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Eight years ago, I was fortunate to be offered the 
role of Chief Executive at AHHA, a position which 
has truly been a career highlight for me. I have 
had the opportunity to work with many inspiring 
members, AHHA staff and Board directors, 
who have made enormous contributions to the 
wellbeing and good health of Australians.

Each day in this role has been a privilege —  
but also a personal and professional challenge to 
be a stronger voice for the many Australians who 
need and deserve better from our health system 
than we currently provide, and a stronger voice  
for AHHA members who are so committed to 
providing the best possible health services for  
their communities.

Our advocacy program at AHHA is informed by 
the evidence our members share with us, the 
research we and our members undertake, and the 
expertise in policy development that our members 
and staff contribute.

I am proud of the work we have undertaken 
together with our members and stakeholders to 
develop our Blueprint for Health Reform and our 
focus on value-based health care over the past 
several years — much of which is now reflected in 
the National Health Reform Agreement and in the 
policies of both government and opposition parties 
in the Commonwealth and state and territory 
governments.

Our Blueprint for Health Reform, with its focus 
on governance, funding, data and workforce 
reforms, is a solid foundation for policy work we 
are undertaking on some of the emerging issues of 
our time such as the impact of climate change on 
health, patient-centred care, team-based care, the 
use of telehealth and virtual health technologies, 
artificial intelligence and genomics. Importantly, 
with its focus on health systems, the Blueprint 
also provides a platform for our work on equity, 
Aboriginal and Torres Strait Islander health, and 
the social determinants of health.

The research, publication, education and 
professional development programs we have 
developed through our Australian Centre for Value-
Based Health Care are connecting AHHA members 
with international leaders in this discipline, and 
are underpinning emerging practices and programs 
that are shifting our health system towards value, 
sustainability and a clear purpose to support 
patients to achieve the health outcomes that 
matter most to them.

AHHA has a longstanding commitment to 
research, and for more than 40 years has published 
the Australian Health Review, Australia’s premier 
peer-reviewed journal for health policy research. 
In this past year of significant health system 
challenges, the journal’s editorial team has 
ensured rapid publication of emerging research 

CHIEF EXECUTIVE UPDATE

Eight years of advocating 
for a sustainable and 
equitable health system

relating to COVID-19. Likewise our Deeble Institute 
for Health Policy Research has had an active 
publication program, supporting researchers  
to publish grey literature on the health issues of 
our time.

This busy work program has been achieved by 
our small but committed and passionate team at 

AHHA, with the support of our very capable Board 
and each of you, our members. As I retire from my 
work at AHHA, I thank each of you for the  
very generous support, guidance and friendship 
you have offered me. I’ll be watching from a  
beach somewhere as you continue the journey 
forward!  ha

ALISON VERHOEVEN 
Chief Executive 
AHHA

“Each day in this role has been a privilege — but also a personal and 
professional challenge to be a stronger voice for the many Australians  
who need and deserve better from our health system than we currently 
provide, and a stronger voice for AHHA members who are so committed  
to providing the best possible health services for their communities.”
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https://ahha.asn.au/Blueprint
https://valuebasedcareaustralia.com.au/
https://valuebasedcareaustralia.com.au/
https://ahha.asn.au/ahr
https://ahha.asn.au/deebleinstitute
https://ahha.asn.au/deebleinstitute
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1 MARCH 2021

Aged care reforms must not be put in ‘too-hard’ basket
‘The appalling neglect of too many older Australians, 
with some unable to access support at all and 
others receiving substandard care, requires reforms 
that must not be put into the too-hard basket’, 
says Alison Verhoeven, Australian Healthcare and 
Hospitals Association (AHHA) Chief Executive.

‘Our broken aged care system is not new, but it 
was only when the ABC Four Corners investigation, 
Who Cares?, was screened in 2018 that the 
Australian Government acted by establishing the 
Royal Commission into Aged Care.’

‘Interim reports and detailed research published 
during the course of the Commission’s inquiry have 
seen some limited responses from the government 
including some additional investment in home care 
packages — but overall, the response has been slow 
and superficial,’ says Ms Verhoeven.

The Government must not allow the 
Commissioners’ divergent views relating to 
governance and funding to get in the road of doing 
what’s right for older Australians.  ha

AHHA in the news HAVE YOUR SAY...
We would like to hear your opinion on these or any other healthcare issues.  
Send your comments and article pitches to our media inbox: communications@ahha.asn.au

11 MARCH 2021

Value-Based Health Care 
Awards finalists announced   
Australian leaders in value-based health care  
have been recognised with the announcement  
of the Value-Based Health Care Awards finalists.

The finalists are:
• Integrated Care Implementation of Planned  

Care for Better Health, NSW Health
• KAHAS — Conservative OA management — 

Better Value, Better Care, Northern NSW Local 
Health District

•  Leading Better Value Care (LBVC) Bronchiolitis 
SLHD, Sydney Local Health District

• Osteoarthritis Chronic Care Program, Concord 
Repatriation General Hospital

• rpavirtual, Sydney Local Health District (SLHD)
• Smile Squad school dental program, Dental 

Health Services Victoria (DHSV)
The inaugural awards aim to shine a light on 
outstanding value-based health care activities  
in Australia and the results they are achieving. 
The award categories are:
• The Innovation Award, sponsored by  

Queensland Health
• The Inspiration Award, sponsored by NSW Health
• The Collaboration Award, sponsored by St John 

of God Subiaco Hospital.
The winners will be announced at the Value-Based 
Health Care Conference on 28 May 2021.  
For more information and to register, visit:  
www.ciccancer.com/vbhcconf/  ha 

FROM THE AHHA DESK

18 MARCH 2021

Community-led action –  
the key to Close the Gap 
The 2021 Close the Gap Campaign report highlights 
the importance of strength-based, community-led 
approaches to improving health outcomes  
for Aboriginal and Torres Strait Islander peoples.

‘While Aboriginal and Torres Strait Islander 
peoples continue to show resilience in the face 
of poorer health outcomes, the effectiveness of 
strength-based, community-led action could not be 
clearer,’ says Australian Healthcare and Hospitals 
Association spokesperson, Dr Chris Bourke.

The case studies in this year’s report showcase 
the leadership of Aboriginal and Torres Strait 
Islander peoples, communities and organisations 
throughout some of the biggest challenges of 2020, 
from bushfires to pandemics.

The recommendations in this year’s report call 
for structural reform, self-determination and 
ongoing investment in Aboriginal and Torres Strait 
Islander community-led initiatives.  ha 

https://www.ciccancer.com/vbhcconf/
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7 APRIL 2021

Aged care reforms required in 
May budget, not just dollars
‘Every older person should be able to live well, 
with dignity and independence, as part of their 
community and in a place of their choosing,’ says 
Australian Healthcare and Hospitals Association 
(AHHA) Chief Executive Adj Prof Alison Verhoeven.

‘Regrettably, as the Royal Commission into Aged 
Care Quality and Safety has shown, we are far from 
this perfectly reasonable ideal in Australia today.’

In a perspective brief, Translating aged care 
reform recommendations to action, published 
by the AHHA’s Deeble Institute for Health Policy 
Research, the May 2021 Commonwealth budget  
is highlighted as an opportunity to start the shift 
from a market-oriented approach to aged care  
to the human rights approach advocated by the  
Royal Commission.

The perspective brief notes that successive 
government policy has enabled commercialisation 
within aged care based upon a market economy 
philosophy. People who use aged care have 
become ‘consumers’ who ‘direct’ their own 
care by purchasing services from businesses 
in a ‘competitive market’, but this market has 
limited transparency and has demonstrated little 
improvement in quality.  ha

AHHA in the news

FROM THE AHHA DESK

1 APRIL 2021

Latest Australian research 
highlights moves towards  
high-value healthcare
The latest edition of the Australian Health 
Review, the academic journal of the Australian 
Healthcare and Hospitals Association (AHHA), 
tackles the challenges of moving from volume to 
value in healthcare head on and provides a body of 
evidence demonstrating progress in the Australian 
health system towards outcomes-focused, value-
oriented healthcare.

Use of data and financial incentives to drive 
quality improvement in hip fracture care in 
Western Australian hospitals are described in a 
case study by Dr Hannah Seymour and colleagues. 
The researchers found that regular monitoring and 
reporting on care processes and patient outcomes 
can lead to improvements in both measures.

A study undertaken at Northern Health (Victoria) 
measured the economic impact of hospital-
acquired complications on an acute health service.

Other articles explore improving outcomes 
for Aboriginal and Torres Strait Islander peoples 
in the Northern Territory wait-listed for kidney 
transplants and addressing low-value care through 
behavioural change.  ha 

Australian

Health Review
Journal of the Australian Healthcare & Hospitals Association

www.ahha.asn.au
www.publish.csiro.au/journals/ahr

In Conversation  
with Joseph Conte

In a recent episode of the AHHA’s podcast, Alison 
Verhoeven spoke with Joseph Conte, Executive 
Director, Staten Island Performing Provider System 
(SI PPS)  in the United States about how SI PPS is 
improving the delivery of care and care outcomes 
for the region’s Medicaid and uninsured populations. 

The Staten Island Performing Provider System  
was one of 25 organisations created by the New 
York State Department of Health to implement  
the Delivery System Reform Incentive Program.  
The focus of this program is the six million New 
Yorkers who are on government health insurance, 
Medicaid, and those affected by disparities and 
health inequity.

SI PPS works with a range of providers and 
incentivises them to reduce excessive and 
preventable care. SI PPS has a strong focus on 
measurement. The measurement of outcomes 
informs how they incentivise providers, what 
programs are successful and how individuals are 
responding to support. 

Adopting a 360 degree view of the patient, and 
more broadly the residents of the region, is of 
particular importance to SI PPS. In the podcast, Joe 
discussed the impact the social determinants of 
health have on wellbeing and health outcomes with 
an example being the effect on hospitalisations. 
SI PPS’s data consistently finds that emergency 
department presentations are nearly 40% 
higher with individuals who do not have social 
determinants of health support and hospitalisations 
are about 25% higher. 

In the last year SI PPS screened over 25,000 
individuals for social determinants of health 

programming needs. Of this group, 18,000  
were provided with support services including  
food pantry access, medically tailored meals and 
support to access virtual care. 

To hear more about the inspiring work of Joseph 
Conte and the Staten Island Performing Provider 
System, listen to the full episode here: soundcloud.
com/ahhapodcast. You can also catch Joe at the 
upcoming Value-Based Health Care Conference 
taking place 27—28 May 2021. For more information 
about the Value-Based Health Care Conference visit: 
ciccancer.com/vbhcconf.  ha

https://ahha.asn.au/sites/default/files/docs/policy-issue/deeble_perspectives_brief_no_16_-_translating_aged_care_recommendations_into_action.pdf
https://ahha.asn.au/sites/default/files/docs/policy-issue/deeble_perspectives_brief_no_16_-_translating_aged_care_recommendations_into_action.pdf
http://soundcloud.com/ahhapodcast
http://soundcloud.com/ahhapodcast
http://ciccancer.com/vbhcconf
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Australian leaders in 
Value-Based Health Care
Meet the finalists of the 2021 Value-Based Health Care Awards

Six Australian leaders in value-based health care have been 
recognised as finalists in the inaugural Value-Based Health Care 
Awards. The awards, sponsored by Queensland Health, New South 
Wales Health and St John of God Subiaco Hospital, aim to shine a 
light on the outstanding value-based health care activities in Australia 
and the results they are achieving.

Nick Steele, Deputy Director-General, Healthcare 
Purchasing and System Performance, Queensland 
Health says, ‘Queensland Health is a proud 
sponsor of Australia’s first ever Value-Based 
Health Care Innovation Award. The Queensland 
Health Innovation Award has an important role 
in recognising and promoting innovative projects 
across the country that are improving the health 
outcomes that matter most to patients while 
simultaneously helping to contain the rising costs 
of care. Queensland Health congratulates Award 
finalists and is excited to present the winner 
with their trophy at the Value-Based Health Care 
conference on 28 May 2021.’

‘NSW Health is delighted to sponsor and present 
the Inspiration Award at the inaugural 2021 Value-
Based Health Care Conference,’ says Elizabeth Koff, 
Secretary NSW Health.

‘Our growing experience shows that putting 
value-based health care into practice is complex. 
It requires us to measure health outcomes and 
experiences and to review how and where care is 
delivered. The Inspiration Award recognises and 
celebrates initiatives from across Australia that 
demonstrate results and learnings for the future. 

We congratulate all of the entrants and finalists for 
their outstanding work in this category.’

St John of God Subiaco Hospital CEO Prof 
Shirley Bowen notes, ’As a values and mission 
led organisation, we are pleased to support the 
Value-Based Health Care Awards. The awards 
provide a wonderful opportunity to celebrate 
innovative health care organisations that provide 
compassionate and high quality clinical care to 
those in need.’

The finalists are:
• Integrated Care Implementation of Planned  

Care for Better Health, NSW Health

• KAHAS — Conservative OA management —  
Better Value, Better Care, Northern NSW  
Local Health District

• Leading Better Value Care (LBVC) Bronchiolitis 
SLHD, Sydney Local Health District

• Osteoarthritis Chronic Care Program, Concord 
Repatriation General Hospital

• rpavirtual, Sydney Local Health District (SLHD)

• Smile Squad school dental program, Dental  
Health Services Victoria (DHSV)                    >

“The awards provide a wonderful opportunity to celebrate innovative 
health care organisations that provide compassionate and high 
quality clinical care to those in need.”
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patient and family reported experience measures 
have demonstrated high levels of satisfaction. 
There has also been significant reduction in 
unnecessary use of drugs and equipment, radiation, 
and tests, which has resulted in significant cost 
savings.  

Osteoarthritis Chronic Care Program, 
Concord Repatriation General Hospital
Concord Repatriation General Hospital established 
an Osteoarthritis (OA) Chronic Care Program to 
improve health outcomes, patient experiences, 
provider experiences, and efficiency of care in the 
non-surgical management of knee and hip OA as 
part of the Leading Better Value Care (LBVC). Over 
450 patients have enrolled in the multi-disciplinary 
program and many have reported enhanced 
confidence, ability to start exercising and those 
proceeding to surgery report rapid recovery.

rpavirtual, Sydney Local Health District 
(SLHD)

During the COVID-19 pandemic, Sydney Local Health 
District’s rpavirtual quickly emerged as a national 
leader in the provision of care to COVID-19 patients 
in home isolation and hotel quarantine as well as 
COVID-19 negative returning travellers with complex 
health needs. At the peak of the pandemic in 
NSW, 246 COVID-19 positive patients were being 

managed by rpavirtual and only nine in Sydney LHD 
hospitals. rpavirtual’s unique hybrid model features 
a Virtual Care Centre complemented by an in-
person community nursing service. Reporting shows 
that 84% of patients have a positive experience 
of virtual care and 73% of clinicians feel they are 
able to provide virtual care that delivers equal or 
superior clinical outcomes to traditional care.

Smile Squad school dental program, 
Dental Health Services Victoria (DHSV)

Smile Squad school dental program is a Victorian 
Government program led by DHSV and the 
Victorian Government Department of Health with 
the support of the Department of Education and 
Training (DET). The program provides free access 
to dental care to all Victorian public primary and 
secondary school students. The initiative will be 
delivered by community dental agencies via up to 
250 dental vans, staffed by up to 500 oral health 
professionals. With a strong focus on education and 
prevention, the program aims to reduce the burden 
of oral health and minimise its impact on the lives 
of young people and families across the state. Smile 
Squad is planned to reach full roll out to more than 
650,000 public primary, secondary and specialist 
school students in 2023.  ha

For more information visit:  
ciccancer.com/vbhcaward

Integrated Care Implementation  
of Planned Care for Better Health,  
NSW Health

Integrated Care (IC), leads partnerships to deliver 
seamless care to patients by coordinating services 
around a patient to improve their experiences 
of care and their health outcomes. IC features 
seven integrated initiatives, including state-wide 
strategies coordinating care between providers  
and ensuring better access to community-based 
services closer to home.

One of the seven key initiatives, Planned Care 
for Better Health (PCBH), is central to delivering 
on the NSW Premier’s Priority of improving 
outpatient and community care and reducing 
potentially preventable hospital visits by 5% by 
2023. PCBH uses a new and intuitive ‘Risk of 
Hospitalisation’ algorithm to identify patients at 
risk of hospitalisation and strengthens the care 
they receive earlier. This improves their experience 
of receiving care and keeps them healthier over 
the long term. It also enables clinicians to target 
people for enrolment who will benefit from IC 
interventions, reducing reliance on acute care 
services and decreasing potentially preventable 
hospitalisations. This financial year, every Local 
Health District in NSW will be implementing PCBH.

Other IC initiatives include: ED to Community, 
Specialist Outreach to Primary Care, Residential 
Aged Care, Vulnerable Families and the Paediatric 
Network. 

KAHAS — Conservative OA management 
— Better Value, Better Care, Northern 
NSW Local Health District
The Knee and Hip Arthritis Service (KAHAS)  
looks to provide value-based care in the 
management of Hip and Knee Osteoarthritis.  
The service provides evidenced-based conservative 
treatment for patients who are considering 
hip or knee arthroplasty. KAHAS emphasises 
patient empowerment by helping patients 
better understand their condition, support self-
management and allowing the service to  
be built around the patient and their preferences. 
The results have shown that providing exercise 
and education can lead to improved outcomes for 
patients and greater client and patient satisfaction 
at a reduced cost. Following a successful trial at 
one site, KAHAS has now been rolled out across 
the LHD, with interest from other Health Services 
in adopting the model. Over 1500 patients 
have commenced with KAHAS, with significant 
reductions in pain, improvement in function and  
in-patients not wishing to proceed to surgery.

Leading Better Value Care (LBVC) 
Bronchiolitis SLHD, Sydney Local  
Health District

LBVC Bronchiolitis 
SLHD (Sydney Local 
Health District) 
is an innovative, 
district-wide 
initiative focused 
on enhancing value-
based healthcare 
for infants with 
Bronchiolitis. The 
project aims to 
align practice with 

best evidence, reduce unwarranted variation and 
enhance patient and family experience. To date, 

The winners of the Value-based Health Care Awards will be announced               at the Value-Based Health Care Conference on 28 May 2021

http://ciccancer.com/vbhcaward
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A resilient health 
system demands 
support for health 
services and 
systems research

The COVID-19 pandemic created a global health 
emergency. Compared to other countries around 
the world, Australia has done a remarkable 
job in controlling this disease to date. This has 
been largely due to the rapid response from the 
Australian Government in providing immediate 
support to individuals, families, businesses, and 
organisations affected by the pandemic, and a 
world-class health system that includes a national 
plan for pandemics.

The impact of this pandemic on both public 
health and the economy demonstrates the immense 
reliance on the capacity of our health system to 
respond effectively. For health services to meet 
people’s needs into the future, the stronger the 
evidence base, the better equipped the system  
will be. 

To date, investment in COVID-19 research through 
the National Health and Medical Research Council, 
Medical Research Future Fund and direct grants 

from government has largely focused on clinical 
and epidemiological research. However, research 
that focuses on health policy, health economics and 
more directly on the structure and function of the 
health system is urgently needed. 

Such research will allow Australian governments 
to identify patterns within the health system and 
its policies, structures and effectiveness for better 
management of systems shock (COVID-19 pandemic), 
natural disasters (2019-2020 bushfires, 2021 floods), 
and slow burning longitudinal challenges (chronic 
diseases, increasing health system costs) in a 
rigorous manner that incorporates the complexity of 
the problems we face. 

In turn, evidence will need to be facilitated 
through organisational processes and direct 
engagement between practitioners, researchers, 
and policymakers. This requires sustained 
investment in research translation and 
implementation science through integrated and 

ADJ APROF  
REBECCA HADDOCK 
Director Deeble Institute 
for Health Policy 
Research, Australian 
Healthcare and Hospitals 
Association

multi-disciplined research networks that consider 
the many facets of the health system. 

Attention must also be given to initial short-
term and small-scale pilot studies which are better 
assessed and funded locally as part of research in 
local health networks rather than via a national 
assessment process. 

These processes can be realistically achieved 
by establishing a research institute, such as the 
National Institute of Healthcare Research (NIHR) in 
the United Kingdom, that will provide a channel for 
funding and conduct and publish research on how 
Australian healthcare can best benefit patients.

A National Institute would also contribute to 
building Australian capacity and capability for 
health services research, and build a culture of 
value-based healthcare, with its focus on the 
patient outcomes achieved for the resources 
expended and innovation in the care provided  
to patients. 

It would provide a framework upon which 
standards in health services research could be 
established and best practices readily disseminated. 
This would enable the participation of the full 
spectrum of health care systems researchers, 
rather than supporting a narrowly defined research 
area. Lessons learned from the system could 
be documented and used to inform the design 
and implementation of future research. Again, 
this will further strengthen the national health 
services research workforce capacity and maximise 
opportunities for research success, leading to 
more sustainable, high quality and cost-effective 
healthcare.

Health services and systems research is the 
enabler of a resilient, efficient, and effective health 
system. With this comes a pressing need to support 
health research that will advance the Australian 
health system in the context of current needs and 
future shocks.  ha
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Spotlight on  
healthcare variation
In the first of this series of articles on healthcare variation from the 
Australian Commission on Safety and Quality in Health Care, we look at 
how the program promotes equitable access to best practice care.

Australia’s focus on healthcare variation has  
helped improve the appropriateness of care in  
our healthcare system, reducing the use of low-
value therapies and improving access to  
evidence-based care.

But, says Adjunct Professor Debora Picone AO, 
CEO of the Australian Commission on Safety and 
Quality in Health Care, much work remains.

Commenting after the launch of The Fourth 

Australian Atlas of Healthcare Variation, Professor 
Picone says the series continues to provide 
compelling findings that ‘we must act on’.

This Atlas reveals that, across Australia, 42.8%–
56.1% of all caesarean sections performed before 39 
weeks did not have a medical or obstetric indication 
for early birth. This is despite strong evidence that 
waiting until at least 39 weeks’ gestation gives 
better short- and long-term outcomes for the baby, 
unless there are medical or obstetric reasons for 
earlier birth. The research shows that the last few 
weeks of pregnancy are important for the baby’s 

development, including brain and lung maturation.
Commission Chair Professor Villis Marshall AC 

says that it is more important than ever to have a 
strategic approach to healthcare variation.

‘Although the [COVID-19] pandemic has dominated 
the health news and placed extra demands on the 
system, the longstanding challenges we face in 
health have not gone away.’ 

What is variation?
The Commission describes variation as a ‘difference 
in healthcare processes or outcomes, compared to 
peers or to a gold standard such as an evidence-
based guideline recommendation’. 

Professor Anne Duggan, the Commission’s Chief 
Medical Officer, says that healthcare variation can 
be the ‘hallmark of a sophisticated healthcare 
system’, reflecting different patient needs or 
preferences. 

But variation can also be a sign that suboptimal 
care is being provided or that access to health care 
is inequitable.

Such unwarranted variation may relate to: the 
health system (ineffectiveness, inefficiencies or 
indication creep); clinicians (distribution, skill or 
adherence to the latest evidence); and consumers 
(too little or too much access to care, financial/
geographic barriers, understanding of risks/benefits, 
and lack of opportunity to participate in decision-
making). 

Home truths
Australia’s participation in a 2012 Organisation 
for Economic Co-operation and Development 
(OECD) study on international healthcare variation 
revealed some concerning facts about the 
appropriateness of care delivery, Professor  
Picone says.

‘Australia had a higher hysterectomy rate than any 
other OECD country, and there was no reason for 
that,’ she says. The study showed that Australia’s 
hysterectomy rate was 230 per 100,000 women, 
compared with 178 in New Zealand, and 149 in 
England. 

‘This suggested that hysterectomy was being used 
as the first treatment option for menorrhagia, in 
particular, and in menopause,’ she says, noting that 
this is not in line with the evidence encouraging the 
first-line use of less invasive approaches.

Australia’s caesarean section and tonsillectomy 
rates were also found to be far higher than those  
of comparable nations. 

These findings prompted the Commission to 
develop the Atlas series to examine healthcare 
variation across Australia and to map findings by 
geographical region. The first Atlas was launched  
in 2015. 

Success stories
Despite mounting evidence of a lack of benefit, 
arthroscopy rates for knee osteoarthritis 
skyrocketed in the early 2000s. 

The 2012 OECD study found that Australia was 
again towards the top of the table in the rate of 
knee arthroscopies performed. And the first Atlas 
reported not only high rates of knee arthroscopy,  > 

Adjunct Professor 
Debora Picone AO, 
CEO of the Australian 
Commission on 
Safety and Quality in 
Health Care

Authored by the Australian Commission on Safety and Quality  
in Health Care with medical journalist Nicole MacKee

https://www.safetyandquality.gov.au/publications-and-resources/australian-atlas-healthcare-variation-series
https://www.safetyandquality.gov.au/our-work/healthcare-variation/better-care-everywhere-program-series/program-series-webinars/program-series-recorded-webinars
https://www.safetyandquality.gov.au/publications-and-resources/australian-atlas-healthcare-variation-series
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but also considerable variation across the country.  
‘South Australia had the highest intervention rates 

overall,’ Professor Picone says. ‘Rates in some areas 
of South Australia were seven times higher than 
areas in NSW and the ACT with the lowest rates.’

To tackle this unwarranted variation, the 
Commission provided this data to local health 
services and governments. Then, in 2017, the 
Commission supported clinicians to provide 
evidence-based care with the release of a Clinical 
Care Standard for managing knee osteoarthritis. 

In 2018, the Commonwealth Government revised 
the Medicare Benefits Scheme item numbers for 
the procedure. At the same time, research and 
guidelines highlighting the lack of benefit of knee 
arthroscopy for osteoarthritis helped to drive  
rates down.

Seven years later, Australia’s rate of knee 
arthroscopies had halved from 512 knee 
arthroscopies per 100,000 people in 2012, to  
247 per 100,000, in 2019. 

Initiatives across the health system to reduce 
the use of hysterectomy have also been effective, 
Professor Picone says, with particularly impressive 
results in Victoria. 

In 2014-15, Victoria had a hysterectomy rate of 
281 per 100,000, and a Commission analysis of  
data from the National Hospital Morbidity Database  
2014-15 and 2018-19, shows that rate had now 
dropped to 236 per 100,000. See story, page 33.

The key to the Commission’s successes in tackling 
healthcare variation is the engagement and 
commitment of expert clinicians, Professor  
Picone says.

‘We work with a group of experts who are on the 
frontlines every day of the week dealing with these 
issues,’ she says. ‘We bring the evidence and the 
data, and we share examples of better practice.  
We challenge the status quo thinking.’ 

Engaging consumers in the process by encouraging 
informed consent is also crucial in tackling 
unwarranted variation, she says. See story, page 24.

Work in progress
It’s not all good news though. Professor Picone 
says Australia continues to have one of the world’s 
highest rates of antibiotic prescribing, and the 
rate of early planned caesarean sections (before 
39 weeks, without medical or obstetric indication) 
remains unacceptably high.  

Equitable access to care in rural regions and 
for remote Aboriginal and Torres Strait Islander 
communities continues to be a major challenge  
for the nation, she says.

Professor Picone says the Commission will carry 
on with its work in these areas, acknowledging that 
some areas of unwarranted healthcare variation 
cannot be changed overnight.  ha

For key findings from the Fourth Atlas,  
see story, page 20.

“Australia continues to have one of the world’s highest rates of antibiotic 
prescribing, and the rate of early planned caesarean sections (before 39 
weeks, without medical or obstetric indication) remains unacceptably 
high.”

ELDAC is funded by the Australian Government Department of Health

Supporting quality care at the end of life

ELDAC connects you to Australia’s palliative care and advance care 

planning information, resources and services.

• Access five evidence-based toolkits

• Find state and territory-specific information and services

• Call the free telephone advisory service

Together we can improve care at the end of life for older Australians.

ELDAC Helpline: 1800 870 155                       www.eldac.com.au

https://www.safetyandquality.gov.au/standards/clinical-care-standards/osteoarthritis-knee-clinical-care-standard
https://www.safetyandquality.gov.au/standards/clinical-care-standards/osteoarthritis-knee-clinical-care-standard
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nationally for the five conditions, including an  
18-fold difference for COPD between the area with 
the lowest rate and the area with the highest rate, 
a 16-fold difference for cellulitis, and a 12-fold 
difference for diabetes complications.

For all the conditions examined, hospitalisation 
rates were higher among Aboriginal and Torres 
Strait Islander peoples, people living in areas of 
socioeconomic disadvantage, and those living in 
remote areas.

In addition to efforts to improve access to care, 
the Atlas recommended ‘a fundamental shift’ to 
direct healthcare investment towards a better 
integrated primary care system.  

Funding solutions
Mr James Downie, CEO of the Independent Hospital 
Pricing Authority, says innovative funding models 
may be part of the solution to PPHs.

He notes that traditional activity-based funding 
models provide limited incentive for hospitals to 
prevent re-admission.

‘We think alternative approaches to funding for 
chronic disease have a lot of potential,’ he says, 
adding that one type of funding model provides the 
hospital (fundholder) with a budget for a defined 
period to manage all elements of care for specific 
types of chronic conditions.  >

Patients falling  
through the cracks
Preventable hospitalisation rate unacceptable:  
Fourth Australian Atlas of Healthcare Variation

A fragmented healthcare system and poor access 
to care are contributing to high rates of potentially 
preventable hospitalisations (PPHs) in some areas 
of Australia, according to the latest report on 
healthcare variation.

Launched last month, the Australian Commission 
on Safety and Quality in Health Care’s Fourth 
Australian Atlas of Healthcare Variation (the Atlas) 
covers 17 healthcare items across six clinical areas.

These are: potentially preventable hospitalisations 
(PPHs); early planned birth; lumbar spinal surgery; 
ear, nose and throat surgery in children and 
young people; gastrointestinal investigations; and 
medicines use in older people.

Potentially preventable hospitalisations
The Atlas reports that in 2017-18 there were 
more than 330,000 PPHs in Australia due to 
five conditions examined in the Atlas. PPHs — 
hospitalisations that could have been avoided with 
earlier, appropriate care — are an indicator in the 
National Healthcare Agreement. 

Some of the most common reasons for a PPH 
include three chronic conditions and two common 
infections: chronic obstructive pulmonary disease 
(COPD), kidney infections and urinary tract 
infections, cellulitis, heart failure, and diabetes 
complications.

After age and sex standardisation, the Atlas 
reports wide variation in hospitalisation rates 

Mr James Downie, 
CEO of the 
Independent Hospital 
Pricing Authority

“For all the conditions examined, hospitalisation rates were higher among 
Aboriginal and Torres Strait Islander peoples, people living in areas of 
socioeconomic disadvantage, and those living in remote areas.”

Authored by the Australian Commission on Safety and Quality  
in Health Care with medical journalist Nicole MacKee

http://www.safetyandquality.gov.au/fourth-atlas-2021
http://www.safetyandquality.gov.au/fourth-atlas-2021
https://meteor.aihw.gov.au/content/index.phtml/itemId/716530
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‘The best care comes from the GP,’ she says.  
‘The GP should be the conductor of the orchestra. 
They can get advice from a consultant when 
specific advice is needed, co-ordinate care and 
support patients to self-manage,’ she says. 

Access to care
Professor Duggan says workforce maldistribution  
is a further factor contributing to Australia’s rate  
of PPHs. 

‘There is a huge workforce shortage in rural 
and remote areas, not only of doctors but of 
allied health professionals,’ she says. ‘If you have 
diabetes, you need a whole lot of allied health 
support — you need a podiatrist, the dietitian,  
you need an optometrist.’

And social determinants of health such as 
nutrition and housing also play a role in the 
repeated hospitalisations for conditions such  
as cellulitis.

‘Part of the cellulitis story is related to where 
you live; the climate of where you live, your level 
of nutrition; your housing situation — is it crowded? 
Does it have hot water?’ Professor Duggan says. 
‘And if you don’t have access to a GP, you are going 
to have high rates of cellulitis.’  ha

Capitation funding, bundled payments or 
regionally coordinated service responses can help 
to integrate care across the primary, secondary and 
hospital sectors.

‘Hospital admissions are very expensive, so if 
we can prevent one admission, it frees up a lot of 
money to be spent on prevention and other out-of-
hospital care,’ Mr Downie says.

Mixed results
One capitation funding model, HealthLinks, is 
currently being trialled in Victoria. Four health 
services (Alfred, Barwon, Monash, and Western 
Health) are participating in the HealthLinks 
program, which started in 2016-17.

The program involves identifying people with 
chronic and complex health conditions who are 
at high risk of three or more unplanned hospital 
admissions in a 12-month period. These patients 
are then provided with additional support services 
— such as telephone coaching and post-discharge 
follow up — to prevent hospital readmission. 

Mr Downie says the program has shown some 
‘promising signs’, but overall, the results have  
been mixed.

A recent Productivity Commission report shows 
that although the services all reported positive 
results, including better patient outcomes and more 
efficient hospital use, the program did not reduce 
admissions or length of stay. 

Mr Downie notes, however, that it’s still relatively 
early days for the HealthLinks program. 

‘It does take a long time to get these new 
approaches to bed down,’ he says. ‘But it’s not 
providing overnight results.’  

Mr Downie says further funding reform models 
would be investigated as part of the new Health 
Reform Agreement. 

GPs ‘conductors’ of care
Professor Anne Duggan, the Commission’s Chief 
Medical Officer, says lifestyle factors are at the core 
of many of the conditions driving Australia’s high  
rate of PPHs.

‘We are not going to fix potentially preventable 
hospitalisations by being at the end of the journey,’ 
she says. ‘We will have to tackle the problem  
early on.’ 

Professor Duggan says it’s ‘incredibly important’ 
for people to be connected to a GP who can be at 
the centre of their care.

FOURTH ATLAS:  
PPHS SNAPSHOT COPD
• 77,754 hospitalisations for COPD, representing 

260 hospitalisations per 100,000 people of all 
ages (2017–18,).

• Across 328 local areas (Statistical Area Level 3) 
COPD hospitalisations ranged from 56 to 1,013 
per 100,000 people — an 18.1-fold variation.

• The rate of COPD hospitalisations per 100,000 
people nationally increased by 8% between 
2014-15 and 2017–18.

CELLULITIS

• 68,663 hospitalisations for cellulitis, 
representing 256 hospitalisations per 100,000 
people of all ages (2017–18).

• Across local areas, cellulitis hospitalisations 
ranged from 90 to 1,393 per 100,000 people —  
a 15.5-fold variation.

• Hospitalisations nationally increased by 9% 
(between 2014–15 and 2017–18) while for 
Aboriginal and Torres Strait Islander people the 
rate increased by 18%. 

DIABETES COMPLICATIONS
• 50,273 hospitalisations for diabetes 

complications, representing 184 hospitalisations 
per 100,000 people of all ages (2017–18).

• Across local areas, diabetes complications 
ranged from 64 to 782 per 100,000 people —  
a 12.2 times variation.

• Diabetes hospitalisations increased by 7% 
nationally (between 2014–15 and 2017–18). 

KIDNEY AND URINARY TRACT INFECTIONS

• 6,854 hospitalisations for kidney infections and 
UTIs, representing 281 hospitalisations per 
100,000 people of all ages (2017–18). 

• Across local areas, the hospitalisation rate for 
kidney infections and UTIs ranged from 141 to 
893 per 100,000 people — a 6.3-fold variation.  

HEART FAILURE
• 62,554 hospitalisations for heart failure, 

representing 201 hospitalisations per 100,000 
people of all ages (2017–18). 

• Across local areas, the hospitalisation rate for 
heart failure ranged from 91 to 531 per 100,000 
people — a 5.8-fold variation. 

“The program involves identifying people with chronic and complex 
health conditions who are at high risk of three or more unplanned hospital 
admissions in a 12-month period. These patients are then provided with 
additional support services — such as telephone coaching and post-
discharge follow up — to prevent hospital readmission.”

https://www.pc.gov.au/research/completed/chronic-care-innovations/chronic-care-innovations.pdf
https://www.pm.gov.au/media/commonwealth-and-states-sign-131-billion-five-year-hospitals-agreement
https://www.pm.gov.au/media/commonwealth-and-states-sign-131-billion-five-year-hospitals-agreement
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All aboard in tackling 
healthcare variation
Governing body and clinician engagement critical

When a hospital in the St Vincent’s Health 
Australia group was found to be an outlier in 
bloodstream infections, all levels of leadership  
and the local clinical team swung into action to 
tackle the problem.

Professor Erwin Loh, National Chief Medical 
Officer and Group General Manager Clinical 
Governance for St Vincent’s Health Australia, 
says a higher than average rate of central line-
associated bloodstream infections was detected 
via the hospital’s key performance indicators.

‘It was in an intensive care unit (ICU), so we  
got the infectious diseases physicians and intensive 
care physicians together to talk, with the head of 
the ICU on board to oversee the investigation and 
lead the change,’ Professor Loh says. 

The investigation found that the ICU was using 
central line insertion packs that were not best 
practice, and this was quickly addressed. 

‘Sometimes variation has nothing to do with 
individual practices, it’s to do with the system,’  
he says, noting that, in this case, low hand hygiene 
rates among doctors and poor documentation  
had also contributed to the issue.

To find out how to improve these processes, 
clinicians spent time at another hospital in the 
group that had much lower infection rates. 

Professor Loh says improvement was swift 
because the clinical team was supported to  
carry out their own investigations and to learn  
from peers. 

‘We looked at what they did well, where the 
gaps were, and the clinicians were able to learn 
from each other,’ Professor Loh says, adding that 
the management team did not have to say ‘you’ve 
got to change your ways’.

Professor Loh says nominated ‘change 
champions’ were key in driving practice reform.  

‘Early adopters need to lead the change because 
you can’t only approach this from the top down; 
you have to start from the frontline and their 
peers,’ he says. ‘They can then demonstrate the 
short-term wins and how long-term change can  
be made.’ 

Support and engagement 
Professor Loh cites this case as an example of 
the importance of broad engagement — from the 
frontline clinicians and the senior leadership team 
to board members — in addressing unwarranted 
healthcare variation.

‘The senior people in an organisation set the 
tone and the culture that everyone follows; 
they have to believe that we need to address 
unwarranted variation, and so it’s about educating 
boards and senior management about the need 
to do this,’ says Professor Loh, who recently 
presented in the Australian Commission on 
Safety and Quality in Health Care’s Better Care 
Everywhere program series.  >

Professor  
Erwin Loh,  
National Chief 
Medical Officer 
and Group General 
Manager Clinical 
Governance for St 
Vincent’s Health 
Australia

Authored by the Australian Commission on Safety and Quality  
in Health Care with medical journalist Nicole MacKee

https://www.safetyandquality.gov.au/our-work/healthcare-variation/better-care-everywhere-program-series
https://www.safetyandquality.gov.au/our-work/healthcare-variation/better-care-everywhere-program-series
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Hitchhiker’s guide  
to best-practice care
Roadmap to targeting unwarranted healthcare variation

Identifying unwarranted variation in any healthcare 
service can be challenging, but in services with 
complex caseloads, it requires a roadmap akin to 
‘the hitchhiker’s guide to the galaxy’, says a leading 
governance expert.

Nicole Rasmussen, Director, Patient Safety and 
Improvement, Clinical Governance, for Alfred 
Health in Victoria, says the service cares for some 
of the state’s sickest and most complex cases, from 
patients presenting with severe trauma to those 
requiring heart, lung and kidney transplants.

Ms Rasmussen says being alert to unwarranted 
healthcare variation is critical to providing optimal 
care to all patients.

‘It is important that our patients are provided 
the best possible care that is evidence based 
and person-centred,’ she says. ‘Identifying and 
addressing unwarranted variation leads to improved 
healthcare outcomes along with more effective and 
efficient use of healthcare resources.’

Warranted variation, on the other hand, reflects  
a patient’s clinical condition or individual care 
needs or preferences, she notes.

Embed in existing processes
The National Safety and Quality Health Service 
Standards’ User Guide for the Review of Clinical 
Variation in Health Care provides a roadmap 
to target and address unwarranted healthcare 
variation.

‘The User Guide outlines a practical, systematic 
approach to identifying unwarranted variation,’ Ms 
Rasmussen says. ‘There are competing priorities 
and a plethora of data and it can feel overwhelming 
trying to identify where or how to start.’

The Standards’ Action 1.28 requires health service 
organisations to use ‘the data collected on clinical 
care processes and outcomes to identify potentially 
unwarranted variation, and regularly review and    
improve the appropriateness of clinical care’.       > 

He adds, though, that board directors are keen  
to embrace policies targeting unwarranted 
healthcare variation.

‘Standardising practice and ensuring everyone  
is following the same protocols is a simple concept 
to reduce waste, make practice more efficient  
and improve patient outcomes,’ he says.

Ensuring an acceptable standard of patient 
safety and high quality health care was 
traditionally the remit of clinical teams and 
support staff; now, that responsibility extends 
to consumers, healthcare teams, managers, 
directors, governing bodies and departments  
of health.

‘Good health outcomes rely on effective 
governance and management processes, and 
establishing systems involving a large number of 
contributors in health service organisations and 
across the health system,’ the National Safety and 
Quality Health Service Standards User Guide for 
Governing Bodies states. 

The Guide outlines the roles and responsibilities 
of governing bodies under the Clinical Governance 
Standard, Action 1.28, which requires health 
service organisations to:

• Ensure there are processes for monitoring 
variation from best practice and providing 
clinicians with feedback on their performance.

• Use this information to inform improvements  
in safety and quality systems.

Managing up
There is an increasing focus on doctors’ 
developing leadership skills in medical curricula, 
Professor Loh says, but skills in ‘managing up’  
are equally important.

‘We need to teach doctors to be effective 
followers as well as effective leaders,’ he says. 

Professor Loh outlines three principles to 
effectively ‘manage up’: 

• Provide timely and accurate data and 
reports: Keep the lines of communication 
open and consider each manager’s preferred 
communication style and channels.

• No surprises: It’s important to share the bad 
news, as well as the good.

• Don’t just raise problems, present 
solutions: When flagging an issue, suggest 
recommendations and potential solutions.

‘So, what does this mean for patients?’ Professor 
Loh asks. ‘It means that they get the best care 
possible based on the latest literature and  
clinical guidelines.

‘For clinicians, they are supported to ensure  
that they’re practising in a safe way, because  
what you used to do 10 years ago might not be 
relevant today.’

And health governing bodies can be assured, he 
says, that services are providing the best possible 
care without wasting health resources.   ha

“Ensuring an acceptable standard of patient safety and high 
quality health care was traditionally the remit of clinical teams 
and support staff; now, that responsibility extends to consumers, 
healthcare teams, managers, directors, governing bodies and 
departments of health.”

Nicole Rasmussen, 
Director, Patient 
Safety and 
Improvement, Clinical 
Governance, for 
Alfred Health in 
Victoria

Authored by the Australian Commission on Safety and Quality  
in Health Care with medical journalist Nicole MacKee

https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-review-clinical-variation-health-care
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-review-clinical-variation-health-care
https://www.safetyandquality.gov.au/standards/national-safety-and-quality-health-service-nsqhs-standards/clinical-governance-standard/clinical-performance-and-effectiveness/action-128
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-governing-bodies
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-governing-bodies
https://www.safetyandquality.gov.au/our-work/clinical-governance/clinical-governance-standard
https://www.safetyandquality.gov.au/our-work/clinical-governance/clinical-governance-standard
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The Guide sets out six key steps to implementing 
this action:

1. Select clinical priority areas for assessing and 
reporting variation

2. Identify how clinical variation will be assessed

3. Measure clinical variation and review 
performance

4. Explore reasons for variation

5. Act to improve care and embed changes within 
the health service organisation

6. Record and report activities to monitor clinical 
variation and improve appropriateness of care

Ms Rasmussen says embedding initiatives to identify 
and address variation within existing clinical 
governance processes is critical.

‘You don’t want to run it as a parallel universe,’ 
she says. ‘Analysing variation needs to be part of 
business-as-usual for clinical governance systems 
complete with strong senior clinical engagement. 
This then informs improvement initiatives that are 
aligned with organisational priorities.’

Beyond the data
Ms Rasmussen warns of ‘analysis paralysis’ when 
diving into the huge pool of healthcare data 
available. 

Alfred Health participates in 70 clinical registries 
and, of those, 25 provide benchmarked data.

Ms Rasmussen says criteria used to help identify 
priority areas include: high volume/high risk care; 
areas in which new evidence becomes available; 
concerns raised in quality and safety performance 
data; and input from clinical leaders and initiatives 
such as the Choosing Wisely program.

She adds that it is crucial to channel finite 
resources to where they have the best chance of 
improving patient care and outcomes.

It’s also important to be aware of the limitations 
of data, she says, adding that data alone won’t 
provide the answers, but it will suggest an ‘avenue 
of inquiry’.

Ms Rasmussen says engaging with a broad range 
of experts — from data and analytics experts to 
frontline clinicians and consumers — is essential in 
analysing and ‘adding narrative’ and meaning to 
what the data is telling us about clinical practice 
and health outcomes.

‘Data managers and health information managers 
will understand the data definitions and risk 
adjustments that sit behind the data, while 
clinicians add clinical context and, through patient-
level data review, provide understanding of the 
factors that contribute to how care is delivered,’  
Ms Rasmussen says. 

Follow the curiosity 
In addition to the systematic approach to 
identifying and addressing healthcare variation, 
Ms Rasmussen advises health services to ‘identify 
the clinical champions in this space and go with 
their energy, enthusiasm and curiosity’ to better 
understand patient healthcare outcomes and drive 
opportunities for improvement.

Topic-specific working groups, focus groups and 
similar bodies can provide a wealth of information 
and ‘intelligence’ about patient care.

She says there can be a time lag before quality 
and safety data becomes available, so if concerns 
are flagged, it is crucial to follow up on these 
issues. 

‘Don’t wait for the report,’ Ms Rasmussen says. 
‘If you’re worried about patient safety, investigate 
further, and do something about it.’  ha

TARGETING ANTICOAGULANT 
COMPLICATIONS
Alfred Health’s alarm bells were set off when 
the serious adverse event process detected a 
higher than acceptable rate of anticoagulant 
complications.

‘Mortality and adverse event review processes 
revealed suboptimal anticoagulation therapy,  
a potential contributing factor to patient harm,’  
Ms Rasmussen says.

The issue was identified as a risk on the 
organisational high-risk register and routine review 
of patient-level data, clinical audit, as well as 
conversations with clinicians, identified day-to-day 
challenges in caring for Alfred Health’s complex 
patient cohort.

She says clinicians are often challenged by 
the delicate balance of managing the risk of 
bleeding and the risk of developing a venous 
thromboembolism (VTE).

While some VTEs were unavoidable in this 
complex patient cohort, interdisciplinary review 
identified several modifiable issues including 
incomplete risk assessments on admission, 
appropriateness of VTE prophylaxis in high-risk 
surgical patients, and the documentation  
of mechanical prophylaxis. 

An initiative to address these complications — 
including the appointment of a dedicated VTE 
specialist pharmacist, monitoring of the issue  
by an Anticoagulation Stewardship Committee,  
and new alerts in the electronic medical records —  
has achieved a 66% in decline in such events.

‘The team has done a great job. And you need to be 
committed for the long haul,’ Ms Rasmussen says, 
noting that improvement occurred over four years. 

Building systems to support timely identification  
of unwarranted variation is a ‘work in progress’, 
she says.

‘We are not there yet,’ Ms Rasmussen says. 
‘It requires continuous improvement and the 
evolution of systems as the organisation matures 
in this space.’

“In addition to the systematic approach to identifying and addressing 
healthcare variation, Ms Rasmussen advises health services to 
‘identify the clinical champions in this space and go with their energy, 
enthusiasm and curiosity’ to better understand patient healthcare 
outcomes and drive opportunities for improvement.”
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Disease burden mismatch
These patterns of use do not reflect the geographic 
and socioeconomic burden of disease from bowel 
cancer, the Atlas notes.1 

And the findings are not new. Although different 
datasets were used, the First and Third Atlases 
also identified substantial variation in the rates of 
colonoscopy across the country.  

High-quality colonoscopy can detect about  
95% of bowel cancers and polyps, the Atlas notes, 
but it is an invasive and costly procedure with a  
risk of complications.

Professor Duggan, who is also a 
gastroenterologist, says the National Bowel Cancer 
Screening Program plays a critical role in detecting 
bowel cancer, the second most common cancer  
in Australia. 

‘If we use that program successfully and have 
great uptake, then we can reduce bowel cancer 
in a safe, targeted way,’ she says. ‘Only those 
people at higher risk would undergo an initial 
colonoscopy and then, if polyps were found, go on 
to surveillance and repeat colonoscopy according  
to the frequency recommended in the guidelines.’

Equity concerns
Workforce distribution issues are partly responsible 
for the low rates of colonoscopy in rural and 
remote Australia and in areas of socioeconomic 
disadvantage, Professor Duggan says.

While health workforce distribution is on the 
Commonwealth’s radar, she says specialist colleges 
also have an important role to play in ensuring 
equity of access to care.  >

History repeats:  
colonoscopy  
concerns remain
Marked variation raises questions about low-value care

Some people in wealthier urban areas are having 
colonoscopies too frequently, while others in 
regional and socioeconomically disadvantaged 
areas are not being tested at the appropriate rate, 
according to the Australian Commission on Safety 
and Quality in Health Care’s Fourth Australian Atlas 
of Healthcare Variation.

‘Where clinicians are not following best practice, 
they are subjecting people to procedures they 
don’t need, while others are not getting the care 
they do need,’ says Professor Anne Duggan, the 
Commission’s Chief Medical Officer.

The Fourth Atlas shows that in 2018–19 there  
were almost 148,000 Medical Benefits Schedule 
(MBS)-subsidised repeat colonoscopies — defined  
as a colonoscopy repeated within two years and  
10 months of a previous procedure — in Australia.

The rate in areas with the highest use was almost 
20 times the rate in areas with the lowest uptake, 
with a range from 62 to 1,236 per 100,000 people. 
Repeat colonoscopy is used mainly to check for 
polyps and bowel cancer in people with a higher 
risk of bowel cancer. There are limited reasons 
why a colonoscopy would be repeated within three 
years if guidelines are followed.

Consumers living in metropolitan areas, 
particularly those from high socioeconomic status 
(SES) areas, have markedly higher rates of repeat 
colonoscopy than consumers living in rural and 
remote regions, and those from lower SES areas. 

The Atlas also highlights differences in uptake 
between states and territories, with a rate of  
596 per 100,000 people in Queensland compared 
with 191 in the Northern Territory.

Professor  
Anne Duggan,  
the Commission’s 
Chief Medical Officer

“High-quality colonoscopy can detect about 95% of bowel 
cancers and polyps, the Atlas notes, but it is an invasive and 
costly procedure with a risk of complications.”

Authored by the Australian Commission on Safety and Quality  
in Health Care with medical journalist Nicole MacKee

https://www.health.gov.au/initiatives-and-programs/national-bowel-cancer-screening-program
https://www.health.gov.au/initiatives-and-programs/national-bowel-cancer-screening-program
https://www.safetyandquality.gov.au/fourth-atlas-2021
https://www.safetyandquality.gov.au/fourth-atlas-2021
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A collaborative group of local clinicians, greater 
clinical guidance, and an unexpected jolt from 
COVID-19, is helping to turn the tide on the high 
rates of hysterectomy in regional Victoria. 

Australia’s relatively high rate of hysterectomy 
was thrust into the spotlight early in the nation’s 
investigations into healthcare variation.

The Australian Commission on Safety and Quality 
in Health Care’s CEO Professor Debora Picone 
notes that the initial Organisation for Economic 
Co-operation and Development study into 
healthcare variation in 2012 found that Australia’s 
hysterectomy rates were considerably higher than 
rates in most other comparable nations.

Then, in 2017, the Second Australian Atlas of 
Healthcare Variation provided an important clue to 
addressing this high rate. It showed that in Australia 
rates of hysterectomy for a non-cancer indication 
were markedly higher in inner and outer regional 

areas than in major cities or remote areas. Three 
areas in regional Victoria had the highest rates of 
hospitalisations for hysterectomy in the country.

The Maryborough-Pyrenees region (763 
procedures per 100,000 women aged 15 years 
and over), Ballarat region (744/100,000) and 
Creswick-Daylesford-Ballan region (639/100,000) 
had hysterectomy rates almost seven times higher 
than the areas with the lowest rates, including 
Gungahlin in the ACT (115/100,000) and Melbourne 
City (119/100,000).  

‘Clearly, in those settings, hysterectomy  
was being overused, instead of non-surgical 
alternatives for heavy menstrual bleeding,’ 
Professor Picone says. 

Rebecca Doherty, Senior Project Manager in 
Quality and Safety Analytics at Safer Care Victoria, 
says it was surprising to find such a concentration 
of hysterectomies in regional Victoria. >

‘The training colleges have a responsibility with 
the numbers of specialist trainees they take on 
and training locations need to reflect the need for 
care,’ she says. 

A stark divide in the accessibility of services in 
the public and private sectors adds to concerns 
about equity. Professor Duggan says most large 
public teaching hospitals have limited resources, 
and there are often waiting lists for colonoscopies. 

‘It is particularly important that hospitals 
apply the evidence and triage patients according 
to need,’ Professor Duggan says, adding that 
triage needs to be done on a hospital level, not 
individually by each doctor, to ensure equitable 
access to care. 

Promoting best practice 
Consumers in higher socioeconomic areas 
may come to expect annual or second yearly 
colonoscopies, says Professor Duggan, but many  
of these procedures are unnecessary. There 
are well established national guidelines on the 
appropriate frequency of repeat colonoscopies if 
they are needed. 

‘We need to talk about risks and benefits specific 
to the individual patient before us and, hand on 
heart, if there aren’t benefits at this time, we 
should be saying that to the patient,’ she says.

Professor Duggan led the development of 
the Commission’s Colonoscopy Clinical Care 
Standard (2018), which calls on GPs to provide 
detailed referrals so specialists can assess the 
‘appropriateness, risk, and urgency of the 
consultation’.  

‘The Clinical Care Standard is a huge step 
forward,’ she says. ‘We need good referrals, and 
we need patients to be informed of the risks and 
benefits of undergoing a colonoscopy. Although 
the risks may be rare, the benefits of early repeat 
colonoscopy may be rare also.’ 

Professor Duggan says the Standard also ‘lifts the 
bar’ on the quality of colonoscopies performed — 
with proceduralists required to have up-to-date, 
certified training — and reinforces the importance 
of patients understanding the importance of good 
bowel preparation so the bowel is empty. 

‘We want proceduralists to look at the whole 
bowel,’ she says. ‘We know from the literature 
that a proportion of colonoscopies used to be poor 
quality and polyps were missed or the procedure 
had to be repeated.’ 

Lifestyle focus
Around 50% of bowel cancers in Australia are due 
to lifestyle factors, Professor Duggan says, and yet 
counselling patients on these modifiable risks often 
falls by the wayside. 

Colonoscopy reports should not only suggest 
when patients should return for a colonoscopy, but 
the measures patients should take to reduce their 
bowel cancer risk.

‘We often have such a focus on technology, that 
we forget to talk about the important lifestyle 
factors that affect our risk, like smoking, poor diet 
and a sedentary lifestyle,’ she says.  ha
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“Around 50% of bowel cancers in Australia are due to lifestyle 
factors, Professor Duggan says, and yet counselling patients on 
these modifiable risks often falls by the wayside.”

Rethinking  
hysterectomy
How regional Victoria is reducing use of invasive procedures
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‘We found that heavy menstrual bleeding was 
one of several health issues leading to women 
undergoing hysterectomy, although we didn’t have 
information about what other treatment options 
they might have tried,’ Ms Doherty says. 

Access to less invasive treatments, such as the 
hormonal IUD, did not seem to be a significant issue 
in these areas, she says. 

Ms Doherty says it is difficult to tease out how 
much of this variation was driven by patient 
preference, as planned qualitative research was not 
able to proceed due to COVID and other factors. 

‘One question raised by the working group 
was whether women living in the area knew of 
other women who had chosen hysterectomy as a 
treatment option, making this a more familiar way 
to manage heavy menstrual bleeding.’ 

In July 2019, off the back of the high rates of 
hysterectomy in its catchment, Maryborough 
District Health Service launched its Well Women’s 
Clinic after a co-design project with the local 
women in the community. The clinic supports local 
and timely access to primary care management 
of heavy menstrual bleeding, as well as other 
important screening and female-related health 
issues. Since July 2019 more than 250 women have 
accessed this service.

COVID-19 impact
The suspension of all non-urgent elective surgery 
in Victoria during last year’s COVID-19 lockdown 
also had an unexpected impact on the state’s 
hysterectomy rate.

As elective procedures were gradually 
reintroduced after the suspension, it was necessary 
to prioritise the most beneficial interventions. 

Safer Care Victoria and the Victorian Department 
of Health used the opportunity to work closely 

with expert clinicians and consumers to review the 
evidence for a range of procedures and to provide 
guidance that could support patients and clinicians 
to discuss treatment options and make informed 
decisions together. 

Hysterectomy, for a range of indications (including 
heavy menstrual bleeding), was one of the 
procedures included in the review.  

While hysterectomy rates are not examined in 
the latest Atlas, it is hoped that better awareness 
of the management options will help women 
to make decisions that are right for them, Ms 
Doherty says.    ha
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‘There is always going to be some variation,’  
she says, ‘but to find [this degree of variation] was 
a surprise. Our approach was to try and understand 
the factors contributing to the difference.’ 

Equitable access
Around 25% of Australian women report heavy 
menstrual bleeding, which is defined as ‘excessive 
menstrual blood loss which interferes with the 
woman’s physical, emotional, social and material 
quality of life’.1 At times this can be severe  
enough to need a GP visit and discussion of 
treatment options.

Speaking at the launch of the Second Atlas, 
women’s health journalist Mia Freedman 
emphasised the importance of equitable access  
to best practice care for the management of  
heavy menstrual bleeding. 

‘It is important that women don’t feel  
pressured into accepting the most invasive  
option — hysterectomy — if effective but less 
invasive treatments may also be suitable for them.’

Ms Freedman noted that, for her, a hormonal 
intrauterine device (IUD) was the best option.

‘The whole process took maybe 30 minutes  
including finding a parking spot,’ she said.  
‘Compare this to a hysterectomy — the cost  
to me, the healthcare system, my family 
and the economy.’ 

Clinical Care Standard
To encourage the adoption of evidence-based 
practice nationally, the Commission developed the 
Heavy Menstrual Bleeding Clinical Care Standard. 

The standard promotes informed choice and 
shared-decision making in managing heavy 
menstrual bleeding when treatment is needed. 
After assessment and diagnosis to exclude serious 
causes, it recommends initial pharmaceutical 

treatment either orally or via an intra-uterine 
hormonal device. If these options are not successful 
or suitable, less invasive procedural options should 
be considered before hysterectomy. These include 
endometrial ablation, or if the bleeding is thought 
to be caused by fibroids, laparoscopic removal or 
treatment using a radiological procedure called 
uterine artery embolization.  

If sonography is required, the standard 
emphasises the importance of a high quality 
ultrasound (preferably transvaginal) at the right 
time in the woman’s cycle.

Ms Alice Bhasale, Director, Clinical Care 
Standards at the Commission, says the high use 
of hysterectomy in Australia perhaps reflects a 
mistaken belief in the community that women 
who’d had children no longer needed their uterus. 

‘We wanted people to be aware of the  
different choices that they could be making,’  
Ms Bhasale says. 

‘One of the barriers to using the IUD was an initial 
lack of confidence among GPs, who require training 
to insert the device. Some GPs also thought [this 
service] wasn’t adequately recompensed.’ 

But, she says, the Standard has increased 
awareness of this option amongst patients, and  
GP training and confidence has improved. 

Grassroots change
Building upon national efforts to shift heavy 
menstrual bleeding management practices, Safer 
Care Victoria promoted the new Clinical Care 
Standard in a one-day forum. 

Also, a regional working group—comprising 
representatives from local hospitals and primary 
care settings as well as a consumer representative 
— was established to reflect on the reasons for  
the variation. 

“We found that heavy menstrual bleeding was one of several health issues 
leading to women undergoing hysterectomy, although we didn’t have 
information about what other treatment options they might have tried.”

https://www.bettersafercare.vic.gov.au/best-care-guidance#goto-whydid-we-do-this
https://www.bettersafercare.vic.gov.au/clinical-guidance/non-urgent-elective-surgery/hysterectomy-for-heavy-menstrual-bleeding-in-non-pregnant-premenopausal-women
https://www.safetyandquality.gov.au/sites/default/files/migrated/Heavy-Menstrual-Bleeding-Clinical-Care-Standard.pdf
https://www.bettersafercare.vic.gov.au/news-and-media/new-resources-support-best-practice-care-for-heavy-menstrual-bleeding
https://www.bettersafercare.vic.gov.au/news-and-media/new-resources-support-best-practice-care-for-heavy-menstrual-bleeding
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Use clinical care standards 
to reduce unwarranted 
healthcare variation...

The Australian Commission 
on Safety and Quality in 
Health Care’s clinical care 
standards can support your 
delivery of evidence-based 
clinical care.
Developed in response to unwarranted 
variation identified in the Australian Atlas 
of Healthcare Variation and other key data 
sources, clinical care standards aim to 
improve the quality of care for specific 
clinical conditions and procedures.

Clinical care standards are 
available for:

Acute coronary syndromes

Acute stroke

Antimicrobial stewardship

Colonoscopy 

Delirium

Heavy menstrual bleeding 

Hip fracture care

Osteoarthritis of the knee

Peripheral intravenous catheters

Third and fourth degree 
perineal tears

Venous thromboembolism 
prevention

safetyandquality.gov.au/ccs

…and embed the NSQHS 
Standards in patient care
Clinical care standards are patient-centred and actionable.

Health service organisations using the 
National Safety and Quality Health Service 
(NSQHS) Standards as a framework for safety 
and quality can use clinical care standards to 
deliver appropriate and evidence-based care. 

The Clinical Governance Standard in the NSQHS 
Standards creates an organisational imperative 
to improve the appropriateness of care:

• Action 1.27 supports clinicians to provide 
evidence-based care, including clinical 
care standards

• Action 1.28 requires health service 
organisations to review performance 
in comparison with other health service 
organisations and evidence-based 
guidelines. By collecting and reviewing 
data on clinical care processes and 
outcomes, health service organisations 
can identify potentially unwarranted 
variation and improve patient care.

Follow the six steps in our NSQHS Standards 
User Guide for the Review of Clinical Variation 
in Health Care.

1 Select clinical priority areas for 
assessing and reporting variation

2 Identify how clinical variation 
will be assessed

3 Measure clinical variation 
and review performance

4 Explore reasons for variation

5 Act to improve care and embed changes

6
Record and report activities 
to monitor clinical variation and 
improve appropriateness of care

The Australian 
Atlas of Healthcare 
Variation series

Identifies healthcare 
variation across Australia

NSQHS Standards Clinical 
Governance Standard

Requires use of evidence-
based practice, assessment, 
monitoring and action on 
local variation

Clinical Care Standards

Support evidence-based 
care and measurement 
of quality improvement

https://www.safetyandquality.gov.au/our-work/healthcare-variation
https://www.safetyandquality.gov.au/our-work/clinical-governance/clinical-governance-standard
https://www.safetyandquality.gov.au/standards/clinical-care-standards
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Moves to improve the management of low back 
pain in Australia are gaining momentum with a 
national clinical care standard under development 
and an initiative to reduce inappropriate care in 
emergency departments.

An estimated 70-90% of Australians will 
experience low back pain at some stage in their 
lives, but many will receive care — including 
imaging, opioids and surgery — that is at odds  
with evidence-based guidelines.1 

And it’s not just a local problem. In 2018, The 
Lancet published a series of articles calling for 
improved management globally. 

To improve care, the Australian Commission on 
Safety and Quality in Health Care is developing a 
Low Back Pain Clinical Care Standard. The draft 
Standard was recently open for consultation and  
is expected to be finalised later this year.

Atlas findings 
The urgent need for clinical guidance on low 
back pain management was reinforced last month 
with the release of the Fourth Australian Atlas of 
Healthcare Variation. The Atlas examines surgery 
for lumbar spinal decompression and lumbar spinal 
fusion. These surgical operations have a limited 
role in treating chronic low back pain (spinal 
surgery for treating infection, tumours, or injury, 
was excluded from examination in the Atlas).  

The Atlas shows that in 2015–2018, the rate of 
hospitalisation for lumbar spinal fusion was 12.4 
times as high in the area with the highest rate 
compared with the area with the lowest rate. 
For lumbar spinal decompression, the rate of 
hospitalisation in the area with the highest rates 
was 7.7 times the area with the lowest. 

The Atlas did note, however, that there was 

a small decline (4%) in the number of lumbar 
spinal fusion procedures and a larger decline 
(25%) in the rate of lumbar spinal fusion excluding 
decompression between 2012–2015 and 2015–2018 
(spinal fusion can be done on its own or with an 
accompanying decompression). 

Over the same period, there was also a 
drop in hospitalisations (6%) for lumbar spinal 
decompression (excluding lumbar spinal fusions).

The Atlas calls for priority to be given to 
‘examining and improving access to services that 
provide multidisciplinary review and non-surgical 
treatments for chronic low back pain’.

Draft Standard
The draft Low Back Pain Clinical Care Standard 
notes that most acute episodes of low back pain 
will improve on their own or within the resources 
of primary care management, without further 

investigation or referral to specialists.
Alice Bhasale, Director, Clinical Care Standards 

at the Commission, says the Standard emphasises 
simple, self-management messages to stay active 
and avoid bed rest, and increasing activity as the 
pain improves. 

The Standard will help clinicians to support 
patients without prescribing opioids, she says.

‘As the pain cycle escalates, people take drugs 
but continue to have pain, then they end up taking 
a stronger medicine, which may be an opioid,’  
Ms Bhasale says. ‘And this then just increases their 
risk of other adverse events.’  

She says the draft Standard highlights a holistic, 
biopsychosocial model of pain, prompting clinicians 
to consider other factors known to increase the 
risk of progressing to a chronic problem, such as   > 
depression, a work-related injury or the person’s 

Action on low back pain
Push to reduce interventions, improve management

Authored by the Australian Commission  
on Safety and Quality in Health Care with 
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https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)30480-X/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)30480-X/fulltext
https://www.safetyandquality.gov.au/sites/default/files/2021-03/consultation_draft_low_back_pain_clinical_care_standard_and_indicators.pdf
http://www.safetyandquality.gov.au/fourth-atlas-2021
http://www.safetyandquality.gov.au/fourth-atlas-2021
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beliefs about pain, that may be contributing to 
ongoing low back pain. 

For such patients, Ms Bhasale says, unnecessary 
imaging can foster unhelpful beliefs about the 
cause of their back pain, when reported findings 
are often normal degenerative changes that occur 
in many people without back pain.

Emergency presentations

Shifting entrenched clinical practices, as well as 
consumer expectations about the care they should 
receive for low back pain, will take time, says  
Dr Christopher Needs, a co-author on the Sydney 
Health Partners Emergency Department  
(SHaPED) trial. 

Dr Needs, a Senior Rheumatologist at Royal Prince 
Alfred Hospital, says the SHaPED trial investigated a 
model of care developed by the Agency for Clinical 
Innovation to improve the management of back 
pain presentations in emergency departments. 

People experiencing low back pain may present to 
EDs for several reasons, Dr Needs says.

‘The pain may be severe, causing the patient to 
become frightened about a loss of independence,’ 
he says. 

And some patients turn to the ED when they feel 
that they are not ‘getting anywhere’ with their GP, 
Dr Needs adds.

‘Some people may come to the ED thinking that 

they can get a scan done quickly, believing, falsely, 
that having a scan will provide them with the 
answers to their pain.’ 

The key messages in the ACI model are: patients 
with non-serious low back pain do not require 
lumbar imaging; where medicines are used, simple 
analgesics should be the first option; and patients 
with non-serious low back pain should be managed 

as outpatients.
The model was rolled out at four NSW hospitals 

(Royal Prince Alfred, Canterbury and Concord 
Repatriation General Hospitals in Sydney, and 
Dubbo Base Hospital in regional NSW) during  
the trial. 

The SHaPED trial involved a four-month education 
program for 269 emergency department clinicians 
across the four hospitals and examined 4625 
episodes of care. All sites were then followed up  
for at least three months. 

The trial results, which were published in The 
BMJ earlier this year, were mixed. Opioid use 
reduced over the study period, and clinicians’ 
beliefs about the management of low back pain in 
EDs improved. The impact on imaging use, however, 
was uncertain. 

Ms Bhasale adds that care in emergency 
departments can compound issues for GPs, 
particularly if patients have an expectation that 

opioids intended for short-term pain relief in the 
ED are the gold standard treatment for their pain. 
‘It’s really important for people to get consistent 
messages about pain management,’ she says.

Missed diagnosis fears
One barrier to reduced imaging use, Dr Needs  
says, is clinicians’ fear of a missed diagnosis.

‘One of the first things we do when assessing back 
pain is to try to rule out any serious pathology,’ 
he says. ‘Generally, you can do that with a good 
history and examination. Imaging is not needed 
most of the time.’

Patient demand for imaging is also a factor. Dr 
Needs says in patients without serious pathology, 
imaging is unlikely to provide answers about the 
cause of back pain, and it may also trigger anxiety 
for patients where there are unrelated, insignificant 
radiographic findings. 

He says initiatives like the SHaPED trial, as well 

as the upcoming release of the Low Back Pain 
Clinical Care Standard, will help to boost clinicians’ 
confidence in managing low back pain without 
ordering imaging. 

Also, he says, efforts to follow-up patients with 
low back pain until the resolution of their pain, 
will improve care and reduce the risk of missed 
diagnoses.

‘It’s important to have a safety net there so that 
people aren’t just seen once; they are monitored 
until they do improve.’   ha

REFERENCE
1. Australian Institute of Health and Welfare. Back problems, 
associated comorbidities and risk factors. Canberra: AIHW, 
2016

“Some people may come to the ED thinking that they can get a scan 
done quickly, believing, falsely, that having a scan will provide them 
with the answers to their pain.”

Supporting innovation that 
matters to our members.

hbf.com.au

As Australia’s second largest not-for-profi t health fund, we’re 
continually focused on doing what’s best for our members. 

This is why we support healthcare initiatives like value-based 
health care, because it’s focused on maximising the outcomes 
that matter most to members.

Our focus is also the reason our members have access to wellbeing 
initiatives and preventative health services, with additional support 
for those managing chronic illnesses. We always strive to do whatever 
we can to help improve our members’ quality of life.

https://aci.health.nsw.gov.au/resources/musculoskeletal/management-of-people-with-acute-low-back-pain/albp-model
https://aci.health.nsw.gov.au/resources/musculoskeletal/management-of-people-with-acute-low-back-pain/albp-model
https://qualitysafety.bmj.com/content/early/2021/03/08/bmjqs-2020-012337
https://qualitysafety.bmj.com/content/early/2021/03/08/bmjqs-2020-012337
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Power to  
the people
Engaged, informed consumers key in tackling 
unwarranted variation

Engaging consumers in health care — from the 
point of care to the policy development level — is 
a critical factor in the value-based health care 
equation, says a leading consumer health advocate.

Ms Leanne Wells, CEO of the Consumers Health 
Forum of Australia, says consumer engagement is 
fundamental to the delivery of high-value care and 
in addressing unwarranted healthcare variation. 

‘Consumer insights and consumer-based research 
can help to inform better policies, programs and 
service design,’ she says.

‘And, involving consumers at the point of care, 
equipping them with skills, confidence and 

knowledge to be in partnership with care teams, 
helps to ensure that that they are provided with 
the best program of care for their circumstances.’ 

Health literacy lagging
Health literacy is critical to consumer engagement, 
Ms Wells says, but more work is needed to build 
health literacy levels in Australia.

She points to Australian Bureau of Statistics 
data reinforcing earlier findings that up to 60% 
of Australians appear to ‘lack the capacity to 
access, understand and appraise, and use crucial 
information about health-related conditions’. 

Ms Leanne 
Wells, CEO of the 
Consumers Health 
Forum of Australia

‘Clearly, there is a spectrum of health literacy 
and, typically, people from lower socioeconomic 
groups are the ones with the more complex 
conditions who are in need of greater support,’  
she says.

And, Ms Wells notes, it’s not just the access 
to and understanding of health information that 
requires literacy skills.

‘System literacy is also needed as support to 
navigate the system, the complex mix of services.’

Two recent reports — the Mitchell Institute’s Self-
Care for Health: A National Policy Blueprint and the 
National Preventive Health Strategy draft (recently 

closed for consultation) — have also called for 
national programs to build health literacy. 

Practical tools
Ms Wells says consumers should feel confident to 
ask questions of healthcare providers to ensure that 
high-cost, high-intervention services are not the 
‘first order’, and that all options are considered. 

‘Often, that is not the common experience,’  
she says.  

To build patient confidence, initiatives such 
as Choosing Wisely’s ‘Five questions’, and 
the ‘QuestionBuilder’ jointly developed by  > 
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https://www.vu.edu.au/sites/default/files/mitchell-institute-self-care-for-health-a-national-policy-blueprint.pdf
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https://www.choosingwisely.org.au/resources/consumers-and-carers/5questions
https://www.healthdirect.gov.au/question-builder
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healthdirect and the Commission, are excellent, 
practical programs to support patients in seeking 
out high-value care, Ms Wells says.

‘These practical [tools] can help to reduce 
unnecessary tests and procedures and prevent 
consumers feeling like they are on that [medical] 
merry-go-round,’ she says.

Ms Wells says some progressive general practices 
and Primary Health Networks across Australia are 
also embracing the ‘patient activation measure’ as 
a ‘powerful’ tool to gauge the levels of consumer 
engagement with their health care and to flag when 
more support is needed.  

Ms Wells noted, however, that Australia has more 
work to do in embedding shared decision-making in 
clinical practice, pointing to the presentations by 
the University of Sydney’s Professor Lyndal Trevena 
showing that Australia lagged behind many nations 
in terms of advanced shared decision-making. 

Consumer voice key
The Australian Commission on Safety and Quality 
in Health Care CEO Professor Debora Picone says 
well-informed consumers may be the key in tackling 
some entrenched areas of unwarranted variation, 
including antipsychotic prescribing in aged care  
and planned births before 39 weeks without a 
medical reason.

‘If you actually sat down with the family and 
explained to them an antipsychotic prescription 

may make their parent worse (it may cause 
ataxia, that their parent would spend a lot more 
time sleeping and being sedated, that they were 
more likely to have falls, and it would certainly 
shorten their life), then the average person would 
likely never consent to use of the antipsychotic,’ 
Professor Picone says.

Also, she says, if parents knew the risks to child 
development associated with planned births before 
39 weeks, they would not consent unless medically 
indicated. The Every Week Counts campaign is 
seeking to raise awareness about these risks and 
the Fourth Australian Atlas of Healthcare Variation 
analyses planned births before 39 weeks without a 
medical reason. 

Ms Wells agrees that these are ‘standout areas’ 
in which the consumer voice can help to address 
unwarranted healthcare variation. 

‘Both areas are symptomatic of systems of 
care — be it aged care or maternal care — being 
organised around provider-centric interests and 
imperatives rather than what’s in the best interests 
of the patient,’ she says, adding that consumer 
engagement could also play a role in addressing 
high rates of variation in hospitalisation for heart 
failure and chronic respiratory disease. 

Mandatory partnerships
Ms Wells says that the Commission’s Partnering with 
Consumers Standard sends a powerful signal of the 
importance of engaging with consumers.

‘The dial is moving in the right direction at all 
levels across the system, although there is still a lot 
of tokenism,’ she says.

‘It’s not so much that governments, hospital 
administrators and primary health networks don’t 
get the importance of consumer and community 
engagement; I think they absolutely do,’ she says. 

‘It’s more about implementation, and supporting 
organisations — be they government departments, 
research organisations, or health service providers – 
to be more engagement-capable.’    ha

“The dial is moving in the right 
direction at all levels across the 
system, although there is still a 
lot of tokenism.”

https://patientengagementhit.com/news/what-is-the-patient-activation-measure-in-patient-centered-care
https://www.safetyandquality.gov.au/sites/default/files/migrated/Lyndal-Trevena-Shared-Decision-Making-in-Australia.pdf
https://everyweekcounts.com.au/
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Early management  
of ear disease for 
Indigenous kids
Aboriginal and Torres Strait Islander children 
missing out on vital ear care

‘Every ear, of every child, at every opportunity,’  
is the mantra of Professor Amanda Leach, Leader 
of the Ear Health Research Program at the Menzies 
School of Health Research.

It is an approach Professor Kelvin Kong would 
like to see adopted across Australia to better 
address the devastatingly high rates of chronic 
otitis media in Aboriginal and Torres Strait  
Islander children.

Professor Kong, from the University of 
Newcastle’s School of Medicine and Public Health, 
says if every health professional inspected 
these children’s ears with an otoscope at 

every opportunity, there could be a significant 
improvement in the detection and management  
of otitis media.

‘The more [health professionals] look in ears, the 
more confident they get, and the more confident 
they get, the more diagnoses they make,’ says 
Professor Kong, who is also an otolaryngology, 
head and neck surgeon and hails from the Worimi 
people of Port Stephens. ‘It also increases 
community awareness of the importance of 
treating ear disease.’

Otitis media is the main cause of hearing loss 
in Aboriginal and Torres Strait Islander children, 

who are at risk of earlier, more severe ear disease 
than other children. Recurrent episodes of acute 
otitis media can lead to chronic suppurative otitis 
media (CSOM, or ‘runny ear’), which can cause 
permanent hearing loss.  

‘The prevalence of CSOM in Aboriginal and 
Torres Strait Islander children declined from  
24% in 2001 to 14% in 2012’.1 

‘This is still higher than the World Health 
Organization’s measure of 4% prevalence that 
indicates a ‘massive public health problem’.2 

Otitis media is a group of complex infective 
and inflammatory conditions affecting the 

middle ear with a variety of subtypes differing 
in presentation, associated complications and 
treatment. It is a preceding condition to CSOM and 
can be treated with myringotomy, a procedure 
in which a small incision is made in the child’s 
eardrum to drain fluid from the middle ear, and 
grommets (tympanostomy tubes) are usually 
inserted to keep the incision open. 

Professor Kong’s comments come as the 
Australian Commission on Safety and Quality in 
Health Care releases its Fourth Australian Atlas  
of Healthcare Variation.                                    >

Professor Kong,  
from the University  
of Newcastle’s 
School of Medicine 
and Public Health

Authored by the Australian Commission on Safety and Quality  
in Health Care with medical journalist Nicole MacKee

https://www1.racgp.org.au/newsgp/clinical/ear-disease-in-aboriginal-and-torres-strait-island?utm_source=twitter&utm_medium=newsgpau&utm_campaign=ecc356a4-38f5-47f6-a788-b416154c3833
https://www.safetyandquality.gov.au/fourth-atlas-2021
https://www.safetyandquality.gov.au/fourth-atlas-2021
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The Atlas examines the rate of hospitalisations  
for myringotomy in children aged 17 years and 
under, and specifically looks at the rate of the 
procedure among Aboriginal and Torres Strait 
Islander children. 

The Fourth Atlas reports a 30% increase in the 
national myringotomy rates in Aboriginal and Torres 
Strait Islander children aged 17 years and younger 
between 2012–13 and 2017–18. 

Among Aboriginal and Torres Strait Islander 
children aged 17 years and younger, the rate 
increased from 488 per 100,000 people in 2012–13 
to 632 per 100,000 people in 2017–18.

Playing catch-up
While this rate of myringotomy hospitalisations is 
now 6% higher than the rate for non-Indigenous 
children, Professor Kong says it still falls far short  
of the rate required to address the significant 
burden of disease in Aboriginal and Torres Strait 
Islander children.

‘It’s wonderful that we are moving in the right 
direction,’ he says, ‘but we are still lagging behind.’

He also notes that the Atlas data does not 
report the age at which the children are having 
myringotomies. And this is crucial, he says. 

‘If you address the ear disease before the age 
of two or three, then they are going to be able 

to reach the normal milestones in terms of their 
speech, language and development,’ Professor  
Kong says. 

‘But if we are seeing these kids at an older 
age, then we are playing catch up in [all of these 
developmental domains]. It may make us feel good 
that we are getting more grommets in, but we have 
probably missed the boat in terms of why we are 
doing it.’ 

Significant consequences 
When the window of opportunity to intervene is 
missed, Professor Kong says, the consequences for 
these children are significant and long-lasting. 

‘If a child is not hearing well in their early 
years, then they’re not engaging as part of the 
family. So, first, they are missing the song lines 
and important interactions with grandparents and 
family,’ he says. 

Mispronounced words may be perceived as ‘cute’, 
he says, rather than a sign of the speech and 
language development delays caused by this  
‘silent disease’. 

By the time children reach school age, the hearing 
impairment can significantly impact upon their 
development of play and fine motor skills, and 
their education. Also, Professor Kong notes, having 
‘runny, smelly ears’ often affects children socially.

‘They are always playing catch up,’ Professor 
Kong says. ‘They don’t get the educational 
opportunities that they deserve, and their 
employment opportunities are significantly 
decreased.’ 

These social consequences come on top of 
medical complications such as an increased 
likelihood of infections, cholesteatoma (a growth 
in the middle ear) and hospitalisations. 

Stereotypes amplify impact
Professor Kong says racial stereotyping can also 
increase the impact of this condition on Aboriginal 
and Torres Strait Islander children.

‘When they are not paying attention in class, 
they are often seen as the ‘naughty kids’ and  
put up the back of the classroom or kicked out,’ 
he says. 

Professor Kong says this ‘blame game’ can also 
follow these children home, and Aboriginal and 
Torres Strait Islander parents may be questioned 
about how they are caring for their children. 

‘This further alienates families and perpetuates 
the impoverished, negative connotation that  
the Aboriginal people are not looking after their 
kids. When, in fact, it’s purely about access to 
health care.’

Professor Kong says it’s important to engage  
with the education system to better support 
children with chronic otitis media.

‘Even if you can’t get medical services to these 
kids, then we should be making sure that there is 
good amplification in the classrooms so that their 
education is progressing while they are waiting  
for intervention.’

Guidelines in your pocket
An important step forward in improving the 
management of otitis media was the 2020 launch 
of the Otitis Media Guidelines App. 

‘We want these guidelines to be at the fingertips 
of every health worker, every primary health care 
physician, every allied health professional who 
comes into contact with these kids,’ says Professor 
Kong, who is an author of the guidelines.

‘For far too long, it’s been seen as an issue of 
ear, nose and throat surgeons, which I completely 
disagree with. If a child has got to the stage  
where they have to see me, then we have missed 
the boat.’   ha
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“By the time children reach school age, the hearing impairment can 
significantly impact upon their development of play and fine motor 
skills, and their education. Also, Professor Kong notes, having 
‘runny, smelly ears’ often affects children socially.”

https://www.menzies.edu.au/page/Resources/Otitis_Media_Guidelines_App_OMApp/
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Breaking the opioid habit
Efforts underway to tackle inappropriate prescribing

The multitude of harms associated with opioids 
are well known to clinicians, but many continue to 
prescribe these drugs for chronic pain in the belief 
that the benefits outweigh these risks, a leading 
pain specialist says.

‘We are super aware of the harms — the 
constipation, the depression, the tolerance,’ says  
Dr Jennifer Stevens, anaesthetist and pain specialist 
at Sydney’s St Vincent’s Hospital Campus.

‘But many clinicians still think there is an  
upside to opioids and it’s worth taking those risks.’

In managing chronic non-cancer pain, however, 
this couldn’t be further from the truth,  
Dr Stevens says.

There is mounting evidence that opioids, 
particularly slow-release formulations, are ‘less 
helpful and more problematic than we ever 
thought’, she says.

‘It just makes patients’ lives so much harder.’

The evidence is in
Dr Chris Hayes, Pain Medicine Physician at John 
Hunter Hospital, NSW, says while opioids retain a 
role in the management of acute pain, cancer pain 
and palliative care, three 2018 studies (here, here 
and here) have strengthened the evidence that 
opioids are ineffective for chronic non-cancer pain.

Speaking for the Australian Commission on 
Safety and Quality in Health Care’s Better Care 
Everywhere webinar series, Dr Hayes says there is 
a large variation in opioid prescriptions dispensed 
that is ‘unrelated to the patients themselves and 
more related to the prescriber and their beliefs and 
habits of prescription.’

He says the Commission’s Third Australian Atlas of 
Healthcare Variation (2018) showed that the rate of 
Pharmaceutical Benefits Scheme (PBS) prescriptions 
for opioids dispensed per 100,000 people had 
increased by 5% in the four years to 2016-17.  

And the magnitude of variation had also 
increased, rising from a 4.8-fold difference 
between the local areas with the highest and 
lowest rates in 2013-14 to 5.1-fold in 2016-17. 

FIVE KEY MESSAGES FOR CLINICIANS:

• Don’t start. With clear evidence that opioids 
are ineffective for chronic non-cancer pain, 
Dr Stevens says ‘don’t start people down  
that road’. 

• Cessation plan. When opioids are started in 
hospitals for acute pain, Dr Hayes says it is 
important to agree upon a clear cessation 
plan with the patient, and to share that plan 
with the patient’s GP.  
   Also, he says, any opioids prescribed at 
discharge should be based on the patient’s 
dose in the previous 24 hours. ‘In the 
hospital system, we have often been guilty of 
giving patients a standard pack of 20 Endone 
tablets, for example, when they have used 
no opioids at all in the [previous] 24 hours,’ 
he says.

• Individualise discussions about side effects. 
When talking to patients about opioid harms, 
Dr Stevens suggests that clinicians highlight 
the side effects that are most relevant to the 
individual. For example, she says, a patient 
who has experienced depression might be 
less likely to take opioids if they knew        > 

Dr Chris Hayes,  
Pain Medicine 
Physician at John 
Hunter Hospital, NSW

Dr Jennifer Stevens, 
anaesthetist and pain 
specialist at Sydney’s 
St Vincent’s Hospital 
Campus
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“There is mounting evidence that opioids, particularly slow-release 
formulations, are less helpful and more problematic than we ever 
thought.” 

Authored by the Australian Commission on Safety and Quality  
in Health Care with medical journalist Nicole MacKee

https://jamanetwork.com/journals/jama/fullarticle/2718795
https://jamanetwork.com/journals/jama/fullarticle/2673971
https://journals.lww.com/pain/Abstract/2018/10000/Changes_in_pain_intensity_after_discontinuation_of.21.aspx
https://www.safetyandquality.gov.au/our-work/healthcare-variation/better-care-everywhere-program-series
https://www.safetyandquality.gov.au/our-work/healthcare-variation/better-care-everywhere-program-series
https://www.safetyandquality.gov.au/our-work/healthcare-variation/third-atlas-2018
https://www.safetyandquality.gov.au/our-work/healthcare-variation/third-atlas-2018
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that these drugs might make their depression 
‘treatment resistant or worse’.

• Debunking the ‘coverage’ myth. Opioids are 
sometimes prescribed to give patients ‘coverage’ 
for night-time pain relief, but Dr Stevens says 
this is ineffective and results in the ‘maximal 
development of tolerance and associated 
problems.’ 

• Wean with kindness. It is important not to 
‘demonise’ patients who have been using opioids 
long term, Dr Stevens says. ‘Most patients didn’t 
ask for opioids, and many have a history of 
anxiety and depression,’ she says. ‘Our approach 
to this group should be driven by empathy and 
safety.’

When weaning patients off opioids, Dr Hayes 
says a ‘shared decision-making’ approach is most 
effective. He recommends a monthly step-down by 
10-25% of the starting dose, noting some patients 
may require faster or slower rates of reduction. 

Managing pain without opioids
Dr Hayes, who is also the Director of the Hunter 
Integrated Pain Service (HIPS) at John Hunter 
Hospital, says HIPS promotes a whole-person 
approach to pain management encompassing five 
elements: biomedical, mind-body, connection, 
activity and nutrition. 

He says while opioids are one small component 
of the biomedical approach, there are other, 
evidence-based treatment options for chronic pain 

that have a greater chance of bringing long-term 
pain reduction and, perhaps, resolution’.

Dr Stevens agrees and says that a more holistic 
approach to pain management in her hospital and 
in the local community has been beneficial to all. 

For osteoarthritis, for example, Dr Stevens says 
increasing activity and decreasing weight, as well 
as increasing social connectivity and a focus on 
mental health, has been shown to be effective.

Regulatory shifts
Regulatory changes are also helping to stem the 
tide of opioid prescribing for chronic non-cancer 
pain. 

Dr Hayes says a range of initiatives, including the 
Therapeutic Goods Administration’s (TGA) 2020 
statement that modified release opioids are ‘no 
longer indicated for use in chronic non cancer pain 
other than in exceptional circumstances’ and last 
year’s Pharmaceutical Benefits Scheme changes, 
are encouraging improved prescribing opioids 
practices.

Most pain management guidelines also discourage 
the use of opioids for chronic non-cancer pain, says 
Dr Hayes, pointing to the HIPS statement released 
last year. 

Dr Hayes says both the primary care and hospital 
sectors have contributed to the over-prescribing of 
opioids for non-cancer chronic pain.

‘There is a responsibility in both of those sectors 
for us to do things differently.’   ha

Click here to learn more about Kyra

Kyra is a digital hospital platform connected to the 
health ecosystem that supports clinical teams to deliver 
safe, high quality care and positive patient experiences.

What is Kyra?
Kyra is a digital hospital platform that puts 
sophisticated digital solutions in the hands of clinicians, 
clinical teams and hospital leaders. Telstra Health has 
designed the Kyra platform to make accessing clinical 
information easier and safer across clinical pathways 
and across the continuum of care.

The Kyra Platform includes digital solutions covering: 
Clinical/VMO access, patient access, clinical pathways  
a specialised ED solution, hospital medications 
management, referrals and outpatient management, 
remote patient monitoring, patient notifications and 
communication,clinical workforce optimisation and 
hospital data analytics with clinical decision support 
and AI-based alerts. 

Digital Hospitals

Deliver benefits and maximise value

Modular solutions

End-to-end, flexible and scalable  
digital solutions

Collaboration & Co-design

Work with your stakeholders

Hosted & Scalable

Our secure platform suppors your ecoystem

Introducing Kyra
Where patients, clinicians  
and technology connect

https://www.tga.gov.au/prescription-opioids-what-changes-are-being-made-and-why
http://www.hnehealth.nsw.gov.au/Pain/Documents/Reconsidering%20opioids%20September%202020.pdf
https://www.telstrahealth.com/content/telstrahealth/en/home/Kyra.html?utm_source=AHHA&utm_medium=eNewsletter&utm_campaign=Kyra%20advertorial%20May 
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Australia has proven to be a world leader in 
managing the COVID-19 pandemic and has 
successfully prevented widespread community 
transmission through uptake of social isolation 
measures by the Australian community.  

Part of the success story is that as a society  
we have proactively accounted for the impacts of 
the social determinants of health and its influence 
on the community’s ability to socially isolate  
where required.  

A range of programs have been implemented to 
specifically focus support and services to those who 
are most at risk of contracting COVID-19 such as 
those living in high density housing.  

High-risk due to shared spaces,  
high-density living 
High density housing residents are at higher risk of 
viral transmission because of crowded living spaces 
and the need for people to share areas such as 

laundries, kitchens, stairwells and entries. During 
the peak of transmissions schools were closed, 
people were working from their homes and public 
spaces were closed, further contributing to physical 
crowding within the home environment.

It is well established that infection can spread 
quickly in high density and shared accommodation, 
so a COVID outbreak near, or in, one of these 
properties would be difficult to contain.  

This higher risk, coupled with many people’s 
difficulties accessing information about rule 
changes, COVID-19 screening and testing services, 
led to a situation where those at highest risk were 
least exposed to messages about what needed 
to be done to prevent transmission and manage 
outbreaks.  

To address this, the Victorian Government 
developed the High Risk Accommodation Response 
(HRAR) program in late 2020. The program 

Targeted efforts 
protect residents 
of high-risk 
accommodation 
from COVID-19

KIM WEBBER 
Executive Lead – Strategy 
and Partnerships, 
cohealth

funds a range of community health organisations 
to provide health support, rapid response COVID 
testing squads, COVID audits and deep cleaning to 
rooming houses, public and community housing, 
supported residential facilities and hostels.  

cohealth, one of Victoria’s largest community 
health agencies, is one of the organisations tasked 
with delivering this program and has worked with 
the owners of 845 high density accommodation 
properties and their 16,000 residents to prevent 
COVID outbreaks.

Community health services are the ideal providers 
of the HRAR program because our model of care 
focuses on people facing disadvantage,  
and many of our existing clients already live in high-
risk properties.

The early stages of the program involved building 
relationships with the owners, the proprietors and 
the residents of the accommodation sites, and 

undertaking COVID audits at each site to assess the 
on-site risks in the event of an outbreak.

cohealth spent months building relationships and 
earning the trust of the owners and managers of the 
845 properties — it has been a mammoth task.

Building on existing relationships  
with vulnerable people
This program has allowed us to build on our 
existing relationships with clients living in high-risk 
accommodation and to identify and build trust with 
new clients. There is a real opportunity to continue 
to build on the trust generated to support residents 
to have the best health and wellbeing they can 
beyond the pandemic.

As a local health provider, the community 
know cohealth, and trust us, so they feel more 
comfortable having us conduct a COVID audit or 
seeing our rapid response testing team in their 
building if there has been an exposure site nearby. >
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Peer workers ensure success of HRAR
A unique feature of the HRAR program is the 
involvement of peer workers. cohealth employed 
people who live in the high risk accommodation 
settings. This strategy ensured that the lived 
experience and knowledge of the peer workers 
was integrated into their mode of communication 
and interaction with the residents. For example, 
materials that are provided to HRAR residents are 
developed with input from people who live or have 
lived in that community.

HRAR teams respond to recent  
hotel outbreaks
During hotel quarantine outbreaks in Melbourne’s 
CBD in February 2021, the HRAR team worked 
swiftly to identify high-risk accommodation in the 
vicinity of exposure sites and mobilise services 
to attend the properties. 

Within hours of the news about the CBD hotel  
quarantine worker, cohealth had identified 140  
high-risk properties close to exposure sites, and  
plans were put in motion to support the residents.

Our workers were immediately on the phones to 
the owners and attending the properties to answer 
questions, connect people to testing, provide care 
packs and new masks and work out who may have 
been in contact with the exposure site.

The HRAR program continues to deliver much-
needed services to the owners and residents of 
these properties in response to isolated outbreaks, 
and as the COVID vaccine program rolls out.

A scalable model
The HRAR program has application across a 
range of environments and situations and could 
be rolled out nationally using community-based 
organisations to not only prevent transmission of 
infectious diseases but to ensure hard-to=reach 
communities have access to health information 
and health promotion. Essentially, we can use this 
proactive outreach model to improve access and 
care navigation.

COVID-19 has given us a clear wakeup call about 
the impact of the social determinants of health on 
disease, reminding us of what we have forgotten — 
that pandemics have always impacted the poor and 
the marginalised most severely.  

We can continue to support this community by 
continuing to work with them and looking further 
at how we can address the social determinants by 
improving our public housing stocks and reducing 
overcrowding as an infectious disease prevention 
strategy which will pay dividends during any 
further pandemic.   ha

The NSW health system faces similar challenges 
to other health systems worldwide delivering 
sustainable high quality care in an environment 
of multiple external pressures. The challenges of 
the past year of COVID-19 have not diminished our 
commitment to value based health care and in fact 
have strengthened the ambition and need for our 
system to focus on outcomes rather than volume.1 

Value-based health care underpins the NSW 
Health future health strategy and supports our 
vision for “a sustainable health system that 

delivers outcomes that matter most to patients 

and the community, is personalised, invests in 

wellness and is digitally enabled.” 

To achieve this vision, we need a clear and 
shared understanding of value as it applies to  
our health system.

What do we mean by value?
NSW Health defines value as the outcomes and 
experiences that matter most to people receiving 
and delivering healthcare, relative to the costs 
of achieving those outcomes. Our value-based 
approach includes the quadruple aim of continually 
striving to deliver services that improve:

• health outcomes that matter to patients 

• experiences of receiving care

• experiences of providing care

• effectiveness and efficiency of care.

These are the four essentials of value for  
NSW Health. 

In the words of one NSW Health Local Health 
District manager: “It’s about understanding what 

patients need and making meaningful change to 

their health outcomes and experiences.”

Delivering VBHC in NSW
Delivering value in a health system the size of 
NSW is complex and occurs over a period of time. 
We have excellent foundations in quality, safety 
and evidence-based care. We are now building on 
these foundations and assessing our services to 
ensure they provide value to patients. This means 
understanding patient outcomes and experiences, 
reviewing how and where care is delivered and, 
where necessary, aligning resources to reduce 
unwarranted variation. 

Our move to VBHC is underpinned by a conceptual 
framework.2 Complementary state-wide programs 
(Leading Better Value Care, Integrated Care, 

Commissioning for Better Value and Collaborative 

Commissioning) are improving and measuring impact 
across the four essentials of value. These programs 
are improving outcomes for patients now while      > 

Value-based  
health care in NSW
Continuing the patient-centred journey

ELIZABETH KOFF 
Secretary, NSW Health

“Within hours of the news about the CBD hotel  
quarantine worker, cohealth had identified 140  
high-risk properties close to exposure sites, and  
plans were put in motion to support the residents.”
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building capacity for future change. We are also 
applying a value-based approach to other initiatives 
such as virtual care and Telestroke.

Enabling long-term change
Alongside our state-wide programs, evidence-
based frameworks, structures and cultures are 
enabling the delivery of VBHC. Examples include a 
new Patient-Reported Measures (PRMs) IT system, 
increased use of virtual care, advanced data 
linkage systems, enhanced clinical information 
systems and digitally enabled decision-making 
tools. Together, these enablers support access to 
care and informed choice, creating a joined-up 
view of a patient’s healthcare journey. We are 
exploring flexible funding and purchasing models to 
support clinicians in delivering the outcomes that 
matter to patients effectively and efficiently.

Our ‘one health system’ approach is helping 
to overcome health system structures and 
boundaries created by multiple funding sources. 

A joint statement3 is guiding NSW Health and 
Primary Health Networks to work together on 
shared patient-centred healthcare priorities. Our 
Collaborative Commissioning program is supporting 
a whole-of-system approach that incentivises local 
autonomy and accountability for patient-centred, 
outcome-focused community care. 

Measuring what matters
For value to be truly derived we must have 
the capacity to measure outcomes. Through 
our VBHC work we are incorporating outcomes 
and experiences that are important at patient, 
community, clinician and system levels into current 
datasets. The Health Outcomes and Patient 

Experience (HOPE) system will support collection 
of PRMs and provide this information to clinicians 
in different settings and to patients and carers. 
We are also linking PRMs data with administrative, 
costing and clinical data in a virtual registry to 
provide insights into the relationships between  

the four essentials of value. Another initiative, 
Lumos, is linking hospital and primary care data  
to evaluate the impact of interventions across 
health settings. Together, these innovative systems 
aim to facilitate a continuous improvement cycle, 
allowing services and systems to adapt to  
emerging evidence. 

Transforming healthcare
The NSW Health journey to VBHC is a long-term 
commitment. Evaluation is already demonstrating 
the benefits of new models of care. Our 
experience to date highlights the many dimensions 
and perspectives that we need to incorporate into 
a value-based approach. 

We are involving our clinicians, patients, carers, 
families and the community to shape and guide our 
approach, with the human experience being a key 
consideration. Ongoing investment in collaborative 
programs and enablers will transform the NSW 
health system so that VBHC becomes business as 
usual, while our work with other states and the 

Commonwealth is supporting VBHC reforms more 
widely. Together our shared learnings will help us 
deliver an effective and patient-centred health 
system in NSW and strengthen the evidence base 
for population-focused VBHC in the Australian 
context.   ha

For more information visit:  
www.health.nsw.gov.au/value 

Elizabeth is a keynote speaker at the 
upcoming Value-Based Health Care 
Conference. For more information visit: 
ciccancer.com/vbhcconf/
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“We are exploring flexible funding and purchasing models to support 
clinicians in delivering the outcomes that matter to patients effectively 
and efficiently.”
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It is estimated that 140,000 diagnostic errors occur 
in Australia each year, including errors related 
to medical imaging.1 Diagnostic errors in medical 
imaging can occur during the referral stage,  
during the interpretation of the image, and  
when the findings from the images are integrated 
into the diagnostic work-up that informs health 
care decisions.

Referral stage
Inappropriate referral, referral for medical 
imaging that is unlikely to inform diagnosis or the 
future management of a condition, can increase 
the likelihood of a diagnostic error occurring. 
Selecting the most appropriate imaging modality, 
for example x-ray vs MRI, to support the diagnostic 
process is essential to reducing diagnostic errors. 

Interpretation stage
The failure to identify an abnormality that is 
present on medical imaging is estimated to occur 
in one in every three imaging studies due to a 

range of cognitive biases or psychophysiological 
factors related to human visual perception.2 
However, it is important to note that not all 
failures will result in patient harm. 

Integration stage
The process of integrating imaging findings 
with clinical symptoms and patient history is a 
particularly vulnerable step to diagnostic errors. 
For example, disc degeneration is often found 
when imaging for non-specific low back pain, but 
this finding has also been found to occur in a large 
proportion of pain-free individuals; suggesting that 
disc degeneration is not the source of pain and 
does not require targeted treatment. 

Identifying diagnostic errors
In Australia, diagnostic errors have been 
responsible for the majority of medical indemnity 
claims.3 However, more contemporary analysis is 
needed to understand the clinical conditions and 
settings in which diagnostic errors occur most   > 

Reducing  
diagnostic errors 
related to medical 
imaging

DR SEAN DOCKING
Deeble Summer Scholar
Research Fellow 
Epidemiology
Monash Department of 
Clinical Epidemiology 
Cabrini Insititute

In Australia, 9.6 million patients underwent a medical imaging service in 
2018-19 — with the aim of aiding health practitioners in diagnostic and 
treatment decision-making. However, its use can lead to diagnostic errors.

“In Australia, diagnostic errors have been responsible 
for the majority of medical indemnity claims.”
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frequently and the resulting impacts on patient 
health are high. Nevertheless, while medical 
indemnity claims represent a small portion of 
diagnostic errors that occur in health care, the 
development of performance indicators for medical 
imaging would assist in identifying those diagnostic 
errors that do occur. 

Errors in diagnostic imaging may be indicated 
when, in combination with poor patient outcomes, 
diagnostic imaging is duplicated. The repetition  
of imaging studies that are unwarranted is not  
only an inefficient use of resources but may 
indicate a breakdown in the diagnostic process. 

Approximately 15% of patients undergo duplicate 
medical tests in Australia.4 The combination of 
patient reported outcomes with service use data 
on duplications may aid in the identification of 
diagnostic errors.

Reducing diagnostic errors
The imaging report is the primary communication 
tool between radiologist, referring clinician, 
and patient that aids diagnostic and treatment 
decision-making. Breakdowns in communication 
or ambiguity in reporting of imaging findings may 
lead to diagnostic errors. Reporting guidelines 

from four radiological societies, including Australia 
and New Zealand, discuss structured reporting 
as an opportunity to improve the quality of 
communication.5 While changes in reporting 
structure and content have been shown to improve 
understanding and usefulness, there is little 
evidence of its effect on diagnostic errors.  
A holistic approach is needed to ensure that 
imaging reports enable effective communication 
and aid diagnostic decision-making. 

Poor information sharing between healthcare 
providers can also increase the chance of 
diagnostic errors occurring; with the use of My 
Health Record, designed for this purpose, being 
limited. For example, only 23% of private diagnostic 
imaging practices connected and shared diagnostic 
reports in 2019-20.6 The inter-operability of 
radiology software and My Health Record is being 
addressed and should not be an impediment for 
the communication of imaging results between 
health care providers.

Clinician Decision Support tools have been shown 
to be effective in improving the appropriateness 
and reducing the use of imaging. The 
implementation of eReferral for diagnostic imaging 
within My Health Record provides an opportunity to 
implement clinician decision support tools with the 
aim of reducing the risk of diagnostic errors due to 
inappropriate referral. 

An accurate diagnosis is a critical requirement 
for the provision of high value health care. 
Targeting interventions that reduce diagnostic 
errors related to medical imaging has the potential 
to improve the value and sustainability of the 
imaging sector but also indirectly improve patient 

outcomes through improved health care delivery 
and reducing inappropriate testing/treatment. 
The development of the Low Back Pain Clinical 
Care Standard aims to support the diagnostic 
process and decrease the inappropriate use of 
medical imaging.7 A coordinated effort is needed 
across multiple disciplines to capture the impact 
of diagnostic errors on patient outcomes, ensure 
the appropriate use medical imaging, and foster 
improved communication between radiologist, 
referring clinician, and patient.   ha

The Deeble Summer Scholarship is proudly 
supported by HESTA. 
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“A holistic approach is needed to ensure that imaging reports enable 
effective communication and aid diagnostic decision-making.”
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That means we’re not only one of the largest super funds in the country, 
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ENA RESPIRATORY
Another exciting part of Brandon Capital’s 
portfolio is an Australian biotechnology company 
called Ena Respiratory, who are transforming 
how we handle the spread of respiratory diseases 
such as COVID-19. Ena Respiratory has developed 
a nasal spray called INNA-051, which is designed 
to drastically inhibit respiratory diseases such as 
influenza and the common cold. 

Biomedical innovations like this can change  
the way we mitigate and combat pandemics.  
By limiting the growth and reducing the spread of 
a virus like COVID-19, we could save lives, reduce 
the pressure on the healthcare system, hedge our 
dependency on the effectiveness of vaccines and 
protect high risk populations, such as frontline 
health care workers and the elderly.

“Most exciting is the ability of INNA-051 to 
significantly reduce virus levels in the nose 
and throat, giving hope that this therapy could 
reduce COVID-19 transmission by infected people, 
especially those who may be presymptomatic or 
asymptomatic and unaware they are infectious,” 
says Professor Roberto Solari, a respiratory 
specialist, advisor to Ena Respiratory and visiting 
Professor at Imperial College London. 

One of the most pressing issues the world 
currently faces is COVID-19 and how we can 

prevent future pandemics. HESTA and Brandon 
Capital want to help solve this challenge. 
Fortunately, the broader investment landscape 
is beginning to recognise the value of companies 
that can improve the wellbeing of all people. 
HESTA’s investment in Brandon Capital means that 
our members can realise that value.

Not with HESTA yet? Join us today
In just 10 minutes you’ll be on a path towards  
the future you deserve. 

hesta.com.au/join

Issued by H.E.S.T. Australia Ltd ABN 66 006 818 695 AFSL 235249, the 
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ABN 64 971 749 321.
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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).

ADVERTORIAL

Investing in the  
future of medicine 
Take a look at how HESTA is investing in companies that are 
revolutionising medicine.

At HESTA, we want to invest in companies that 
earn strong returns for our members and also 
improve the wellbeing and livelihood of all people. 
To do this, we often look beyond the stock 
exchange and invest in private companies. These 
companies give our members access to unique 
investment opportunities, which they may be 
unaware of or don’t have the scale to access on 
their own.

Brandon Capital Partners is just one example of 
how HESTA provides value to members. Brandon 
Capital is a specialist fund manager that invests  
in promising biomedical opportunities that can  
be truly life changing for patients. But this work 
goes beyond treating patients: Brandon Capital 
also invests in vaccine innovation, from which 
everyone benefits.

Let’s take a look at some of the exciting projects 
currently in Brandon Capital’s portfolio (and your 
portfolio with HESTA).

VAXXAS
Vaxxas is an Australian biotechnology company 
developing novel technology that enables needle-
free vaccination. This allows you to place a patch 
on your arm for a few seconds and then — you’re 
vaccinated! The applicator will revolutionise the 
logistics of vaccinations, making it possible to 
complete wide-scale vaccinations across the globe.

“The applicator will revolutionise the 
logistics of vaccinations, making it possible to 
complete wide-scale vaccinations across the 
globe.”

The Vaxxas technology, known as a High-Density 
Microarray Patch (HD-MAP), has been shown 
in clinical studies to generate potent immune 
responses. In fact, a recent study demonstrated 
that the HD-MAP required only 1/6 of the vaccine 
dose to generate a comparable immune response 
to that of a full dose of vaccine by needle/syringe 
injection. This means the potential scalability of 
vaccinations could be six times greater! What’s 
more, HD-MAP vaccines do not require refrigeration, 
enabling rapid distribution using conventional 
delivery services. Unlike a needle or syringe, the HD-
MAP is easy to apply, with clinical studies currently 
underway to demonstrate self-administration. So, 
when you consider the challenges of a vaccine 
rollout across countries with high-populations and 
challenging geographical landscapes, the Vaxxas HD-
MAP holds enormous value. 

“Brandon Capital invests in  
promising biomedical opportunities… 
which can be truly life changing  
for patients.”
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Meeting the local health 
challenges of climate change
An urban Primary Health Network weights impacts and opportunities

JIM KEECH  
General Manager – 
Commissioning & 
Partnerships, Sydney 
North Health Network

In 2020, Sydney North Health Network (SNHN) 
became one of the first operators of an Australian 
Primary Health Network to publish a Climate Change 
and Health Strategy.

The Strategy, developed with the support of 
AHHA, outlines SNHN’s aim, as a trusted, locally 
focused health organisation, to work with its local 
communities and primary healthcare providers to 
build resilience, raise awareness and reduce the 
impacts of extreme weather events on health. 
These impacts include direct consequences, 
such as bushfires leading to poor air quality and 

respiratory ailments, and indirect consequences, 
such as deteriorating mental health in the face 
of environmental degradation and experience of 
extreme weather events.

Climate change and related health impacts have 
long been understood and discussed at a strategic 
level at SNHN, and informally factored into activities 
and discussions with stakeholders. But there had 
been no blueprint of specific actions that would build 
community resilience in respect to climate-related 
health impacts. This may be a familiar situation for 
many PHNs. For SNHN, it was the heavy smoke that 

Sydney’s CBD and Anzac bridge smoke haze from the December. 2019 NSW bushfires (Shutterstock)

hung over Sydney during the 2019-20 summer, and 
the bushfires across Australia more generally, that 
made clear the need to consider the impacts of 
climate change in its regional work. The subsequent 
experience of COVID-19 and the March 2021 floods 
across Sydney have only strengthened the case for 
meeting climate-related challenges on the doorstep.

As the World Health Organization has warned, 
climate change represents the greatest threat to 
global health in the 21st century, encompassing 
infectious diseases, more frequent and intense 
extreme weather events, threats to food and water 

supplies, respiratory diseases, and other physical and 
mental health impacts. 

For SNHN, strengthening and better resourcing 
primary healthcare to deliver business as usual, 
including identifying health issues, improving 
system integration, preventing poor physical and 
mental health outcomes, and promoting health and 
wellbeing, are central to preventing and mitigating 
these health impacts. As such, they sit easily within 
its existing mandate to increase the effectiveness 
and efficiency of medical services, with a particular 
focus on vulnerable communities. >
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Geographically, SNHN is mostly urban, stretching 
north from Sydney Harbour to the southern shores 
of the Hawkesbury River. With nearly one million 
residents, the region takes in the Local Government 
Areas of Ryde, Hunters Hill, Lane Cove, North Sydney, 
Mosman, Willoughby, Ku-ring-gai, the Northern 
Beaches, and most of Hornsby. 

Though a relatively affluent region, SNHN includes 
pockets of high socio-economic disadvantage. A 
standout demographic feature is the high proportion 
of people from culturally and linguistically diverse 
(CALD) backgrounds (25.7%) relative to the state 
average (21%). Older people, those aged 65 
and above, make up nearly 16% of the region’s 
population. This latter group is forecast to grow 
nearly 54% over the next 20 years. 

What does a Climate and Health Strategy look like 
in the context of an urban PHN such as this?

For SNHN, the Strategy is a first step to embedding 
climate change and health as a consideration in 
everything it does, and the document will evolve 
in line with community expectations, emerging 
research, and SNHN’s maturing climate and health 
capabilities. As noted by the ABC’s Dr Norman 
Swan at the Strategy launch in November, “each 
brick is important in building this up to a significant 
enterprise.”

The inaugural Strategy maps ambitions relating 
to climate-related health impacts onto five existing 
priorities within SNHN’s 2018-2023 Strategic Plan. 
Those five goals are: community activation, system 
transformation, commissioning, member and provider 
support, and an exceptional organisation. In each 
case, the strategy details SNHN’s role in supporting 
the community, identifies the work that needs to be 
done and a description of what success looks like.   ha

“As the World Health Organization has warned, climate 
change represents the greatest threat to global health 
in the 21st century, encompassing infectious diseases, 
more frequent and intense extreme weather events, 
threats to food and water supplies, respiratory diseases, 
and other physical and mental health impacts.”

Goals under the 2018-2023 Strategic Plan Related Climate and Health Strategy goal

Community Activation
Support the community to anticipate climate risks 
and mitigate the impacts of climate change on 
health and wellbeing.

System Transformation Strengthen health system resilience and adaptive 
capacity to climate-related hazards and disasters.

Commissioning
Embed climate mitigation, adaptation and 
sustainability in our operations, our people, and 
our visibility.

Member & Provider Support
Build the knowledge and capacity of all primary 
healthcare providers to mitigate, adapt and 
respond to climate hazards and disasters.

An Exceptional Organisation
Embed climate mitigation, adaptation and 
sustainability in our operations, our people, and 
our visibility.

For the full Climate and 
Health Strategy 2020 go to 
sydneynorthhealthnetwork.
org.au/about-us/climate-and-
health-strategy/

https://sydneynorthhealthnetwork.org.au/about-us/climate-and-health-strategy/
https://sydneynorthhealthnetwork.org.au/about-us/climate-and-health-strategy/
https://sydneynorthhealthnetwork.org.au/about-us/climate-and-health-strategy/
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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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