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At the Australian Healthcare and Hospital 

Association (AHHA), we aim to bring together 

expertise from across our system to gain an 

understanding of the research, the experience  

of health services and providers, and the needs  

of Australians to inform good health policy. 

In pursuing this aim, AHHA established the 

Deeble Institute for Health Policy Research in 2011, 

to develop and promote rigorous and independent 

research that informs Australia’s national health 

policy. Professor John Deeble  

was our patron and is a constant reminder  

of the reason the Institute was established. 

Often dubbed ‘the father of Medicare’, Professor 

Deeble co-authored the original proposals for 

universal health insurance in Australia, Medibank, 

Medicare’s forerunner with Dr Dick Scotton.  

He was then closely involved as the architect  

of the reintroduction of universal health care  

in Australia, by then known as Medicare.

It will come as no surprise that we at AHHA 

feel deeply connected to Medicare. However, 

almost four decades have passed and much has 

changed; in both the health conditions that people 

manage and in the way care can be delivered. 

The COVID-19 pandemic has further exposed and 

exacerbated inequities in Australia’s health, and 

our most vulnerable Australians have not had 

access to the care they deserve.

Policy reform is a necessary factor in our health 

system’s sustainability if it is to uphold universal 

access as a fundamental principle. This cannot be 

achieved by any one part of our health system in 

isolation, and requires a shared vision that sees 

many parts of the system working together to 

achieve that vision.

Connections are fundamental to AHHA’s pursuit 

of the vision for a healthy Australia supported by 

the best possible health system — connections 

with services, connections with researchers, 

Strengthening Medicare  
for better healthcare access 
and affordability

KYLIE WOOLCOCK 
Chief Executive 
AHHA
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CHIEF EXECUTIVE UPDATE

connections with stakeholders and connections 

with policy makers — around a shared goal of 

improving the health of all Australians.

Strengthening Medicare will require structural 

reforms to deliver better healthcare access and 

affordability for all Australians. Such reform must 

enable the many parts of the health system to shift 

to more outcomes-focused, value-based health 

care. We must do this by connecting researchers, 

policymakers and practitioners and by creating 

opportunities to translate research into good 

health policy and practice.

This issue of The Health Advocate highlights some 

of the vitally important health policy research 

happening around Australia, paving the way for 

improved outcomes for patients and our health 

system as a whole.  ha

“Policy reform is a necessary factor in our health system’s sustainability 
if it is to uphold universal access as a fundamental principle. This cannot 
be achieved by any one part of our health system in isolation, and requires 
a shared vision that sees many parts of the system working together to 
achieve that vision.”
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Whole-of-workforce strategy 
needed to deliver healthcare 
that Australians deserve
‘Matching and forecasting the needs, demands 

and supply of the health workforce is complex  

in any context,’ said AHHA Chief Executive  

Kylie Woolcock.

The National Skills Commission estimates that 

in the next five years, significant growth in the 

health and social sector will require an increase 

of 301,000 skilled workers nationally.

‘This is against a backdrop of a pandemic that 

has exacerbated the impact and pervasiveness 

of workforce burnout. We’re seeing our existing 

workforce less willing to work than before.’

A survey of frontline healthcare staff by Edith 

Cowan University during Australia’s first wave of 

COVID-19, revealed that one-third of participants 

reported at least one symptom of burnout 

(35%) and depression (30%) and 16% disclosed 

absenteeism. Eased COVID restrictions have 

placed a further burden on our health workforce 

due to furloughed staff. If not addressed, the 

decline of Australia’s health workforce will be a 

major contributor to health system failure. ha
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AHHA in the news
10 MAY 2022

FROM THE AHHA DESK

More accurate data needed 
to ensure delivery of quality 
palliative care in prisons    
Australia’s prison population is growing and aging, 

and with this comes an increasing burden on the 

healthcare services provided in prisons, including 

palliative care. Although this increase in palliative 

care needs has been recognised, not enough 

is known about the extent of services that are 

needed and more specifically, where and how 

resources should be allocated to provide equitable 

access to palliative care.

Authored by 2022 Jeff Cheverton Memorial 

Scholarship recipient Dr Isabelle Schaefer 

(University of Technology Sydney) and released by 

the Deeble Institute for Health Policy Research, 

the Issues Brief ‘Ensuring the quality of palliative 

care in Australia’s prisons’ examines what is known 

about the provision of palliative care in Australian 

prisons and identifies the knowledge gaps that 

exist for service delivery and how they compare to 

services in the community.  ha 

https://ahha.asn.au/publication/health-policy-issue-briefs/deeble-issues-brief-no-45-ensuring-quality-palliative-care
https://ahha.asn.au/publication/health-policy-issue-briefs/deeble-issues-brief-no-45-ensuring-quality-palliative-care
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HAVE YOUR SAY...
We would like to hear your opinion on these or any other healthcare issues.  
Send your comments and article pitches to our media inbox: communications@ahha.asn.au

19 MAY 2022

Virtual care models aim  
to lower avoidable hospital 
readmissions  
Hospital readmissions can be a vital part of 

a patient’s treatment, but in many cases are 

avoidable and cause unnecessary cost to the health 

system. Unplanned readmissions are estimated 

to cost Australia $1.5B each year. By reducing the 

number of avoidable hospital readmissions, limited 

resources are freed up and a better standard of 

care can be provided to patients both in Hospitals 

and those receiving treatment in the community.

Released by the Deeble Institute for Health Policy 

Research, the Evidence Brief ‘Avoiding hospital 

readmissions: the models and the role of primary 

care’ authored by Inala Primary Care, looks at 

how the wider adoption of virtual care models 

and increased communication across primary care 

roles can affect hospital readmissions and provide 

improved outcomes that matter to patients.

‘These new and innovative models of care, 

like virtual wards, have been beneficial for not 

only COVID-19 patients during the pandemic 

but could improve transitional care for those 

being discharged from hospital,’ said AHHA Chief 

Executive Kylie Woolcock.  ha 

27 MAY 2022

Prestigious Fellowship 
to honour the work of 
Medicare cocreator 
The Australian Healthcare and Hospitals 

Association (AHHA) has awarded the inaugural 

Deeble Institute Fellowship to Professor Henry 

Cutler, Director, Macquarie University Centre for 

the Health Economy (MUCHE). Professor Cutler is a 

well-respected health economics expert, and has 

led several high-profile projects relating to value-

based care and healthcare financing including 

work with the Aged Care Financing Authority 

(ACFA), National Mental Health Commission, the 

Australian Bureau of Statistics and the Department 

of Health and Ageing.

Named in honour of Professor John Deeble AO 

(1931-2018), health economist, co-architect of 

Medicare, founding director of the Australian 

Institute of Health and Welfare, and namesake 

of the Deeble Institute for Health Policy 

Research (AHHA); the Fellowship is awarded 

to an outstanding mid-career researcher with 

a background in health economics and whose 

research commitment reflects Professor Deeble’s 

legacy of universal healthcare through affordable, 

quality healthcare for all.  ha 

https://ahha.asn.au/system/files/docs/publications/hospital_readmissions_reduction_primary_care_role_0.pdf
https://ahha.asn.au/system/files/docs/publications/hospital_readmissions_reduction_primary_care_role_0.pdf
https://ahha.asn.au/system/files/docs/publications/hospital_readmissions_reduction_primary_care_role_0.pdf
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AHHA in the news

FROM THE AHHA DESK

2 JUNE 2022

How digital health  
helped shape Australia’s 
COVID-19 response   
‘Throughout the COVID-19 pandemic, our ability 

to quickly embrace digital health technologies like 

telehealth has been a game changer in our response 

to this global health crisis,’ said Australian Health 

Review Editor-in-Chief Dr Sonĵ Hall.

The June edition of the Australian Health review, 

the Australian Healthcare and Hospital Association’s 

(AHHA) peer-reviewed journal, takes a deep dive on 

how the rapid uptake of digital health technologies 

shaped the pandemic response in Australia. It also 

examines how this has impacted, and continues to 

impact, the continuation of primary care and other 

vital health services.

‘Telehealth and other digital health services have 

enabled our health system to look after patients in 

their own homes during lockdowns, while easing 

pressure on resources, workforce and reducing 

unnecessary spread in the community,’ said Dr Hall. 

Read the latest edition of the Australian Health 

Review. ha 

7 JULY 2022

Australians missing out  
on technologies enabling  
data-driven improvements 
in health outcomes 
Australia’s health system generates enormous 

volumes of data. While we continue to focus on its 

use for the purposes of population health insights, 

resource planning and policy development, all vital 

areas where the Australian Institute of Health and 

Welfare (AIHW) does valuable work, we are missing 

out on opportunities for data to guide clinical care 

and improved outcomes for patients.

This has been highlighted with the release of the 

AIHW’s report ‘Australia’s Health 2022’. This year, the 

report has been published together with a collection 

of articles on selected topics, including the evolving 

landscape of health information in Australia.

‘Value is first created at the level of the individual. 

And Australians are missing out on innovation in 

technologies that enable data to drive their access 

to best practice clinical care and improved health 

outcomes because we have not established the  

right infrastructure,’ said AHHA Chief Executive  

Kylie Woolcock.

‘These technologies have existed for some time, 

they can capture data and support shared decision-

making along a person’s entire care pathway. There is 

also substantial growth in technologies that capture 

patient-generated and real-world data, as well 

as technologies that bring predictive analytics to 

personalising care.

‘So far, widespread uptake of such technologies has 

been limited in Australia. Not because of the lack of 

technological innovation, or because of clinicians, 

who we have seen driving the integration of these 

technologies into clinical workflows despite the 

health information landscape.’  ha 

https://www.publish.csiro.au/ah
https://www.publish.csiro.au/ah


Development of objective briefs - that synthesise and interpret the evidence in an area of
health policy.
Rigorous, independent research on important national health policy issues with our
academic partners and health service members.
Knowledge exchange through events, workshops and short courses.
Helping researchers translate their academic research into policy and practice.
Connecting policymakers, researchers and practitioners when they need expert advice.
Lectures and workshops, bringing together thought leaders in the health policy landscape

About us
The Deeble Institute for Health Policy Research, Australian Healthcare and Hospitals
Association (AHHA) develops and promotes rigorous and independent research that informs
national health policy. Our goal is to make evidence the cornerstone for health policy
development in Australia; and we do this by connecting researchers, policymakers and
practitioners and by creating opportunities to translate research into good health policy and
practice.

The Deeble Institute offers opportunities through:

 
Connecting research andConnecting research and
knowledge to real world healthknowledge to real world health
policy outcomespolicy outcomes

Follow us on socials or get in touch by contactingFollow us on socials or get in touch by contacting  
deebleadmin@ahha.asn.audeebleadmin@ahha.asn.au  

mailto:deebleadmin@ahha.asn.au
https://ahha.asn.au/about-ahha
https://ahha.asn.au/deebleinstitute
https://twitter.com/DeebleInstitute
https://www.linkedin.com/company/deeble-institute-for-health-policy-research
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I’m sure it comes as little surprise that for the last 

year the Australian Health Review has continued 

to focus on COVID-19, publishing evidence as it 

emerges to help steer our health system through 

the pandemic. On behalf of every Australian, a 

heartfelt thank you to all those who have cared for 

us directly and indirectly, especially to our research 

community who have bravely continued to tackle 

COVID-19 at the coal face and after long exhausting 

days gone home, picked up the pen and prepared 

manuscripts to help others. 

COVID-19 is far from over, but we must look 

forward. At the recent Health Ministers Meeting in 

Canberra, Ministers and Secretaries from across the 

nation agreed on five critical foci, namely funding 

and reform, workforce, and the interface between 

acute care and primary, aged and disability care. 

These have been constant themes of the Australian 

Health Review over the year.

Funding and Reform
Sixteen years on from publication of the Blame 

Game Report into health funding little has changed. 

The health system remains fragmented with 

funding streams that prohibit innovative thinking 

and fit-for-purpose models of care. It is time for 

change, and to break down the silos if we are to 

deliver on the promise. 

The demands on the healthcare system continue 

to grow, yet astonishingly we still haven’t realised 

the purse is not bottomless. If we are to meet 

todays’ demand, let alone tomorrows, now is the 

time to pivot to value-based healthcare and the 

benefits it provides for patients, providers and 

the national budget. Traditional ‘fee for service’ 

models promote funding division and increased 

service volume commonly at the expense of quality 

and access, whereas alternatives involve pooling 

funds whilst shifting the risk from the patient to 

the provider for a more efficient and effective use 

of resources.

Workforce
Workforce has been the most salient issue for 

both health and aged care. The Australian Health 

Review has published several articles focused on 

DR SONĴ  
ELIZABETH HALL
Deputy Secretary Policy, 
Purchasing, Performance 
and Reform, Tasmania 
Department of Health
2005 Harkness Fellow  
in Healthcare Policy,  
The Commonwealth Fund
Editor-in-Chief,  
Australian Health Review
Ethicist, Bellberry Pty Ltd

A Year in the Life 
of the Australian 
Health Review 
Quality evidence to drive system reform 
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A Year in the Life 
of the Australian 
Health Review 

the wellbeing of the health workforce, especially 

during the pandemic, and the obligations of health 

services in protecting their staff. 

We are seeing shifts in where people want to 

work as COVID-19 has seen health professionals try 

working in different situations, such as on Covid@

home programs, and suffering stress and ill-health 

from the pressures placed on them. It will be 

interesting to watch how this unfolds in light of 

the new Australian Government’s commitment to 

have a registered nurse 24/7/365 in residential care 

facilities. Maybe the bigger question is how we 

should rethink our health workforce for tomorrow, 

moving from traditional role defined models to 

agile, models that meet changing patterns of care.

The Interface — acute, primary,  
aged and disability care
We cannot make real change without fundamental 

reform to funding and the workforce; these are 

the necessary building blocks. But we need to do 

some blue sky thinking on how we create mercurial 

flows through our health and aged care systems — 

to create an environment where the right care is 

received in the right place, at the right time,  

and accessible for all. 

Articles featured this year in the Australian 

Health Review encompass virtual care through 

infrastructure innovation, electronic healthcare 

records, and the benefits of telehealth such as 

in paediatric and mental health settings. The 

pandemic greatly accelerated the adoption of 

telehealth by clinicians — we need to build on 

this, one of the few positive things to come out 

of COVID-19. Invariably these options provide care 

nearer to home that is value based.

Transitioning people from hospital care to 

reliable, trustworthy aged or disability residential 

care appropriate to needs is essential if we are to 

improve wellbeing as well as free up acute care 

beds for appropriate purposes — and importantly, 

rethinking our primary and community care systems 

to reduce ill health in the first place. 

On behalf of the Editorial Board and Associate 

Editors we hope you find the journal stimulates 

your thinking and helps you achieve the goal of 

great healthcare for all. ha

Australian

Health Review
Journal of the Australian Healthcare & Hospitals Association

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

“At the recent Health Ministers 
Meeting in Canberra, Ministers 
and Secretaries from across 
the nation agreed on five 
critical foci, namely funding 
and reform, workforce, and the 
interface between acute care 
and primary, aged and disability 
care. These have been constant 
themes of the Australian Health 
Review over the year. ”
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Join Us is a not-for-profit research register aiming 

to transform the health research landscape in 

Australia, delivering improvement in equality 

and innovation by enabling more Australians to 

easily engage with medical research opportunities 

relevant to them.

Australia’s world class health and medical 

researchers have made many life-changing 

breakthroughs that have benefitted the Australian 

and international community. But the ability to 

conduct research in Australia depends on the time 

and resource-intensive process of recruiting enough 

people into studies. Many studies fall over at this 

hurdle because they cannot get enough people  

to participate.

It’s not that people don’t want to get involved — 

in fact there is data to show that around two-thirds 

of people asked would be willing to be involved in 

research, but in practice only about one percent 

will ever be involved in a clinical trial.  

Improving equity in health research
Improving equity and representation within the 

health and medical research sector is a core 

tenet of Join Us, setting the organisation apart 

from commercial recruitment databases. Join 

Us has partnered with over 50 leading research, 

healthcare, and consumer advocacy organisations 

from across Australia with the aim to strengthen 

the nation’s research capability and improve health 

outcomes for all.

Providing remote, regional and marginalised 

populations access to better healthcare solutions 

needs to be done in partnership with people in 

these communities; Join Us facilitates this by 

connecting community members from diverse 

backgrounds with relevant research projects around 

ELLIE PAIGE 
Senior Research Fellow, 
The George Institute

Join Us:  
a vision for changing Australia’s 
health research landscape 

MEHRISA RAM 
Project Officer,  
The George Institute

http://www.joinus.org.au
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Australia. In the future, integration with public and 

primary health networks, dedicated Aboriginal and 

Torres Strait Islander health services and, youth and 

mental health development services and outreach 

programs, will help facilitate further widespread, 

inclusive recruitment into Join Us.

A key advantage of Join Us is the ability to 

connect community members with a wide 

range of health research projects including de-

centralised trials and online surveys. People that 

would otherwise not be able to participate in 

research projects—for example, due to geographic 

constraints or carer responsibilities—can get 

information on research projects they can more 

easily be involved in. 

How the register works
People aged 18 years and older and living in 

Australia can sign-up online to Join Us, consenting 

to be contacted about research opportunities 

and optionally providing consent for researchers 

to use their linked health data for research. Join 

Us participants are matched to research projects 

using sociodemographic and health questionnaire 

data provided at time of registration. Matched 

participants are sent invitations about relevant 

research opportunities with details on what the 

study entails and how to get involved. The digital 

technology underpinning Join Us keeps participant 

data safe by securely storing identifiable socio-

demographic data separately to health information.

Research projects with ethical approval can use 

Join Us for study planning (for example, identifying 

potential number of matched participants for a 

grant application), for study recruitment, or for 

research, analysing de-identified routinely collected 

health data of consenting participants.  >

https://www.youtube.com/watch?v=Zm_4NGorHCA&ab_channel=TheGeorgeInstitute
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Case study: supporting research, 
now and into the future
Join Us was founded in 2020 and to date has  

1,182 participants registered with plans to recruit 

tens of thousands more within the next few years. 

It has helped recruit participants for 20 research 

studies, ranging from online surveys to clinical 

trials. 

Join Us has been used by researchers from across 

Australia, including from the University of Sydney 

who have used Join Us to recruit participants for a 

study looking at women’s experiences of receiving 

cervical screening results. Research Assistant 

Ashleigh Sharman highlighted how the Join Us 

register provided 'a new way to reach our study 

population outside of traditional social media 

promotion'. 
For this study, 215 de-identified potential 

participants from Join Us were matched and 

invited to complete an anonymous survey.  

In combination with a larger recruitment strategy 

employed by Ms Sharman and the team,  

465 completed surveys were received and analysed  

to provide recommendations to health 

professionals on how to better communicate 

screening results to patients. 

‘While only 3.2% of our study population were 

from the Join Us register, we know that as the 

register grows this number will likely increase. We 

would recommend this register to researchers as 

part of their larger recruitment strategy and look 

forward to working with the Join Us team again.’

How to get involved
You can get involved in Join Us as a consumer 

or community member and as a researcher. 

Registering with Join Us is open to everyone 

aged 18 years and older living in Australia and 

can be done online at www.joinus.org.au. It only 

takes 15 minutes to sign up and express your 

interest in being contacted about health research 

opportunities. Researchers who are interested in 

using Join Us to plan or recruit for their study can 

find out more information by contacting the Join 

Us team on info@joinus.org.au. ha

http://www.joinus.org.au
mailto:info%40joinus.org.au?subject=
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RUMBIDZAI N. 
MUTSEKWA
Advanced 
Gastroenterology 
Dietitian, PhD Candidate

JOSHUA M. BYRNES
Director, Centre 
for Applied Health 
Economics

Demand and supply issues in healthcare
Timely access to care is a key measure of 
healthcare quality. It is an important policy issue 
for many countries with 20-60% of people waiting 
more than four weeks for a specialist appointment 
in many OECD (Organisation for Economic Co-
operation and Development) countries. 

In gastroenterology, there is increased demand 
with growing incidences of gastrointestinal 
disorders globally. On the supply side, timely access 
to public specialist care is being impacted by 
limited gastroenterology and endoscopy resources 
to serve the population demands. With many 
countries struggling with increasing healthcare 
costs, simply increasing current healthcare models 
is not a feasible option. Healthcare delivery options 
that are flexible and maximise patient outcomes 
relative to the cost of providing care are therefore 
a crucial matter. 

Alternative Models of Care in 
Gastroenterology — What do we know?
Team-based approaches that shift traditional 
professional boundaries and integrate professional 
role substitution are a promising approach. Use 
of advanced practice providers, such as nurse 
practitioners, nurse endoscopists and physician 
assistants has been growing steadily. More 
recently, allied-health models, like dietitian-first 
gastroenterology clinics, have been established 
as one of many strategies to address demand and 
supply imbalances, helping to improve patient 
access and experience whilst remaining within 
healthcare budgetary limits.1 The dietitian-first 
gastroenterology model of care (MoC) has been 
found to be safe,1 effective in improving patient 
symptoms and quality of life2 whilst reducing 
health service utilisation rates for low-risk 
gastroenterology patients.3 >

Patient Preferences  
for Alternative Models of  
Care in Gastroenterology
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Where are the gaps in research? 
Despite the growing evidence supporting 
professional substitution roles,4 their acceptability 
by patients compared to traditional medical models 
has remained largely unknown with potential 
implications on expansion of these models of care. 
We therefore undertook research that investigated 
patients’ preferences more broadly for outpatient 
gastroenterology specialist care and specifically 
with respect to professional role substitution using 
discrete choice experiment.

Research in action — Eliciting patient 
preferences using a discrete choice 
experiment 
A discrete choice experiment (DCE) is  a 
quantitative technique that has been gaining 
popularity in health economics and is used 

to highlight how individuals make complex 
decisions by considering competing factors.5 The 
assumption is that healthcare delivery can be 
described by various characteristics (attributes) 
and that individual preferences for a model of 
care determined by defined attribute levels. We 
developed a DCE with seven attributes (primary 
healthcare professional, wait-time, continuity 
of care, consultation length, manner and 
communication skills, reassurance, and cost) that 
was used to elicit preferences of a cohort of low-
risk patients referred to publicly funded outpatient 
gastroenterology specialist services at a tertiary 
hospital in Australia. Respondents were presented 
with a scenario, questions where attributes 
levels were varied systematically and asked to 
choose their preferred option between the two 
alternatives. 

A sample choice set presented to respondents is shown below
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What matters to patients and how does 
this influence their preferences for 
gastroenterology models of care?
347 respondents completed the discrete choice 
experiment. Overall, respondents were happy 
to be seen by either a doctor or trained dietitian 
for the described condition. However, two classes 
emerged from the analysis with preferences for 
being seen by a doctor or trained dietitian differing 
depending on whether the responder had been 
exposed to a professional role substitution model or 
not. Those that had been treated by the dietitian 
first gastroenterology clinic held preferences for 
being seen by a trained dietitian and those that 
had not been exposed to this new model holding 
preferences for being seen by a doctor. All other 
attributes that we presented to participants 
impacted their choice. Respondents preferred lower 
costs, shorter wait-times, and longer consultations 
(at least 30 minutes). Reassurance was crucial, 
with respondents wanting to be reassured that 
their condition was not life threatening. When all 
things were considered, there was strong emphasis 
on manner and communication skills, with a 
clinician who listens and provides good explanations 
overwhelmingly the most important attribute. This 
was so important to patients, that they were willing 
to pay more than $430 AUD or wait 15.55 months 
for a clinician that listened and provided clear 
explanations compared to one that did neither.

Translating research into practice? 
Timely access to care is essential, however it is 
not the only consideration for patients. Certainly, 
the extraordinary length of time respondents 
were willing to wait or the amount they were 
willing to pay before trading for lower levels of 
communication skills highlight the value that 
patients place on this. Implementation of strategies 
that target healthcare professionals and patient 

communication might have a significant impact on 
patient experience. There is potential for future 
work to evaluate the cost-effectiveness of such 
policies including impact on patient outcomes.

Prior exposure to a model of care has an 
impact on patient choice. By gaining a better 
understanding of preferences in this cohort of 
patients, health systems are better positioned 
to provide care that is truly patient-centred, 
implement strategies to overcome any perceived 
loss in utility with new models of care, whilst being 
adaptable enough to offer choices to account for 

variabilities in patient preference.  ha
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Hospitals and health departments are constantly 

devising new ways to improve their services.  

At the same time, they are facing an explosion in 

the number of digital health tools being targeted 

at them. It sounds like a perfect recipe for digital 

transformation. So why is healthcare still behind 

other industries?

Recently, we were approached by an innovator 

wanting to integrate software into their 

electronic health record: the software would 

provide automatic feedback to clinicians on the 

appropriateness of a prescription for antibiotics. 

The potential is evident: improve prescriptions, 

decrease costs, and reduce adverse events.  

Seems like everyone benefits. Not so fast... 

• Where should it fit in the workflow and how

will clinicians respond to the advice?

• What role do patients play in the decision for

a prescription?

• Who will pay for this innovation and its

implementation?

• What are the risks?

The Risk—Innovation Tension 
Healthcare organisations face tensions in digitally 

transforming care. On the one hand, high-risk 

clinical situations, fragmented funding mechanisms, 

and state and federal regulations converge in 

unpredictable ways. Information systems are 

equally complex, and integrating new technologies 

brings real risks. On the other hand, healthcare is 

full of highly innovative individuals, eager to adopt 

emerging technologies and use new knowledge to 

improve healthcare delivery. Digitally enabled care 

is caught between risk aversion and the drive to 

learn and innovate. 

Not too long ago, the design of vaccines and 

pharmaceuticals was in a similar position.  

The Digital Health 
Validitron
Accelerating successful implementation of digital interventions
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Over time, a nationalised, evidence-based pathway 

has been developed, and decision makers at all levels 

rely on it. Digital health needs a similar pathway to 

guide digital innovation—to safely co-design solutions 

with stakeholders, work out how a digital innovation 

will integrate with existing information systems, and 

determine the outcomes needed to create feasible 

and sustainable interventions. 

The Digital Health Validitron 

The Digital Health Validitron is an emerging 

platform (https://mdhs.unimelb.edu.au/

digitalhealth/our-work/validitron) to bridge the gap 

between innovation and implementation. Similar 

to how pharmaceuticals are tested in laboratory 

conditions before being tested on humans, the 

Validitron allows health services to safely co-design, 

test, and refine their ideas in a laboratory setting 

to prepare it for implementation. The Validitron 

includes multiple components that allow innovators 

and health services to address every aspect of the 

validation process. 

Using the Validitron, we co-design workflows with 

patients and clinicians, create user interfaces that 

integrate with existing IT systems, define feasible 

reimbursement models and assess clinical outcomes.

Two unique components of the Validitron are the 

Sandbox and the SimLab. The Sandbox is a digital 

replica of core health information systems, built  

on established and emerging data standards such  

as FHIR. It includes components like simulated 

hospital and general practice electronic medical 

records (EMRs), a telehealth client, a secure 

messaging platform, and a clinician dashboard.  

By selecting from these ingredients, clinical 

workflows can be quickly simulated to ensure  

data flow across systems.  >
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“Recently, we were approached by an innovator wanting  
to integrate software into their electronic health record:  
the software would provide automatic feedback to clinicians 
on the appropriateness of a prescription for antibiotics. ”
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>

“The Digital Health Validitron is an emerging platform to bridge the gap 
between innovation and implementation. Similar to how pharmaceuticals 
are tested in laboratory conditions before being tested on humans, the 
Validitron allows health services to safely co-design, test, and refine their 
ideas in a laboratory setting to prepare it for implementation.”
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The SimLab is a suite of themed home, primary 

care and hospital rooms where clinicians and 

patients can co-design, test out, and improve 

workflows to increase their likelihood of adoption 

in the real world. Put together, the Sandbox and 

the SimLab allow the IT and human implications 

of a digital health innovation to be explored and 

validated in detail — all without affecting live 

services or systems.

With the Validitron we can begin to develop and 

test multiple ways the antimicrobial prescription 

system could be implemented by a hospital.  

Can it read data and provide feedback in real-

time in the EMR? What is the best time and 

way to provide tailored feedback to clinicians? 

When should we involve patients in discussion of 

the decision? What study design do we need to 

demonstrate reductions in cost and adverse events? 

By generating the evidence to answer those 

questions, the Validitron offers a concrete pathway 

to reduce the innovation-risk tension faced by 

health services and significantly accelerate the 

digital transformation of the Australian healthcare 

system.  ha
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The Problem
Warning signs of a heart attack can strike anyone 

at any time. Fortunately, most people will turn out 

not to have a serious cause for their symptoms, but 

it is essential to go to hospital to get checked out. 

Symptoms like chest discomfort, tightness and pain 

are one of the leading causes that people present 

to hospital emergency departments accounting for 

almost 1 in 10 presentations.

This creates a lot of work for busy hospitals — 

quickly identifying all of those people who are 

having, or at immediate risk of having, a heart 

attack who need to be admitted to hospital for 

urgent life-saving treatment and reliably ruling this 

out in the others who are safe to go home. This 

need to balance efficiency with safety is a constant 

challenge faced by clinicians and health services.

The Road So Far
Over ten years ago Prof Louise Cullen, A/Prof Jaimi 

Greenslade and I started studying this problem. 

Through a series of clinical studies, and with 

broad international collaboration, we developed 

accelerated diagnostic protocols that can reliably 

rule out heart attack in the majority of people 

but with a foundation of safety ensuring that the 

chance of a heart attack being ‘missed’ would 
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always be negligible. In 2012 we demonstrated 

that a two-hour accelerated diagnostic protocol 

could safely rule out heart attack in 1 in 5 

patients presenting to hospital with warning signs. 

This contrasted with existing guidelines1 which 

suggested the need for over 6 hours of assessment 

to do the same. The new approach was rapidly 

implemented in clinical practice and by 2017 we 

were able to show that across 16 public hospitals in 

Queensland this approach resulted in significantly 

shorter hospital stays releasing millions of dollars’ 

worth of capacity per year. This approach is now 

widely cited in clinical practice guidelines around 

the world.2  

But there are always questions remaining to be 

answered. One of the concerns that has often been 

put to us is that the clinical rules we use to rule out 

a heart attack might not perform safely in groups 

of the population who are at a particularly high 

risk. In Australia specifically, this is a challenge in 

Aboriginal and Torres Strait Islander peoples who 

have a substantially higher risk of heart attack, and 

at a younger age than other Australians. Our early 

clinical studies, which were largely performed in 

our own metropolitan centres, struggled to address 

this question because Indigenous Australians were 

often under-represented.

We have recently partnered with clinicians 

and communities in Far North Queensland to 

specifically try and answer this question. These 

studies have had two major findings. Firstly, that 

the clinical pathways for ruling out heart attack 

perform just as well in Aboriginal and Torres 

Strait Islander people who can therefore benefit 

from these advances in the same way. Secondly, 

however, we found that even in those Aboriginal 

and Torres Strait Islander people in whom a 

heart attack was ruled out the residual burden 

of cardiovascular risk factors, and therefore the 

longer-term risk of heart disease, is much higher 

than we had seen in our earlier studies.3 

The Road Ahead
For this reason, subject to funding, we plan to 

re-focus our efforts on further research in North 

Queensland to look at ways we can take this 

opportunity to better address the residual long-

term risk of those patients attending hospital in 

whom a heart attack has been ruled out. Coronary 

heart disease is the leading single cause of 

burden of disease in Indigenous Australians. Much 

of this is preventable and a better approach to 

risk stratification has the potential to contribute 

significantly to ‘closing the gap’ in burden of 

disease and life expectancy.4

Finally
The success of the studies in North Queensland is 

a tribute to the outstanding team of Emergency 

Department and Cardiology clinicians at Cairns 

Base Hospital but above all to the Aboriginal and 

Torres Strait Islander patients, health services 

and communities who actively participated and 

supported the research effort. Without this 

engagement these studies would not have been 

possible. ha 
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The number of caesarean births varies, depending 

on the geographic location, but in western countries 

like Australia, Canada, and the United States 

reported rates range from 25% to 32%.1 Compared 

with vaginal birth, caesarean birth is associated 

with increased morbidity.2 

In Australia, more than 50% of women are either 

overweight or obese on entering pregnancy1, 

and therefore, increases the women’s risk of 

postoperative complications. 

Obesity is also a risk factor for wound 

complications such as surgical site infection 

(SSI), wound splitting (dehiscence), seroma and 

haematoma. Concerningly, SSI is estimated to occur 

in up to 30% of all surgical procedures3 and is one of 

the most preventable hospital-acquired infections.

Increasing use of negative pressure  
wound therapy (NPWT)
Over the past decade, clinicians in many hospitals 

around Australia have started using NPWT in 

high-risk surgical wounds, despite an initial lack 

of evidence of its effect. Until quite recently, 

there has been limited high-quality evidence 

to suggest that NPWT prevents SSI and other 

wound complications in obese women undergoing 

caesarean section.

The DRESSING Trial
The ‘ADding negative pRESSure to improve healING’ 

(DRESSING trial) was funded by the National Health 

& Medical Research Council (NHMRC) and was 

undertaken over five years (2015-2020). 

The aim of this multicentre randomised controlled 

trial was to assess the clinical effectiveness of 

NPWT dressings compared with standard dressings 

to prevent postoperative wound infections in obese 

women undergoing caesarean birth. 

The DRESSING trial was led by nurse researchers in 

the NHMRC Centre of Research Excellence in Wiser 

Wounds, the Menzies Health Institute, Queensland, 

at Griffith University. This multidisciplinary trial 

included the expertise of obstetricians, statisticians 

and health economists. 
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Results
During the trial, 2035 women were recruited across 

four maternity hospitals in Queensland.

Overall, 9% of women developed a wound 

infection of any type; 7% in the NPWT versus 10% 

in the standard dressing group.4 However this 

difference was not statistically significant (p=0.06).

And, NPWT was not effective in reducing other 

wound complications seroma, wound splitting and 

haematoma.4

Notably, the incidence of skin blistering was nearly 

double in women allocated the NPWT dressing 

compared with those in the standard dressing group 

(4% versus 2.3%).

Takeaway message
Use of negative pressure wound therapy did not 

significantly reduce the occurrence of postoperative 

wound infections in this population. Moreover, 

women having caesarean birth need to be aware 

of the potential for skin blisters if NPWT is used. 

Therefore, shared decision-making is important. ha
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Who are we?
The University of Canberra’s Health Research 

Institute (UC-HRI) consolidates and showcases the 

University’s health research strengths. With a focus 

on public health research to inform government 

policy, and directly improve health outcomes for 

individuals, communities and systems, UC-HRI 

supports collaborative approaches to addressing 

‘real world’ issues. Our involvement with the 

National Tackling Indigenous Smoking (TIS) 

Program, is one of our exemplar projects. Since 

2014 we have played a key role in influencing 

Federal policy and program design for this ‘flag-

ship’ program which has contributed to 50,000 

fewer Aboriginal and Torres Strait Islander adult 

daily smokers, representing many lives saved.1

What is The Tackling Indigenous  
Smoking (TIS) program?
TIS is a multi-component program funded by the 

Australian Government Department of Health (the 

Department) in various guises since 2010. Initially 

funded as part of the ‘Closing the Gap’ initiative, 

TIS is a targeted program aimed primarily at 

reducing Aboriginal and Torres Strait Islander 

smoking rates. Originally established as the 

Tackling Indigenous Smoking and Healthy Lifestyle 

Program in 2010, this initiative was designed to 

deliver community education and activities to 

address some of the key factors contributing to 

preventable chronic diseases under three key 

objectives:

• Reduce smoking uptake by youth; 

• Support smoking cessation;

• Promote healthy lifestyles.
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A primary intention was to build a dedicated 

Aboriginal and Torres Strait Islander workforce. 

Respecting the irreplaceable benefits of Aboriginal 

and Torres Strait Islander leadership, the program 

has evolved over time in response to stakeholder 

feedback and advocacy.

An advocacy role for UC-HRI 
In 2014 the Australian Government commissioned 

UC-HRI to undertake an independent review of 

the Program. Stakeholder consultation was a 

crucial component of this review, with feedback 

from Aboriginal and Torres Strait Islander teams 

on the ground providing a central component of 

the final reports2. Stakeholders also participated 

in developing the recommendations provided to 

government. Key findings from the consultation 

identified that the most successful on the ground 

activities to reach community and initiate 

behaviour change were those that included:

• Active community participation when planning

activities;

• A multi-component approach to activity design

and delivery;

• Working in partnership with other

organisations;

The importance of continuing to build local 

capacity and develop the Aboriginal and Torres 

Strait Islander workforce was also highlighted.

In 2015, a revised version of the program, with 

a clearer focus on reducing rates of commercial 

tobacco use, and directly informed by our 

review and recommendations, was launched. 

The refreshed program (now in its seventh 

year) champions an Aboriginal and Torres Strait 

Islander led systems-based approach to changing 

health behaviours. The program recognises that 

best-practice solutions to improving the health 

of priority populations is for services — both 

within and outside of the health field — to work 

together. It is also acknowledged that there are 

activities happening outside the TIS program 

that have impact on commercial tobacco use in 

Aboriginal and Torres Strait Islander Communities 

— for example State and Federal Tobacco Control 

legislation and mainstream social marketing 

campaigns. The program encourages working in 

partnership, not competition with these other 

activities. 

Support to the TIS teams was to be delivered 

through an independent entity, the National Best 

Practice Unit for Tackling Indigenous Smoking 

(NBPU TIS), a unique innovation and the first of 

its type. The Aboriginal-led Unit now provides 

program funded organisations with a range of 

support including: 

• evidence-based resource sharing;

• information dissemination;

• advice and mentoring;

• workforce development, and training.

NBPU TIS also provides assistance and advice to 

the Department to implement outcomes-focused 

population health approaches to the TIS program. 

Sourced through an open tender process, NBPU 

TIS has operated since 2015 as a consortium led by 

Ninti One Ltd., a not-for-profit Indigenous owned 

business. Consortium partners include Edith Cowan 

University’s HealthInfoNet and UC-HRI. 

https://www.nintione.com.au/
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NBPU TIS CONSORTIUM 
STRACTURE 2021

Funding an independent National Best Practice Unit 

represented a novel approach for the Department. 

This has undoubtedly provided challenges as 

well as opportunities. For us as public health 

researchers, the opportunity to engage in ongoing 

advocacy for positive change has been significant. 

This is realised through the relationships we have 

with our consortium partners, other elements of 

the program, and the Department, which promotes 

clear channels of communication and provides 

regular points of contact to enable ongoing 

conversations, collaboration, and influence on 

policy and program design. ha
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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  
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