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On 12 June 2020, AHHA announced the appointment 
of the Hon. Jillian Skinner as Chair of its Board from 
1 July 2020. Jillian succeeds former Board Chair  
Dr Deborah Cole.

Jillian Skinner is an outstanding health leader, 
a former NSW Health Minister, and a long-time 
advocate for a strong public health system for  
all Australians.

As Health Minister, Mrs Skinner advocated for 
reforms to support better integrated care across the 
primary and acute sectors, for equity issues, and for 
strong and effective regional governance in the NSW 
public hospital system.

Since retiring from politics, Mrs Skinner has 
continued to contribute very actively to improving 
healthcare for Australians, including through 
academic appointments and as a member of the 
Board of the Children’s’ Cancer Institute Australia, 
and of the Cancer Australia Advisory Council.

Jillian is also Chair of the Advisory Board of 
OUTBREAK, a consortium of 26 researchers across 
13 organisations that has received a Medical Research 
Future Fund Frontier Grant to address antimicrobial 
resistance.

What does this appointment to  
the Board mean to you?
I am honoured to have been invited to Chair the 
Board of the AHHA and I look forward to supporting 

the Directors and the excellent staff in the relevant, 
high quality proposals they develop as advocates for 
public health care in Australia.  

The Association’s vision of ‘A healthy Australia, 
supported by the best possible healthcare system’ 
was the vision I had for NSW Health as I developed 
policies and strategic directions over many years in 
Parliament both as Shadow then Health Minister in 
NSW. So, it is with great enthusiasm that I take up 
this role.

What type of tasks are required  
of you as part of the Board?
As the first Independent Chair, my role will be  
to support the Directors of the Board, the staff  
and the AHHA Members who represent a broad  
cross-section of the health sector Australia-wide.  
I am very fortunate to be following Dr Deborah Cole 
who has ensured the AHHA’s reputation for timely 
and excellent advice continues to earn a great deal 
of respect.

How important is it to have more women 
on health services boards in Australia?
I have been an outspoken advocate for the 
appointment of more women on Australian boards.  
There are so many meritorious women who can and 
should be heard at board level. Fortunately, the 
health sector (in New South Wales at least where my 

FROM THE AHHA DESK

An interview with new 
AHHA Board Chair,  
the Hon. Jillian Skinner
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involvement has been greatest) has been served well 
by many fabulous women leaders. They show the 
value of women’s involvement at the highest levels.

What are some of the challenges faced  
by the public healthcare system?
Public healthcare across the world has faced the 
challenge of growing demand in an ageing society 
while achieving best possible, timely outcomes for 
individuals, whether they be patients or people for 
whom preventive measures will be of great benefit. 
The Covid-19 pandemic has put enormous pressure  
on public healthcare everywhere and I believe we 
can be very proud of the way the Australian system 
has provided wonderful compassionate care to all 
who need it.

What are some of the reforms you hope  
to bring to the public health sector?
Lessons learnt from the way we dealt with the 
COVID-19 pandemic must not be lost. And I am 
delighted that the AHHA has already developed 
papers on the importance of building on measures, 
such as extended telehealth services which better 
support the vulnerable. 

There is much to be done in this regard as it’s not 
just about linking patients and clinicians by phone or 
video. It’s about ensuring the patient is at the centre 
of ethical healthcare; that their privacy is respected, 

that they have access to the technology that will 
allow them to participate and that they understand 
how it works. It will be about educating patients  
and clinicians alike; ensuring electronic records are 
cross-sectoral and that collaboration and data  
sharing is key.

The reforms I will continue to advocate are the 
reforms that were important to me as Health 
Minister—reforms that are shared by those at AHHA—
such as equitable access to health care no matter 
who you are or where you live, extended access 
to Palliative Care, increased roles of Allied Health 
professionals, greater integration of care, including 
development of new models of care, and funding 
models that support health reform that responds  
to emerging issues. 

How does the Australian healthcare 
system compare to other countries?
Superbly!  I believe we have one of the best health 
systems in the world.  ha

“The Covid-19 pandemic has put 
enormous pressure on public 
healthcare everywhere and I 
believe we can be very proud of 
the way the Australian system has 
provided wonderful compassionate 
care to all who need it.”
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Welcome to our COVID-19 themed August 2020 
issue of The Health Advocate. The response from 
members and others to our call for articles has been 
overwhelming, leading to the biggest issue we have 
ever published. 

While it’s new times for The Health Advocate, so it 
is for AHHA as well, as we welcome a new Board 
Chair, the Hon. Jillian Skinner, and say goodbye to 
Dr Deborah Cole, who has fulfilled the role with 
distinction over the last 3 years, but will continue to 
be associated with AHHA as Immediate Past Chair on 
the Board, and in chairing the Australian Centre for 
Value-Based Health Care Advisory Committee. 

Change is in the wind for our health system as well, 
and many of the articles in this issue of THA highlight 
new ways of doing things and new ways of thinking.  
AHHA has been active on several fronts in that space 
too, and I’d like to share with you a couple of our 
recent efforts.

Time to do things differently
COVID-19 has undoubtedly provided the challenge  
of the century to our health system, but it has also 
kick-started some much-needed disruption to areas  
of healthcare which have been characterised by 
inertia and an unwillingness of both funders and 
providers to do things differently, regardless of the 
opportunities available. 

Telehealth and virtual healthcare stand out as 

opportunities which should continue to be leveraged 
in a post-pandemic world. Patients rightly expect that 
the positive benefits experienced with these models 
of care during COVID-19 will continue now and into 
the future.

Telehealth
In a Perspectives Brief, Providing telehealth in general 
practice during COVID-19 and beyond, published by 
our Deeble Institute for Health Policy Research in 
July, South Australian GP Dr Chris Bollen and Deeble 
Institute Director Dr Rebecca Haddock provide case 
studies which demonstrate the opportunities to 
improve health outcomes and patient experience  
of care through use of telehealth consultations in 
general practice.

Six case studies demonstrate ‘at the coalface’ how 
telehealth can benefit GPs, maximise equity of access 
to healthcare, and support patients in developing 
their own health knowledge and skills. 

They include team-based care models using telehealth 
and primary care nurses to improve management 
of chronic disease, especially in older patients with 
multiple and complex chronic conditions.

Co-author of the Perspectives Brief, Dr Chris Bollen, 
said GPs were finding that their daily workflows had 
changed for the better through having telehealth 
consultation options as well as traditional face-to-face 
contact with patients. 

Now is not the  
time to shy away  
from innovation— 
and health reform

ALISON VERHOEVEN 
Chief Executive 
AHHA

https://ahha.asn.au/sites/default/files/docs/policy-issue/perspectives_brief_no_10._providing_telehealth_in_general_practice_0.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/perspectives_brief_no_10._providing_telehealth_in_general_practice_0.pdf
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CHIEF EXECUTIVE UPDATE

Now is not the  
time to shy away  
from innovation— 
and health reform

Virtual health care
A second AHHA report, The effective and sustainable 
adoption of virtual health care builds on the general 
practice case studies, and calls for sustained policy 
efforts across big-picture areas such as funding, 
governance and workforce in order to embed 
sustainable long-term virtual health care models.

During the pandemic period, GP and outpatient clinic 
visits have been substituted with phone calls and 
videoconferencing; there have been some limited 
functional improvements such as e-prescribing; and  
in some places, such as in ‘virtual hospitals’, there  
has been some redesign of tasks and processes.

However, a forward-looking approach to virtual 
health care would involve planning to embrace the 
opportunities which may be available, for example, 
through remote monitoring, data-driven quality 
improvement, artificial intelligence and other 
innovations, to create new models of care.

Importantly, it will require more than policy-making 
on the run, such as the recent ‘stage 7’ telehealth 
decision by the Australian Government where 
telehealth GP providers need to have an existing  
and continuous relationship with a patient—defined  
as seeing that patient in the last 12 months—in order  
to provide MBS-funded telehealth services.

While this may stop the ‘pop-up’ online services 
opposed by doctor organisations, and limit 
opportunities for over-servicing, it will also be a 
huge barrier for rural communities where access to 
any GP can be a problem, for healthy people who 
infrequently see their GP, people whose local practice 
is booked out for weeks, those requiring sexual and 
reproductive health services, and people who want  
to change doctors. Providers must also recognise  
that for personal reasons, people may prefer to 
seek care away from their regular GP for some very 
sensitive matters.

At AHHA we think key areas of focus to maximise  
the long-term benefits of virtual health care include:

• Patient-centredness, including codesign with 
patients, and measuring what matters to patients;

• Equity, including proactive efforts to ensure 
affordability, equitable access to technology and 
digital literacy;

• Cross-sector leadership and governance, across 
jurisdictions and the primary and acute care 
sectors, and in partnership with industry and 
researchers;

• Digitally-capable health workforce development, 
prioritising team-based care and new roles needed 
to optimise integration of technology into health 
care;

• Interoperability, standards and quality assured 
technology; and

• Funding for reforms, including better use of data 
and evaluation.

Big picture thinking needed
Now—more than ever—as we face the most significant 
health and economic challenges experienced in a 
century, we need big-picture thinking and serious 
policy reform efforts that are agile and innovative.

We cannot shy away from disruptive thinking and the 
need to do business differently in order to achieve 
better results that take full advantage of the modern 
technologies available to us. 

Equally, we should not sacrifice new thinking in order 
to maintain current healthcare practices, processes 
and professional interests.

Providing telehealth in general practice during 
Covid-19 and beyond is available at ahha.asn.au/sites/
default/files/docs/policy-issue/perspectives_brief_
no_10._providing_telehealth_in_general_practice_0.
pdf.

The effective and sustainable adoption of virtual 
health care is available at ahha.asn.au/sites/default/
files/docs/policy-issue/ahha_blueprint_supplement_-_
adoption_of_virtual_health_care_-_july_2020_0.pdf. ha

https://ahha.asn.au/sites/default/files/docs/policy-issue/ahha_blueprint_supplement_-_adoption_of_virtual_health_care_-_july_2020_0.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/ahha_blueprint_supplement_-_adoption_of_virtual_health_care_-_july_2020_0.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/perspectives_brief_no_10._providing_telehealth_in_general_practice_0.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/perspectives_brief_no_10._providing_telehealth_in_general_practice_0.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/perspectives_brief_no_10._providing_telehealth_in_general_practice_0.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/perspectives_brief_no_10._providing_telehealth_in_general_practice_0.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/ahha_blueprint_supplement_-_adoption_of_virtual_health_care_-_july_2020_0.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/ahha_blueprint_supplement_-_adoption_of_virtual_health_care_-_july_2020_0.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/ahha_blueprint_supplement_-_adoption_of_virtual_health_care_-_july_2020_0.pdf
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24 JULY 2020

Virtual health care needs to be part of a new 
—not old—health system 
The rapid uptake of telehealth during COVID-19 
has highlighted the opportunities offered by virtual 
health care technologies.

But virtual health care—that is, care at a 
distance—is more than using telephone and video 
calls as a substitute for traditional doctor-to-
patient face-to-face care.

To limit virtual healthcare in this way is to 
squander the opportunity for healthcare reform 
and a better health system in the longer term—and 
that is the main message from our report published 
today, The effective and sustainable adoption of 

virtual health care.

So far, we’ve substituted GP and outpatient clinic 
visits with phone calls and videoconferencing; 
we’ve made some limited functional improvements 
such as e-prescribing; and in some places, such 
as in “virtual hospitals”, there has been some 
redesign of tasks and processes.

However, a forward-looking approach to virtual 
health care would involve planning to embrace the 
opportunities which may be available, for example, 
through remote monitoring, data-driven quality 
improvement, artificial intelligence and other 
innovations, to create new models of care.  ha

AHHA in the news
FROM THE AHHA DESK
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https://ahha.asn.au/sites/default/files/docs/policy-issue/ahha_blueprint_supplement_-_adoption_of_virtual_health_care_-_july_2020_0.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/ahha_blueprint_supplement_-_adoption_of_virtual_health_care_-_july_2020_0.pdf
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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

23 JULY 2020

Nation’s health report looks in 
rear view mirror: real-time data 
needed 

It’s high time the nation’s two-yearly Australia’s 

Health report talked about what’s happening now 
rather than what happened years ago.

Australia’s Health 2020 was released in July 
by the Australian Institute of Health and Welfare 
(AIHW), the government statutory agency 
responsible for health and welfare statistics.
The AIHW does valuable work, and the Australia’s 

Health report is a useful compendium of all their 
work in health statistics.

But it’s old-fashioned, it is of a time when timely 
national data on health was hard to come by,  
so we were happy with our perception of current 
reality being based on data that was up to 4 years 
old—as is still the case with cancer data.

But that was then, this is now—COVID-19 has 
exposed many cracks in our health system, 
including the absolute need for real-time health 
data. 

And the AIHW needs the backing of all 
governments and healthcare providers in order  
to make this happen.  ha 

20 JULY 2020

Telehealth during and beyond 
COVID-19: listen to patients 
Patients rightly expect that the positive benefits 
experienced with telehealth during COVID-19 will 
continue now and into the future’, says Alison 
Verhoeven, Chief Executive of the Australian 
Healthcare and Hospitals Association (AHHA).

The AHHA’s Deeble Institute for Health Policy 
Research has released a Perspectives Brief, 
Providing telehealth in general practice during 

COVID-19 and beyond, by South Australian GP Dr 
Chris Bollen, and Deeble Institute Director  
Dr Rebecca Haddock.

Full credit is due to the Australian Government 
for broadening the use of telehealth during the 
COVID-19 crisis. Health Minister Greg Hunt has 
also indicated support in principle for telehealth 
consultations to continue beyond September when 
the current arrangements expire.

At AHHA we hope that in formulating future 
telehealth policies for general practice, the 
Government will listen to patients, and take into 
account what worked best for them in order to 
make lasting improvements to the system.

We also trust that the Government will 
specifically consider telehealth care models better 
suited to team care arrangements for chronic 
disease management, especially in older patients 
with multiple and complex chronic conditions.

And finally, we urge the Government to 
anticipate the opportunities that telehealth 
and other virtual healthcare methods could 
provide that will not only produce better patient 
outcomes, but help keep the whole health system 
sustainable.  ha 

https://ahha.asn.au/sites/default/files/docs/policy-issue/perspectives_brief_no_10._providing_telehealth_in_general_practice_0.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/perspectives_brief_no_10._providing_telehealth_in_general_practice_0.pdf
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AHHA in the news

FROM THE AHHA DESK

30 JUNE 2020

Throw away patch protection in 
the interests of patients, says 
retiring Board Chair
‘Let’s re-imagine healthcare—and start by working 
together to produce outcomes that matter to 
patients’, says Dr Deborah Cole, retiring Chair 
of the Board of the Australian Healthcare and 
Hospitals Association (AHHA).

‘The current COVID-19 pandemic has highlighted 
that we have very little excess capacity in our 
health system to meet the chronic care needs of  
a growing and ageing population. 

‘We need to use our scarce health labour 
workforce wisely. And that means breaking down 
some traditional, and I would say out-of-date and 
illogical, care barriers.

‘Why are some healthcare groups so protective 
of their patches? Because the services are in 
demand! 

‘But we need to ensure we have the right 
workforce in place to meet patient needs,  
or we will continue to experience higher prices, 
longer waiting times and clinics—especially in 
regional areas—where the books are closed to  
new patients.

‘And with a shortage of readily available, 
accessible and affordable services in the 
community, we have extra pressure on public 
hospitals because people find they have nowhere 
else to go.

‘To provide the right service, by the right person 
at the right time and in the right place, health 
practitioners should work to top-of-scope as much 
as possible—not the whole scope—particularly 
when there are some parts of their jobs where 
others are just as capable of providing that service 
to the highest standard at a lower cost.  ha 

23 JUNE 2020

Rural Health Commissioner’s 
report on allied health services 
welcome 
We welcome the Rural Health Commissioner’s 
recently-released report on improving and 
sustaining the quality and availability of allied 
health services in rural and remote areas.

The report will act as a much-needed catalyst  
to setting up systems that are locally-run and 
where services and training are integrated in a 
single professional pathway that leads to fulfilling 
local jobs.

We strongly advocated for a ‘Grow your own’ 
allied health training system in rural areas. We 
therefore support the report’s focus on retaining 
people of rural origin, or who have positive 
experiences in rural areas in their early training. 

We also support the report’s advocacy for 
greater participation by Indigenous Australians 
in providing culturally appropriate high-quality 
allied health services. But we would like to see 
these efforts formally integrated with the National 
Aboriginal and Torres Strait Islander Health 
Workforce Plan currently being developed by the 
Commonwealth with the agreement of the states 
and territories.

While efforts to build and provide allied 
health services must be locally-driven, the 
system as a whole will need national leadership 
and coordination—not only across states and 
territories, but across various sectors such as 
health, education, disability and aged care.

We are therefore pleased that the Commissioner 
has recommended the appointment of a Chief 
Allied Health Officer. The coordination and 
implementation challenges will be considerable, 
but are the price of much-needed reform. ha 
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COVID-19 and 
its impacts on 
Aboriginal and 
Torres Strait 
Islander people

DR CHRIS BOURKE 
Strategic Programs 
Director, Australian 
Healthcare and Hospitals 
Association

The fast and comprehensive action taken 
by Aboriginal Community Controlled Health 
Organisations (ACCHOs) facing the emerging 
COVID-19 pandemic early this year was very 
successful. By early May 2020, only 55 cases  
were reported among people identifying as 
Aboriginal and/or Torres Strait Islander, 0.8%  
of all cases tested. No cases were reported in 
remote or very remote communities.

Public health philosophy adopted
It all began in January when the devastating 
potential that COVID-19 could wreak upon 
communities was immediately recognised by 
Aboriginal and Torres Strait Islander health leaders. 
Working with Aboriginal and Torres Strait Islander 
health experts they determined that a public 
health philosophy was required for a campaign to 
reduce the risks of the pandemic, with a strong 
focus on the social determinants of health. 

For example, the pre-existing grossly inadequate 
housing in many communities is well-known, 
with much higher rates of crowded households in 
remote communities (34%) compared with urban 
areas (8%). A recent research report, arising from a 
partnership between the University of Queensland 
and Anyinginyi Health Aboriginal Corporation in 
the Northern Territory’s Barkly region, found that 
extreme overcrowding combined with broken-down 
bathroom and laundry facilities severely increased 
the transmission risk of preventable, hygiene-
related infectious diseases like COVID-19. Not only 
is the housing supply inadequate but the housing 
itself is inadequate in many remote communities.

The campaign steps were created by Aboriginal 
and Torres Strait Islander people, health groups 
and organisations for Aboriginal and Torres 
Strait Islander people and communities. They 
have included culturally appropriate awareness 
campaigns for Aboriginal and Torres Strait  > 
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Islander communities, along with detailed planning 
for prevention and primary healthcare responses. 

COVID-19 news alerts, and web posts on blogs 
and across social media platforms were deployed, 
along with a dedicated COVID-19 web page on the 
National Aboriginal Community Controlled Health 
Organisation (NACCHO) website. 

Vulnerable communities in regional areas, close 
to centres of infection, were specifically identified 
for targeted preventive activity. 

Aboriginal Community Controlled  
Health Organisation efforts
On the ground, Aboriginal Community Controlled 
Health Organisations (ACCHOs) were kept busy 
facilitating telehealth consultations, providing flu 
vaccinations, and arranging home visits for Elders 
and those in self-isolation, as well as keeping 
clinics open for patients. 

These comprehensive primary healthcare 
services continued supporting their communities, 
particularly those with chronic conditions, 
despite critical staff and equipment shortages 
and the complexities of working in locked-down 
environments. 

On top of this clinical effort, ACCHOs developed 
and implemented awareness and health promotion 
campaigns throughout their communities including 
developing culturally-specific health promotion 
resources in conjunction with Aboriginal health 
professionals. In remote communities planning  
was undertaken for isolation and quarantine 
spaces, as well as preparations for community-
wide screening. 

Advocacy
At the political level, strenuous advocacy from 
Aboriginal and Torres Strait Islander health leaders 
resulted in visitor restrictions for vulnerable 
remote communities, Commonwealth Department 
of Health supported GP respiratory clinics in 
ACCHOs, and the rollout of rapid testing to help 
safeguard remote communities. 

Rapid testing, producing results within a 
few hours, was important for many remote 
communities ,where people had previously  
been waiting for up to 10 days for test results. 

Advocacy was also successful in persuading both 
the Australian Government and National Cabinet 
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to positively and collaboratively fund and support 
the measures created and driven by Aboriginal and 
Torres Strait Islander people, health groups and 
organisations. This partnership has been recognised 
as crucial to the successful response to date.

Lessons and messages
The outcomes for Aboriginal and Torres Strait 
Islander communities during the early stages of 
the COVID-19 pandemic in Australia exemplify the 
importance of Aboriginal and Torres Strait Islander 
leadership, control and accountability. 

Unfortunately, the strengths and capabilities  
of Aboriginal and Torres Strait Islander people,  
and their organisations, are often omitted from  
the prevailing deficit discourse that permeates 
national discussion about health and healthcare  
for Aboriginal and Torres Strait Islander people. 

We need to shift into talking about the resilience 
and strength of Aboriginal and Torres Strait 
Islander people and acknowledge their success. 
Strength-based approaches to providing healthcare 
for Aboriginal and Torres Strait Islander people 
are well documented within the health literature 

and government policy; this way of thinking is no 
longer new ground and unfamiliarity should not  
be excused. 

Building upon the strength-based philosophy 
enables and encourages consideration about the 
cultural determinants of health as well as the 
broader socioeconomic structures and racism  
that affect the health and health care of Aboriginal 
and Torres Strait Islander people.

Finally, a cornerstone of the Reconciliation 
movement is that non-Indigenous Australians can 
learn from Aboriginal and Torres Strait Islander 
knowledge and customs. This is intended to build 
an Australian society that values and recognises 
Aboriginal and Torres Strait Islander cultures and 
heritage as a proud part of our shared identity. 

In this case, the lessons from the COVID-19 
pandemic are there to be grasped and absorbed—
they include rapidly applying public health 
principles, knowing how to successfully reach 
and activate communities, and advocacy from 
a leadership that has attracted government 
attention.  ha 

“A recent research report, arising from a partnership between 
the University of Queensland and Anyinginyi Health Aboriginal 
Corporation in the Northern Territory’s Barkly region, found that 
extreme overcrowding combined with broken-down bathroom 
and laundry facilities severely increased the transmission risk of 
preventable, hygiene-related infectious diseases like COVID-19.”
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Over the past decade there has been a growing 
realisation of the need to reform health and care 
systems in Australia to better coordinate care, 
improve quality and promote value. 

For example, recent reports such as the 2017 
Productivity Commission’s Shifting the Dial and 
the 2018 CSIRO report Future of Health criticised 
the existing disease-based, episodic, medically-
dominated and institutionally- led characteristics 
of the Australian health system as being unable 
to respond effectively to the new challenges of 
age-related chronic illnesses and the very high 
percentage of Australians living in ill-health. 

A more person-centred and integrated approach 
was required, including a shift in funding away 
from rewarding volume to incentivising value, 
empowering consumers, addressing health 
inequality, unlocking the value of digital health, 
and building integrated care solutions and new 
workforce skills. 

Indeed, almost all States and Territories across 
Australia—to different degrees of coherence and 
intensity—have developed policies and programs 
in this space. Despite progress, the compelling 

case for integrated care as central to healthcare 
reform activities appears missing—or at least is 
subordinate to other priorities and concerns, many 
of which largely preserve the status quo (see 
Goodwin 2019 Taking integrated care forward in 
Australia: an international perspective, available at: 
https://integratedcarefoundation.org/wp-content/
uploads/2019/03/2.-Taking-integrated-care-forward_
Commentary_N-Goodwin.pdf).

Moreover, where it is politically driven the 
hardest, ‘integrated care’ has become code for 
hospital avoidance strategies to reduce costs rather 
than improving care and outcomes for people in 
ways that add value.

The impact of COVID-19 has thrown into sharp 
relief the problems that fragmented health and 
care systems face in adapting to crises that 
require an urgent and collaborative response. 
The disproportionate impact of the pandemic 
on, for example, ethnic minority and Indigenous 
populations; older people living in residential aged 
care facilities; those living in rural and remote 
communities; the poorest; and people with the 
most complex health and care needs—says much 

Realising 
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about our continued inability to coordinate care 
and support to vulnerable communities, thereby 
exposing them to disproportionate risk. 

Existing inequalities in access to care, driven by 
socio-demographics and communities with a lower 
resilience to cope, have always been present. But 
it remains the case—cruelly exposed through COVID 
19—that those people who would most benefit from 
a coordinated response to their needs are almost 
always the least likely to receive it. 

Australia, for the time being at least, has largely 
dodged the COVID-19 bullet compared to most other 
nations. Consequently, the rampant inequalities  
in care outcomes observed in Europe and the USA 
have not been brought to the forefront here to 
expose existing underlying problems. 

The impact of COVID-19 is therefore less likely to 
lead to soul-searching in Australia for new models of 
integrated health and social care, other than those 
that seek to embed new operational practices—
such as the realisation of the long-term viability of 
telehealth, or other means to tackle the aftermath 
of the significant reduction in elective care and 
treatments to chronic care patients.

The Australian health system is rated better than 
most, but it remains one of the most fragmented 
and unequal. The costs and consequences of 
this, albeit not starkly revealed by COVID-19, are 
nonetheless increasingly apparent and bolder  
action is necessary. 

In the light of these current and future issues, 
the International Foundation for Integrated 
Care—an international (not-for-profit) collective of 
over 20,000 members spanning health and care 
services, academia, policy, management and 
implementation—has drawn together international 

thinking to set out a ‘Call to Action’—see Lewis 
& Ehrenberg 2020 Realising the true value of 
integrated care: Beyond COVID 19 at: https://
integratedcarefoundation.org/covid-19-knowledge/
realising-the-true-value-of-integrated-care-beyond-
covid-19.

At the heart of the Call to Action lies an agenda 
where integrated care is embedded as an approach 
to improving population health within and alongside 
people and communities, and driven by new 
alliances, workforce capabilities and the governance 
and funding models that support it. As the IFIC Call 
for Action states:

‘We are all interconnected and interdependent. 
We can no longer work as if we are not. The virus 
has made it clear that we are vulnerable… [and] 
risks fragmenting us further [as] the full impact 
of the pandemic unfolds and inequalities increase. 
To overcome this risk, we must pool our scarce 
resources (from health and other sectors)… [to 
embrace] the “one team” approach to building 
alliances of stakeholder organisations, people and 
communities.’

The good news is that the ‘science’ of integrated 
care has moved forward to an extent that we 
know what the essential building blocks of a higher 
value health and care system look like. History 
tells us that integrated solutions often emerge 
in times of crisis. Like the debates on climate 
change, knowledge of the challenges that lie ahead 
represent a critical ‘tipping point’ in our thinking 
and in how we choose to respond. 

In Australia, the consequences of the COVID-19 
pandemic on our healthcare system are likely to be 
more evolutionary rather than revolutionary, but 
change is unavoidable.  ha 

“...it remains the case—cruelly exposed through 
COVID 19—that those people who would most 
benefit from a coordinated response to their needs 
are almost always the least likely to receive it.”

https://integratedcarefoundation.org/covid-19-knowledge/realising-the-true-value-of-integrated-care-beyond-covid-19
https://integratedcarefoundation.org/covid-19-knowledge/realising-the-true-value-of-integrated-care-beyond-covid-19
https://integratedcarefoundation.org/covid-19-knowledge/realising-the-true-value-of-integrated-care-beyond-covid-19
https://integratedcarefoundation.org/covid-19-knowledge/realising-the-true-value-of-integrated-care-beyond-covid-19


16    The Health Advocate  •  AUGUST 2020

Australia has acted swiftly and effectively to 
limit the spread of COVID-19 and is now taking 
steps to reopen the economy. As states and 
territories carefully calibrate strategies to 
reopen their economies, Australia must now  
deal with some looming policy issues. 

It is inevitable that some COVID-19 outbreaks 
will occur in coming weeks. Even in states and 
territories with ‘tight’ border closures, road and  
air freight traffic is still operating so it is highly likely 
that outbreaks will occur even in these jurisdictions. 

The combination of widespread testing, 
comprehensive contact tracing assisted by 
automation through the COVIDSafe app, and prompt 
isolation of identified cases and contacts should 
limit the impact of these unavoidable outbreaks. 
Regional rather than state-wide restrictions will 
likely form the basis for control of extensive 
outbreaks. An emphasis on voluntary stay-at-home 
guidelines for the elderly and vulnerable will help 

limit the morbidity and mortality of outbreaks. 
Our next steps as a nation and as part of a  

global community will be key in how we restore  
our economy and our community in the post-
COVID-19 world. 

We will learn to live with the virus as we reopen 
the economy. This means that we turn our minds 
to the definitive prevention of COVID-19 through 
vaccination, effective treatment of severe cases, 
and gradual restitution of overseas travel. 

There are over 30 projects underway globally  
to find an effective and safe vaccine for COVID-19. 
There are no vaccines currently ready to go to 
market for coronaviruses in humans, although some 
do exist in animals. The search for a vaccine will  
be complicated but it is likely that a vaccine will  
be available some time during 2021. 

The policy issues for Australia will centre on 
access to this vaccine. Firstly, will we be able 
to procure a vaccine in sufficient volumes if it is 

COVID-19:  
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manufactured overseas? International collaboration 
on vaccine manufacture and distribution would be 
expected, but in the age of nationalist sentiment 
it cannot be guaranteed. 

Even if Australia is able to manufacture the 
vaccine domestically, important policy issues  
need to be debated over the prioritisation for  
early access. Obviously, health care workers, aged 
care workers and the elderly who live in residential 
aged care are key priorities, but who is next?  

Similar access issues are apparent in relation 
to therapeutic options for those suffering severe 
illness. The effectiveness of these therapeutics 
is currently in doubt, but the evidence is growing 
daily. If any therapeutic agent proves to be 
effective, global access and distribution regimes 
will be in focus. High prevalence nations will be 
in competition with Australia for access to the 
therapeutics, and the commercial behaviour of  
the owner of the intellectual property will be  
highly relevant. 

Australia should now turn its mind to securing a 
vaccine procurement pathway as well as priorities 
for vaccine and therapeutic access and distribution.  

Restitution of overseas travel will also be a crucial 
decision point for Australia. Australia is an open 
economy and our wealth is predominantly derived 
from exports. We will have to trade and interact 
globally at some point. So how do we decide when 
it is safe to do so and who will we target first? 

Many nations will claim to be COVID-19 free 
or have low prevalence of the virus. How do we 
verify these claims if we wish to open travel 
links with these nations? Who should verify 
these claims internationally? The World Health 
Organization would be the starting point for a 
verification regime, but what if key nations like  
the United States do not accept its decisions? 

This is an opportunity for Australia to take a 
global lead on the establishment of an international 
COVID-19 status verification process that can be 
used for travel access decisions.  ha 
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ADVERTORIAL

Healthdirect Australia delivers  
the National Coronavirus Helpline
• Healthdirect Australia set up the Australian 

Government’s National Coronavirus Helpline.
• MediRecords technology enabled the build of a 

bespoke call centre management solution.
• New management model centralises and 

standardises data from multiple call centres in order 
to meet high caller demand.

Leading telehealth provider, Healthdirect Australia 
and MediRecords, an Australian-owned health tech 
start-up, joined together to deliver the National 
Coronavirus Helpline.

The National Coronavirus Helpline is an integral 
part of the Australian Government’s response to the 
Coronavirus (COVID-19) pandemic. The helpline was 
directed to rapidly scale-up in March 2020 to become 
a go-to source of truth for the public during a time of 
significant change and high anxiety.

The scale-up required Healthdirect Australia to 
quickly add hundreds more staff to the helpline, 
calling on call centre providers from around 
the country to meet demand. To achieve this, 
Healthdirect Australia needed a service provider 
agnostic call centre management platform.

A fast and scalable response
Healthdirect Australia’s Chief Technology Officer, 
Grant Sayer, says, “We quickly realised that scaling 
up the service to meet the capacity of calls we 
were expecting would involve a total rebuild of the 
telephony and data management system.

“Under normal circumstances building a new 
telehealth service would take a few months, but 
we really only had a few days. The new service 
needed to be standardised so that a panel of call 
centre providers could use it, have shared access to 
encounter records and we could leverage consistent 
data, and it needed to be centralised so we could 
manage it effectively.

“With over a decade of experience in delivering 
health helplines, we had a good idea of how the new 
model could be set up and we knew that we needed 
to call on the expertise of key industry partners 

MediRecords, VoiceFoundry, and Amazon Web 
Services (AWS) technology to make it happen in time,” 
he said.

Healthdirect Australia was able to move very 
quickly, standing up a robust and scalable telehealth 
service which managed clinical and general calls in 
record time.

The technology solution
MediRecords technology and AWS enabled the build 
of the bespoke call centre management solution for 
the National Coronavirus Helpline. It is delivered 
through Amazon Connect, a fully managed cloud 
contact service centre, which provides a cloud-based 
telephony system and contact routing.

“Setup activities which typically could slow down 
the deployment, such as call flow changes, were 
turned around in hours instead of days using Amazon 
Connect. With the huge numbers of calls coming in, 
these changes made a big difference to how the calls 
were directed and the time people spent waiting to 
speak to a call handler,” says Healthdirect Australian 
Chief Technology Officer, Grant Sayer.

MediRecords provided the clinical administration 
system which was set-up quickly to fit the 
specifications of the helpline. MediRecords seamlessly 
integrates with Amazon Connect. MediRecords acts 
as the database for information collected by call 
handlers on each call.

About Healthdirect Australia
Healthdirect Australia is a national, government-
owned, not-for-profit organisation delivering a range 
of telehealth services to provide every Australian with 
access to trusted health information and advice, when 
and where they need it.

About MediRecords
MediRecords is an Australian owned provider of 
cloud-based electronic medical record and practice 
management systems. Founded in 2014, their clients 
range from individual GP and specialist practices to 
enterprise scale healthcare providers across Australia.
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Pandemic 
kills COAG in 
pursuit of a 
‘new normal’

On 29 May 2020, the Prime Minister, Scott Morrison 
used a press conference after the meeting of 
the National Cabinet, formed to deal with the 
COVID-19 pandemic, to announce the end of the 
Council of Australian Governments (COAG) and  
he creation of the National Federation Reform 
Council (NFRC).

‘COAG is no more,’ Morrison proudly announced, 
unveiling a Powerpoint slide with a complex 
diagram explaining how it ‘will be replaced by a 
completely new system and that new system is 
focused on the success that has been yielded by 
the operation of the National Cabinet.’

The significance of this announcement likely by-
passed most Australians who are understandably 
relieved to see politicians get on with the job of 
making sensible decisions. However, hundreds 
of bureaucrats across Australia were sent into a 
spin as detailed project plans and stakeholder 
engagement strategies with key timelines based  

on the COAG meeting calendar were effectively 
put on hold while everyone tried to work out what 
the Powerpoint slide meant.

There is no doubt that the National Cabinet has 
performed very well in dealing with a national 
crisis that required combined efforts and quick 
decision-making by the leaders of the states, 
territories and the Commonwealth. However, the 
councils and sub-committees that underpin COAG 
provide an important level of evidence-based 
assessment and advice on a range of different 
policy areas that require detailed understanding in 
order to make informed decisions. To simply ditch 
the entire COAG process, which is fundamental to 
how national policy is scrutinised and agreed upon, 
would seem a little rash.

At the same meeting the Commonwealth,  
states and territories finally agreed and signed 
the Addendum to the National Health Reform 
Agreement that sets out health           >  
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funding arrangements until 2025. The Addendum, 
developed through consultation with the COAG 
Health Council, provides progressive action around 
a number of areas including: better integration of 
primary and acute care, aged care and disability 
services; a focus on what matters to the patient 
and paying for outcomes; a shared commitment to 
‘closing the gap’; and responsibility for improving 
mental health outcomes. 

COAG had failed to reach agreement on the 
Addendum for nearly two years, which indicates 
something must be working at National Cabinet. 
Ironically, the entire Addendum is underpinned 
by COAG and its processes for both reporting, 
evaluating and approving its key objectives. In 
fact, there are 37 references to COAG alone in the 
‘compilation’ (shorter version) of the Addendum. 
This would imply that the death of COAG took 
everyone a little by surprise.

What does this mean for democracy?
Packaged as a better way of doing things in the 
post COVID-19 ‘new normal’, the decision to scrap 
COAG could in fact be quite a significant moment 
in Australia’s democratic history. For instance,  
can the Prime Minister just scrap a key democratic 
process without any consultation with parliament? 
It would seem the answer is yes. 

And what does this mean going forward? The 
fact that the new COAG is called the ‘National 
Federation Reform Council’ would imply that its 
role is to provide advice on the ‘reform’ of COAG 
as opposed to outright replacing it. 

Most significant is the power invested in the 
National Cabinet. It may well have proven to be 
an effective quick decision-making body during a 
crisis, but who decides which issues are debated 
and how is advice provided to the leaders that 
are making the decisions? It is not clear if the 

“The Prime Minister stated that National 
Cabinet will focus specifically on job 
creation in response to the COVID-19 
pandemic. So, where does that leave 
the many other items that were on the 
COAG agenda such as reconciliation, 
climate change and energy?”
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deliberations and decisions of National Cabinet 
are subject to the same Freedom of Information 
laws applied to the COAG process, limiting public 
scrutiny. The Prime Minister stated that National 
Cabinet will focus specifically on job creation in 
response to the COVID-19 pandemic. So, where 
does that leave the many other items that were  
on the COAG agenda such as reconciliation, climate 
change and energy?

Reform of COAG is needed
The processes underpinning COAG and its 
associated committees often mean that projects 
are subject to unnecessarily long timeframes 
due to the calendar of COAG meetings and 
requirements often months in advance to ensure  
a paper is included in agenda items. COAG is ‘a 
place where good ideas go to die,’ according to 
Morrison, highlighting the need for reform.

However, to make this work, reform needs to  
be considered and strategic to ensure that success 
of the National Cabinet can be built upon in a way 
that won’t potentially stall vital projects that get 
lost with nowhere to go for sign-off. 

The NFRC may well prove to be highly effective 
for certain decision-making requirements. 
However, a more comprehensive reform of the 
entire COAG process is required to enable quicker 
action based on clear evidence-based policy.  

The desperate bureaucrats replacing that last 
mention of COAG with NFRC will be hopeful 
that as Morrison proclaimed, ‘the new model 
will streamline processes, enabling improved 
collaboration, communication and effectiveness’.  
If only someone could have come up with a  
better acronym!  ha
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A push from government
In November last year, federal health minister Greg 
Hunt called for a ‘hospital-in-the-home revolution’. 

He told state and territory governments and 
private health insurers he wanted more care 
delivered in patients’ homes rather than hospitals, 
and pledged to make it easier for these services  
to qualify for funding.

Hunt said his aim was to offer more choice  
and better clinical outcomes for patients, as  
well as better efficiency for state and territory 
health departments and private health funds.  
He explicitly linked this plan to efforts to curb 
the spiralling increases in private health insurance 
premiums, which threaten that industry’s future.

The promised revolution has inevitably been 
stalled by the COVID-19 pandemic. But the new 
research provides a timely reminder of the 
importance and potential of hospital-in-the-home.

How is hospital-in-the-home delivered?
Hospital-in-the-home is already a widespread 
practice in Australia. Nationwide, more than 
595,000 days of hospital-in-the-home care were 
delivered in 2017–18 for public patients, accounting 
for more than 5% of acute-care bed–days.

Yet in the private sector, fewer than 1% of  
acute-care bed–days were delivered at home.

In Victoria, hospital-in-the-home services have 
been funded by the public health system since 
1994, and have consistently been affirmed as  
being safe and appropriate for patients.

Victoria’s hospital-in-the-home program 
delivered more than 242,000 patient bed–days  
in 2017–18. Monash Health’s hospital-in-the-home 
service provided care for some 14% of the whole 
health service’s overnight admissions in June 2019.

There is considerable variation between states 
and territories, and between individual health 
services, in how these services are delivered. 

The ‘hospital-in-the-home’ 
revolution has been stalled 
by COVID-19 But it’s still a good idea

https://www.smh.com.au/politics/federal/hospital-in-the-home-revolution-hunt-s-plan-to-shake-up-private-health-insurance-20191125-p53dy2.html
https://www.abc.net.au/radio/programs/am/health-minister-greg-hunt-on-home-care,-aged-care-funding/11737874
https://www.aihw.gov.au/reports/hospitals/admitted-patient-care-2017-18/contents/at-a-glance
https://www.aihw.gov.au/reports/hospitals/admitted-patient-care-2017-18/contents/at-a-glance
https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/acute-care/hospital-in-the-home
https://www.aihw.gov.au/reports/hospitals/admitted-patient-care-2017-18/contents/at-a-glance
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Generally, they are staffed by a multidisciplinary 
mix of nursing, medical and allied health staff. 
Patients admitted to the program remain under  
the care of their hospital doctor, and the hospital’s 
full resources are available to each patient should 
they need them.

Some of the main activities of hospital-in-the-
home include: 
• administration of intravenous antibiotics for 

short- and long-term infections
• administration of anticoagulants to help  

prevent blood clots
• post-surgical care
• complex wound care and management
• chemotherapy.

Western Health’s hospital-in-the-home program 
provides support for people with chronic 
conditions like heart failure, chronic obstructive 
pulmonary disease, and cancer. Monash Health 
provides a wide range of care throughout life,  
from premature babies to aged care. 

Why is it a good thing?
For patients, the benefits include increased 
comfort, less noise, freedom of movement, more 
palatable food and, crucially, reduced exposure  
to hospital-acquired infections.

Treating patients in their homes can also improve 
responsiveness to cultural and socioeconomic 
needs, and provide support for carers.

Patients and carers alike appreciate the ability 
to choose an alternative to hospital admission 
and feel more in control when care is delivered  
in their own homes.

Based on international evidence, it is less clear 
whether discharging patients early from hospital 
and treating them at home actually reduces costs. 
A 2012 meta-analysis suggested it does, but more 
recent Cochrane reviews concluded the cost 
benefits are ‘uncertain’. >
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https://www.mja.com.au/journal/1998/170/4/research
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3092156/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3092156/
https://academic.oup.com/intqhc/article/8/3/243/1845169
https://www.mja.com.au/journal/2012/197/9/meta-analysis-hospital-home
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD007491.pub2/full?highlightAbstract=withdrawn%7Chospital%7Chospit%7Chome
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Hospital-in-the-home and COVID-19
Despite having pushed hospital-in-the-home 
reforms onto the back burner, COVID-19 might 
paradoxically provide even greater impetus for  
this type of care model. 

In the short term, home treatment can relieve 
pressure on the acute hospital system. One 
example is the Victorian government’s support 
for mental health care delivered to young people 
via hospital-in-the-home during the pandemic. 

Longer term, the rapid boost to telehealth and 
remote monitoring technology driven by COVID-19 
will greatly benefit hospital-in-the-home. 

Better integrated and coordinated hospital-in-
the-home care can be achieved via an e-enabled 
care model, supporting self-management activities, 
remote symptom monitoring, patient reminders 
and decision support. It’s likely we’ll see far 
less resistance to these measures following the 
COVID-19 pandemic. 

Patients’ and carers’ perceptions of home 
hospital care are also likely to have improved as 
a by-product of COVID-19, as people avoid visiting 
hospitals in person if possible. These attitudes  
may last well beyond the pandemic. 

While private health insurers are currently 
enjoying bumper profits as COVID-19 reduces the 
amount of member claims, the likely economic 
downturn in the wake of the pandemic may 
put insurers and private hospitals under great 
pressure as members cancel their policies due  
to unemployment or reduced income. Hospital-in-
the-home could prove a useful tool to drive  
down costs.

Hunt’s promised revolution will require big 
changes to the regulations that govern private 
health care, and to insurers’ willingness to demand 
change from private hospitals. But if we have 
learned anything from COVID-19, it’s that change 
can happen fast when it’s really needed.  ha

The authors wish to acknowledge staff at 
Western Health (Micheal Perrone, Erin Webster, 
Aneta Lavcanski) and Monash Health (Jennine 
Harbrow, Helen Richards) for their contribution 
to this article.

This article was originally published by The 
Conversation. You can access the original article 
at https://theconversation.com/the-hospital-in-
the-home-revolution-has-been-stalled-by-covid-
19-but-its-still-a-good-idea-130058

“For patients, the benefits include increased comfort, less 
noise, freedom of movement, more palatable food and, 
crucially, reduced exposure to hospital-acquired infections.”

https://www.orygen.org.au/About/News-And-Events/2020/Orygen-welcomes-Victorian-Government%E2%80%99s-COVID-19-mehttps://www.orygen.org.au/About/News-And-Events/2020/Orygen-welcomes-Victorian-Government%E2%80%99s-COVID-19-me
https://insightplus.mja.com.au/2020/17/economic-recovery-from-covid-19-we-must-not-fall-for-austerity/
https://insightplus.mja.com.au/2020/17/economic-recovery-from-covid-19-we-must-not-fall-for-austerity/
https://theconversation.com/the-hospital-in-the-home-revolution-has-been-stalled-by-covid-19-but-its-still-a-good-idea-130058
https://theconversation.com/the-hospital-in-the-home-revolution-has-been-stalled-by-covid-19-but-its-still-a-good-idea-130058
https://theconversation.com/the-hospital-in-the-home-revolution-has-been-stalled-by-covid-19-but-its-still-a-good-idea-130058
https://www.mja.com.au/journal/1998/170/4/research
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To increase options for COVID-19 testing, the 
Australian Government has invested $206.7 million 
to support the establishment of more than 100 
GP Respiratory Clinics across Australia. Three GP 
Respiratory Clinics were opened in established 
general practices across the Australian Capital 
Territory (ACT) dedicated to supporting their 
communities and increasing access to COVID-19 
testing. Services provided by the local clinics are 
helping to provide additional support to hospital 
emergency departments, other general practices 
and reduce the risk of COVID-19 infection in our 
local communities. 

Capital Health Network (CHN) CEO Megan Cahill 
said in the first nine weeks since the GP Respiratory 
Clinics opened in late April, over 2,700 people  
have been seen.  

‘In contrast to other walk-in or drive-through 
COVID-19 testing clinics, patients receive a full 
assessment and examination from GPs at their 
free appointment. These clinics are located on 

the northside of Canberra at YourGP@Crace and 
on the southside at Lakeview Medical Practice 
Tuggeranong. In addition to these two sites, 
Winnunga Nimmityjah Aboriginal Health Service  
is providing a culturally appropriate assessment  
and testing clinic for First Nations people’, said  
Ms Cahill.

‘As ACT’s Primary Health Network, CHN 
sought nominations from local general practices 
to set up GP Respiratory Clinics and made 
recommendations to the Australian Government  
for suitable locations, in conjunction with key  
local health stakeholders.  

Dr Mel Deery from YourGP@Crace said she 
was pleased to be able to offer a dedicated GP 
Respiratory Clinic to the community, co-located 
beside her existing general practice.

‘It’s a very difficult time, so we’re honoured 
to be able to provide this free service to all 
Canberrans. A GP Respiratory Clinic is different 
to a COVID-19 testing clinic in that GPs do a full 

GP respiratory clinics in 
Canberra join COVID-19 fight

MEGAN CAHILL  
Chief Executive Officer, 
Capital Health Network
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assessment, including taking a history, performing 
an examination, providing testing, and treatment.  
If the symptoms are diagnosed as another illness 
such as pneumonia, tonsillitis, middle ear infection 
or urinary tract infection, we will be able to provide 
treatment during the appointment, before returning 
care to the patient’s usual GP. The clinics have been 
established with the highest standards of infection 
prevention and control and have been quality 
assured by experts in the field, Aspen Medical’,  
said Dr Deery.

Dr Nadeem Siddiqui from Winnunga Nimmityjah 
Aboriginal Health Service explained how their  
GP Respiratory Clinic is communicating results  
to patients.

‘All swabs taken for COVID-19 are sent to ACT 
Pathology.  If the COVID-19 test is positive, then 
ACT public health officials will communicate 
directly with the patient as well as letting the 
communicating GP know. For negative results, 

we contact the patient immediately by telephone 
consultation’, said Dr Siddiqui.

Dr James Ayres from Lakeview Medical Practice 
described how the patient’s usual GP will be  
kept in the loop by the GP Respiratory Clinic.

‘We’re an interim health provider allowing 
patients to access healthcare at a time when it 
might not be appropriate or even possible for 
them to see their usual GP. At the end of every 
consult, and when we’ve got the COVID-19 results, 
the patient will be transferred back to their usual 
GP. It’s really important to have this “to and fro” 
communication between us and their usual GP  
and to do a transfer and handover if necessary,’  
said Dr Ayres.

The three Commonwealth-funded GP Respiratory 
Clinics add to the existing two ACT Government-
funded ACT Respiratory Assessment Clinics in the 
ACT [increased to four by time of publication: Ed.]  ha 

L–R: Capital Health Network CEO Megan Cahill, ACT 
Chief Health Officer Dr Kerryn Coleman, Dr James 
Ayres, ACT Liberal Senator Zed Seselja and ACT Minister 
for Health Rachel Stephen-Smith at Lakeview Medical 
Practice, one of three GP Respiratory Clinics in the ACT.

Dr James Ayres conducts 
a free COVID-19 test at 
Lakeview Medical Practice, 
one of three GP Respiratory 
Clinics in the ACT.
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COVID-19 
in Western 
Sydney
Did the health care system  
rise to meet the challenge?

RAY MESSOM 
Chief Executive Officer, 
Wentwest

The COVID-19 pandemic has been the most 
significant health event of the century. The threat 
and presence of COVID-19 have both disrupted and 
radically transformed the sector in a way that we 
have never seen before. 

Known as one of the fastest-growing and 
culturally diverse populations in Australia, Western 
Sydney is home to a million people, presenting 
an immediate need for specific and culturally 
appropriate resources to reduce the spread of  
the virus, while easing pressure on our health  
care system.  

Now that the dust has settled from the initial 
onslaught, we can see the emergence of key 
themes that played a critical role in making this  
a reality:
• leveraging the integration of existing services 

and collaboration across the health system;
• expanding digital connectivity to broaden our 

communications reach and enable clinical shared 
care between hospital and primary care; and

• the strength of our partnerships with 
communities which enabled rapid infrastructure 
deployments to create safe and well-resourced 
spaces for assessment, testing and treatment  
of COVID-19 positive patients. 

All of these outcomes were driven through 
effective and efficient collaborations across 
Western Sydney, from local, state and federal 
government bodies to general practices, NGOs, 
private companies and other partners. 

We saw clear and effective outcomes by focusing 
in these areas. Telehealth, an existing service in 
rural areas, was expanded to allow doctors, nurses 
and mental health professionals in metropolitan 
areas to deliver services over the phone or via 
video-call under bulk-bulling arrangements, 
reducing the need for patients to physically attend 
General Practice and hospital waiting rooms across 
the region. 

HealthPathways responded with a COVID-19 
resource package including numerous pathways, 
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which quickly became the single source of truth  
for General Practice teams on the frontline during 
the peak of the pandemic. 

We partnered with neighbouring Primary Health 
Networks across NSW to create these pathways, 
with real-time updates as new information and 
best practice emerged. 

These HealthPathways for COVID-19 included:  
• Impact on Local Services
• Assessment and Management
• Telehealth
• Practice Preparation
• Referrals 
• Impact on Clinical Care. 

As of 30 June, these HealthPathways were 
viewed over 33,000 times by 1,900 health care 
professionals, with the most popular being 
Assessment and Management, Referrals, and 
Practice Preparation. 

At the same time, key players across Western 
Sydney, including the Western Sydney Local Health 

District (WSLHD), local Councils, General Practices, 
and the federal Department of Health, joined  
us as we quickly secured existing infrastructure, 
or constructed newly developed infrastructure, 
to build and open COVID-19/Respiratory Clinics in 
Blacktown, Mount Druitt, Riverstone, Castle Hill, 
Merrylands and Carlingford. 

These clinics were built from scratch or 
established within or adjacent to General 
Practices, with the ability to assess suspected 
cases of COVID-19, influenza and pneumonia, and 
provide early testing and treatment to patients. 

The most recent clinic opened was in Carlingford 
on 22 June, with over 100 patients presenting 
on the first day. In total, nine clinics (including 
WSLHD-led clinics) have now opened in Western 
Sydney in just over 12 weeks—an extraordinary 
effort.

We also saw Australian software start-up, 
CareMonitor, partner with us and WSLHD to free  
up hospital resources. As a result, patients >  
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with low to medium risk in Western Sydney  
were monitored remotely through a shared care  
platform accessible by all members of the  
patient’s care team. 

When a positive test is received, the local 
Public Health Unit is notified, and an assessment 
is typically done by a hospital community health 
team. Where it is most appropriate to care for the 
patient at home, clinical handover to the patient’s 
General Practice is facilitated through CareMonitor. 
The software uses advanced algorithms to monitor 
patients using COVID-19-specific questionnaires 
developed by WSLHD, and collects biometric data 
such as temperature, oxygen saturation, blood 
pressure and heart rate.

While we are incredibly proud of these outcomes 
in service to our community, we know that there 
is still much more to do. As of 30 June, Western 
Sydney has completed almost 95,000 tests (90 
per 1,000 population), but we want to achieve an 
even higher rate and need to stay at the ready for 
community outbreaks. 

We must continue to focus on ensuring the most 
vulnerable in our community, such as the elderly, 
Aboriginal communities, those without access to 
the internet, non-English speaking community 
members, and those with existing health issues, 
have access to accurate information and ease of 
access to testing and treatment. 

There is a clear need for face-to-face services 
to be made available to some of these groups 
of people, for the continuation of multi-lingual 
communications, and most importantly, the need 
for more testing clinics across the region. 

Our experience with COVID-19 has reinforced our 
belief that we are ‘one system’ here in Western 
Sydney. As we mobilised as one to meet an 
unprecedented challenge, it was heartening to  
see health professionals across various sectors 
working together to deliver innovative and 
responsive health care to our community. This 
pandemic is far from over, and we are already 
exploring ways to deliver further system 
enhancements to co-commission value-based, 
patient-centred care post-pandemic.  ha 

“Known as one of the fastest-growing and culturally diverse 
populations in Australia, Western Sydney is home to a million 
people, presenting an immediate need for specific and culturally 
appropriate resources to reduce the spread of the virus, while 
easing pressure on our health care system. ”
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Amid the 
rush to 
telehealth, 
let’s ensure 
we address 
these 
cautions 
and 
questions

One hundred years ago the Russian 
literary theorist Victor Shklovsky pointed 
out that ‘strangeness’ could make a 
routine experience fresh again.

In this way, telehealth, which includes 
telemedicine, is strange for many of us, 
and that ‘structural challenge’ invites and 
facilitates reflection on what we might 
otherwise take for granted in medical 
consultations: equity, effectiveness, 
health literacy, safety, quality, risk, 
privacy, even the fundamental nature 
and purpose of communication in 
consultations.

It is worth addressing some of the 
strengths and weaknesses of telehealth 
— particularly with regard to an initial 
consultation—while its use is novel 
(note, the authors acknowledge that 
telemedicine is not new and that there 
are many experts in the field).  >
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https://en.wikipedia.org/wiki/Defamiliarization
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Equity
Telemedicine can be wonderful for those with 
limited mobility or means to attend a consultation. 
On the other hand, a patient (or doctor) with a 
hearing or vision impairment might struggle.  
As with any complex phenomenon, equity in 
telehealth is vexed; there are winners and losers.

It would be naïve to think that most people  
have, or have access to, a telephone, and a safe, 
private place with uninterruptable time, to talk.

Plus the more hidden inequity is for those patients 
who would benefit from a physical examination,  
a blood pressure check, a pulse check, or a  
digital rectal examination.

Training
There is no shortage of telehealth guidelines;  
these are laudable and important but invariably 
technical.

We acknowledge the importance of good 
teleconference hygiene (lighting, camera angle, 
audio) but contend that the essence of the 
telemedical consultation is not the ‘tele’ (the 
distance or the technology), but the ‘consultation’—
and there has been little training around this.

Communication
We tend to take the phenomenon of communication 
during consultations for granted and it seems to 
be assumed that skills and experience developed 
over a career of face-to-face consultations will 
automatically transfer to delivery via telephone or 
video link; however, that is not necessarily the case.

Differences in communication styles and strategies 
employed during face-to-face and telehealth 
consultations, and their subsequent effectiveness, 
need to be explored in contextual studies.

There is an assumption that traditional 
communication practices translate easily from face-
to-face consultations to remote delivery models.

However, there are norms and practices for 
telephone conversations that could be at odds with 
a medical consultation; the telephone is associated 
with more trivial subjects, with convenience, 
with multitasking. These telephone habits and 
expectations can persist and have the potential  
to devalue a consultation.

Not all medical consultations ‘weigh’ the same;  
an initial consultation is likely to be more 
consequential than a follow-up or a simple request 
for a referral or repeat prescription.

Breaking bad news is another unique challenge 
with telehealth, with studies showing this can be 
difficult to do from a distance.

Effectiveness
The talk of a future where telehealth assumes an 
increasingly prominent role, even after COVID-19 
restrictions are relaxed, underestimates the value 
of the ‘bandwidth’ of face-to-face, real time, same 
room conversations.

We wonder if it might be easier to miss a  
‘cry for help’ when it is made from a distance.

Linguists and conversation analysts place 
great significance on ‘embodied’ components of 
communication; those signals and signs and the 
interplay between talk and embodied action. 
Additionally, distinct from faces and words alone,  
a shrug, or slump of despair can so easily be missed.

Beyond that, ‘seeing’ the patient is often cited 
as an important clinical skill that develops through 
years of experience—assisting the assessment of  
the patient beyond what they describe in words.

https://coh.centre.uq.edu.au/quick-guides-telehealth
https://www.researchgate.net/publication/299820558_Breaking_informed_consent_Strategies_for_risk_communication_in_surgical_practice
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Safety, quality and risk
We suggest that some behaviours or errors  
associated with the innate human factors and 
cognitive biases of automatic functioning that  
beset normal consultations can be amplified  
by increased distance and reduced bandwidth.  
And nor are there ameliorating opportunities  
that we otherwise rely on.

There is seemingly less opportunity for ‘one  
last thing’ or ‘did you tell the doctor about…’  
when the close of the consultation, the signals  
of disengagement, appear to be so abrupt.

Health literacy
There is less opportunity to assess and adjust  
for patient health literacy.

It is technically possible to share a screen  
with some technologies, but it is much more  
of a nuisance than simply drawing a picture on  
the back of a piece of a paper, for example.  
Nor are the subtleties and nuances of linguistic 
‘correction’ supported. 

 
Privacy and confidentiality
Video conversations and meetings are not 
encrypted, at least not yet.

Perhaps an expectation of guaranteed privacy  
is overkill, who would really be interested  
anyway? We suggest that depends on whose 
haemorrhoids they are. This also becomes an issue 
in shared homes, particularly for those experiencing 
domestic violence or very sensitive conditions.

Is the person on the end of the line even  
the patient or person they say they are, or who  
you think they are?

Sustainability of consultations
Telehealth is not as efficient as it seems at first 
glance; it is much more than simply making a  
phone call or hitting a video link.

Mundane tasks that are automatically assumed 
by a patient in attendance (taking a prescription 
or a booking form with them for example) must be 
taken on and coordinated by the practice. Postage, 
staffing, record-keeping, closing loops—all assume 
greater importance and it costs more.

Until recently, telehealth could only be bulk billed 
for certain situations and while that has changed, 
there is a perception that a telephone consultation 
is simply not worth as much as the real deal.

Telehealth has been deployed rapidly, effectively 
and with some prospect that it may be retained 
beyond the COVID-19 restrictions. [Since this 
article was written, the Australian Government has 
indicated that telehealth consultations are here to 
stay—Ed.]

While bringing with it many immediate 
advantages, its suitability for the long term requires 
more thorough research. ha 

This article was originally published 
in Croakey. View the original at 
https://croakey.org/amid-the-rush-to-
telehealth-lets-ensure-we-address-
these-cautions-and-questions/.

https://jamanetwork.com/journals/jama/fullarticle/384554
https://researchers.mq.edu.au/en/publications/correcting-malapropisms-strategies-to-bridge-cultural-and-socioec
https://researchers.mq.edu.au/en/publications/correcting-malapropisms-strategies-to-bridge-cultural-and-socioec
https://croakey.org/amid-the-rush-to-telehealth-lets-ensure-we-address-these-cautions-and-questions/
https://croakey.org/amid-the-rush-to-telehealth-lets-ensure-we-address-these-cautions-and-questions/
https://croakey.org/amid-the-rush-to-telehealth-lets-ensure-we-address-these-cautions-and-questions/
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Public pathology response
Public pathology—the government owned and 
operated pathology sector—has displayed exemplary 
leadership and demonstrated how public health 
testing is part of its core business, as it tests 
and protects the community during the COVID-19 
pandemic. 

The public pathology sector established a new 
test for the virus that causes COVID-19 within a 
matter of days—ready for the first case presentation 
in Australia in January 2020. The public pathology 
sector managed all COVID testing for a number of 
months at the start of the pandemic in Australia, 
has assisted other laboratories to test by validating 
and confirming their results, and continues to 
handle a significant volume of testing across 
Australia.

The public pathology response has been wide-
ranging and agile, including: 
• assisting incident control centres
• testing specimens from a multitude of locations 

including drive-through clinics and nursing homes
• supporting critical infrastructure such as 

hospitals, schools, mining, shipping, the defence 
force and police

• establishing new reporting processes to patients 
and hospitals

• conducting research.

The PathWest Laboratory Medicine  
WA (PathWest) response
At PathWest, Western Australia’s sole public 
pathology provider, the impact of COVID-19 was felt 
almost immediately and their ability to be flexible 
and reactive to the ever-changing environment 
ensured a timely and effective response.

Public  
pathology  
and the  
PathWest  
response to  
COVID-19
Public Pathology Australia

“In response, and 
in preparation for a 
potential outbreak, 
PathWest expanded 
their testing capability 
by using a range of 
analysing platforms and 
securing compatible 
test kits, reagents and 
consumables required 
to enable testing for  
Western Australians.”
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To date, and despite facing significant challenges 
such as global shortages of supplies and adjusting 
to physical distancing requirements, PathWest 
has completed more than 110,000 tests—all while 
maintaining a 24-hour turn-around-time.

PathWest has been at the forefront of testing since 
the first case was recognised in Australia, designing 
an in-house COVID-19 PCR test for WA just days 
after the first genomes for COVID-19 virus became 
available, and long before commercial tests were  
on the market. This enabled PathWest to begin 
testing at the earliest possible moment, contributing 
to the strong outcomes achieved by WA. 

The demand on PathWest services has 
continuously evolved with changes to the testing 
criteria. Early on, PathWest was the sole pathology 
provider for COVID-19 in Western Australia, with 
symptomatic people required to attend designated 

public COVID clinics. As criteria broadened and 
restrictions relaxed, private pathology providers 
began sharing the workload and increasing the 
Statewide capacity to respond to the expanded 
testing regime.

In response, and in preparation for a potential 
outbreak, PathWest expanded their testing 
capability by using a range of analysing platforms 
and securing compatible test kits, reagents and 
consumables required to enable testing for  
Western Australians. Additional analysers were  
also purchased to increase testing efforts and 
ensure PathWest was able to provide testing as 
needed without running out of essential materials 
or capacity.

Testing in regional Western Australia also formed 
an essential part of PathWest’s response to 
COVID-19. The rollout of 14 rapid testing  >  

PathWest Senior Scientist Adam Merritt in the laboratory
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machines across regional and remote WA was 
expedited to alleviate the challenges of transporting 
specimens to Perth for urgent testing. This 
rollout will also lead to a long-term benefit for 
regional Western Australia, with local labs now 
able to conduct rapid testing for hospital-acquired 
infections and influenza without the need to send 
specimens to Perth.

PathWest has also played a crucial role in advising 
public health, hospital and government officials 
on infection control measures, as well as lead 
the State’s response from a testing perspective. 
This has continued as the pandemic developed, 
with PathWest’s expert microbiologists providing 
invaluable expertise in translating an understanding 
of the virus from the laboratory into helping 
formulate detailed policies to limit the spread of 
the virus.

Concurrently, PathWest has also been operating 
a dedicated COVID-19 specimen collection service, 

with a team of phlebotomists forming an integral 
part of the frontline health workforce. This 
service includes providing specimen collection on 
international cruise and cargo ships for passengers 
and crew, as well as visiting schools, nursing  
homes, hotels and private homes to test people  
for COVID-19. 

In addition, PathWest is involved in a number 
of COVID-19-related research projects including: 
the DETECT study—testing students and staff in 
selected WA schools; DETECT Snapshot—testing 
asymptomatic members of the community; and 
several national and local clinical trials.

PathWest Chief Executive Joe Boyle paid tribute 
to the PathWest team: ‘Pathology is often the 
unseen part of the health system, but it’s played 
such a crucial role in helping to manage this 
pandemic. From our team of sample collectors 
to our brilliant scientists, we have really stepped 
forward and delivered’.  ha 

Two PathWest 
COVID-19 
phlebotomists 
heading towards 
a cruise ship to 
conduct testing.
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Impact of COVID-19 on  
older adults’ mental health
What is our role as an individual, a community,  
and a health and aged care system?

Introduction
Worldwide, physical distancing and lockdown 
measures have been enforced to delay the impact 
of the coronavirus disease (COVID-19) pandemic. 
This, however, comes at a social cost to the way 
we live, work and communicate. Extended isolation 
exacerbates loneliness and adversely affects mental 
wellbeing and cognition for all of us, but particularly 
older adults. 

While some parts of society are now celebrating 
the easing of physical distancing restrictions, we 
must not forget populations who have self-imposed 
restrictions and have become accustomed to being 
alone. They will need extra support to recover  
from this period of isolation, as well as if (and 
when) restrictions are re-introduced (such as has 
happened in Victoria). 

What do we know about COVID-19 
impact on mental health?

‘The isolation. I cannot ever remember being 

so lonely’—Older research participant reporting 
on the impact of COVID-19 in April 2020 in Dr 
Siette’s Older Adults Survey.

Less than three years ago, the Victorian 
Government launched its first public campaign 
about loneliness (www.vichealth.vic.gov.au/letter/
articles/vh-letter-47-loneliness). The UK appointed  
a Minister for Loneliness. Both initiatives recognise 
the importance of social connections for one’s 
health, acknowledging that loneliness is linked  
with reduced lifespan and greater risk of 
both mental and physical illnesses, including 
cardiovascular disease, poor cognitive function,  
low immune system, and depression. >

https://www.vichealth.vic.gov.au/letter/articles/vh-letter-47-loneliness
https://www.vichealth.vic.gov.au/letter/articles/vh-letter-47-loneliness
https://www.gov.uk/government/news/pm-launches-governments-first-loneliness-strategy#:~:text=Minister%20for%20Loneliness%2C%20Tracey%20Crouch,for%20addressing%20this%20generational%20challenge.
https://www.cambridge.org/core/journals/ageing-and-society/article/ringing-the-changes-the-role-of-telephone-communication-in-a-helpline-and-befriending-service-targeting-loneliness-in-older-people/45F04FDE404DDBFFE84F898014BF177A
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Fast forward to July 2020, and we find older 
adults are one of the groups that have been hit the 
hardest by the pandemic—obliged to avoid social 
activities, non-essential travel, and unnecessary 
visits to relatives or friends during April–May 2020. 
Mounting concerns and apprehension have arisen 
around wellbeing and feelings of connectedness 
plummeting during this period, exacerbating 
feelings of loneliness. 

Our ongoing research at the Australian Institute 
of Health Innovation (AIHI) provides deeper 
insights into this disproportionate impact. The 
Older Adults Survey, still currently in circulation, 
highlights the short and long-term effects of 
COVID-19 on older adults’ quality of life, social 
networks, access to health services and technology 
use (see https://mqedu.qualtrics.com/jfe/form/
SV_4IWGdIMXEz140At).

It is unmistakably evident that the direct and 
indirect psychological and social effects of the 
COVID-19 pandemic are pervasive and could affect 
mental health now and in the future. Recent 
international surveys reveal that impact concerns 

are widespread. Respondents frequently expressed 
instances of aggravated pre-existing mental health, 
greater difficulty accessing mental health support 
and services under pandemic conditions, and the 
effect of COVID-19 on the mental health of family 
members, especially older people.   

Drawing on our social networks— 
what can we do now?
We know that maintaining social connections 
influences better cognitive health and wellbeing.  
In light of the consequences of a complete or  
near-complete lockdown, the development of  
more bearable contact-reduction policies should  
be a priority.

How can we be socially prepared, and re-structure 
our networks so that we can maintain some 
semblance of social life, sanity, and reduce the 
potential spread? 

A recent study (see https://www.nature.
com/articles/s41562-020-0898-6) evaluated the 
effectiveness of three distancing strategies that 
keep the curve flat and aid compliance in a post-
lockdown world. Using a computer simulation,  
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https://mqedu.qualtrics.com/jfe/form/SV_4IWGdIMXEz140At
https://mqedu.qualtrics.com/jfe/form/SV_4IWGdIMXEz140At
http://www.acmedsci.ac.uk/COVIDmentalhealthsurveys
http://www.acmedsci.ac.uk/COVIDmentalhealthsurveys
https://www.nature.com/articles/s41562-020-0898-6https://www.nature.com/articles/s41562-020-0898-6
https://www.nature.com/articles/s41562-020-0898-6https://www.nature.com/articles/s41562-020-0898-6
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the researchers suggests that maintaining our own 
small social bubble, limited to the few people 
we most regularly interact with, would assist in 
stopping the spread without sacrificing our mental 
health. Whether we can actually stay within these 
bubbles in real life remains to be seen.

Our role as individuals and as  
a community
With physical distancing into the long-term, 
suggestions for how we as individuals and as 
members of the Australian community can care  
for older adults’ mental wellbeing include:

• Continuing to support the actions that 
strengthened social cohesion and reduced 
loneliness in the lockdown period, for example 
continuing both digital communications (such 
as Facetime) and traditional face-to-face 
interactions.

• A focus on older adult capacity-building 
specifically related to IT and computer literacy. 

• Continuing to have open discussions about 
wellbeing, reducing the stigma associated with 
mental illness and normalising mental health 
conversations with older adults.

The role of the health system
All affected communities will need quality mental 
health services to support our society’s recovery 
from COVID-19. This requires investment in our 
health and aged care system to build mental health 
services for the future. The Australian Government 
has recognised the importance of effective and 
immediate mental health support, and has detailed 
a package of measures within the National Health 
Plan (https://www.health.gov.au/sites/default/files/

documents/2020/03/covid-19-national-health-plan-
supporting-the-mental-health-of-australians-through-
the-coronavirus-pandemic.pdf) to monitor and 
respond to emerging needs. 

Some actions the Government should invest in 
now are:
• Expand strategies to improve monitoring and 

reporting of the rates of anxiety, depression,  
self-harm, suicide, and other mental health  
issues in older adults. 

• Extra investment in determining the best ways of 
signposting and delivering mental health services 
for older adults. For example, coronavirus quality-

assured tele-counselling and online clinics, 
combined with community support and extra 
efforts to ensure older adults can connect with  
a psychologist or counselling service.

• Supporting frontline mental health workers and 
organisations to ensure they are equipped to 
implement contingency/emergency plans for 
vulnerable individuals with deteriorating mental 
health during periods of extended isolation—
including safe methods of accessing essentials 
such as medication and other health services, 
food, housing and ways to remain engaged. 

Conclusion
During the height of the pandemic, when more 
severe lockdowns were in place, we saw many  
older adults adapting well to using online means  
of connecting with their existing networks. 

As we move towards the ‘new normal’ in the 
months ahead, our old ways of socialising and 
how we live, work and communicate will be under 
challenge—but research is already pointing to 
effective strategies and solutions for remaining 
socially connected and mentally strong.  ha 

“It is unmistakably evident that the direct and indirect psychological and 
social effects of the COVID-19 pandemic are pervasive and could affect 
mental health now and in the future. ”

https://www.health.gov.au/sites/default/files/documents/2020/03/covid-19-national-health-plan-supporting-the-mental-health-of-australians-through-the-coronavirus-pandemic.pdf
https://www.health.gov.au/sites/default/files/documents/2020/03/covid-19-national-health-plan-supporting-the-mental-health-of-australians-through-the-coronavirus-pandemic.pdf
https://www.health.gov.au/sites/default/files/documents/2020/03/covid-19-national-health-plan-supporting-the-mental-health-of-australians-through-the-coronavirus-pandemic.pdf
https://www.health.gov.au/sites/default/files/documents/2020/03/covid-19-national-health-plan-supporting-the-mental-health-of-australians-through-the-coronavirus-pandemic.pdf
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ADVERTORIAL

But why not make a deal to  
pay yourself back?

If you faced financial difficulty because of 
coronavirus, you might have (as a last resort) 
had to access your super. You might still be 
thinking about doing it. Whatever your situation, 
withdrawing $$$ from your super can have  
long-term effects.

What are the long-term effects?

Time matters. With a smaller balance, there  
is less money to compound — that’s earning 
interest on interest, over time* — and less money 
at retirement age means you might have to work  
for longer or have a reduction in your lifestyle  
at retirement. 

A deal you can make with yourself

Hopefully not long from now we’ll look back at 
the days of social distancing as a strange memory. 
But your retirement is something that will last for 
decades, and it’s something you need to prepare 
and pay for.

So, if you have needed to access your super  
(or are planning to), why not make a deal with 
future you to contribute more when you’re able? 

How to rebuild your super

Think about increasing your contributions on top  
of what your employer pays (remembering there  
is a cap on what you can contribute before tax 
each year). Those extra contributions could mean  
a world of difference for you in retirement. 

It will take time, but by taking an active interest 
in rebuilding your super could have an impact on 
what your lifestyle will look like in retirement. 

Rebuild  
your super

The coronavirus pandemic has 
been challenging for all of us.  
We understand that times are 
tight and you may have had to 
withdraw some of your super.
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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

CTA: Ready to rebuild? 

Visit hesta.com.au/contribute

*Investments may go up or down. Past performance is not a 
reliable indicator of future performance. 

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

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

NICOLE MACKEE 
freelance journalist and 
editor at Croakey

A driving force in dealing with COVID-19
‘Public health academics have been proud to help 
keep Australians safe’, Dr Devin Bowles, Executive 
Director, Council of Academic Public Health 
Institutions Australasia says. ‘They have trained 
the huge number of contact tracers, advised 
governments with epidemiological modelling,  
and educated the community in cooperation with 
the media.’

In its higher education COVID relief plan, the 
Federal Government guaranteed $18 billion funding 
for the sector, regardless of domestic enrolments, 
and announced a series of short courses.

Announcing the relief package in April, Federal 
Education Minister Dan Tehan said the plan would 
not only support Australians who were looking to 
retrain but would provide an income stream for 
universities.

‘Like the rest of the Australian community, the 
higher education sector has taken a financial hit 
because of the coronavirus’, Tehan said.

‘These reforms will help universities pivot towards 
a closer alignment of domestic industry and student 
demands through innovative micro-credentials 
delivered flexibly online.’

Bowles said at least seven universities are believed 
to have taken up the government-funded short 
courses initiative and are offering undergraduate 
and postgraduate certificates in public health and 
related areas.

‘Universities and lecturers have done an amazing 
job of shielding students from the financial effects 
of decreased international students’, he said.

Public Health Association of Australia president 
David Templeman said lack of access to the 
JobKeeper program was a further blow to both  
the university and public health sectors.

https://ministers.dese.gov.au/tehan/higher-education-relief-package
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The lack of job security was resulting in 
‘enormous amounts of trauma and anxiety’ in  
the public health academic workforce.

‘We have to make sure that [Federal Government] 
leadership listens to some of these issues, because 
the whole notion about public health and preventive 
health is to keep people out of hospitals’, he said.

‘Leadership needs to appreciate that our 
professional public health workforce has been  
a driving force in Australia’s success in dealing  
with COVID-19.’

Research impacts
Professor Fran Baum, Matthew Flinders Distinguished 
Professor of Public Health and Director of the 
Southgate Institute of Health, Society and Equity at 
Flinders University, said the impact of the COVID-19 
travel restrictions had been swift on some projects, 
such as a time-limited National Health and Medical 

Research Council (NHMRC)-funded program looking 
at the decolonisation of Aboriginal Health Services.

‘We can’t do any of our field work at this time, 
but staff [costs] are ticking away’, Baum said. ‘We 
might be able to extend the time, but we won’t  
get more money.’

At a time when the world is searching for a 
vaccine for SARS-CoV-2 and a treatment for 
COVID-19, Baum said there were also concerns  
that clinical and biomedical research, while  
worthy, would dominate research funding in the 
coming years.

‘It’s pretty tough being a social determinants 
researcher in the health research landscape at  
any time and we don’t anticipate that those 
pressures are going to go away’, she said.

‘And yet the pandemic has shone a light on how 
inequities affect people’s responses in a health 
crisis; who is vulnerable and who isn’t.  > 
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So, you would hope that that would lead to some 
grant programs to look at growing health inequities.’

Baum said changes to the NHMRC funding system 
last year—placing emphasis on patient impact—
also put public health research projects at a 
disadvantage.

‘It’s quite hard to show a public health impact, 
whereas if you invent a new patient treatment, it’s 
easier to show patient impact’, she said. ‘Our fear is 
that the new system is not as favourable to research 
that is looking at those broader determinants of 
health.’

Baum said a new national program was needed to 
shore up public health research. ‘We need a special 
scheme recognising that public health has been 
crucial in keeping Australia relatively unaffected by 
the COVID-19’, she said.

Rebuilding after COVID
Professor Andrew Wilson, Menzies Centre for Health 
Policy, University of Sydney, said he hoped that 
one of the responses to COVID would be a greater 
recognition that our health and biosecurity is 
interdependent on our broader environment.

‘In a connected world with other populations, 
a response to this should be increasing our public 
health engagement at least regionally if not 
beyond’, he said.

‘This is an opportunity that government could 
create to support and influence better public health 
in the region and at the same time promote our 
capacity in public health education, research and 
practice.’

Professor Stephen Leeder, Emeritus Professor 
of Public Health and Community Medicine at the 

University of Sydney, said there was likely to be a 
‘recalibration of public health interest’ that would 
encompass a fresh look at infectious diseases.

‘My hope would be that alongside that, we 
don’t lose track of the great causes of morbidity 
and mortality—heart disease, stroke, cancer and 
dementia and mental illness—that afflict us year-
in and year-out and don’t elicit anything like the 
response we have given to COVID.’

More broadly, Leeder said it was time for a 
major rethink about the way in which Australian 
universities are funded: ‘We need a new business 
proposition for universities, both for their research 
and their teaching. And that requires clever minds, 
it requires managers, accountants, academics 
themselves who might have clear and strong views 
about how it could prosper. There needs to be 
almost a Royal Commission into funding of tertiary 
institutions in Australia.’

Universities also have to take a critical look at 
themselves, Leeder said.

‘These organisations fulfil very valuable public 
roles, but inevitably I think, some degree of self-
satisfaction or laziness creeps in. Their systems of 
governance may no longer be fit-for-purpose—there 
are a lot of questions that need to be asked beyond 
saying, “yoo-hoo, Government, we need more 
money”.’  ha 

This article is an abridged version of Alarm over 
how the pandemic response is undermining public 
health, originally published by Croakey. The 
original article may be viewed at https://croakey.
org/alarm-over-how-the-pandemic-response-is-
undermining-public-health-sector/. 

“My hope would be that alongside that, we don’t lose track of the great 
causes of morbidity and mortality—heart disease, stroke, cancer and 
dementia and mental illness—that afflict us year-in and year-out and 
don’t elicit anything like the response we have given to COVID.”

https://croakey.org/alarm-over-how-the-pandemic-response-is-undermining-public-health-sector/
https://croakey.org/alarm-over-how-the-pandemic-response-is-undermining-public-health-sector/
https://croakey.org/alarm-over-how-the-pandemic-response-is-undermining-public-health-sector/
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Rural and remote nursing and allied 
health student placements
Part of the strategy to expand the rural and remote 
health workforce has been the funding of University 
Departments of Rural Health (UDRHs) to support 
training of nursing and allied health students. In this 
role, UDRHs have provided a range of placements 
for nursing and allied health students in rural and 
remote settings. Given the workforce shortages in 
rural and remote areas, providing these placements 
is not straightforward, as services and staff often 
lack the resources to fully support students’ 
practical learning needs.  

UDRHs have boosted the work of these services 
with resources, education, student supervision 

and innovative models of placements. For over a 
decade, UDRHs have developed work-integrated 
learning, service learning and telehealth models of 
student placements to provide different types of 
placements that rely less on the existing workforce.  
These placements provide learning opportunities 
for students as well as services for rural and remote 
residents (ARHEN 2020).  

Rural and remote nursing and allied 
health student placements during 
COVID-19
During COVID-19, these diverse types of placements 
have the potential to enable students to undertake 
placements, enhance the workforce and expand 
health services in innovative ways.   >

Nursing students on rural 
clinical placement undertaking 
clinical simulation training at 
the Charleville Hospital.

Models of nursing and allied 
health student placements in 
times of COVID-19



48    The Health Advocate  •  AUGUST 2020

Currently, UDRHs have reconfigured placements  
to be responsive to the public health crisis.  
For example, allied health students are providing 
telerehabilitation, online exercise programs, 
physiotherapy and other interventions to the 
elderly, people with disability and primary aged 
children as they isolate in their rural homes.  

Learning from rural and remote 
placements
These work-integrated learning, service learning and 
telehealth models of placements have the potential 
to provide placement opportunities in non-rural and 
remote settings to address the need for students to 
continue their learning.  

There is much that can be learnt from UDRHs 
about creatively designing placements to meet 
student, health service and community needs.  
For example, in these diverse types of placements, 
nursing and allied health students undertake 
assessments, reviews, provide routine care or 
implement a range of services and interventions.  
These placements may be based in a health service, 
such as a hospital, community health service, aged 
care centre or other primary care setting, or in  
non-health settings, including primary and 
secondary schools, kindergartens, local government, 
disability services, human services, not-for-profit 
organisations or community settings.  

Some students undertake project work for health 
services or communities that provide evidence, 
resources and program planning. The use of long-
arm, local, virtual or multi-modalities of supervision 
also makes these placements different.  

These placements have been identified as useful 
where workforce is lacking, where health and 
community services are limited, and where health 
consumers have specific or high health care needs 
(Jones, 2015a). Students are clear that these work-
integrated learning, service learning and telehealth 
models of placements are challenging, due to 
the autonomy, self-direction and independence 
required. Despite the challenges, students report 
that these placements are very satisfying, both 
personally and professionally, as a result of applying 
their skills.  

These placements have been found to develop 
work-readiness, critical thinking, and collaborative, 
organisational and interprofessional skills (Jones 
2015a, 2015b). They have also enabled final year 
students to progress to graduation.  

Conclusion
Key concerns during the pandemic are ability 
of the current health workforce to maintain 
essential services, meet health needs created by 
the pandemic, and maintain safety, health and 
wellbeing. Currently, there are opportunities for 

A clinical psychology student learns 
the nuances of delivering rural mental 

health services via telehealth.
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new ways of learning in unpredictable and rapidly 
changing environments.  

Placements at this time prepare students for 
future health care challenges, teach broader 
public health responses and provide experience in 
responding to dynamic health needs. Continuing 
clinical placements also facilitate health student 
progress to graduation, so they enter the 
workforce on time.  

In summary, given the changes to health care 
in recent months and the demand for student 
placements in the coming months, learning from 
alternative types of placements can be important.  
UDRHs can assist in providing these alternatives.  ha  
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As the world, including Australia, recognised the 
emerging Covid-19 pandemic around mid-March 
2020, private health care organisations quickly 
realised that they were ill equipped to safely 
manage clinical services with woefully inadequate 
supplies of PPE and hand sanitiser. Without 
significant local manufacture and the redistribution 
of PPE to other nations, we faced a dire situation  
in trying to maintain health services across  
the country.

It was obvious that without market action,  
health services would not be able to continue to 
manage the care of especially vulnerable patients 
and placed staff health at risk also.

‘Practice Managers Network’ Facebook 
group mobilises to form project team
A group of leaders from the Facebook group 
‘Practice Managers Network’ quickly mobilised, 
implementing a project to ensure supply of medical 
grade hand sanitiser for medical practices around 
the country — including regional, rural and remote 
locations. The ‘Hand Sanitiser Australia Project’  
was born.

What the team noted was that significant price 
gouging of all PPE supplies was evident, as well as 
market flooding of poor quality, and non-compliant 
product. In an effort to support the private health 
care industry, this group sought to provide high 
quality supplies at the lowest possible cost. 

Anna Davidson, a group member, took up contact 
with Riwka Hagen, the administrator of the group, 
and Matt Gilchrist, another active group member.

Anna’s professional networks included chemical 
manufacturers and she felt confident that she could 
encourage them to change their manufacturing 
focus and start producing hand sanitiser.  
She secured supply of the key ingredient —  
ethanol — and  production commenced soon after.

At the same time, Riwka communicated with 
the Facebook group to gather information from 
practices that needed hand sanitiser supplies,  
and Matt started working on the challenges related 
to distribution of the highly flammable supplies. 
John Roberts later joined the team in providing 
further project management support and a key 
communicator between the project team and  
the manufacturers.

The Hand Sanitiser 
Australia Project

RIWKA HAGEN  
Medical Business 
Services, on behalf of the 
Hand Sanitiser Australia 
Project
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There were many risks and challenges associated 
with this project, including:
• The team members developing a project within 

a matter of days, when they were not well 
acquainted at the outset. In fact, the team 
members are from Queensland, NSW and Victoria! 

• The possibility that we would not be able to 
secure any part of the key requirements.

• Reputational risks associated with making 
promises to practices that may not be achieved.

• Balancing supply and demand needs.
• Securing transport pathways to deliver the  

hand sanitiser.
• Uncertainty around how the COVID-19 pandemic 

would play out in Australia, hence product 
demand was also uncertain.

The team sought to obtain governmental financial 
support to ensure practices would have ongoing 
access to supplies, however many hours of work  
and submissions were essentially ineffective.

‘Hand Sanitiser Australia Project’  
team secrets to success
The ‘Hand Sanitiser Australia Project’ team, 
working together with key manufacturers Manildra, 
WaterTest Systems and Mera Chemicals, was able 
to supply over 3500 units of initially 5L containers, 
and later, larger volumes to small and large medical 
services, including GPs, specialists, allied health, 
pharmacies, community health and other services. 

From the time of concept (mid-March) to shipping 
the first supplies was a couple of weeks, which is  
an incredible achievement in innovation and agility.

Significant media interest in this project resulted 

in a number of TV and radio interviews as well  
as news articles.

The secrets to success included:
•  Alignment of mindset of the organising team—

each team member brought a different skill set 
and network, but a similar can-do approach

• The trust developed within the Facebook 
‘Practice Managers Network’. When the project 
team put the concept to the group members, 
there was incredible support and commitment  
to participate.

• Recognition that perfection was not required. 
In fact, there were many stages where the next 
actions were unclear or undefined, and systems 
were developed quickly and improved as the 
project rolled out.

• High dependence on video conferencing as 
the main communication between the team 
members.

As the first COVID-19 wave was quite successfully 
managed in Australia, it became evident that the 
clinical severity was thankfully lower than originally 
feared. This brought its own challenges for the 
manufacturing team in revising down the estimated 
product volume requirements.

Now, as we face second and further outbreaks 
and we are without an effective vaccine, the risks 
of further flare ups with increased demand for PPE 
may yet pose the next challenge.

The ‘Hand Sanitiser Australia Project’ team is now 
in hiatus—but stands ready to assist should the next 
pandemic wave require another mammoth response 
to protect health workers and patients.  ha 

“It was obvious that without market action, 
health services would not be able to continue to 
manage the care of especially vulnerable patients 
and placed staff health at risk also.”
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Staff working in the Royal Hobart Hospital’s Central 
Sterilising Department (CSD) have a safer, healthier 
workplace with an ergonomically designed new unit 
and Australia’s first CSD robot.

Since mid-June, K-Block’s new CSD has been 
cleaning, disinfecting and sterilising reusable 
medical instruments and equipment.

Automated vehicles support staff by delivering 
around 100,000 packed hospital instrument trays to 
the new sterilisers. This helps to reduce staff injury 
by removing the need for repetitious lifting.

This is the first time any hospital in Australia has 
used the robot.

Staff health and safety has been at the forefront 
of the CSD design which includes height-adjustable 
sinks and workstations.

The modern CSD has significantly more space than 
the old unit and has equipment new to the Royal 
Hobart Hospital including an automated chemical 
dosing system, de-boxing area, dedicated state-of-
the-art loan-set equipment room and electronic 
instrument tracker.

CSD is an infection-controlled, restricted area in 
K-Block Level 5.

The CSD supports the existing nine operating 
theatres and inpatient and outpatient services in 
the RHH and five new operating theatres, procedure 
room, angiography and cardiac cath lab in K-Block, 
along with several other health facilities in Hobart.

The CSD has three precincts: the dirty area that 
includes the decontamination areas, washers and 
dryers; the clean area which includes storage, 
assembly areas, sterilisers; and the cooling and 
sterile stock area.

The Lynx robotic automated guided vehicle robot 
was developed by Omron in conjunction with 
Atherton.

The partnership of medical manufacturers/
suppliers Atherton and Device Technologies Australia 
delivered $2.8 million in new CSD equipment 
including two robots, for K-Block. ha  

Royal Hobart 
Hospital Central 
Sterilising 
Department
Royal Hobart Hospital Robots
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Automated steriliser vehicle  
(CSD robot) at Royal Hobart Hospital 
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CSD robot delivering medical 
instruments and equipment 
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The COVID-19 pandemic has created an 
unprecedented global health challenge. It has 
shone a spotlight on Australia’s health and medical 
research resilience and capacity, with publicly-
applauded innovations in areas such as mental 
health, screening and vaccine development. 

A recent report by Research Australia  
demonstrated the depth and breadth of the 
Australian health and medical research sector 
response, showcasing over 150 projects that 
featured: our understanding of COVID-19; 
development of therapies; testing and diagnostics; 
health systems and workforce; and community 
engagement. 

However, significant gaps were also identified 
that need to be fixed to ensure a resilient health 

and medical research community that can not 
only respond rapidly, but facilitate any necessary 
capacity-building to respond rapidly, to future public 
health threats and opportunities alike.

It is clear that to inform evidence-based policy and 
practice requires agility and flexibility that does not 
reflect the natural rhythm of research, or research 
funding. While many individuals and organisations 
have managed to ‘pivot’ and re-purpose resources 
and staff to forge new collaborations and research 
opportunities, many more have not. 

The limitations of our health and medical research 
system have seen some missed opportunities, and 
a widening of existing inequalities—for example 
an under-representation of women in research 
productivity (see https://gh.bmj.com/content/5/7/

Resilience and 
rapid response—
boosting Australia’s 
health and medical 
research capabilities 
post COVID-19

https://researchaustralia.org/covid-19/
https://gh.bmj.com/content/5/7/e002922
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PROFESSOR  
ANNA PEETERS 
Director, Institute for 
Health Transformation, 
Faculty of Health, Deakin 
University

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

e002922 and https://www.thelancet.com/journals/
lancet/article/PIIS0140-6736(20)31412-4/fulltext). 

This has been due in part to the unequal 
distribution of domestic duties while working from 
home. Ethical demands and governance constraints 
have also created structural barriers to progressing 
and re-purposing grant opportunities.

COVID-19 has highlighted the need to develop 
a sustainable culture of researchers and research 
organisations that can respond to pandemics 
and other disruptors and identify the impact 
on health systems and communities as well as 
economic consequences. Today’s world is highly 
interconnected. 

Australians can benefit from research that 
addresses emerging global threats and delivers 

fit-for-purpose healthcare innovations that can also 
be of secondary benefit to other nations. Timely 
collaboration across multiple organisations and 
sectors will ensure we are prepared to support 
health systems and communities and advocate for  
a more coordinated response.

Collaboration
In Australia, we have many demonstrated examples 
of strong collaborations in response to this national 
emergency (see https://lifeinmindaustralia.com.au/
research/australian-covid-19-suicide-research).

To facilitate collaborations going forward we 
recommend a coordinated approach that involves 
strategic planning to deliver on short-, medium-  
and long-term goals. Both the Commonwealth        > 
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Department of Health and the Australian Academy 
of Science have, respectively, developed simple 
resource-sharing hubs in response to COVID-19, 
namely the Coronavirus landing page (www.health.
gov.au/news/health-alerts/novel-coronavirus-
2019-ncov-health-alert) and the COVID-19 research 
expertise hub (www.science.org.au/covid19/news-
and-resources). 

A whole-of-Government approach to resource 
sharing, synthesis and engagement will enable 
Australia to rapidly capitalise on the breadth and 
depth of innovations that are continually developed. 
Sharing research hubs will advance data platforms, 
linkage and analytics. To advance effective 
collaboration, we need to foster and incentivise 
collaborative opportunities through research  
funding schemes.

Rapidly responsive research funding
Any timely new research requires resources—namely 
people and funding. A detailed analysis by one of 
the United States’ large funders, the Robert Woods 
Johnson Foundation, identified key characteristics 
of what they named Rapid Response Research in 

a special report, Rapid Response Research and 

Quick-Strike Analyses (see www.rwjf.org/en/library/
research/2015/05/rapid-response-research-and-
quick-strike-analyses.html).

To quote from the report: ‘Many times, by the 

time research findings are available, policymakers 

already have acted. The Robert Wood Johnson 

Foundation (RWJF) and other funders have turned 

to rapid-response research studies and quick-strike 

analyses to inform policy decisions…’.  
The Medical Research Future Fund in Australia has 

responded to the need for rapid response research 
through quick-turnaround COVID-19-related funding 
announcements. We recommend expanding on this 
to maintain an ongoing Rapid Response Research 
fund, able to capitalise on natural health and 
medical research policy and practice situations  
as they arise. 

We also recommend that explicit principles 
underpin these opportunities, based on evidence 
of what works, and ensuring that cross-sectoral 
collaboration and often-overlooked areas of 
research, specifically health services and systems 
research, are incentivised and fostered.   ha 

“Many times, by the time research findings are 
available, policymakers already have acted. The Robert 
Wood Johnson Foundation (RWJF) and other funders 
have turned to rapid-response research studies and 
quick-strike analyses to inform policy decisions…”

http://www.health.gov.au/news/health-alerts/novel-coronavirus-2019-ncov-health-alert
http://www.health.gov.au/news/health-alerts/novel-coronavirus-2019-ncov-health-alert
http://www.health.gov.au/news/health-alerts/novel-coronavirus-2019-ncov-health-alert
http://www.science.org.au/covid19/news-and-resources
http://www.science.org.au/covid19/news-and-resources
https://www.rwjf.org/en/library/research/2015/05/rapid-response-research-and-quick-strike-analyses.html
https://www.rwjf.org/en/library/research/2015/05/rapid-response-research-and-quick-strike-analyses.html
https://www.rwjf.org/en/library/research/2015/05/rapid-response-research-and-quick-strike-analyses.html
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KAREN BOOTH 
President, Australian 
Primary Health Care 
Nurses Association

General Practice 
funding needs reform 
after COVID-19 
exposes weakness
COVID-19 has uncovered some hard truths about 
the Australian health system and the way it is 
funded. For many primary health care nurses,  
it has been a particularly bitter experience.

When APNA began surveying its members at the 
height of the pandemic back in March 2020, we 
discovered that general practices were being hit  
by a decline in patients who were fearful of 
catching the virus.

Some practices reacted to the drop in foot traffic 
and associated fall in episodic MBS billings by 

cutting staff and clinic hours. 
More than 1,100 nurses replied to our initial 

survey, with 29% reporting reduced hours and  
7% saying they had lost their jobs. Incredibly, in 
the middle of a pandemic, nurses were actually 
losing work.

APNA responded by lobbying the Australian 
Government Department of Health to extend 
telehealth to general practice nurses so they  
could continue providing services to chronic 
disease patients.  >
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We were joined in this push by AHHA, the 
Consumers Health Forum, the Australasian Institute 
of Digital Health, the Australian College of Rural 
and Remote Medicine and many doctors who  
value the role of nurses as part of the general 
practice team.

The Government listened and acted. With the 
extension of telehealth to nurses, we have since 
seen signs of improvement. Our latest survey,  
in June, attracted 840 responses with 19% 
reporting reduced hours and 3.6% saying they  
had lost their jobs. 

While these numbers are still too high, they are 
at least trending in the right direction. They also 
underscore the need for nurses to continue using 
telehealth beyond the nominal 30 September 
cut-off date. This is not only important for nurse 
retention but also for maintaining patient contact 
and addressing the ongoing needs of people 
with chronic disease so their conditions do not 
deteriorate and require hospitalisation.

Predictable funding
What all this tells us is that Australia needs a more 
sustainable funding model for general practice 
beyond COVID-19—one that is flexible and which 
better supports team-based, patient-centred care.

Paying for episodic care dependent on face-to-

face, come-to-the-doctor-when-you-are-sick-or-in-
crisis visits, is neither a sustainable nor holistic 
model for complex care. 

We must have predictability and assured funding 
that supports proactive, preventive, managed care 
to keep people well. 

Not every patient needs to see a doctor every 
time they visit the practice. Many patients can 
and are managed by the nurse as part of the 
healthcare team. This includes chronic disease 
management, lifestyle and self-care support visits, 
immunisation, dressings, and care coordination 
catch-up. However, under the current system,  
the doctor has to tick off the exercise so that  
MBS billing can occur to generate income to cover 
the cost of most visits.

If there was widespread use of adequately 
funded bundled payments for treatment of people 
with chronic complex health issues—allowing 
flexible use of health team members—nurses could 
use their full skillsets and we would have a more 
sustainable general practice business model. 

It would also mean that workloads for chronic 
care remain predictable, funding for practices 
would be predictable, and resources and staff 
could therefore be allocated predictably. We  
could all get on with doing what we do best as 
part of a care team. 

“What all this tells us 
is that Australia needs 
a more sustainable 
funding model for 
general practice beyond 
COVID-19—one that is 
flexible and which better 
supports team-based, 
patient-centred care.”



The Health Advocate  •  AUGUST 2020    59

This would strengthen primary health care 
services to meet the evolving health needs of  
our communities, even in a pandemic.

The Australian Government has recognised 
change is required, and has appointed a Primary 
Health Care Reform Steering Group to oversee  
the development of a National 10-Year Primary 
Health Care Plan, and look at how we can tailor 
our health system to be more person-centred, 
integrated, efficient and equitable.

While COVID-19 has delayed this process, it  
will be integral to the work of the Steering Group 
to respond to the lessons of this pandemic.

Student placements
Looking to the future, policy-makers must also 
address the issue of nurse education.

While we were heartened by the recent decision 
to make nursing degrees more affordable, APNA 
believes this cannot come at the cost of quality 
education and that there needs to be greater 
investment in quality placements for nursing 
students—particularly in primary health care 
settings such as general practice and aged care.

Even now there simply aren’t enough placement 
opportunities for student nurses in primary health 
care—the very area where health professionals 
are needed to tackle our country’s rising rates of 
chronic disease and care for our ageing population.

It is vital that nursing students are given the 
opportunity to experience a diversity of clinical 
environments and populations in order to develop 
a comprehensive set of skills.

In addition, we note from our annual workforce 
survey, that 35% of primary health care nurses 
are aged 50–59 and nearing retirement. We must 
do what we can now to encourage the next 
generation to step forward. 

APNA wants to see a nationally-funded primary 
health care nursing placement system for both 
undergraduate and postgraduate students. This 
would involve placement opportunities for 8,000 
nursing students, with 3,000 of these in rural or 
remote settings.

APNA has costed this exercise and believes that 
it could become self-funding within 5 years, paying 
dividends through an enhanced primary health 
care workforce pipeline.

Providing better support for nurses at all stages 
of the workforce spectrum is a critical investment 
in our nation’s future.

A healthy Australia depends on having the right 
health professionals, with the right skills in the 
right places. An essential element of that is a well-
supported primary health care nursing workforce 
that’s enabled to work to full scope of practice and 
which delivers quality, patient-centred care.  ha 
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At the start of April, the small Central Queensland 
town of Emerald, population 14,119, became 
home to the first respiratory clinic to open in 
rural Australia, as part of the nationwide COVID-19 
response.

The new clinic was operational just one week 
after the federal government announced it would 
fund 100 private practice clinics around the country 
to assess people presenting with mild to moderate 
symptoms of the novel coronavirus. 

Central Queensland, Wide Bay, Sunshine Coast 
Primary Health Network (PHN) Senior Manager, 
Robb Major, said it was a remarkable achievement, 
not least due to some early confusion in the sector 

around the difference between a respiratory clinic 
and a fever clinic, with several of the latter already 
operational at the time. 

‘Fever clinics were set up by state-run Queensland 
Health hospital and health services to test 
suspected COVID cases’, Mr Major said. 

‘GP-led respiratory clinics were established 
and contracted by the Australian Government 
Department of Health for the testing and 
management of respiratory symptoms.

‘Both types of clinics were established to reduce 
the burden on existing services, allowing GPs to 
continue their valuable work of managing their 
patients’ day-to-day health needs.’

Rural 
Australia’s 
first COVID-19 
respiratory 
clinic opens
Emerald clinic operational in one week

Central Queensland, Wide Bay, Sunshine 
Coast Primary Health Network
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While the 31 PHNs across Australia were charged 
with mapping potential sites for respiratory clinics, 
the selection process and decision-making were 
undertaken by the Department of Health. 

‘The PHN’s role was to assess and propose possible 
sites based on local need, available services, site 
specifications, geographical location and population 
distribution’, Mr Major said. 

‘Selection was also based on location of the 
clinic and anticipated number of cases, population 
density, accessibility for patients and availability  
of other nearby testing facilities.

‘Sites were assessed in person where possible, 
but largely via virtual means, due not only to social 

distancing restrictions but the remoteness of  
some locations.’

Emerald, for example, is nearly 300 kilometres, 
or an almost four-hour drive, west of the unofficial 
capital of Central Queensland, Rockhampton.

Assembled in just three days by local 
tradespeople, construction on the first rural 
respiratory clinic in Australia was coordinated by 
Emerald Medical Group, led by Dr Ewen McPhee  
who is also the president of the Australian College 
of Rural and Remote Medicine. 

The Emerald respiratory clinic is not attached to  
a hospital and is a stand-alone series of 
demountable buildings linked by walkway.            >

Dr Ewen McPhee of Emerald Medical Group, and the clinic under construction in Emerald
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The clinic is staffed up to four hours a day, 
seven days a week, by local primary health care 
professionals, including Dr McPhee, kitted out in  
full personal protective equipment (PPE). 

Dr McPhee says the configuration of the buildings 
and workforce readiness has helped reduce 
presentations at the emergency department as well 
as protect general practice by providing somewhere 
for patients to go.

‘These are assessment clinics, where we can 
decide if people displaying symptoms meet the 
criteria for testing or not,’ Dr McPhee says. 

‘We can then provide reassurance if they don’t 
require further testing, and treatment pathways  
if they’ve got other infections. 

‘It’s about providing people somewhere to go 
where they know they will be looked after.’

All GP-led respiratory clinics across Australia  
have been established through direct contracts  
with the Commonwealth. 

The PHN’s Robb Major said it was remarkable  
the Emerald clinic was established so quickly. 

‘This process was initiated and completed 
within an emergency situation, which was rapidly 
escalating and is still changing on a daily basis’,  
Mr Major said. 

‘Within our region, the five practices contracted 
by the Commonwealth to provide this service 
were assessed to ensure they met a strict range 
of operational criteria, including separate external 
entrances, bathrooms and ventilation systems, 
multiple isolation rooms, and onsite parking, as well 
as a commitment to exceeding specified minimum 
opening hours.

‘The Department’s decisions in this scenario  
were made quickly to mitigate the projected 
impacts which would be otherwise exacerbated  
by a slow response.’

The Commonwealth also considered the capacity 
of each practice to supply sufficient reception and 
nursing staff, and general practitioners, to continue 
to operate the respiratory clinics and their usual 
practices in the event of staff member exposure  
or infection. 

Dr Ewen McPhee said access to human resources 
remains an ongoing issue for rural communities  
like Emerald. 

‘It’s always a challenge to attract staff—getting 
people to “go bush”’, Dr McPhee said. 

‘But this is a time when medical students and 
those in training can step up and contribute in 
a meaningful way in a really remarkable set of 
circumstances.

‘And we’ve got the added opportunity to offer 
follow-up appointments for patients in their homes 
via telehealth.’

Robb Major said the Emerald respiratory clinic 
was another example of how the Emerald local 
community, in partnership with health professionals, 
had led the way in healthcare delivery innovation. 

‘Earlier this year Emerald was revealed to be one 
of the first in Australia to have widespread digital 
connectivity across the health sector and is one of 
only two pilot “Communities of Excellence” funded 
by the Australian Digital Health Agency across the 
country,’ Mr Major said. 

‘This means our health professionals and their 
patients are engaging well on patient care.

‘The community is very fortunate to have 
such a proactive general practitioner in Dr Ewen 
McPhee, who, along with other health professionals 
in the area, are at the forefront of driving this 
engagement.’   ha

“It’s always a challenge to attract staff—
getting people to “go bush.”’ 



The Health Advocate  •  AUGUST 2020    63

LOTTIE TURNER 
Partnerships Director, 
Health Justice Australia

DR TESSA BOYD-CAINE 
CEO,  
Health Justice Australia

Health justice 
partnership in a  
time of pandemic
How collaboration has helped health and legal 
services meet the needs of the most vulnerable  
in their communities during COVID-19.

…patients who are seen in clinical settings may 

well have problems in their everyday lives that 

may be causing or exacerbating their mental and 

physical ill health or may be getting in the way of 

their recovery. If we do not tackle these everyday 

‘practical health’ issues then we are fighting the 

clinical fight with one hand tied behind our back  
— (Sir Michael Marmot in The role of advice 

services in health outcomes: evidence review and 

mapping study, Advice Services Alliance  
and The Low Commission, 2015, p. 7).

The COVID-19 pandemic is a stark reminder of  
the hurt and injustice caused by health inequity. 
Across the world, vulnerability to the virus is 

prominent in communities with poor quality 
housing, low-paid or unstable employment and 
inadequate access to healthcare.  

Within the health profession, it is becoming 
increasingly clear how the environment in which 
a person is born and raised impacts their health. 
Less understood is how closely this evidence aligns 
with the role legal problems play in individual 
wellbeing. 

Over one-fifth of people in Australia experience 
three or more legal problems in a given year. Far 
from the dramatisation of crime and courts that 
influence popular conceptions of law, legal need 
is most commonly experienced in the everyday   > 
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challenges many people don’t recognise as having 
legal remedies. These include credit, debt and 
consumer issues; housing; employment; family 
breakdown, family violence and abuse. Such 
challenges are particularly prevalent among people 
experiencing social disadvantage, particularly 
those with chronic ill-health or disability, 
single parents, the unemployed and people in 
disadvantaged housing. And evidence shows an 
individual is more likely to discuss their legal 
worries with a non-legal adviser, such as a trusted 
health professional, than a lawyer.

The social determinants of health, and access 
to justice literature, point to a complex web of 
intersecting health, legal and social factors that 
shape individual health and the experience of 
health inequity. But it is difficult to connect this 
evidence to the work of healthcare services and 
practitioners. 

Health justice partnership is showing the way. 
This practitioner-led innovation brings legal help 
into healthcare teams and settings to tackle the 
underlying legal problems that cause or exacerbate 
poor health. Such collaborations between health 
and legal services are evolving across Australia, 
putting legal assistance in hospitals, community 
health and other settings where people commonly 
seek help.  

Since their genesis in 2013, the collaborative 
value of health justice partnerships demonstrates 
how a multidisciplinary approach to integrated 
care can provide the mechanism to tackle the 
wider problems which lead to poor health.

During this global pandemic, the collaborative 
capability for how health and legal services 
respond to crises has proven vital, particularly 
when addressing the needs of those most 
vulnerable to both its direct and indirect impacts.  

“The social determinants of 
health, and access to justice 
literature, point to a complex 
web of intersecting health, 
legal and social factors that 
shape individual health and the 
experience of health inequity.”
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These include the stress of insecure housing and 
mounting debt when faced with a declining or loss 
of income; navigating complex welfare systems; 
and restrictions on civil liberties with the risk of 
increased criminalisation. 

Increased exposure to family violence during 
prolonged periods in homes which might 
themselves be unsafe is perhaps the most alarming 
indirect consequence of the pandemic.

The collaborative foundation of health justice 
partnership has helped health and legal services 
identify and respond to the overlapping problems 
emerging from Covid-19.

By investing in relationships, infrastructure and 
processes, these services can detect complex 
problems through a holistic, person-centred lens. 

Some of the many responses to Covid19 made 
possible through health justice partnership include: 
• increasing referrals from health partners to  

legal partners

• tertiary health services classifying their health 
justice partnership lawyers as essential workers; 
equipping health justice partnership lawyers 
with PPE to enable access to people in hospital 
confinement

• community health services delivering legal help 
through on-site phones and computers

• health workers directly asking legal partners 
questions on the experiences of their patients, 
and how they may benefit from legal assistance

• legal partners working with health partners as a 
proxy to enable important legal documents to be 
executed and signed when lawyers are unable to 
see clients face-to-face. 

Perhaps the strongest hallmark of success in a time 
of crisis is the practitioners who report they now 
see everything through a health-justice lens. And 
this enables them to better address the problems 
that perpetuate health inequity.   ha
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As a result of the 2019-2020 coronavirus pandemic, 
some significant changes have been made to the 
delivery of Australia’s alcohol and other drugs 
services that have the potential to significantly 
improve responses to people who use drugs in the 
future if permanently introduced.

Among them:
• Services have moved to telehealth and found that 

this is a viable approach to delivering alcohol and 
other drug services.

• Services have removed some of the significant 
barriers to accessing pharmacotherapy, including, 
for example, a relaxation of restrictions on take 
home doses.
We are calling on Australian, State and Territory 

Governments to respond with policy changes and 
additional funding for the treatment sector to 
enable these enhancements on an ongoing basis. 
This will improve access to treatment for people 
who use alcohol and other drugs, and reduce the 
social and financial burden on individuals, families 
and the community.

What is needed?
1.    Introduce ongoing telehealth and  

digital options
 Enhancing video and telephone-delivered 
specialist care for clients and staff will require 
infrastructure, training and guidance, as well as 
research for developing models of best practice.

2.    Increasing access and affordability of opioid 
pharmacotherapies
-  Permanently establish pandemic-related 

changes to increase service flexibility.
-  Formalise practice guidance on opioid 

pharmacotherapy prescribing.
-  Remove dispensing fees through subsidies to 

primary care dispensers.
3.    Investment in regional and rural Australia 

must include investment in alcohol and other 
drug services
 Identify regional areas of need and invest in 
infrastructure and workforce to support access 
to treatment for regional residents.

Urgent policy and funding 
needs in the Alcohol 
and other Drug Sector in 
response to COVID-19
A coalition of Australian alcohol and other drug services
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Submission from a coalition of Australian 
alcohol and other drug services 
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4.    Access to data improves evidence-based 
decision making
Working with clinicians, clients and researchers, 
undertake a review of existing data sources 
and establish nation-wide data sets to inform 
decision making.

5.    Investment in Australia’s mental health needs 
to include a parallel process for alcohol and 
other drugs
Just as governments have created the National 
Mental Health and Wellbeing Pandemic 
Response Plan, we need a strategy that 
responds to changes in alcohol and other drug 
use as a result of the pandemic.

6.    A well supported workforce is the key to 
service improvement
The establishment of an Alcohol and Other 
Drugs Treatment Sector Capability Fund would 
enhance the effectiveness of the specialist 
alcohol and other drugs treatment workforce, 
while implementing evidence-based service 
improvement and evaluation, and upgrading 
service infrastructure.  ha

The coalition of organisations advocating for 
these changes includes AHHA.
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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.

Hon. Jillian Skinner 
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Dr Deborah Cole  
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Dr Michael Brydon 
University of Notre Dame

Dr Hwee Sin Chong 
Darling Downs Health and 
Hospital Service
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Australian and New Zealand 
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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 Joy Savage 
Cairns Health and Hospital 
Service

Prof. Wendy Moyle 
Griffith University

Ms Yasmin King 
SkillsIQ

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 
Director 
Australian Centre for  
Value-Based Health Care  
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