians to have equitable access 
to high quality affordable healthcare when 
and where they need it.

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, and 
our publications—a twice-weekly electronic 
newsletter, Healthcare in Brief, a bi-monthly 
member magazine The Health Advocate 
and our peer-reviewed journal Australian 
Health Review.

AHHA is committed to working with all 
stakeholders from across the health sector. 

Talk to us about joining AHHA and how we 
can support your organisation to be a more 
effective, innovative and sustainable part of 
the Australian health system.

AHHA—the voice of public healthcare

https://ahha.asn.au/membership


