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Welcome to the October 2019 issue of The  

Health Advocate. 

Our ‘grassroots’ theme for this issue is  

about localised health services, or healthcare  

‘at the coalface’. 

Examples within these pages include care in 

emergency departments, mental healthcare 

services, GP urgent care networks, hip fracture 

rehab services, culturally responsive healthcare, 

end-of-life care services, diabetes education and 

assessment, GP services, and specialist services  

in public hospitals.

Many factors have an impact on how healthcare 

is delivered, but ultimately the effectiveness of 

such services is measured according to their value, 

affordability and the outcomes achieved. 

And, when assessing effectiveness according 

to these qualities, we want the patient voice, 

the patient view, to be an integral part of the 

assessment—in addition to healthcare providers, 

clinicians and administrators. 

It was for this reason that I had some concerns 

with the August 2019 release of a new online 

Australian Health Performance Framework by the 

Australian Institute of Health and Welfare (AIHW). 

The Framework is described as ‘a tool to support 

reporting on Australia’s health and healthcare 

performance’.

What was concerning was that, as it stands at  

the moment, the proposals for measuring 

healthcare performance are all about yesterday  

and not tomorrow.

The data are instead heavily ‘input-centric’—they 

are about looking backwards and counting numbers 

of consultations, health system costs, numbers of 

admissions for condition X, numbers  

of consultations bulk-billed, and so on.

These facts are obviously important, but are 

certainly not about measuring outcomes of 

treatments, as reported by patients as well as 

health professionals. 

We need to collect information that leads us 

to procedures proving to be of good value, and 

to situations where patients are getting the best 

outcomes at an affordable cost.

In terms of ‘grassroots’, we need to collect and 

disseminate data that show, for example:

• how often prescription renewals attract a 

doctor’s fee when they could have been filled  

at less cost and at no detriment to the patient  

as part of, say, a package of ongoing care

• the savings and outcomes that occur when  

using Practice Nurses to give injections instead  

of doctors 

• which treatments are still in use and heavily 

subsidised by Medicare when more effective 

evidence-based treatments are available

ALISON VERHOEVEN 
Chief Executive 
AHHA

Grassroots is about 
value, affordability 
and outcomes
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CHIEF EXECUTIVE UPDATE

• where an injury treated in hospital could have 

been done just as effectively at a local primary 

care clinic for a fraction of the cost

• why a particular course of treatment in district 

X is appreciably more expensive than the same 

treatment in district Y.

Governments are aware of such issues. The Council 

of Australian Governments Heads of Agreement for 

the 2020–2025 National Health Agreement calls for 

‘new long-term system-wide reforms for… paying 

for value and outcomes’. 

My view is that to effect such changes on a 

national scale, the Australian Government must 

use policy levers such as mandatory data reporting 

and performance measurement obligations in 

return for government funding of services, whether 

directly funded or commissioned via Primary Health 

Networks and similar organisations.

For example, Primary Health Networks around 

the country cannot optimise efficiency and 

effectiveness of medical services in their local 

areas when they do not have access to robust 

information on outcomes.

We must use data and performance reporting 

in this way to drive healthcare services, from 

grassroots level up, that achieve better value, 

affordability and outcomes for patients.  ha

“What was concerning was that, as it stands 
at the moment, the proposals for measuring 
healthcare performance are all about 
yesterday and not tomorrow.” 
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13 SEPTEMBER 2019

Healthcare costs increasingly shifting to patients, study shows 
Out-of-pocket spending on health by households 

in Australia is rising faster than overall household 

spending on goods and services—and taking an 

increasingly bigger slice of the household budget, 

according to a research study published in the 

Australian Health Review (AHHA’s peer-reviewed 

journal).

The study, by Sydney University researchers 

Professor Farhat Yusuf and Professor Stephen  

Leeder, uses consumer-reported data gathered  

by the Australian Bureau of Statistics Household 

Expenditure Survey.

Household out-of-pocket (OOP) spending on 

healthcare rose by more than 25% over a recent 

6-year period while overall household spending on 

goods and services rose by 15%.

In 2015–16, the mean amount spent by households 

on healthcare out of their own pockets was $4,290, 

or 5.8% of total household expenditure. 

The most expensive OOP item was private health 

insurance ($1,744), followed by non-PBS medicines 

($585), specialists ($438) and dentists ($396). 

Spending on GPs was $96.

The biggest percentage rises in out-of-pocket 

healthcare costs between 2009–10 and 2015–16 

were for health insurance (51% rise), co-payments 

to ‘other health professionals’ (42% rise), and  

co-payments to specialists (35% rise).

The study notes that the progressive movement 

of healthcare costs ‘from public to person’ has 

occurred ‘without policy debate, slowly and 

steadily, with small steps such as freezing  

Medicare rebates’. 

Recent estimates of out-of-pocket expenditure 

on health care in Australia is available at www.

publish.csiro.au/ah/Fulltext/AH18191. ha 

AHHA in the news

19 AUGUST 2019

Measure what matters most in healthcare—value, affordability 
and outcomes 
‘Measuring the performance of our healthcare 

system is crucial to making better policy 

decisions—but we need to look to the future 

rather than the past in deciding what to 

measure’, said Australian Healthcare and Hospitals 

Association Chief Executive Alison Verhoeven.

‘And what matters most in modernised reformed 

health systems is what matters to patients— 

value, affordability and outcomes.’

Ms Verhoeven was responding to the release on 

20 August 2019 of a new online Australian Health 

Performance Framework by the Australian Institute 

of Health and Welfare (AIHW). The Framework 

is described as ‘a tool to support reporting on 

FROM THE AHHA DESK

http://www.publish.csiro.au/ah/Fulltext/AH18191
http://www.publish.csiro.au/ah/Fulltext/AH18191
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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

14 AUGUST 2019

Investment in health surveys, mental health and prevention 
money well spent 
‘The $90 million Intergenerational Health and 

Mental Health Study announced [on 14 August 

2019] by Minister for Health, Greg Hunt, is a  

great boost to reforming our health system for 

better value and affordability for patients and 

for the nation’, said AHHA Chief Executive  

Alison Verhoeven.

The Study will include four surveys over three 

years covering mental health and wellbeing; 

people’s health characteristics and chronic health 

conditions; nutrition and physical activity; and 

various health measures involving the collection  

of voluntary blood and urine samples. 

‘In March 2018 we said publicly that if we wanted 

Australians to have the best possible health system 

then we need better data in order to make better 

decisions in healthcare. 

‘We called for commitment to a national health 

survey, similar to the excellent Australian Health 

Survey last conducted in 2011–2013.

‘It is very pleasing that the Government has 

listened and has committed the necessary funds  

to achieve this. 

‘It is also pleasing to see mental health, and 

nutrition and physical activity added in to the 

characteristics being surveyed. As noted by the 

Minister it has been several years since these areas 

were surveyed comprehensively.

‘All these data will provide up-to-date valuable 

intelligence to address the burden of chronic 

disease through providing better targeted and 

better value healthcare.

‘Up until this point we had started to fall  

behind other developed nations in the health 

information we regularly collect and use in health 

policy and planning. ha 

Australia’s health and healthcare performance’.  

It supersedes and replaces other frameworks.

‘The AIHW states that this is an initial release 

of already-existing data to support consultation 

ahead of a main release towards the end of 2019’, 

Ms Verhoeven said.

‘My feedback and that of our members to the 

AIHW and governments is that at the moment 

the framework looks heavily “input-centric”. 

It is looking backwards and counting numbers 

of consultations, health system costs, numbers 

of admissions for condition X, numbers of 

consultations (not people) bulk-billed, and so on.

‘These things are obviously important, but they 

are not the only game in town. 

‘We need to collect information that measures 

outcomes of treatments, as reported by patients 

as well as health professionals. We need to collect 

information that leads us towards getting better 

bang for our buck in healthcare—towards the 

procedures that are of proven good value, to the 

situations where patients are getting the best 

outcomes at an affordable cost.’  ha 
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Vicki Wade, Rob Grenfell, Andrew McAuliffe

FROM THE AHHA DESK

Sidney Sax Medal 2019 
awarded to Vicki Wade
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The Australian Healthcare and Hospitals 

Association’s Sidney Sax Medal winner for 2019  

is Aboriginal nurse and heart health advocate  

Vicki Wade.

The Medal is awarded to an individual who 

has made an outstanding contribution to the 

development and improvement of the Australian 

healthcare system in the field of health services 

policy, organisation, delivery and research. 

‘Vicki has demonstrated outstanding service and 

commitment to Aboriginal health, particularly  

heart health and cardiac nursing, in a career 

spanning over 40 years’, Australian Healthcare 

 and Hospitals Association (AHHA) Chief Executive 

Alison Verhoeven said.

‘And, like the late Sid Sax himself, she has  

been highly influential through being consultative 

and respectful.’

Vicki is a Nyoongar woman from rural south  

west Perth. The women in her family were 

healers—beginning with her Nan Lily, who helped 

Aboriginal women at the Gnowangerup mission. 

Lily had no formal education because Aboriginal 

people at the time were denied it.

Subsequently, Vicki’s mum was one of the first 

Aboriginal women in the area to become an 

enrolled nurse. Vicki herself continued along this 

path and began training to be a registered nurse  

in 1976. She then became a specialist cardiac 

nurse and strong advocate for improving Aboriginal 

health, having witnessed Aboriginal women ‘dying 

far too young from heart disease’.

Vicki is currently Senior Cultural Advisor with 

Rheumatic Heart Disease (RHD) Australia, an 

organisation based at the Menzies School of Health 

Research in Darwin. RHD Australia is dedicated  

to lessening the burden of acute rheumatic fever 

and rheumatic heart disease in Australia. 

Vicki was also, for many years, leader of the 

National Aboriginal Health Unit at the National 

Heart Foundation and played a key role in the 

Lighthouse Hospital Project, an initiative of the 

Australian Healthcare and Hospitals Association  

and the Heart Foundation, funded by the  

Australian Government. 

This recently-concluded 8-year project 

successfully drove changes in hospitals across 

Australia to achieve better care and outcomes 

for Aboriginal and Torres Strait Islander people 

with coronary heart disease. Notably, exemplars 

from the Lighthouse Hospital Project have been 

highlighted in the Australian Commission on Safety 

and Quality in Healthcare’s case studies for best 

practice healthcare for Aboriginal and Torres  

Strait Islander people.

Vicki says she has had a very rewarding, 

challenging and privileged career in many areas 

of health: ‘I‘ve worked in many outstanding teams 

without wanting recognition or praise for myself.  

I’m not one to seek accolades at all. But I am 

humbled to have my name among the many 

outstanding recipients of this medal’, she said. ha

Sidney Sax Medal winners and profiles can  
be accessed at ahha.asn.au/sidney-sax-medal. 

“Vicki’s mum was one of the first Aboriginal women in the area to become 
an enrolled nurse. Vicki herself continued along this path and began 
training to be a registered nurse in 1976. She then became a specialist 
cardiac nurse and strong advocate for improving Aboriginal health, having 
witnessed Aboriginal women ‘dying far too young from heart disease’.” 

Sidney Sax Medal 2019 
awarded to Vicki Wade

http://ahha.asn.au/sidney-sax-medal
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Venue: Parliament House Theatre, Canberra
Date: 18 October 2019, 9:30am – 1:00pm

Registration and enquiries
https:ahha.asn.au/events 

Deeble Institute for Health Policy Research
deebleadmin@ahha.asn.au
Ph: +61 2 61620780
https://ahha.asn.au

Professor Ian Frazer AC FRS
Translational Research 
Institute, University of 
Queensland. 
Co-Inventor HPV Vaccine
Australian of the Year 2006

Professor Nigel  Edwards 
CEO Nuffield Trust, UK

Hon Nicola Roxon                    
Chair, HESTA
Minister for Health and Aging 
2007-2011

Moderator                                            
Professor Johanna Westbrook                  
Director Centre for Health Systems 
and Safety Research,               
Macquarie University

Panel Discussion with 

Lecture by

Romlie Mokak
Commissioner                              
Indigenous Evaluation Strategy       
Productivity Commission                    

Policy making for complex health 
systems is fraught with hazards and 
unintended consequences.  It is also 
often not good at using evidence.  

In the inaugural John Deeble lecture, 
Professor Nigel Edwards, CEO 
Nuffield Trust, will consider some of 
the more common dysfunctions in 
policy formation and implementation 
and the reasons why good policy 
goes bad. 

Nigel will also offer possible solutions 
to these issues, including how policy 
makers, researchers and managers 
can develop more productive ways of 
working together.

About the John Deeble Lecture and 
panel discussion

Often dubbed ‘the father of 
Medicare’, Professor John Deeble 
was a conceiver, implementer and 
defender of universal healthcare for 
nearly 50 years. 

The John Deeble Lecture has been 
established by the Australian 
Healthcare and Hospitals Association 
(AHHA) to commemorate his life and 
achievements as a distinguished 
scholar, health economist and health 
policy leader.

This annual lecture presented by 
AHHA  is aimed at public sector 
leaders and executives, health 
executives and academics.

It will be followed by a panel 
discussion reflecting on the 
complexities of the health system 
and the way we manage and set 
health policy in Australia.

Leaders will have the opportunity to 
share their experiences, deep 
understanding, and knowledge of 
national health policy.

About Professor Nigel Edwards

Nigel Edwards is Chief Executive, 
Nuffield Trust, UK.

Nigel has previously held senior 
appointments to KPMG’s Global 
Centre of Excellence for Health and 
Life Sciences, The King’s Fund and 
the NHS Confederation. 

Nigel is currently working with the 
WHO Regional Office for Europe and 
the European Observatory on Health 
Systems and Policies on 
developments in health care 
provision in Europe. 

18 October 2019
Parliament House, Canberra 

The John Deeble Lecture 
and panel discussion
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IN DEPTH

KRISTER PARTEL, 
Advocacy Director, 
Australian Healthcare and 
Hospitals Association 
to September 2019

Health system reform—
how far have we come?
Progress against AHHA’s Healthy people, healthy systems blueprint.

AHHA held a Blueprint Refresh Roundtable 

session on 2 September 2019 for AHHA members 

to evaluate progress made to date against the 

recommendations from AHHA’s 2017 health system 

reform blueprint, Healthy people, healthy systems. 

The blueprint outlines how to transform our 

healthcare system into a fit-for-purpose 21st century 

system that would meet the needs and expectations 

of Australians by focusing on value and outcomes.

Re-orienting the system is key
Since the release of Healthy people, healthy 

systems the Council of Australian Governments has 

agreed a number of health reforms aligning with the 

recommendations in the blueprint. The 2018 Heads 

of Agreement now signed by 6 of the 8 states and 

territories acknowledges the need for new long-

term health system reforms.

‘Overall, we’re seeing the intent to re-orient the 

health system to be patient-centred, outcomes-

focused and value-based’, AHHA Chief Executive 

Alison Verhoeven said. These aspects of healthcare 

were expressed as key principles in the February 

2018 Council of Australian Governments heads of 

agreement on hospital funding and health reform.

‘Value-based healthcare is about better outcomes 

for patients relative to costs—or the right care 

in the right place at the right time by the right 

provider’, Ms Verhoeven said.

https://ahha.asn.au/Blueprint
https://ahha.asn.au/Blueprint
https://ahha.asn.au/Blueprint
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A tactical and strategic challenge
Productivity Commission Chair Michael Brennan 

warned against the power of inertia in health 

reform and policy development, firstly by quoting 

Newton’s 3rd law of motion ‘For every action 

there’s an equal and opposite reaction’.

Mr Brennan thought that intellectually Newton’s 

law did not apply in this case, as most parties were 

‘on the same page’. But progress had been very 

slow nonetheless. While the health sector generally 

agrees integrated, patient-centred healthcare is the 

goal, inertia remains. A new wave of public sector 

entrepreneurship is needed to overcome it.

He urged members to think of the refresh process 

as a tactical and strategic challenge as well as 

an intellectual process. ‘The main question is 

how to get traction—to build and maintain some 

momentum’, he said.

In Shifting the Dial, published at around the 

same time as the AHHA Blueprint, the Productivity 

Commission outlined key features of a desirable, 

integrated system:

• fewer boundaries between parts of the system, 

with more incentives for practitioners to 

cooperate, both across primary health and 

between the primary and acute sectors

• a more patient-centred approach where patients 

become the focus of that cooperation, and 

patient outcomes and experiences are monitored 

and used as the basis for learning

• better data and more data sharing

• better dissemination of clinical evidence about 

which procedures have merit and which don’t

• greater health literacy, empowerment and 

engagement of patients

• a strong culture of community outreach.

According to Mr Brennan, ‘the AHHA blueprint 

covers all of this and more’.

Current progress
GOVERNANCE
While no progress has been made to date on the 

creation of a single independent national health 

authority, as recommended in the Blueprint, we are 

seeing formalised agreements at local level among 

Primary Health Networks (PHNs), Local Hospital 

Networks and local organisations and clinicians to 

share resources and work together in the interests 

of improved health outcomes and best value to their 

local communities.

Examples include Queensland’s Lower Gulf 

Strategy, and the Western Sydney Diabetes 

Initiative.

Key enablers across such activities have included 

formalised structures, executive leadership, building 

on strengths of each party, and a clear mission, 

action plans and accountability.

DATA OBLIGATIONS FOR  
GOVERNMENT-FUNDED ENTITIES
AHHA’s call for data to be provided if a provider 

receives government funding has not seen 

movement in terms of private health insurance and 

private hospital data. 

But, from 1 August 2019, the Australian 

Government’s Practice Incentives Program Quality 

Improvement (PIP QI) Initiative has required general 



The Health Advocate  •  OCTOBER 2019    13

IN DEPTH

practices claiming incentive payments to submit 

data on 10 specific quality improvement indicators 

to their local Primary Health Network (PHN).

VALUE-BASED PATIENT-CENTRED OUTCOMES
Action has been muted on a national approach to 

value-based patient-centred outcomes—although 

the Independent Hospital Pricing Authority’s 

consultation paper for 2020–21 pricing included 

value-based healthcare and bundled payments 

among possible alternative mechanisms for the 

funding of healthcare services.

NATIONAL DATA SYSTEM FOR PRIMARY HEALTH
The Australian Government has funded the 

Australian Institute of Health and Welfare to 

establish a National Primary Health Care Data Asset. 

A consultation report is now available. 

Also worth noting here are the data obligations  

for general practices in claiming payments under 

the PIP QI Initiative program—see ‘Data obligations 

for government-funded entities’ above.

PATIENT-REPORTED EXPERIENCE  
AND OUTCOME MEASURES
Our call for patient-reported experience and 

outcome measures sees work being done by the 

Australian Commission on Safety and Quality 

in Health Care on patient experience surveys 

and clinical quality registries. In addition, the 

Independent Hospital Pricing Authority, as part 

of its recently-concluded pricing framework 

consultation, sought feedback on establishing a 

national patient-reported outcomes measures 

(PROM) collection. There are also several PROM 

initiatives under way at various state, PHN and 

disease-specific levels.

INTEROPERABILITY STANDARDS
Interoperability standards for the sharing of 

healthcare information are a major focus of the 

Australian Digital Health Agency (ADHA). The ADHA 

says it is now working with 42 software companies 

on implementing new interoperability standards  

for secure messaging in the health sector, covering 

56 separate software products.

HEALTH WORKFORCE
Australia continues to lack a national health 

workforce reform strategy, although there are 

ongoing efforts to boost the rural GP and allied 

health workforce.

There has also been little movement at national 

level towards introducing coordinated outcomes-

focused and value-based changes in scopes of practice 

and models of care—although there have been changes 

at program or individual institution level. 

In terms of team-based care, there have been 

early if somewhat unsuccessful steps such as the 

Government’s Health Care Homes initiative. There 

have been successful PHN-backed programs aimed 

at including pharmacists in general practice, and 

the introduction of telehealth programs serving 

patients in regional areas. 

In addition, from mid-2020 people aged 70 and 

over will be able to voluntarily enrol with their 

preferred GP to receive enhanced personalised 

care services such as telehealth consultations, 

and electronic prescriptions and referrals where 

clinically appropriate.  >

https://www.aihw.gov.au/getmedia/023846dd-b30e-4149-a442-5dc0694aab26/aihw_phc_1.pdf.aspx
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In terms of coordinating health workforce 

development with education and training, there 

is little to report—although universities, health 

services and governments continue to discuss future 

health workforce requirements.

HEALTH FUNDING
Health funding remains stable, although the funding 

growth formula for public hospitals is problematic 

for some of the states. The AHHA proposal for 

regional pooled funding to better meet patient 

needs in local areas based on patient outcomes data 

is happening only for individual programs or projects 

within areas.

Unfortunately, there are no financial incentives as 

yet for tracking patient outcomes, hence there is no 

basis to fund accordingly and no basis for improving 

healthcare value on the basis of outcomes.  

Conclusion and a call to join  
our working groups
Reform to Australia’s healthcare system must start 

with the realistic premise that there is no ‘big bang’ 

reform that will get us where want to go in a short 

period. It is for this reason that AHHA’s reform 

recommendations focus on a long-term vision 

supported by a series of incremental steps over 

two, five and seven years.

There are significant signs of progress to date 

against AHHA’s vision for value-based, outcomes-

focused healthcare. There are also significant signs 

of inertia, or unwillingness to vary from what we 

have now.

To continue our work towards much-needed 

health system reform based on value and outcomes, 

AHHA invites members to join working groups on 

workforce, and on data and technology. 

These working groups will help tease out 

the issues raised during the Blueprint Refresh 

Roundtable, further unpack the enablers and 

barriers to system reform, and help develop 

recommendations to be given to governments as 

part of a refreshed AHHA health reform blueprint.

For more information or to register your interest 

in joining an AHHA working group, contact  

AHHA Policy Director Kylie Woolcock at  

kwoolcock@ahha.asn.au.  ha

To read Healthy people, healthy systems,  
visit: www.ahha.asn.au/blueprint.

DECEMBER 2017

Strategies for outcomes-focused and value-based healthcare:  

A BLUEPRINT FOR A POST-2020 NATIONAL HEALTH AGREEMENT

Healthy people, 
healthy systems

IN DEPTH

“There are significant signs of progress to date against AHHA’s vision for 
value-based, outcomes-focused healthcare. There are also significant signs 
of inertia, or unwillingness to vary from what we have now.” 

mailto:kwoolcock%40ahha.asn.au?subject=
http://www.ahha.asn.au/blueprint


Engage effectively with all
your clients 

Find out more
  study.csu.edu.au/gc-indigenous-competency

Introducing our new Graduate 
Certificate in Indigenous  
Cultural Competency.

Become a well-rounded professional. Enhance your 
intercultural understanding and become a culturally  
responsive communicator.  

With this unique course you can:

• choose an elective tailored to your profession

• gain an accredited postgraduate qualification

• study online, when it best suits you.

The Commonwealth Register of Institutions and Courses for Overseas Students (CRICOS) 
Provider Number for Charles Sturt University is 00005F. © Charles Sturt University, 2019. F6164.

 
 

Aboriginal and Torres Strait Islander people are finally becoming
equal partners in decision making about their own lives. 
 
Thank you to all those who have supported Close the Gap and
the advocacy for co-design.
 
We look forward to the systemic change, shared responsibility
and genuine collaboration that Prime Minister Morrison spoke 
of in his 2019 Closing the Gap Report.

Take the Survey

The Coalition of Aboriginal and Torres Strait Islander Peak
Organisations want to hear your ideas on what is needed to
make real change in the lives of Aboriginal and Torres Strait
Islander people. Have your say now!

 

CHANGE IS COMING

https://www.naccho.org.au/programmes/coalition-of-peaks/have-your-say/ 
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ADVERTORIAL

At the launch of the project on Tuesday 30 

July 2019, HESTA CEO Debby Blakey met with 

prospective homeowners and HESTA members 

Lindsay and Rebecca.

“Having a home is a fundamental element of 

financial security and societal connection and 

the lack of affordable homes close to major 

infrastructure is a huge issue for the community  

and our members,” says Debby. 

“We want to prove that you can invest to achieve 

returns for members and help address big social 

challenges like housing affordability. This investment 

provides a possible blueprint to help grow the 

supply of more affordable housing that could attract 

other large investors.”

A UNIQUE MODEL
Using a uniquely privately funded model focusing 

on financial and environmental sustainability, 

Nightingale Village is a 185-apartment, carbon-

neutral residential project in Brunswick. It consists 

of six architecturally-designed buildings on former 

warehouse sites.

The project is a partnership between HESTA, 

housing organisation Nightingale Housing and Social 

Ventures Australia (SVA), a not-for-profit that works 

with partners to alleviate disadvantage.

More than 80% of HESTA members are women 

working in the health and community services 

sector. 20% of apartments in the project were 

allocated to Key Contribution Workers such as 

nurses, aged care professionals, and those working 

in the not-for-profit sector.

A further 20% were pre-sold to Community Housing 

Providers, which eligible clients can rent at reduced 

rates. The remainder were sold to the general 

public, many of whom are first home-buyers.

ADDRESSING A GROWING SOCIAL CHALLENGE
Between 2011 and 2016, the number of older 

women experiencing homelessness in Australia 

increased by 31%. Today they represent the fastest-

growing group of people experiencing homelessness 

in Australia. SVA is working on a series of initiatives 

that aim to change the system to dramatically 

improve outcomes for this group.

“Key Contribution Workers deliver critical, life-

changing services in their communities and we are 

looking for investment opportunities that improve 

their access to secure affordable housing near 

infrastructure and in proximity to where they work,” 

Debby says.

“The way we invest focuses on the much broader 

impact we can have for members by aligning 

investments with seven strategic UN Sustainable 

Development Goals (SDGs), including how we can 

help make cities and communities more sustainable 

and inclusive.”

Investing in  
housing affordability
HESTA has committed $20m to an innovative Melbourne apartment 
project that could be replicated at scale to help improve housing 
affordability and sustainability for first home buyers, Affordable Housing 
clients and those working in key community occupations.
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We’ve been awarded a 15 year platinum performance rating from Australia’s 
most respected super research company, SuperRatings. 

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

“I want a 
super fund 

that’s an 
expert at 

managing 
money.”

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

Vindhya Mendis, 
HESTA member

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

Investing in  
housing affordability

This is the fourth Nightingale Housing project, 

which sees the organisation achieve greater 

affordability by selling more expensive, larger 

apartments to help cross-subsidise the cost of 

smaller and less expensive apartments for first-

home buyers and Key Community Contributors. 

To help create a pathway to home ownership, 

first-home buyers were able to purchase smaller 

studio apartments with a 5% deposit and at a 

comparatively lower cost per square metre.

An established waiting list of buyers and  

strong demand means Nightingale Housing does  

not engage a marketing consultant or agent,  

and savings on promotion costs are passed on 

directly to purchasers.

ENVIRONMENTALLY SUSTAINABLE DESIGN
Further savings are achieved through the 

environmentally sustainable design and construction 

approach. The design is informed by the needs of 

residents, with architects focusing on creating a 

sense of community and long-term affordability 

for residents. Their considerations include the 

buildings’ energy efficiency and proximity to public 

transport.

Nightingale Housing Managing Director, Jeremy 

McLeod says, “We started with the idea that the 

answer to housing in our country was in design, in 

architecture, and what I discovered was that the 

answer was in an entirely new system.

“Nightingale Housing exists to revolutionise the 

way we live together. Nightingale is a triple bottom 

line housing model. It’s designed to deliver housing 

at cost that is affordable, sustainable and delivers a 

sense of community.”

SOCIAL IMPACT INVESTMENT TRUST
The Nightingale investment is the single biggest 

commitment HESTA has made through our $70m 

Social Impact Investment Trust (SIIT). SVA manages 

the SIIT, with investments designed to provide 

both a risk-adjusted market-based return and a 

measurable social impact. The SIIT is investing 

alongside SVA’s managed impact fund, the 

Diversified Impact Fund.

The investment made by HESTA will help finance 

the apartment project and aims to earn an 

appropriate risk-adjusted return in line with similar 

types of investments. The financing will be provided 

alongside another social impact fund, the SVA 

managed Diversified Impact Fund.

“This investment is a great example of how 

institutional investment can have a positive impact 

on the broader Australian community by making a 

meaningful contribution to the social and affordable 

housing market,” SVA Executive Director, Impact 

Investing Michael Lynch says.

“It speaks to the scale of opportunities available 

to investors looking to make both a social and 

financial return and grow the Australian impact 

investing market,” Michael says.

“This is SVA’s second investment in a Nightingale 

development after the success of Nightingale 1 

through the now-closed $9m Social Impact Fund.

“We’re thrilled that, through our partnership 

with HESTA, we’re able to again support innovative 

projects like Nightingale Village that create more 

social and affordable housing and help build an 

Australia where all people and communities can 

thrive.”

Through the SIIT, HESTA also aims to continue 

supporting the development of Australia’s impact 

investment market. Previous impact investments 

made by HESTA include Glenview, a cutting-edge 

Australia-first suburban village designed to recreate 

real-life experiences for those living with dementia 

in Tasmania.

Find out how we invest in our shared future 

hesta.com.au

http://hesta.com.au
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CHRIS KANE 
General Manager Strategy 
and Engagement, 
Western Australian 
Primary Health Alliance 

GP Urgent Care 
Network Pilot
Using existing capacity and capability in General Practice.

WA’s Labor Government has prioritised urgent care 

in its Putting patients first health platform. Early 

in the Government’s first term, Health Minister 

Roger Cook promised to set up a network of urgent 

care clinics to ‘take the pressure off emergency 

departments’ by seeing some of those low acuity 

patients who could be well managed elsewhere. 

The State’s Sustainable Health Review identified 

about 190,000 patients a year presenting to 

emergency departments who could have been 

treated in a primary care environment.

Getting to grips with the issues
The initial plan was for government-subsidised 

standalone clinics, which would have effectively 

competed with existing general practices whilst 

imposing a significant cost burden on WA taxpayers. 

WA Primary Health Alliance brought GPs from 

independent and corporate practices to the 

discussion table, as well as the Australian Medical 

Association (WA) and the Royal Australian College 

of General Practitioners WA Faculty, to develop  

a model of urgent care that recognised the  

capacity and capability that already exists within 

general practice.

In the spirit of co-design and collaboration, the 

State Government convened a series of meetings 

involving all stakeholders and canvassing a range 

of options. WA Primary Health Alliance presented 

evidence to show that over 4,000 appointments 

go unfilled every day in general practices around 

the Perth metropolitan area. General practice 

has capacity to treat patients who need to be 

seen urgently but are not emergencies. All agreed 

that solutions to reducing emergency department 

demand for lower acuity care focus on developing 

models of care that match demand and capacity.
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GP Mike Civil fronts the media 
at the program launch, flanked 

by WA Health Minister Roger 
Cook (left) and WA Premier 

Mark McGowan (right)

GP urgent care network born
So, the concept of a General Practice Urgent 

Care Network for metropolitan Perth was born. 

The model, which the State Government and 

WA Primary Health Alliance are piloting for an 

18-month period, is expected to take the pressure 

off hospital emergency departments by providing 

care in existing general practices for patients 

with urgent, but non-life-threatening, conditions. 

These include people presenting with skin and soft 

tissue infections and symptoms like cuts, burns, 

lacerations, minor fractures, minor neck and back 

pain, wound infections and abdominal pain.

Minister Cook has said the partnership between 

the McGowan Government and WA Primary Health 

Alliance will allow patients with these symptoms 

to access care closer to home from GPs—and keep 

the emergency departments free for emergency 

presentations. It is a minimal-cost solution  

using existing capacity, subsidised by Medicare.  

It recognises the skills and abilities that exist  

within accredited general practice to manage and 

refer care for people presenting with these urgent 

care conditions.

Better health, together
The commitment from the State Government is 

in developing a comprehensive public awareness 

campaign ‘Not all urgencies are emergencies’ and 

the public-facing website www.gpurgentcare.com.

au and appointment booking mechanism. 

The commitment from WA Primary Health Alliance 

is to engage with general practices to assure their 

involvement and to support their participation 

through the development of urgent care processes 

and workflows that don’t create an added ‘red-

tape’ burden for GPs. WA Primary Health Alliance 
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has also partnered with the Royal Australian 

College of General Practitioners to deliver urgent 

care skills update professional development 

sessions for GPs participating in the Pilot.

WA Primary Health Alliance, in partnership  

with the WA Department of Health, co-leads  

the Project Governance Group that is guiding the 

development of the GP Urgent Care Network Pilot 

in WA. Other partners in the initiative include  

the Australian Medical Association (WA), the Royal 

Australian College of General Practitioners WA 

Faculty and Curtin University. 

The Pilot will be launched on 10 September,  

with a starting enrolment of about 130 practices 

from across the Perth metropolitan area and 

Bunbury region.

Behavioural change will be critical
Concurrent with the Pilot, WA Primary Health 

Alliance will lead a behavioural change research 

project with Curtin University’s Health Systems and 

Health Economics Unit. This will test the variables 

that need to be adjusted to change patient 

behaviour in choosing general practice for their 

urgent care rather than emergency departments. 

This ‘nudge economics’ approach will:

• identify the ‘drivers’ of choosing to attend 

either the emergency department or general 

practice for patients with urgent but non-life-

threatening conditions

• predict the effect of moving between different 

service configurations (e.g. same day versus 

immediate; booked versus walk-in)

• examine the effect of out-of-pocket expenses

• identify the types of people more likely to 

attend the emergency department for issues 

that may be better managed in primary care

• test whether providing particular messaging 

(public awareness campaigning) changes the 

likelihood of individuals preferring to attend  

the emergency department with an urgent but 

non-life-threatening condition.

The GP Urgent Care Network Pilot incorporates 

ongoing evaluation by the University of Western 

Australia. The evaluation will allow us to test 

and refine the Pilot as it progresses throughout 

the 18-month period. Real-time reporting of the 

‘health’ of the Pilot will consider the number  

of urgent care appointments available and  

booked across the network of general practices, 

the times these appointments are being booked  

and spare capacity remaining across the  

network of practices.  ha
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IN DEPTH

“The Pilot will be launched on 
10 September, with a starting 
enrolment of about 130 practices 
from across the Perth metropolitan 
area and Bunbury region.”
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Apply now 
deakin.edu.au/mba-hcm
Deakin University CRICOS Provider Code: 00113B

Manage and lead 
health services in 
Australia and overseas
Deakin’s MBA (Healthcare 
Management) is jointly run and 
managed by Deakin Business School and 
the School of Medicine. 

The course is accredited by the Australasian College 
of Health Service Management (ACHSM) and offers 
an advanced combination of business insight and 
healthcare focus to succeed in the critical area of health 
service management. 

Apply today to gain skills and knowledge and maximise 
your opportunities in work-integrated learning, 
professional development and networking.
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Sigmund Freud was one of the first to acknowledge 

the necessity for a level of respect when it comes  

to confidentiality—the essential need for trust 

between patient and clinician.

Clinicians who work in the mental health 

space often feel their patients’ need for trust in 

particularly acute ways. Like Freud, many of them 

are passionate about safeguarding confidentiality. 

Like me, many recognise the role that digital 

communication can play. 

However, the wider industry hasn’t always kept 

pace, yet digital communication strategies have 

become vital for improving patient experiences  

and outcomes.

The clinician experience
I write this article following the recent launch of 

the Australian Digital Health Agency’s My Health 

Record mental health toolkit. As a psychiatrist,  

I write with clinical expertise gained working in 

both the public and private health systems—two 

systems that rarely communicate with each other, 

and are divided by a huge crack into which many 

patients fall. 

I argue there is no more deserving subset of 

patients who require confidential, immediate and 

regulated methods of disseminating information 

about their clinical care than those living with 

mental illness. Yet, currently, we are letting our 

patients down, and it all starts with the humble  

fax machine.

The problem with fax machines
In February 2019, I moved my private psychiatry 

practice and refused to take my fax machine with 

me. In August 2019, bereft of options, I had to  

re-instate a fax-like solution via email so that I  

could continue to receive referrals, correspondence  

and discharge summaries for my patients from  

other healthcare providers.

With a fax machine, I would regularly receive 

blood results and other sensitive correspondence 

about patients not under my care. Shared fax 

machines in consulting rooms are even more 

problematic, with many communications visible 

to staff not involved in that patient’s clinical care. 

Multifunction scanners and copiers often lead to 

confidential information, such as their Medicare 

details, ending up in a rubbish bin. 

I receive so many faxes that were not supposed  

to be sent to me that I often worry about the faxes 

I’m not getting! In 2019, it is an exception rather 

than a rule that I receive a discharge summary  

if a patient under my care has presented in crisis  

DR HELEN SCHULTZ 
Pharmacist, Consultant 
Psychiatrist and Clinical 
Reference Lead, 
Australian Digital Health 
Agency

Freud  
and the  
Fax Machine

Balancing privacy and patient care for patients with mental illness.
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to an emergency department after hours, even  

when I am the discharge plan! I don’t know if  

the summaries were written at all, but it’s just  

as likely they have ended up in somebody else’s  

fax machine. 

Many healthcare providers still rely on the  

fax machine to receive important updates on  

their patients. The reality is that faxes get  

lost—a detriment to the health of our patients.  

We need a solution.

The case for digital health
For many patients, especially the mentally ill,  

I believe digital technology has the potential  

to greatly improve their experience.

Mentally ill patients who may be anxious, 

depressed, suicidal or paranoid are often unable 

to recall information and may not be reliable 

historians. Patients presenting unconscious after  

a suicide attempt, or those who are acutely 

psychotic and in the middle of a manic relapse, 

often cannot explain who is responsible for their 

clinical care or what their care is. This makes 

them unique compared to many other patients 

presenting with medical conditions.

In Victoria, where I practice, the Mental Health 

Act was revised in 2014 to promote greater patient 

choices in treatment, including the option of 

nominating an authorised person who could take an 

active role during treatment planning when  

the patient is unable to. However, we are yet to 

reap the benefits of a centralised, confidential 

system operating as a practical reality.

Benefits of a digital e-health  
solution for patients
Centralised patient records, such as My Health 

Record, would benefit patients with mental illness 

in several ways. Patients would be at lower risk  

of being given medications that will cause adverse 

reactions. Their wishes regarding treatment when 

unwell could be implemented, and they’re more 

likely to receive accurate diagnoses and fully-

informed care in a crisis. Additionally, patients  

who present regularly do not need to keep 

re-telling their story; this can be distressing, 

especially if trauma is involved. 

Patients concerned about what is contained 

in their My Health Record can choose to have 

documents uploaded or removed and can be 

notified when their record has been accessed.  

The current alternative is waiting for reams 

of paper to fall off a fax machine days after 

presentation, if at all. 

As clinicians, it’s our responsibility to not only 

move past outdated practices but to help our 

patients understand how they stand to benefit.  ha
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GULNARA ABBASOVA 
Executive Officer,  
Migrant and Refugee 
Health Partnership

Culturally responsive care: 
improving health access and 
outcomes for all Australians
Culture, diversity and health in Australia
Australia is a highly multicultural nation, with first 

or second generation migrants composing 49%  

of the population. Meeting the needs of Australia’s 

diverse migrant and refugee population is a  

distinct challenge for the nation’s health system. 

Culture and language considerations have 

significant implications for communication in 

healthcare, while other migration-related factors 

impact on individuals’ health status and help-

seeking behaviour. Studies confirm that people 

from migrant and refugee backgrounds generally 

delay healthcare, have lower rates of accessing 

preventative care, are less satisfied with health 

services, and experience poorer health outcomes 

compared to English-speaking patients.

Diversity and the health system
Meeting the needs of Australia’s diverse migrant 

and refugee population requires a system-wide 

approach centred around the provision of culturally 

responsive health care. Culturally responsive health 

care—that is, care that respects and is sensitive to 

cultural difference—contributes to the equity of 

health access and outcomes for all Australians.

Health service organisations should consider 

adapting their practices to establish a culturally 

responsive healthcare environment that will 

enhance access for people from migrant and 

refugee backgrounds. This includes better collecting 

and disaggregating data on patients and consumers 

from migrant and refugee backgrounds, and 

incorporating this information into healthcare 

service planning and delivery. 

Recommended ‘good practice’ responses include 

understanding and addressing communication needs 

in situations of language discordance in order to 

mitigate obstacles related to language barriers—

for example, by using universally agreed signage 

and providing access to interpreters. Similarly, 
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Culturally responsive care: 
improving health access and 
outcomes for all Australians

translated and plain English resources that promote 

health literacy and facilitate patients’ health system 

experiences are also recommended. 

Failing to provide culturally responsive healthcare 

leads to adverse outcomes for patients and 

health systems. These include decreased patient 

satisfaction with, trust of and access to healthcare; 

insufficient consent, with corresponding medico-

legal risks; and unsafe use of medicines or similar 

failure to adhere to medical advice, with further 

implications for malpractice. Beyond patient 

outcomes, these implications bring undesirable 

costs and disruption to health systems.

Conversely, nurturing a healthcare environment 

that respects and is sensitive to the complexities 

and considerations of migrant and refugee 

healthcare will improve healthcare efficiency, 

quality and safety. For example, the engagement 

of interpreter services has been shown to bring 

financial and time savings to the organisation, 

increase practitioner efficiency and improve  

patient outcomes. 

A framework for culturally 
responsive healthcare
To facilitate cultural responsiveness in healthcare, 

the Migrant and Refugee Health Partnership brought 

together representatives from clinician peak bodies 

and from the community sector. After two years 

of extensive collaboration and consultation, we 

released a Competency Standards Framework, 

Culturally responsive clinical practice: Working with 

people from migrant and refugee backgrounds, in 

January 2019.

Supported and endorsed by the majority of the 

medical colleges, the Framework represents an 

unprecedented effort to facilitate equitable and 

culturally responsive healthcare. The Framework 

includes recommendations and optimal practices 

that can be applied across all healthcare settings 

and at all stages of care provision.

The Partnership has also published a Guide for 

clinicians working with interpreters in healthcare 

settings as a further resource in promoting optimal 

healthcare environments for patients in situations of 

language discordance. 

Together, these resources are aimed at improving 

the capacity of health systems to provide equitable, 

cohesive and culturally responsive care for migrants 

and refugees in Australia. They provide a path 

for health service organisations in planning and 

delivering such care. 

Ensuring enhanced access to healthcare for 

migrants and refugees is essential to integration 

and productive participation, and positive health 

outcomes for Australia as a whole.  ha

For more information, and to access the 
Framework, visit culturaldiversityhealth.org.au.

BREIFING

“Meeting the needs of Australia’s diverse 
migrant and refugee population is a distinct 
challenge for the nation’s health system.”
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REBECCA MITCHELL 
Associate Professor, 
Health Outcomes, 
Australian Institute 
of Health Innovation, 
Macquarie University

Rehabilitation 
for older people 
following a hip 
fracture
Who gets access to rehab  
after hip fracture?
Each year, around 18,700 older Australians 

fracture a hip—one of the most serious and costly 

injuries sustained by older people. Rehabilitation 

is an important part of the recovery process  

but not everyone receives the same access  

to services. 

Researchers from the Australian Institute of 

Health Innovation, Macquarie University, surveyed 

and interviewed healthcare staff across Australia 

and New Zealand regarding the availability of hip 

fracture rehabilitation services and the criteria 

used to decide which type of rehabilitation each 

patient receives (www.tandfonline.com/doi/full/10

.1080/09638288.2019.1643418).

Recovery from hip fracture begins on the ward 

where patients are encouraged to get up and 

move around the day following surgery. They are 

then transferred either to a rehabilitation ward or 

a geriatric ward for ‘slow stream’ rehabilitation. 

Some may be discharged to receive rehabilitation 

in their own home or an aged care facility.  

Research shows that funding, staff capacity 

and facility resources are all significant features 

influencing which rehabilitation services are 

available to an older person. How each individual 

meets the criteria used by a hospital to refer 

patients for rehabilitation, also plays a part.  

https://www.tandfonline.com/doi/full/10.1080/09638288.2019.1643418
https://www.tandfonline.com/doi/full/10.1080/09638288.2019.1643418
https://www.tandfonline.com/doi/full/10.1080/09638288.2019.1643418
https://www.tandfonline.com/doi/full/10.1080/09638288.2019.1643418
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Key factors
Some of the key factors to determining which  

type of rehabilitation is offered, include:

• a patient’s cognitive capacity

• their ability to meaningfully participate  

in rehabilitation

• their type of health insurance

• whether they live in an aged care facility.

The research showed that rehabilitation is 

generally offered to older people most likely to 

benefit; that is, more often older people living 

independently at home. 

People living with dementia or experiencing 

delirium—who make up between 12%–39% of the 

annual number of those who fracture their hips—

are generally offered slower stream rehabilitation. 

These patients are often considered to have  

poor rehabilitation potential, due to beliefs that 

their impaired insight, poor attention and memory 

stop them from following and remembering 

instructions. However, evidence suggests that 

older people with cognitive impairment can 

benefit from participating in rehabilitation 

activities.

It is important to note that all staff participating 

in the study said that having dementia was not 

grounds for exclusion from rehabilitation, and 

emphasised the importance of considering each 

patient as an individual. >
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Criteria for access to rehabilitation
Across the facilities we studied there were 

no consistent criteria for determining the 

suitability of a patient to receive rehabilitation. 

A combination of the following considerations, 

however, was generally taken into account  

when referring a patient for rehabilitation: 

• a patient’s age

• comorbidities

• mobility before their fracture

• capacity to engage in rehabilitation

• behaviour

• where they lived

• health insurance status

• facility resources. 

Examples of how these criteria may affect a 

person’s access to rehabilitation are as follows: 

• Capacity to engage in rehabilitation: It is 
considered important for a patient to have  

the cognitive and physical ability to participate 

meaningfully in rehabilitation and to make 

functional gains within a reasonable time.

• Health insurance status: Health insurers 

allocate a set numbers of days to complete 

rehabilitation, and patients who may take longer 

than the allocated days are not easily accepted 

for rehabilitation in the private sector.

• Hospital resources: Older people living in  

aged care or living with dementia are less likely 

to be provided with in-hospital rehabilitation 

as rehabilitation wards are not necessarily 

equipped to accommodate patients with high 

nursing care needs; nor are they designed  

for those living with dementia, and who  

require higher levels of supervision and a  

secure setting. 

• Aged care facility resources: Aged care 

facilities have highly variable access to 

rehabilitation services and so patients 

discharged to a facility may, at a minimum,  

be provided with physiotherapy. 

Moving forward
While older people who live independently have 

better access to rehabilitation services, older 

people living with dementia do not. Some ways  

to overcome the barriers to care include:

• improved coordination of dementia care

• improved guidelines for transitions between 

care services

• development of dementia-specific approaches 

for hip fracture rehabilitation

• dementia care training for healthcare staff.

This research showed that there are no consistent 

criteria used by facilities to assess whether an 

older person is ‘fit for rehab’. Accordingly, we 

recommend that a consistent set of criteria and 

pathways for access to hip fracture rehabilitation 

be developed. These criteria would provide a 

standard approach for rehabilitation access, 

particularly for patients with cognitive impairment 

and who reside in aged care facilities.  

Such guidelines already exist in Canada that take 

into account factors such as medical stability and 

comorbidities, rehabilitation goals, and mobility 

before the fracture.  

Australia should follow Canada’s lead and ensure 

better access to rehabilitation services following 

hip fracture for all who need it.   ha

IN DEPTH

“This research showed that 
there are no consistent criteria 
used by facilities to assess 
whether an older person is  
‘fit for rehab’. Accordingly, we 
recommend that a consistent 
set of criteria and pathways 
for access to hip fracture 
rehabilitation be developed.”
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DR INES RIO 
Chair, Australian Medical 
Association Victoria 
Section of General 
Practice, and Chair, North 
Western Melbourne PHN

Please just tell me when 
the appointment will be!

Your patient told you they’d been putting off 

making an appointment to see you, but now  

they’re finally at your GP clinic. At first the 

symptoms weren’t that bad, but they haven’t gone 

away and it’s starting to affect their quality of 

life. Perhaps it’s that increasing pain in their hip, 

intermittent rash or a ringing in the ear that is now 

keeping them awake at night and affecting their 

functioning. So you decide your patient needs to 

see a non-GP specialist for assessment; perhaps 

even an operation.

They don’t have health insurance and can’t  

afford the out-of-pocket cost of a private specialist, 

so you decide to send off a referral to the local 

public hospital’s specialist clinic.

After a few weeks, your patient rings the 

hospital clinic to find out a date for their specialist 

appointment but they’re given no idea how long  

it might be until one is available. You also try  

to enquire, but no-one can provide an answer.  

You may even be told they are on the waitlist  

for the waitlist. Your patient is now on what  > 

GPs, patients and opaque waiting lists for public hospital specialists.
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some call the public health system’s ‘secret waiting 

list’… and they may be there for years.

This is a scenario that confronts all too many of 

my patients. Without the funds to see a specialist in 

the private system, they join an opaque, seemingly 

endless queue for treatment at a public specialist 

clinic. Depending on their ailment and where they 

live, it can be months or even years until their first 

appointment. (There was outrage recently when  

it was revealed some people in South Australia had 

waited more than 16 years to see a specialist.)  

With an ageing population with more complex 

medical needs, it’s a problem that is only likely  

to get worse if we don’t act.

While elective surgery waiting times (the time 

between a specialist deciding a patient needs 

an operation and the patient having surgery) are 

reasonably transparent, data on how a hospital 

performs for the time to first appointment is 

notoriously poor. There is no national standard  

for compiling or releasing it; a situation complicated 

by the fact that the states use different triage 

practices. In Queensland, for instance, patients are 

classified as ‘urgent, non-urgent and routine’, while 

in Victoria they are simply ‘urgent’ and ‘routine’.

Victoria, it should be said, is arguably one of the 

better states for releasing data on wait times, and 

among the best performers in timely treatment.  

 

The state recommends that routine patients should 

receive an appointment within a year and data  

from the Victorian Agency for Health Information 

shows 90% of patients are seen within this time.

However, even here there is a frustrating lack of 

clarity and transparency in providing assistance for 

the patient in front of me. Often I am not even sure 

which hospital my patients are eligible to attend. 

Some hospitals have geographical catchments, but 

finding this out is almost impossible. Additionally,  

if I knew my patient faced a nine-month wait,  

we could have a second discussion about a private 

referral. They may decide that the expense is 

better than months of pain and uncertainty.  

If this is not an option, my management plan  

while the patient is waiting may well be different. 

Patients and their GP can feel abandoned and 

helpless. This is a situation that can and should  

be improved. 

There are three simple measures that can make  

a profound difference.

1. Transparency and accountability
Hospitals need to make it abundantly clear which 

patients they are prepared to accept and how they 

perform. They should:

• make it clearer on their websites what conditions 

they treat, which areas they will accept patients 

from, and the required tests and investigations 

that should be done by the GP before referral. 

“Depending on their ailment and where they live, it can be 
months or even years until their first appointment. (There was 
outrage recently when it was revealed some people in South 
Australia had waited more than 16 years to see a specialist.)  
With an ageing population with more complex medical needs, 
it’s a problem that is only likely to get worse if we don’t act.”
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• publish the expected current waiting time for a 

first appointment for both urgent and non-urgent 

referrals for each of their services.

2. What we measure
The UK health system has a target that 

encompasses the entire process, from referral  

by a GP to the start of specialist treatment.  

This ‘Referral to Treatment’ is the clinical measure 

that matters and is the one that is harder to ‘game’ 

(having a waitlist for the waitlist).

3. What we think is acceptable
In the UK, the Referral to Treatment maximum 

waiting time is 18 weeks (for cancer it’s even less). 

It is a high standard, and British hospitals took time 

to come to grips with it, but there is every reason 

we should aim to match this system.

As much as possible, GPs should eliminate 

unnecessary referrals to specialist clinics in the  

first place. HealthPathways—a practical free online 

tool—can assist with this. 

HealthPathways—written by clinical GP editors 

employed at Primary Health Networks—provides 

up-to-date clinical and local service information 

for hundreds of conditions and diseases. It helps 

doctors provide optimal care for their patients and 

helps the GP navigate the referral to a specialist 

clinic when needed.

 

Another strategy is to make specialist advice 

available to GPs via email or telephone. Often a 

quick consultation at this level can resolve the GP’s 

uncertainty, meaning there is no need to refer at 

all. Overseas experience shows these systems can 

decrease referrals to specialist clinics by 30% in the 

first few months of use. I had a recent, informal 

experience of this when I talked over a case  

with a friend who is a gynaecologist and was able to 

resolve my patient’s issue without them seeing  

a specialist. 

Once a patient has seen a specialist, we need to 

ensure they are discharged back to their treating GP 

with clear clinical handover to ensure continuity of 

care. This means that GPs who look after the whole 

of their patient’s health needs can keep on doing 

this, knowing that specialist care or advice is there 

when needed. 

Opaque waiting lists are not a problem unique to 

Australia. In any system that aspires to universal 

health coverage, access to specialist outpatient 

services is a noted choke point. But experiences 

in the UK and elsewhere show we can do better. 

For the sake of my patients, I hope to see those 

improvements here—sooner rather than later!  ha

This article originally published by AMA Victoria 
at https://amavic.com.au/stethoscope/-84-please-
just-tell-me-when-the-appointment-will-be-

BRIEFING

https://amavic.com.au/stethoscope/-84-please-just-tell-me-when-the-appointment-will-be-
https://amavic.com.au/stethoscope/-84-please-just-tell-me-when-the-appointment-will-be-
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ADVERTORIAL

In 2015 NHS England began a program of support  

for General Practices throughout the United 

Kingdom known as the Time for Care program. 

One of its key elements is the Productive General 

Practice Quick Start (PGPQS) program—with Qualitas 

Consortium UK Ltd as a service delivery partner. 

Why was PGPQS needed?
General Practices said that they felt they were 

facing a perfect storm. They reported being 

under pressure like never before with increasing 

workloads, driven by the increasing complexity 

of health needs and expectations from politicians 

and policy-makers. Many GPs felt that they were 

working increasingly long hours and many reported 

that they were considering leaving the profession.  

Further, the numbers applying to become trainee 

GPs and practice nurses had fallen. 

What is the PGPQS program?
PGPQS is a program of support for General  

Practice that was designed to:

• create headspace, capability and confidence 

 for practices to address current and future 

pressures; and

• provide primary care organisations with a 

practical way of demonstrating value to  

practice members.

PGPQS modules
• Well Organised Practice is about the physical 

environment and positioning everything in a  

work space to make it most efficient.

• Efficient Processes aims to support teams to 

streamline the way they carry out tasks within 

the practice, so it becomes easier to carry them 

out to a consistent standard every time.

The Productive 
General Practice 
Quick Start program
A game changer in the UK.

MARION G DIXON 
Managing Director, 
Qualitas Consortium  
Pty Ltd

“PGP Quick Start gave us the tools and  
support to design a simpler and streamlined 
process that is fit-for-purpose and allows us  
to work more efficiently as a team.” 
Harald Van Der Linden, GP, Trent Vale Medical Practice
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• Clear Job Standards is a visual management 

system to manage the workload showing at  

a glance when a job is to be done, by whom,  

and if it is completed.

• Emails, Meetings & Interruptions is about internal 

communications and exploring how they are used 

within a practice.

• Common Approach is about variation and 

reducing the range of variation, having systems 

and procedures in place which mean that 

common ‘jobs’ or ‘actions’ provide replicable 

results.

• Frequent Attenders is ‘what is says on the tin’,  

a systematic way to look at how a practice 

manages its current high frequency patients 

and patients who are likely to increase their 

frequency in the future.

• Appropriate Appointments is about looking at 

patient demand and matching the right level  

of clinical ability with patient needs.

• Team Planning is a central component to any 

practice’s success. It is the process of ensuring 

the practice has the right people in the right 

place at the right time—all year round. 

Overview of the support process
There are four group-based learning sessions:

GBL1 provides an introduction to and overview  

of the program.

GBL2 focuses on module questions and selection, 

how to engage staff and how to manage change.

GBL3 is about sharing progress and discussing 

challenges.

GBL4 is a chance to showcase improvements.  

The showcase event is for all staff involved—not  

just practice management staff or GPs—and it’s 

a chance to celebrate progress and to discuss 

sustainability and next steps.

There are 6 individual sessions (around 3 hours 

each) per practice. Each practice chooses two 

modules, and each module is completed over  

three practice visits. >
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ADVERTORIAL

Typical results
• Extra nursing capacity identified, providing  

extra capacity worth £11,000.

• More accurate staff planning, resulting in the 

cancellation of planned staff appointments, 

saving £15,000 each year.

• Time taken to retrieve prescription requests 

reduced by 82%, releasing 12.5hrs of staff  

time per week.

• Turnaround time for medical reports  

reduced by 43%.

• 14% reduction in stationery costs.

• 57% reduction in blood test resource costs.

• 82% reduction in nurse sickness and absence.

The difference PGPQS  
has made to practices
2,630 practices have been engaged up to the  

end of 2018. They have freed-up over 257,662  

hours of clinical GP time and 402,252 hours of 

admin time.

GPs report that their time is being used  

more effectively and that pressure and burnout 

have declined. Job satisfaction has increased for  

all staff and teamwork and morale have improved 

for practice teams. Meaningful collaboration 

between practices is developing and patients  

are benefiting from the improvements.

“2,630 practices have been 
engaged up to the end of 2018. 
They have freed-up over 257,662 
hours of clinical GP time and 
402,252 hours of admin time.” 
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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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DR MARY DAHM 
Research Fellow, 
Australian Institute 
of Health Innovation, 
Macquarie University

Stop hiding  
the uncertainty

Uncertainty at handover time
Handovers in an emergency department (ED)  

from one clinical team to the next often occur  

in a rushed and pressured environment. Time  

and resources are limited, test results can be 

delayed and admission rates hard to manage,  

all of which may contribute to uncertainty at  

the time of handover. 

While it is tempting to hide this uncertainty, 

studies have shown it can contribute to errors in 

diagnosis and poorer outcomes for the patient and 

the clinical teams. Although the overall incidence 

of diagnostic error in EDs is unknown, for certain 

conditions, such as subarachnoid haemorrhage,  

up to 51% of patients may be misdiagnosed in ED 

(see Graber 2013, The incidence of diagnostic  

error in medicine). 

Misdiagnoses in ED have been associated with 

communication factors such as inadequate 

handover, and systems factors including excessive 

workload and clinician fatigue. These factors are 

exacerbated during night shifts where clinicians 

have even fewer system resources, and where 

fatigue is likely to affect clinical performance,  

thus contributing to an environment that is 

conducive to diagnostic errors. Morning handovers, 

therefore, are crucial patient safety checkpoints,  

as care and knowledge about patients is transferred 

from night to day staff. 

A grassroots approach to creating a culture  
of openness in Emergency Departments.

DR CARMEL CROCK 
Director, Emergency 
Department, The Royal 
Victorian Eye and Ear 
Hospital

https://qualitysafety.bmj.com/content/22/Suppl_2/ii21
https://qualitysafety.bmj.com/content/22/Suppl_2/ii21
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Research has shown that handovers can be 

marked by frequent hesitation, tentative and vague 

language and such linguistic features have been 

described as detracting from the efficiency of the 

handover. Hesitation or ambiguity in handovers can 

jeopardise the quality of exchanged information, 

trigger miscommunication and increase clinical and 

medico-legal risks. Thus, acknowledging and openly 

communicating uncertainty is a critical part of the 

diagnostic process. 

Communicating openly about uncertainty can 

improve relationships between clinicians and 

patients, increase patients’ trust and confidence 

in their doctor’s abilities, open avenues for shared 

decision-making and, in turn, improve long term 

patient outcomes and the quality and safety of care.

A grassroots approach
Putting this into practice, however, may prove a 

challenge for some teams and individuals. Clinicians 

can make uncertainty explicit during handovers, 

but, depending on personal characteristics, some 

might be apprehensive and find it challenging to 

disclose diagnostic uncertainty. This reluctance to 

acknowledge and discuss uncertainty can negatively 

impact clinician wellbeing.  

In particular, junior doctors and those with  

limited practical experience in hospital settings  > 

A ‘cognitive huddle’ at the Royal Victorian Eye and Ear hospital

BRIEFING
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may experience anxiety due to uncertainty. 

Emergency clinicians who are reluctant to openly 

discuss and disclose uncertainty maybe also be at 

greater risk of burnout. Instead of focusing on the 

individual clinicians, a cultural shift in ED as a whole 

is needed to normalise and promote tolerating risk 

and uncertainty through the actions of all clinicians 

across hierarchies.

In a grassroots approach, Dr Carmel Crock was 

instrumental in introducing a comprehensive 

morning handover—or ‘cognitive huddle’—at ED  

at the Royal Victorian Eye and Ear hospital.  

In this huddle the overnight clinicians can discuss 

particularly challenging or uncertain cases 

with incoming staff. In fact, the night team are 

encouraged to present all overnight cases, including 

those patients already discharged home. The entire 

day team is present and are active participants 

in the cognitive huddle, questioning, challenging 

and cross-checking all overnight diagnoses and 

management plans. 

Diagnosis as a team sport
Diagnosis becomes a team sport, with the day team 

not just supporting the night team, but acting as 

a safety net. The team appreciates that clinical 

decision-making degrades at night. Discussion of 

diagnostic uncertainty is modelled by the more 

senior doctors and is normalised. Often overnight 

patients are told that their case will be reviewed  

in the morning and that they will be contacted by 

the day team.

The power of admitting uncertainty, 

acknowledging it openly, sharing it with colleagues 

and with patients should not be underestimated.  

A culture is created where there is more openness 

in communication and where clinical reasoning can 

be constantly examined and refined.   

These handovers involve participants across all 

hierarchies: including clinicians, managerial and 

clerical staff and on occasion even the Hospital’s 

CEO, which sends a very powerful message to the 

staff of being valued. One of the main benefits of 

this approach has been an eroding of hierarchies 

between junior and senior clinicians, as well as 

between clinicians and non-clinicians. All members 

of the team have an equal voice. Patient safety  

and staff wellbeing are paramount. 

Making uncertainty in medicine explicit allows 

clinicians and patients to remain open in their 

thinking about diagnostic possibilities. And creating 

a culture of openness in medicine can only 

contribute to safer diagnoses for our patients.  ha

BRIEFING

“The power of admitting uncertainty, acknowledging it 
openly, sharing it with colleagues and with patients should 
not be underestimated. A culture is created where there 
is more openness in communication and where clinical 
reasoning can be constantly examined and refined.”
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When North Western Melbourne Primary Health 

Network embarked on the idea of doing a 

‘CroakeyGO’ on mental health, we wanted to look 

at the different ‘doors’ that people walked through 

to access the mental health system, and how that 

affected their patient journey through the system 

and the care they received.

A CroakeyGO is an act of walking journalism 

initiated by Croakey Health Media (see www.

croakey.org). A CroakeyGO brings together people 

from all backgrounds and experiences to walk  

and talk about a public health issue, visiting 

meaningful places along the way and most 

importantly sparking connection and conversation 

about the topic. 

We planned to walk in the footsteps of a person 

accessing the system, building connections with 

those walking with us and gaining insights to 

develop our Regional Plan for Mental Health and 

Suicide Prevention.  >

Mental health system doors and journeys in North Western Melbourne.

BRIEFING

A walk to 
remember

JEREMY KENNETT
Communications  
Coordinator,  
North Western  
Melbourne Primary  
Health Network

http://www.croakey.org
http://www.croakey.org
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What we got was so much more. From the proud 

history of the Victorian Aboriginal Health Service 

(VAHS) rising from very humble beginnings to be  

a champion of Aboriginal health and community,  

to the importance of dignity and connection to 

mental health at St Vincent’s Hospital, we saw the 

strength and commitment that keeps the system 

together in the face of so many challenges.

We heard of the discrimination faced by people 

in the LGBTIQ community while visiting Drummond 

St Services (DSS) and heard the frustration of local 

GP Associate Professor Ralph Audehm as he spoke 

about how the system is too often failing people.

‘I’ve seen the gradual degradation of mental 

health services over the last 20 years and it’s just 

been so hard to see’, A/Prof. Audehm said at the 

last stop of the walk. ‘I was on the front cover of 

Australian Doctor talking about my concerns about 

mental health back in the 90s. And here I am  

in front of you guys, talking about my concerns 

about mental health, and nothing’s changed.’

Access was a recurring issue for all speakers on 

the walk, from the need for people to be treated  

in a culturally appropriate and respectful way,  

to more consistent availability of services for  

people in crisis.

‘There needs to be a no-wrong-door approach’, 

A/Prof. Audehm said. ‘We need to be able to refer 

somewhere with confidence, to know that yes,  

they will accept the referral.’

It wasn’t only the speakers at the scheduled 

stops at VAHS, St Vincent’s Hospital, DSS and 

Carlton Family Medical that broadened our 

understanding. It was the around 100 walkers and 

participants who joined in on the day, and the 

hundreds more following digitally, that challenged 

and inspired us with their insights.

Some people shared their experiences of not 

being able to find the right care for themselves 

or their loved ones, while others talked about the 

impact of mainstream health services staff not 

being appropriately trained to deal with mental 

“Access was a recurring issue for all speakers 
on the walk, from the need for people to be 
treated in a culturally appropriate and respectful 
way, to more consistent availability of services 
for people in crisis.” 



The Health Advocate  •  OCTOBER 2019    41

BRIEFING

health issues. One walker cast her mind to all  

the people who did not live to access a service 

that could help them through their mental  

health issues.

But there was positivity too, with people sharing 

their stories of recovery, and of the innovative 

services and dedicated providers that helped  

them get there. 

NWMPHN will use all these conversations and 

contributions to help inform our Regional Mental 

Health and Suicide Prevention Plan and future 

activity in mental health and emotional wellbeing. 

But the impact of the day will go far beyond 

that. Connections were made that will put our 

organisation in a stronger position to deliver  

better care for everyone in our region.

The day was not only about NWMPHN.  

Ian Ferretter from Gambler’s Help West was  

one of the many walkers who formed connections 

that will potentially lead to better mental health  

in the community.

‘I’ll admit that I was skeptical when I first  

heard about it [CroakeyGo])’, Mr Ferretter said. 

‘But I’ve met at least six other organisations  

that I never would have otherwise.’

As walkers rested weary feet and enjoyed a  

well-earned coffee, NWMPHN CEO Adjunct 

Associate Professor Christopher Carter wrapped  

up the day with some key takeaway messages.

‘Don’t assume’, A/Prof. Carter posted—’listen  

to communities and service providers’.

‘Do things differently. Take a chance, be 

brave. Think about the differences and the 

commonalities.

‘As humans, planners, funders, citizens,  

we need to talk to each other more. Our shared 

and collective experience makes us stronger.’

The ‘walk and talk’ CroakeyGO experience was  

a solid contributor and enabler to opening up  

these connections and experiences in North 

Western Melbourne.  ha
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IN DEPTH

Expansion of  
Integrated Diabetes Education  
and Assessment Services  
for Type 2 Diabetes

What is IDEAS?
The Integrated Diabetes Education and Assessment 

(IDEAS) program in the Eastern Melbourne Primary 

Health Network region provides comprehensive 

medical and allied health consultations, including 

risk assessment, for people with type 2 diabetes. 

IDEAS is provided by Carrington Health, and its 

partners Access Health and Community, Eastern 

Access Community Health, and Eastern Health.  

The initiative is supported by Australian Government 

funding under the PHN program.

The program supports people with diabetes to 

improve their own health in a community setting 

instead of in hospital. A GP referral is needed.  

The care team comprises an endocrinologist, 

diabetes nurse educator, podiatrist and dietitian, 

who provide support and education covering 

physical health, diet and other lifestyle factors. 

Expansion to Lilydale
IN 2019 the program was recently expanded to 

Lilydale, in partnership with Inspiro Community 

Health Service. 

The IDEAS Lilydale site was chosen to meet the 

needs of people living in the Yarra Ranges area, 

which has one of the highest rates of preventable 

hospital admissions for Type 2 Diabetes in east 

and north-east Melbourne. In 2016–17, in the Yarra 

Ranges area, there were 223 potentially preventable 

diabetes-related hospitalisations.

At the launch of the Lilydale service Federal 

Member for Casey, the Hon. Tony Smith MP, 

New community diabetes service changing lives in Lilydale, Victoria. 
Eastern Melbourne Primary Health Network

IDEAS—results at a glance
• Mean reduction in HbA1c over six months 

of 1.16% for patients starting with a 
HbA1c greater than 7%, demonstrating 
IDEAS is effective at supporting people 
to manage and lower their blood sugar 
levels.  

• 95% of people referred by their GP for 
Type 2 Diabetes to Eastern Health’s 
specialist diabetes clinics are now having 
their diabetes managed closer to home  
at an IDEAS clinic.

• 94.2% of patients reported a good, very 
good or excellent experience with IDEAS.
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highlighted the enormous impact of Type 2 

Diabetes on the health and wellbeing of the 

Lilydale community.

‘In the Yarra Ranges we see high numbers of 

people admitted to hospital due to complications 

from Type 2 Diabetes. This service works to directly 

address this by treating people in a community 

setting, often closer to home, with a care team 

they can build rapport with’, he said. 

EMPHN CEO, Robin Whyte also emphasised the 

greater local access to services for people living 

with and managing their diabetes: ‘The specialised 

care team at IDEAS aims to prevent people’s 

symptoms worsening and requiring hospitalisation 

by providing effective management and treatment.’

Carrington Health General Manager Partnerships 

and Service Development, Carina Martin, said the 

program had worked well in other nearby areas. 

‘For the last 10 years IDEAS has brought diabetes 

specialists, nurses and people with diabetes 

together as a team with great results and we’re 

excited to be able to bring this service to Lilydale’, 

she said.   ha

Eastern Melbourne PHN is a Primary Health 
Network funded by the Australian Government 
to improve the care and support people receive 
from health services. We aim to improve the 
health of our community by ensuring people 
receive the right care, in the right place,  
at the right time. www.emphn.org.au  

Carina Martin, Carrington Health; Sue Sestan, Inspiro; Cr Tony Stevenson, Mayor Yarra Ranges Council; Federal Member 
for Casey the Hon. Tony Smith MP; Robin Whyte, Eastern Melbourne PHN; and Dr Chris Gilfillan, Eastern Health at the 
IDEAS clinic Lilydale launch.

http://www.emphn.org.au
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PROFESSOR  
JENNIFER TIEMAN 
Director, Matthew Flinders 
Fellow, Research Centre 
in Palliative Care, Death 
and Dying, Flinders 
University

The ELDAC 
Care Model

Australia’s ageing population means there is an 

increasing number of people aged 65 years or 

older. As most deaths in Australia occur among 

older people (66% of deaths occur in people aged 

75 years or over), aged care staff and services are 

increasingly providing care for clients and residents 

who are coming to the end of their life. ELDAC (End 

of Life Directions for Aged Care) aims to support 

the aged care sector by providing information 

and toolkits for palliative care and advance care 

planning, and by facilitating linkages between  

aged care, palliative care and primary care.

Early in the development of ELDAC, we reviewed 

the national palliative care and advance care 

planning policies and the frameworks used in 

major palliative care projects. As there are already 

well-established programs of work in palliative care 

and advance care planning, understanding their 

core elements would help provide consistency 

between sectors and activities. 

This document review aimed to identify the 

core elements of palliative care and advance care 

planning that were being used consistently across 

Australia. The findings would form the basis for a  

care model that could help staff and services to 

consider and manage key care issues in the  

last phase of life when a person progresses 

toward death. 

Twelve major documents were examined, 

including the National Palliative Care Standards 

and Service Development Guidelines (Palliative 

Care Australia); National Consensus Statement  

on End of Life (Australian Commission for Safety 

and Quality in Healthcare); National Palliative  

Care Strategy (Australian Government Department 

of Health); and six projects funded under the 

National Palliative Care Program.

A review of these policies and project practice 

frameworks showed there were common core 

elements in identification, care planning and care 

delivery. In essence, the key processes were:

• advance care planning, to be aware of the 

wishes and preferences of the individual;

• recognising end of life by proactively considering 

whether the person could have changes 

indicating that death is foreseeable;

• assessing palliative care needs, to enable 

comprehensive identification and planning  

of care;

• providing palliative care, including delivering 

care, reassessing needs and monitoring for 

changes;

Making sense of care at the end of life.
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• working together as a team to meet the specific 

needs of the individual;

• responding to deterioration so that changing 

needs are identified, and care plans updated  

to meet new care needs;

• managing dying with an appropriate plan for  

the last days of life; and

• bereavement, so that family, friends, residents 

and staff are supported with grief and loss.

This model is represented in the ELDAC Care 

Model (see illustration). The model is a simple 

and coherent guide that enables care providers to 

understand aspects of care and to recognise that 

care needs may change over time. It is sufficiently 

flexible that it can be used to support ELDAC 

project activities at the individual, team, service 

and system level.

We have used this model in most components 

of the ELDAC project. It is also the basis for the 

organisation of content in the Residential Aged 

Care, Home Care and Primary Care toolkits. 

It forms the framework for content in the 

Information and Services section of the website. 

Staff working in the sector engagement project 

also introduce services to the ELDAC Care Model, 

and it is being used in the work on a digital 

dashboard.

If you want to find out more about the ELDAC 

Care Model, there is a handy infographic available 

that provides an overview. You can print or share 

this with others in your service. Find out more 

about ELDAC at www.eldac.com.au.  ha

This article was originally published by 
CareSearch Palliative Care Knowledge Network. 
The original version is here (www.caresearch.
com.au/caresearch/TabId/3781/ArtMID/6000/
ArticleID/886/Making-sense-of-care-at-the-end-
of-life-The-ELDAC-Care-Model.aspx).

IN DEPTH

https://www.eldac.com.au/Portals/12/Forms/Resources/ELDAC_Care%20Model.pdf
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https://www.eldac.com.au/tabid/5371/Default.aspx
https://www.eldac.com.au/Portals/12/Forms/Resources/ELDAC_Care%20Model.pdf
http://www.eldac.com.au
http://www.caresearch.com.au/caresearch/TabId/3781/ArtMID/6000/ArticleID/886/Making-sense-of-care-at-the-end-of-life-The-ELDAC-Care-Model.aspx
http://www.caresearch.com.au/caresearch/TabId/3781/ArtMID/6000/ArticleID/886/Making-sense-of-care-at-the-end-of-life-The-ELDAC-Care-Model.aspx
http://www.caresearch.com.au/caresearch/TabId/3781/ArtMID/6000/ArticleID/886/Making-sense-of-care-at-the-end-of-life-The-ELDAC-Care-Model.aspx
http://www.caresearch.com.au/caresearch/TabId/3781/ArtMID/6000/ArticleID/886/Making-sense-of-care-at-the-end-of-life-The-ELDAC-Care-Model.aspx
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The Australian Healthcare 

and Hospitals Association 

(AHHA) is the ‘voice of public 

healthcare’. We have been 

Australia’s independent peak 

body for public and not-for-

profit hospitals and healthcare 

for over 70 years.

Our vision is a healthy 

Australia, supported by the 

best possible healthcare 

system. AHHA works by bringing 

perspectives from across the 

healthcare system together 

to advocate for effective, 

accessible, equitable and 

sustainable healthcare focused 

on quality outcomes to benefit 

the whole community.

We build networks, we share 

ideas, we advocate and we 

consult. Our advocacy and 

thought leadership is backed by 

high quality research, events 

and courses, consultancy 

services and our publications.

AHHA is committed to working 

with all stakeholders from 

across the health sector and 

membership is open to any 

individual or organisation whose 

aims or activities are connected 

with one or more  

of the following:

• the provision of publicly-

funded hospital or healthcare 

services

• the improvement of 

healthcare 

• healthcare education  

or research

• the supply of goods and 

services to publicly-funded 

hospitals or healthcare 

services.

Membership benefits include:
• capacity to influence health 

policy

• a voice on national advisory 

and reference groups

• an avenue to key stakeholders 

including governments, 

bureaucracies, media, like-

minded organisations and 

other thought leaders in the 

health sector

• access to and participation  

in research through the 

Deeble Institute for Health 

Policy Research

• access to networking 

opportunities, including  

quality events

• access to education and 

training services

• access to affordable and 

credible consultancy 

services through JustHealth 

Consultants

• access to publications and 

sector updates, including: 

-Australian Health Review 

-The Health Advocate 

-Healthcare in Brief 

- Evidence Briefs and  

Issues Briefs.

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

Become an  
AHHA member
Help make a difference on health policy, share innovative ideas 
and get support on issues that matter to you – join the AHHA.
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AHHA Board 
The AHHA Board has overall 
responsibility for governance 
including the strategic direction 
and operational efficiency of  
the organisation.

Dr Deborah Cole (Chair) 
Dental Health Services Victoria

Dr Michael Brydon 
University of Notre Dame

Dr Hwee Sin Chong 
Darling Downs Health and 
Hospital Service

Mr Nigel Fidgeon 
Australian and New Zealand 
College of Anaesthetists

Ms Lynelle Hales 
Sydney North Primary  
Health Network

Ms Chris Kane 
Western Australia Primary  
Health Alliance

Dr Keith McDonald 
South West Sydney Primary 
Health Network

Ms Susan McKee 
Dental Health Services Victoria

Ms Suzanne Miller 
Nexus Primary Health

Ms Joy Savage 
Cairns Health and Hospital 
Service

AHHA National Council
The AHHA National Council 
oversees our policy development 
program. 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 Lisa Robey 
Engagement and Business 
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Other organisations support  
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and program support.
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Deakin ACT 2600
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WHO WE ARE
Established by the Australian Healthcare and 
Hospitals Association, the Australian Centre for 
Value-Based Health Care’s vision is for a healthy 
Australia, supported by the best possible health 
care system. 

We will do this by pursing the creation of a  
system where health care is funded and  
delivered with a prime focus on outcomes 
achieved at an affordable cost for  
patients and the health system.

OUR AIMS
In collaboration with our supporters and  
partners, the Centre aims to:

• To increase knowledge and understanding of the  
principles of value-based health care

• To build the skills required to successfully implement  
value-based health care

• To influence public policy to enable the transition to value-
based health care, focused on outcomes and patient-centred 
models of care and supported by innovative funding models

• To curate and share best practice examples, theory and 
research on value-based health care

• To be recognised as the Australian thought leadership 
organisation for value-based health care

valuebasedcareaustralia.com.au
aushealthvalue

w:

The Australian Centre for Value-Based Health 
Care acknowledges the World Economic 
Forum definition of value:

The health outcomes that 
matter to patients relative to 
the resources or costs required.

COLLABORATE WITH US
The Centre is actively seeking partners and supporters to get involved with our 
research, events, education and training. We are also actively seeking financial 
supporters who are able to fund pilots and research. For more information on how 
your organisation can become an Australian Centre for Value-Based Health Care 
partner, contact value@ahha.asn.au. 


