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IS HERE
USING A NON-VENTED SYSTEM
REDUCES INFECTION RISK
Various studies comparing vented (open) and non-vented
(closed) IV systems show that patients experience
substantial clinical benefits in terms of reduced risk
of blood stream infections, lower mortality rate and a

MiniBags

reduced hospital stay. These factors lead to hospitals
incurring a lower cost of care.
These demonstrated benefits have led to the adoption
of non-vented (closed) IV systems as the norm
throughout North America and Western Europe,
for more than 20 years.1,2,7,8
The Centre for Health Protection recommendations
stipulate that non-vented (closed) infusion systems
are to be used, as these have “been shown to result
in significant reduction in the incidence of catheterassociated bacteraemia.” Closed systems in these
recommendations are defined as a fully collapsible IV
container (with residue of fluids not exceeding 5%),
which do not require external venting.
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WHEN SWITCHING TO A
NON-VENTED (CLOSED) SYSTEM
PATIENTS EXPERIENCED:

64

%

(6.52 to 2.36 per 1000 CVC days)10

91

%

drop in patient
mortality

(0.2% non-vented vs 2.8% vented phase)10

Medication Safety and Preventing Infections is our business.
Let’s raise the standards and help make healthcare…

Safer together
AUSTRALIA Baxter Healthcare Pty Ltd
1 Baxter Drive, Old Toongabbie, NSW 2146, Australia.
Tel: +61 2 9848 1111
Fax: +61 2 9848 1123
www.baxterhealth.com.au

reduction in
catheter-associated
bacteraemia

NEW ZEALAND Baxter Healthcare Ltd
33 Vestey Drive, Mount Wellington, Auckland 1006, New Zealand.
Tel: +64 9 574 2400
Fax: +64 (0) 800 229 329
www.baxter.co.nz
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Good Hospital
Design
Welcome to the Summer 2016 issue of Australian Hospital
and Healthcare Bulletin. This edition we are bringing together
everything that goes into designing a good healthcare
facility, from initial design, to pricing incentives, procurement
strategy and the all-important human factor of professional
development for staff.

E

very organisation needs a strategy, and
every employee needs to understand and
embrace that strategy in order for a facility to
flourish, writes communications consultant
Mark Schenk, who guides executives through
the process of planning and communicating an
organisational strategy.
We also take a look at technology procedures
integral to facility design, including patient flow
tools and electronic medical record security
guidelines developed by HISA.
The all-important procurement process has been
thoroughly explored in a step-by-step guide and
the MBS approval process for devices is explored
in an interesting piece from Dr Eugene Salole.
Clinicians are very good at keeping on top
of patients’ physical and emotional needs to
provide the care they need, but sometimes they
can neglect their own care thanks to a busy and
downright stressful job. This issue we remind
those in the healthcare industry to take a look at
their own diet to boost their mental health.

Sharon Smith, Editor
ssmith@aprs.com.au

Sharon Smith, Editor

ssmith@aprs.com.au

Want to contribute
We welcome articles and
research reports from health
professionals across Australia
for review for the quarterly
print publication and our
daily web page. If you have
a story you think would be
of interest, send an email to
ssmith@aprs.com.au.

NOTE
In the Spring 2015 edition we ran the story Nutrition Management in Bariatric Surgery and the Healthcare Facility (pages 114-116).
We should have acknowledged Covidien USA for the use of the diagram indicating the four most common bariatric procedures.
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For more information call 1300 363 109 or visit www.bochealthcare.com.au.

THE ROUNDS

LATEST HEALTH NEWS

The
Rounds
Updates in Healthcare
TECHNOLOGY

Shrinking Health
Nanotechnology Gains
Momentum
Graphene, the nano-molecular material used in medical
applications in drug delivery, cancer treatments and
electrical diagnostic devices, has been developed
smaller than ever (in 2014) and now cheaper than ever
(2015), fuelling the consensus that it will be the next big
‘wonder material’. With the development of one-atomthick electrical generators by a team from Georgia
Institute of Technology and Columbia Engineering in
the US in 2014 (Nature) and the University of Glasgow
researchers reporting a new production method which
reduces the cost of manufacture from $115m2 to $1m2
it now opens up the ability to produce affordable
healthcare devices such as synthetic skin and
prosthetic limbs. Source: Nature
PATHOLOGY

Pigeon Pathologists
You’ve heard about dogs being able to sniff out cancer
in their owners before the scans reveal anything, but
did you know that pigeons can do it too? According
to a Plos One study, when presented with x-rays and
microscope slides of diseased breast tissue, the
pigeons had the option of pecking one of two buttons
indicating whether or not the image displayed healthy
or cancerous tissue. They were rewarded with food and
using selective reinforcement techniques, improved
their success rate from 50% to up to 99% over a period
of 15 days. Source: Guardian News

AGED CARE

Dancing Robot for
Aged Care Residents
A humanoid robot standing 57cm high and weighing just 7kg will be joining
Perth aged care residents at Brightwater’s Madeley facility for a 12 month trial.
Zora is a socialisation robot specifically programmed to provide cognitively
and physically stimulating activities activities such as the hosting of exercise
and dance classes, book and news reading, joke telling and music classes and
have one-on-one interactions with residents. Zora is operated with a tablet,
and has inbuilt cameras, speakers and microphones and is equipped with
speech recognition and voice synthesis in 19 languages. She was developed
using French hardware and Belgian software from QMBT, with whom
Brightwater Care Group has formed a research alliance, along with WA medical
technology leader Surgical Realities.

TECHNOLOGY

MATERNITY

WOUND CARE

Surgery Training using
Hollywood Effects

Epilepsy
Pregnancy
Register

Smart
Dressing

Boston Children’s Hospital is using a Hollywood
special effects company Fractured FX to train their
clinicians in practices which require many hours of
practice. The film-making company’s considerable
experience in making life-like organ models allows
surgeons to train in cardiopulmonary bypass and
how to do endoscopic third ventriculostomies
(ETV) for treating hydrocephalus.
Watch the video at https://youtu.be/GWFxHdND2fA
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The Australian Pregnancy Register
aims to assess the risks to babies
exposed to antiepileptic drugs
during pregnancy and define safer
treatment guidelines for women.
Assessing women with epilepsy prior
to conception, during pregnancy,
and up to 12 months after birth, it is
seeking eligible women to participate.
www.epilepsy.org.au
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A smart dressing that glows green
when bacteria comes into contact
with its biofilm, indicating infection,
has been developed in the UK.
From the study: “The static and
dynamic models of wound biofilms
... were established on nanoporous
polycarbonate membrane for 24, 48,
and 72 h, and the dressing response
to the biofilms on the prototype
dressing evaluated.”
Source: MedGadget
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FOREWORD

with Mark Schenk

Making
Strategy Stick
with a Strategic Story

Is an organisational strategy really that good when the majority of
employees don’t know or understand it? Business strategist Mark Schenk
discusses the importance of a clear, concise strategy that will unite an
organisation - and how to develop one.
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S

teve Jobs bounces onto the stage and grabs
the slide changer from his colleague with a
friendly “Thanks Scott”. He’s looking thin and grey,
illness having taken its toll, but his energy remains
boundless. It’s the 2011 Apple Worldwide Developers
Conference and Steve is about to announce a change
in strategy for his company. The 1000-plus crowd
cheers as he steps into the spotlight and then falls
silent, hanging on his next utterance…“About 10 years
ago we had one of our most important insights, and
that was the PC was going to become the digital hub
for your digital life.” With these words, Steve begins
his strategic story.

Start with ‘why’

Achieving strategic alignment has tremendous
advantages - whether you are launching a new
strategy or building a new healthcare facility. But, we
are surprisingly bad at doing it. It’s a dirty little secret
shared by so many organisations: ask any employee
about your strategy, including the executive team,
and they’ll lunge for a document that tells them. It’s
rarely embedded in their minds and, as a result, the
espoused strategy does not influence day-to-day
decision-making.

a) In the past...

Research by Kaplan and Norton [2005] showed that a
staggering 95% of people in organisations are unaware
of or don’t understand the strategy. A recent global
study of 450 enterprises[2] found that 80% of those
companies felt their people did not understand their
strategies very well. Given the effort applied to strategy
development, there is a massive disconnect here.
One of the possible solutions is potentially surprising
- convert your strategy into a strategic story and teach
leaders how to tell that story.
The beauty of this approach is its simplicity.
A well-constructed story is easy to understand and
remember and more importantly, it can be told and
retold within the organisations. And, it happens
without people even realising it - like you’ve planted
a strategic Trojan Horse in their minds.
Here are four ideas that will help.

Most of the time we are busy. Communicating strategy takes a lot of effort
and we tend to rush to the ‘what’ - the details. The trouble is, your staff won’t
understand the details until you have given them the big picture. They need
to know the ‘why’ before the ‘what’ becomes relevant. Steve Jobs spoke for 35
minutes when introducing iCloud but he invested the first 4 minutes and 47
seconds explaining the big picture - the ‘why’. Only then did he dive into any
details about what iCloud did.

Use a simple narrative structure
No matter how complex your strategy, you can explain it using a simple narrative
structure:

b) Then something happened...
c) So now...(this is the essence of your strategy, your key strategic decisions)
d) In the future
In planning a new healthcare facility there will be many threads to your strategic
story: facility design; technology; procurement; infection control; professional
development; and possibly the transition to aged care. You can tell the whole
story or the separate threads - once you have constructed your story it is almost
infinitely flexible.
Chances are, your strategic story will be amazingly effective in engaging all forms
of stakeholders: funders, regulators, designers, builders, managers, staff, patients
and the community.

Keep it concrete
iCloud is a technically complex initiative, but in introducing it, Steve Jobs did not use a
single technical term or abstract concept. He passed what we call ‘the pub test’. It’s how
you would talk if you were explaining the strategy to a friend at the pub, at a barbeque
or over dinner.
The next important step is to use concrete examples to illustrate key aspects of the
strategy. When launching the new NAB strategy in early 2015, CEO Andrew Thorburn
related a recent experience. He was teaching his son to drive and at one stage
reminded him to indicate for three seconds before changing lanes. His son turned to
him and said “But you don’t do that Dad”. He went on to make a point about leading
by example. That story has spread like wildfire - people who were there remember it
and those who weren’t have heard it.

Keep it short
This is easier said than done. Blaise Pascal famously wrote ‘I’ve written you a long
letter because I didn’t have time to write a short one’. If you work really hard you
can get your strategy story down to 10 minutes. If you work exceptionally hard you
can get it to 5 minutes.

“If you can transform your
strategy into a compelling story
you will get better outcomes
and more engagement from
staff and stakeholders.”

If you can transform your strategy into a compelling story you will get better outcomes
and more engagement from staff and stakeholders. You’ll inspire people to get on
board. Like Steve Jobs, you’ll be leading, not just managing. And you will one of
the few organisations where people really ‘get’ what you are trying to achieve.

References
[1]

Robert S. Kaplan and David P. Norton, The Office of Strategy Management, Harvard Business Review, October 2005.

[2] Vanson Bourne (2011). The link between strategic alignment and staff productivity: A survey of decision- makers
in enterprise organisations.
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INFECTION CONTROL
Médecins Sans Frontières

FEATURE

MSF Doctor Jennifer Engel
examines a TB patient at the
MSF Green House TB clinic
in Mathare, Kenya

STORY

Copyright:
Tom Maruko/MSF

Catherine Berry
Infectious Diseases Advisor
Médecins Sans Frontières
(Doctors Without Borders)

Catherine Berry is
an Interim Infectious
Diseases Advisor for
Médecins Sans Frontières
and supports projects in
Jordan, Haiti and Nigeria
with a particular interest
in antibiotic resistance.
She recently returned
from Uzbekistan where
she was working as a
research co-ordinator
examining shortened
regimens for multi-drug
resistant tuberculosis.
Catherine graduated from
Newcastle University
in 2004 and recently
completed a Masters in
Public Health and Tropical
Medicine. She was
awarded NSW Registrar
of the year in 2014.
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Médecins Sans
Frontières Ending
TB in Resource
Poor Settings
Earlier this year Dr Catherine Berry returned from Uzbekistan
where she spent more than a year working as a medical doctor
with Médecins Sans Frontières (Doctors Without Borders)
treating tuberculosis (TB) in the isolated, desert town of Nukus.

U

zbekistan is one of many countries
in Central Asia with high levels of drugresistant TB (DR-TB), a form of the disease
that does not respond to the standard first-line
drug regimen.
Like many of the countries Médecins Sans
Frontières works in, access to diagnostics
and good-quality care, remains limited and
the vast majority of people with DR-TB remain
undiagnosed and untreated.
Together with the Ministry of Health (MoH),
Médecins Sans Frontières implemented a
programme diagnosing and treating drugsensitive TB, and over the years the project has
evolved to include children and patients with
drug-resistant (DR-TB) forms of the disease.
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The idea is that introducing new approaches
to diagnosis and treatment of TB – such as
ambulatory care, rapid diagnostic tests and a
comprehensive patient support programme
including education, psychological support,
transportation, food packages and financial aid
– will help increase adherence to treatment and
control the spread of the disease.
TB is a highly stigmatised disease in Uzbekistan,
but also there are a lot of misunderstandings
about how it is spread. TB is not spread by
sharing a cup or shaking hands but this is not
always clear. Even patients who are no longer
infectious become socially isolated and often
have difficulty accessing work and education if
their TB becomes known. Patients often don’t
want to be seen near healthcare facilities and

hospitalhealth.com.au

prefer to have treatment at home. Even
seeing the Médecins Sans Frontières car near
their house can create gossip.
Often patients will seek care outside the
formal TB system so as to keep their disease
a secret. TB drugs can be obtained from
almost any pharmacy and are often taken in
adhoc way. These drugs may also be poor
quality. Together this may mean patients have
a very resistant form of the disease when
they finally come to our attention.

Infection control in the field
The prevention of spread of TB requires
an integrated approach and needs
to incorporate healthcare facilities,
communities and households. We want
to protect healthcare workers, families,
other patients but also the individual
patient themselves. The cornerstone of
this approach is rapidly identifying drug
resistant cases using rapid diagnostic tests
such as GeneXpert and getting them onto
effective treatment. As soon as patients
are on appropriate treatment they become
non-infectious after just a few days.
In Nukus we offer patients community based
treatment even for MDR-TB. This allows
patients to get support from their community
to complete the long treatment which can
take up to two years. Hospitalisation is
not without risk as patients can get crossinfection with a new and more resistant strain
of TB. Family members are at very low risk
once they start treatment.
A strong infection control program
requires good administrative controls and
commitment from high-level management.
Otherwise it tends to get deprioritised

An MSF doctor visits they home of a TB patient in
Kyrgyzstan to persuade him to continue treatment.

MSF’s Dr Catherine Berry looks at an x-ray of patient
in the TB project in Nukus, Uzbekistan.

Copyright: Pierre-Yves Bernard/MSF

Copyright: Catherine Berry/MSF

especially in unstable settings like the ones
Médecins Sans Frontières works in.
The best infection control measures are
often the simplest. Sunlight and keeping
clinics, homes and hospitals well ventilated is
extremely important and natural ventilation is
often far more efficient than the mechanical
ventilation such as in the negative pressure
rooms we are familiar with. Cohorting drugresistant and drug-sensitive patients by
delivering treatment in different rooms in
DOT corners helps prevent cross-infection.
We have assisted the MoH of Uzbekistan in
making simple renovations to support these
important control measures.
We try and minimise the time to getting
patients on effective treatment. This starts
with awareness and case finding. When
patients are diagnosed, we try and raise
awareness within the family about TB
and how it is spread. We try and motivate
contacts to come forward for treatment
so that they too can get cured. We have
also helped support the MoH to get rapid
diagnostics like GeneXpert and also full drug
susceptibility testing for all patients. This
means patients who have MDR-TB can get
the right treatment from the beginning and
it means that the treatment is likely to work
better for them.
We aren’t always able to treat patients in the
community and as TB is such a big problem
there are dedicated TB doctors and hospitals.
We try and promote good ventilation and
cohorting in these facilities. Unfortunately,
however the temperatures in Uzbekistan
vary from -30 to +40 degrees Celsius which
means that adequate ventilation is not always
possible. We have installed
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TB facts in 2014

9 million

people affected by TB,
and 1.5 million deaths

480,000

people with MDR-TB, yet
only one in five treated

136,000

MDR-TB cases diagnosed
In parts of Eastern
Europe and Central
Asia, MDR-TB rates in
re-treatment cases are
reaching 75%
Cure rates for MDR-TB
are 48% at best,
dropping to 22%
for XDR-TB
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MSF Doctor Jennifer Engel
examines XDR-TB patient,
Elizabeth Wangeci, at the MSF
Green House TB clinic in Mathare,
Kenya
Copyright: Tom Maruko/MSF

ultraviolet germicidal irradiation (UVGI) which is electric
devices that help to minimise the amount of infective
bacteria in the air. This is particularly important in high risk
areas like diagnostic wards and in palliative care settings
where patients are less likely to be on effective treatment.

“Like many of the countries Médecins Sans
Frontières works in, access to diagnostics
and good-quality care, remains limited
and the vast majority of people with
DR-TB remain undiagnosed and untreated.”

We also advise healthcare workers, both our own and MoH,
to protect themselves with well-fitting respirators (N95
masks). These are supplied by the Global Fund for TB, HIV
and Malaria but we provide support with training of national
health workers in correct fitting and usage.

Fighting stigma

MSF and TB
Médecins Sans Frontières has been involved in tuberculosis
(TB) care for 30 years, often working alongside national
health authorities to treat patients in a wide variety of
settings, including chronic conflict zones, urban slums,
prisons, refugee camps and rural areas. Médecins Sans
Frontières’ first programmes to treat multidrug-resistant TB
opened in 1999, and the organisation is now one of the largest
NGO treatment providers for drug-resistant TB (DR-TB).
In 2014, Médecins Sans Frontières treated 21,500 patients
for TB, of which 1,800 were for MDR-TB.
You can read more about Médecins Sans Frontières’ work
with TB here: www.msfaccess.org/our-work/tuberculosis
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A big part of fighting stigma is in curing our patients. Often if
the first round of treatment doesn’t work, they become seen
as a “chronic case” - incurable and infectious and that further
treatment is only for palliation. We try and change these
attitudes so that patients can believe that they can get cured
and have a normal life.
When patients and families understand the disease properly
and that cure is possible, they are more likely to support
their family member through the difficult treatment. The
family unit in Uzbekistan is very powerful and patients need
the support of their family and community to succeed. In
embracing this, communities will be protecting themselves.
We hope our presence in the region keeps the conversation
open and promotes education and understanding.
When patients are diagnosed, we try and raise awareness
within the family about TB and how it is spread. It is very

hospitalhealth.com.au

Dr Jennifer Engel
MSF Doctor

MSF Doctor Jennifer Engel shares her
experiences working in Treating TB in
Mathare, Kenya:
“Our clinic is located in the Mathare
slum, a poor district of the capital Nairobi.
Here we deal with people who have no
chance medical care outside MSF. Most
of my patients are from neighbouring
Somalia and often come here already
diagnosed with MDR-TB to finally
obtain the necessary treatment.
In Somalia there is no way to get drugs
against this particularly difficult to treat
form of TB due to the totally destroyed
health system. But this means for my
patients that they have to leave their home
for the time of treatment. And the therapy
lasts 20 months! For the first eight months
the patients get a daily antibiotic injection.
In addition, they need to take about 20
tablets a day. The drugs are often very
expensive, although the treatment is free
of charge for our patients.
MSF’s Dr Catherine Berry looks at an x-ray of patient in the TB project in Nukus, Uzbekistan.
Copyright: Catherine Berry/MSF

important to motivate contacts to come forward for treatment so that they too
can get cured. We have also helped support the MoH to get rapid diagnostics
like GeneXpert and also full drug susceptibility testing for all patients. This
means patients who have MDR-TB can get the right treatment from the
beginning and it means that the treatment is likely to work better for them.

When the drugs don’t work
Almost one in four of all new cases of TB in Uzbekistan are multi-drug
resistant. MDR-TB treatment is currently only partially effective and we only
cure about 65% because the treatment is so hard to take. We have been
treating MDR-TB since 2003 so many patients have had lots of treatment
before. This means that early diagnosis of MDR-TB and Extremely DrugResistant TB (XDR-TB) is all the more important for selecting the right
treatment upfront.
In contrast, drug-sensitive TB takes six months to cure and has a 95%
success rate. The drugs are also much more tolerable. For MDR-TB and
XDR-TB, treatment takes 20-24 months, involve a daily intramuscular
injection for the first eight months and can send patients deaf. Other
side-effects include nausea and vomiting, hepatitis, renal failure, thyroid
disease and suicidal ideation.
Although we invest heavily in infection control in the region, we feel the
most important strategy to stop the spread of MDR-TB is to find more
effective, shorter and more tolerable treatments. There are now new
dedicated TB drugs - bedaquiline and delaminid - available for the first time
in 30 years with more to come. Médecins Sans Frontières is involved in
operational research and clinical trials to try and find these new strategies
but also to get these newer treatments to the patients who need it most.
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The main difference is that in Mathare,
compared to treatment in countries like
Australia or Germany, is that we can only
treat ambulatory. In the developed world
an infectious TB patient always stays in
the hospital till they are not infectious
(“sputum conversion”). In Mathare we
have to educate the patient so they
know how to prevent the community
and family from getting infected.
Like many countries MSF works in the
stigma around TB in Mathare is high. We
have patients who are too afraid to tell
their family about their diagnosis.
The most important part of infection
prevention is the early identification
of patients with TB. That means to
diagnose and start the treatment as early
as possible. With the beginning of the
treatment the bacteria load is low and the
patient becomes less infectious. Other
important measures are good ventilation,
cough hygiene (covering your mouth while
coughing), separation between infectious
TB patients and other patients both inside
and outside the hospital, and education
of the patients and staff in the hospital.”
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Unintended hypothermia:
Do you know the risks?
During surgery, general or regional anaesthesia causes
a decrease in body temperature for most patients,
regardless of age, gender and other factors. If not
prevented or quickly addressed, this temperature
drop can result in unintended hypothermia, defined as
a core body temperature of less than 36.0°C, which
increases the chances of surgical complications1 and
patient discomfort after surgery.

More than just
hot air – the facts
on forced-air
warming
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U

nintended hypothermia remains a
common—but preventable—complication
of surgery.2 Compounding the frequency of
unintended hypothermia is its potential effect
on patient outcomes. Perioperative hypothermia
is associated with an increased rate of negative
outcomes – including an increased rate of
wound infections1, increased length of hospital
stay1 and higher mortality rates.3
To combat this problem, hospitals and surgical
centres often use perioperative warming
technology to warm the patient, assisting in
the maintenance of normal body temperature
throughout the surgical journey.
More than just hot air – the facts on forced-air
warming
Forced-air warming is the leading method
of perioperative warming utilised by hospitals
and surgical centres in Australia and New
Zealand due to its low cost, effectiveness and
safety. This surgical warming method is the most
frequently studied, resulting in a great deal of
clinical evidence demonstrating the benefits of
forced-air warming. In fact multiple
studies have shown that maintaining normal
body temperature - through the use of forcedair warming- reduces the risk of surgical site
infections.4-6
Forced-air warming has been shown to be the
most effective when used throughout the entire
perioperative process.
Despite the large number of people who are
treated with forced-air warming products each
day, claims from one competitor allege that
the 3M™ Bair Hugger™ warming system may
harm rather than help patients. Jay Issa, Global
Business Director of 3M’s Patient Warming

business, recently provided insight on these
unsubstantiated claims and 3M’s commitment to
patient safety.
Q. Is the 3M Bair Hugger patient warming system
safe to use in orthopaedic and other procedures?
J. Issa. Absolutely. In the US the FDA cleared
3M’s Bair Hugger forced-air warming products
to treat and prevent hypothermia for patients
before, during and after surgical procedures
more than 25 years ago. 3M has built its
reputation as a credible, science based
company by making products customers can
rely upon. 3M Health Care earns the trust of
health care providers everyday by making
products for patients that are safe, effective
and improve the quality of care. 3M would not
continue to sell a product if there was reason to
believe it harmed patients or providers.
Q. Does the Bair Hugger system increase the risk
of surgical site infections, particularly in patients
undergoing orthopaedic joint replacements?
J. Issa. No, these claims are entirely false
and without scientific merit. Neither 3M nor
reputable third-parties have been able to
replicate a competitor’s claims and independent,
randomised control trial studies have shown that
perioperative temperature management with
forced-air warming actually decreases risk of
surgical site infections.1 In fact, when tested in
actual surgical conditions, research shows that
forced-air warming actually does not increase
the bacterial count at the surgical site and may
decrease it.4-6
At 3M, we are confident in the scientific
evidence that supports forced-air warming to
maintain normothermia in surgical patients. The
benefits—to patients, clinicians and facilities
—of temperature management are clear.

»
For more information about warming options and to find education materials,
contact dgiblett@mmm.com or see the science at FAWFacts.com.
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Let’s spread
good science.
Your everyday decisions
are based on evidence.
This should be no different.

See the science at FAWFacts.com
or for more information about warming
options and to find education materials
contact dgiblett@mmm.com.

3M Australia Pty Limited. Building A, 1 Rivett Road, North Ryde NSW 2113.
Ph: 1300 363 878 www.3M.com.au/healthcare
3M New Zealand Limited. 94 Apollo Drive, Rosedale Auckland 0632.
Ph: 0800 80 81 82 www.3M.com/healthcare
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Don’t put
yourself
at risk
Wearing a face mask that
does not have a fluidresistance rating may
leave you inadequately
protected whilst performing
procedures that generate
splashes or sprays of blood,
body fluids, secretions
or excretions.

D

id you know that the concentration of
viruses circulated in the blood can reach
up to 10,000 viruses/ml for HIV, 1 million/
ml for Hepatitis C, and up to 10 trillion/ml for
Hepatitis B?1 What is particularly worrisome
is that a clinical trial confirms that these
potentially contaminated blood drops strike
the head and neck of operating theatre staff
more than 25% of the time during surgery.2
Further, a clinical study confirms that more
than 90% of the time, surgeons, who are
focused on their patients, are unaware that
they have been struck by contaminated
fluids.3 This fact alone underscores the
importance of surgeons having access
to the right mask to protect themselves.
How can you be sure you’re getting the
protection you need?
To make it easier to select the right level of mask
protection, the American Society for Testing
and Materials (ASTM) International and the U.S
Food and Drug Administration (FDA) developed
mask labelling based on test performance
criteria. Within the ASTM International Standard,
there are 3 categories of protection, with Level 1
representing the lowest level of protection and
Level 3 representing the highest level. For fluid
resistance, masks are required to withstand a
pressure of 80 mmHg in order to meet the Level
1 criteria, 120 mmHg to meet the Level 2 criteria
and 160 mmHg to achieve a Level 3 rating.
The Australian Standard (AS 4381:2002) only
recommends fluid resistance at 120mmHg.
The ASTM International Standard requires
that face mask packaging has a graphic
display that clearly states the mask’s
performance level. Masks that do not
have this graphic display cannot be
assumed to be fluid-resistant.

Put safety first
Halyard Health (formerly Kimberly-Clark
Health Care) makes it easy for you to put
safety first. Halyard has a full range of fluidresistant procedure and surgical masks that
meet and in some cases exceed the ASTM
International Standard. All Halyard’s mask
packaging are clearly labelled with the level
of protection (Level 1, 2 or 3) according
to the ASTM International Standard. This
simplifies the process of mask selection
and will help you make sure you are
appropriately protected for the fluid risk
that may be present.
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»
For more information,
go to www.halyardhealth.com.au.
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Tennant, Making
a Difference for
Hospital Cleaning
Patients, staff and visitors expect
healthcare facilities to be clean and
safe, ensuring their health and safety
is paramount. Reducing cleaningrelated hazards including slippery
floors, poor indoor air quality, and
the handling and mixing of chemicals,
can help you minimise accidents
and meet your safety goals.

T

ennant’s new T300 addresses your key cleaning
challenges and delivers outstanding scrubbing results
to enhance a facility’s image, whilst improving health
and safety, and minimising your cleaning costs. One of
Tennant’s most versatile machines to date, the T300
Scrubber is quickly becoming a must have in hospitals
around Australia.

Tennant Distributor, Whitehouse Cleaning Supplies,
was proud to be handing over the keys to a new Tennant
T300 Scrubber to St Vincent’s Private Hospital General
Manager Cheryle Royle in Brisbane recently. This is the
first T300 machine sold in Australia and Whitehouse
was pleased that St Vincent’s Hospital, which is known
as a leading healthcare provider, chose Tennant to meet
their cleaning needs.
Nathan White, owner of Whitehouse Cleaning Supplies,
said that in the 17 years that they have been supplying
Tennant equipment, the machines and technology
keep improving and the new T300 is a giant leap
ahead in technology. Features such as the Insta-ClickTM
magnetic head and the next generation of detergent-free
technology ec-H2O NanoCleanTM has the potential to
make the hospital cleaning staff’s job easier, safer
and more efficient.
The T300 has the ability to improve the hospital
environment, create a safer workplace and offer more
efficient training. “Tennant is continually innovating
to improve our customer’s cleaning operations with
high performance sustainable technologies. It’s our
commitment to drive innovation in both cleaning
technology and cleaning process to help our customers
clean more places, clean better, and clean for less,”
said Dave Huml, Tennant Company Senior Vice President
of Marketing.

T

Nathan White from Whitehouse Cleaning Supplies demonstrating
the new T300 with the optional LCD Pro-PanelTM screen

Innovative ec-H2O NanoClean™ detergent-free technology available on
the T300, is also proving a popular choice within hospital environments.
ec-H2O NanoClean™ electrically converts water into an innovative cleaning
solution created by an onboard e-cell that generates nanobubbles. These
nanobubbles then promote the cleaning capability of the solution. Fiona Stanley
Hospital in Western Australia uses ec-H2O™ in public areas throughout their
hospital reducing the amount of floor detergents used in the hospital. This
practice also helps to eliminate the amount of detergent residue to improve floor
traction and reduces the risk of slips and falls. Tennant Distributor, PowerVac
Cleaning Equipment and Service, has provided Fiona Stanley Hospital with a
range of Tennant equipment to clean carpeted offices through to patient wards.
From floor cleaners that are more efficient to cleaning technologies that use
fewer chemicals, Tennant’s product portfolio reflects a deep understanding of
the cleaning challenges facing hospitals and healthcare facilities. The use of
Tennant equipment can help to keep your facility cleaner and healthier so you
can give patients and visitors a better experience.

»
For more information on how Tennant can help make a difference in
your hospital visit our website or call us to request a free consultation
on on 1300 TENNANT, visit www.tennantco.com/healthcaresolutions
or email demo@tennantco.com
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THE NEW INNOVATIVE AND VERSATILE T300 SCRUBBER
The first scrubber of its kind with Tennant’s next generation
ec-H2O NanoClean™ technology and multiple brush/pad
configurations for any floor type
Optional T300 Pro-Panel™ LCD touchscreen interface that
provides simplified operation with easy to understand
graphics and onboard training videos
Ultra-quiet vacuum motor to clean at a sound level as low
as 58 dBA for unobtrusive, anytime cleaning
Equipped with the Insta-Click™ magnetic head to change
brushes and pads safely and quickly, as well as Tennant’s
parabolic squeegee for outstanding water recovery

SPECIAL OFFER

CONTACT US FOR A DEMO TO CLAIM
YOUR FREE ORBIO CLEANING KIT*

Ask about the new dual
cylindrical configuration
which eliminates
pre-sweeping

SEE FOR YOURSELF WITH A DEMO

*Terms & Conditions apply, for details and to register visit www.tennantco.com/healthcaresolutions

demo@tennantco.com

1300 TENNANT
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The S-Monovette® is the
revolution in blood collection.
T

he S-Monovette® is an innovative enclosed blood collection
system that allows the user to draw blood from the patient using
the syringe or vacuum method, uniting the advantages of both
techniques in a single product.
When used as a syringe, the phlebotomist has full control over the
speed at which the blood is drawn into the tube. This is particularly
useful for patients with fragile veins, such as the very young or elderly,
where the use of the aspiration technique prevents even the most
fragile veins from collapsing. When the tube has been filled, the
plunger is simply snapped off to leave a primary sample tube which can
be centrifuged and is compatible with all major analysers.
The S-Monovette® can also be used as an evacuated tube by drawing
the plunger fully down and snapping it off immediately prior to blood
collection. This creates a fresh vacuum and ensures a precise filling
volume, ensuring a correct dilution ratio.

The reduced vacuum pressure in the S-Monovette® drastically
reduces the rate of haemolysis and vein collapse, meaning increased
sample quality and reduced costs associated with repeat collections.
Furthermore, unlike pre-evacuated tubes, the S-Monovette® does not
have to hold a vacuum for many months after manufacture, which
allows the membrane stopper to be thinner and more easily penetrated
by the needle sheath. This minimises the movement of the needle in
the vein when attaching the tube, ensuring optimum patient comfort.
The S-Monovette® needle is ready to use so that there is no need for
assembly to a holder. The needle is of a compact, low profile design,
which reduces the chance of haematoma by allowing for a reduced
angle of puncture and eliminates the possibility of needle stick injury
caused by assembly of the needle and holder. The compact design
also results in approximately one sixth of the sharps volume caused by
using a pre-evacuated system, giving significant cost savings.

»
If you would like a visit from one of our Sales
Representatives to demonstrate this system,
please contact us on toll free 1800 803 308.

S-Monovette®
The Revolution in Blood Collection

One system - 2 techniques!
aspiration technique

+

open system

The S-Monovette® combines the
advantages of both systems

✓ suited for all vein conditions
✓ optimal sample quality
vacuum technique

=

enclosed system

✓ economical
✓ safe

aspiration and vacuum technique in an enclosed system

SARSTEDT Australia Pty Ltd . 16 Park Way, Mawson Lakes . South Australia, 5095 . Tel: (08) 8349 6555 . Fax: (08) 8349 6882 . info.au@sarstedt.com . www.sarstedt.com
Monmovetten_Aid_quer.indd 1
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The Australian Commission on Quality and Safety in Health Care

FEATURE

STORY

Version 2 of the
NSQHS Standards
The Australian Commission on Safety and
Quality in Health Care (the Commission)
started a review of the National Safety
and Quality Health Service (NSQHS)
Standards in late 2014, to determine if
the NSQHS Standards had achieved their
aim of protecting patients from harm and
improving quality of care. The review also
seeks to address issues that have been
recognised during implementation of the
NSQHS Standards, including duplication.
28
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V

ersion 2 of the NSQHS Standards is expected to be released in
2016 and will be used for accreditation from 2017/18.

To review the NSQHS Standards, the following set of principles was
developed. Version 2 of the NSQHS Standards will:
•

aim to protect the public from harm and improve the quality of
health service;

•

be applicable across all healthcare settings;

•

focus on areas of known risk to patients, including consideration
of high-risk preventable complications;

•

ensure implementation is on systems to prevent harm;

•

be evidence-based and rigorous;

•

strive to reduce the number of actions and standards;

•

reduce duplication wherever possible.
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Health literacy
Low levels of individual health literacy contribute to poorer health
outcomes, increased risk of an adverse event and higher healthcare
costs. Health services can address health literacy issues by providing
information in easily understood formats and by using decision aids.

Leadership
The importance of leaders in setting the safety and quality culture
of an organisation is well known. New content on leadership and
governance that includes explicit statements about the role of leaders
and others in safety and quality in health care have been added to
version 2 of the NSQHS Standards.

Nutrition and hydration
There is clear evidence that nutrition and hydration are important in
preventing safety and quality problems in health care. Malnutrition is
associated with a twofold increase in the risk of pressure injuries and
hospital-acquired infections, and increased mortality. The estimated
prevalence of malnutrition in adults receiving care in acute and subacute settings is 30%.,

Comprehensive care
Safety and quality gaps are frequently reported as failures to
provide adequate care for specific conditions or in specific
situations or settings, whereas they may occur because of
common causative factors. Integrated screening, assessment,
risk identification and care planning incorporating the consumer’s
preferences can address these factors.

Clinical communication
In version 1 of the NSQHS Standards, NSQHS Standard 6: Clinical
handover was often interpreted narrowly as only referring to shiftto-shift handover. However, it is known that to ensure safe and highquality health care effective communication is critical at all points
where information is transferred, and this is reflected in version 2 of
the NSQHS Standards.

Recognising and responding to acute
deterioration
Version 2 of the NSQHS Standards includes deterioration in mental
and cognitive state alongside deterioration in physical state.
The scope has also expanded beyond acute care settings to all
healthcare settings, with modifications depending on the scope of
services provided in each setting.

Organ and tissue donation

Version 2 of the NSQHS Standards will also address issues
not previously in the Standards that have been recognised
as causing harm to consumers, including:

Aboriginal and Torres Strait Islander health
There is considerable evidence of the poor health outcomes
for Aboriginal and Torres Strait Islander people. There are also
specific and identifiable safety and quality risks for Indigenous
people. Closing the gap between Indigenous and non-Indigenous
people is a national priority, and version 2 of the NSQHS Standards
includes six specific actions to support better safety and quality
for this group of people.

Around 1600 people are on Australian organ transplant waiting lists
at any one time. One organ and tissue donor can transform the lives
of 10 or more people through transplantation. Version 2 includes
support for organ and tissue donation as part of end-of-life care.
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Mental health and cognitive impairment
People with lived experience of mental health or cognitive
impairment have poorer overall health outcomes and are at greater
risk when receiving care. Version 2 of the NSQHS Standards includes
actions that specifically address the risks associated with mental
health or cognitive impairment when receiving care.

End of life care
Safe and high quality end of life care can help reduce the suffering
of the consumer receiving care, and assist in the grieving process
for their family members. The use of advance care plans and clear
communication between consumers and clinicians assists in
consumers at end of life receiving treatment aligned with
their values, needs and wishes.
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Further reading
For more information on
the NSQHS Standards,
visit http://bit.ly/1Tb5J0g
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seamlessly. The stainless steel option is
made with unique fingerprint resistant
material to help maintain a clean aesthetic
without staff spending time maintaining the
external surfaces.
Durability and infection control
The innovative foot pedal allows for handsfree waste disposal, reducing the spread of
germs that can be caused by touching the
lid of the bin. The commercial-grade foot
pedal is designed for extreme durability
as well as its flat design makes it easier
to use and clean. Unlike other step-on
containers that scratch and leave marks
on walls when the lid is activated, Slim Jim
Step-On containers are designed with an
internal hinge to keep the surrounding walls
undamaged. The products feature quiet and
controlled lid-closures that minimise noise
and contain odours caused from medical
waste. This helps to create a more pleasant
environment for patients through the
reduction of noise and odours.

Hospital waste
management
and hygiene
With 42,000* tonnes of solid waste generated from the
Victorian public healthcare services in a year, it’s necessary
for hospitals and healthcare facilities to have an effective
waste management system in place. Waste management is
especially important for hospitals and healthcare facilities
to help stop the spread of infections, prevent hazards with
the proper disposal of rubbish and maintain a clean and
hygienic area.

A

good waste management system does
more than just store rubbish. It can help
hospitals reduce business operational costs
as well as create a sanitary and safe working
environment for employees. For many years,
Rubbermaid Commercial Products (RCP)
has been dedicated to providing the best
and most innovative cleaning products and
solutions to its customers, helping them
make this usually messy work much easier.
RCP’s latest innovative product, the Slim Jim
Step-On, combines durability, productivity
and style to assist workers in the hospital
and healthcare industry handle waste
more easily and efficiently.

Blend seamlessly into any environment
Hospital and healthcare facilities often have
a lot of people moving around the facility so
it’s important to ensure all waste is removed
from walkways and prevent potential trip
hazards. The Slim Jim Step-On containers
are designed with a slim profile and small
footprint to minimise space utilisation by
20% and to fit in the tightest spaces, such
as in waiting rooms or a nurse’s office.
Available in front-step and end-step styles,
Slim Jim Step-On containers provide optimal
solutions based on your space requirements.

Manufactured with the best commercial
materials, Slim Jim Step-On containers are
built to outlast and outperform any other
similar products in the market even under
the harshest working conditions. In addition,
all RCP products are developed based on
the needs of the users to maximise user
experience and minimise the wear and tear
from frequently used products. Hospitals
and healthcare facilities can spend less time
replacing their waste bins and more time on
running the facility.
Improved productivity
Slim Jim Step-On containers are designed
and engineered with ease-of-use in mind.
Features like liner cinches and liner retainer
bands help to hold polyliners easily and
securely. The cinches also help to secure
liners inside the bin without hanging over
the edge helping to contain the waste inside
the bin. In addition, the optional dualstream rigid liner simplifies sorting, making
recycling quick and easy.
An effective waste management system
ensures rubbish is stored correctly to avoid
potential hazards, prevents the spread of
infections and helps maintain the health
of the facility. Having a system that blends
seamlessly into the facility such as the Slim
Jim Step-on can assist to create a pleasant
and hygienic environment.
Slim Jim Step-On containers are available
in plastic and stainless steel, available in 5
sizes, 8 colours and two step styles.

References

Made with premium quality materials and
finishes, the Slim Jim Step-On containers
are able to blend into any environment

*Victoria State Government 2010 - 2011
(http://www.health.vic.gov.au/sustainability/waste.htm )

»
For more information visit
http://rubbermaidcommercial.com.au/hygen/
or call 1800 331 491
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Premium protection with
Pro-Val Medical Gloves
R

C
M

CR International, brand owners of Pro-Val medical grade gloves, providing
the healthcare industry with premium quality protection. Increasing concern
surrounding the prevention of allergies and infectious disease means healthcare
workers demand only high quality products. With a comprehensive range of medical
gloves, all listed on the Register of Therapeutic Goods, and meeting International
Standards for Medical Examination gloves, you can be confident that Pro-Val have a
glove to suit your needs.
Pro-Val specialise in a number of latex free medical gloves. Our nitrile glove range
include the NiteSafe, a super strong and stretchy glove, maintaining great dexterity
and feel, with the added benefit of providing you with an excellent barrier where
there is greater risk of puncture. The SuperSoft and WhiteNite are the most cost
effective of our nitrile medical gloves. They are incredibly comfortable, soft and
ultra-thin, providing you with increased touch and feel.
The Chemoprene, a polychloroprene (neoprene) powder free glove, performs
and maintains excellent resistance to cytotoxic chemotherapy drugs and many
chemicals. It’s incredibly flexible, comfortable and strong, with better elongation and
tensile strength than nitrile.
Stretch Vinyl, another latex alternative, is an innovative, new generation ultra soft
resin, vinyl powder free glove. Stronger and stretchier than standard vinyl gloves,
they look and fit like latex. Available in clear or blue, and do not contain DOP or
DEHP phthalates.

Whether you work in a hospital, nursing home, or any
other healthcare environment, it is imperative to wear
quality medical gloves, to ensure both you and the
patient are protected from the risk of contamination.
Pro-Val medical gloves can offer you the protection
and comfort you need.

Pro-Val medical gloves also include a range of latex gloves, including the premium
Securitex HR, a high risk examination glove, featuring an extra long cuff and three
times thicker than standard latex gloves, making them ideal for the user who
requires superior protection.

»
Please visit
www.pro-val.com.au or call
RCR International direct on
1300 727 535 for a free sample
or product catalogue.

Also available from Pro-Val are soft, breathable, lightweight hygienic disposable bed
sheets and pillowcases, white in colour simplifying cleanliness verification before use.

Medical Gloves
International Standards for
☑ Meets
Medical Examination Gloves
on the Register of Therapeutic
☑ Listed
Goods
quality protection with outstanding
☑ Premium
strength, dexterity and comfort
in Nitrile, Latex, Vinyl and
☑ Available
Polychloroprene (neoprene)
Bed Sheets and
☑ Disposable
Pillowcases also available
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Chlo

ChloraPrep™ with Tint

Cutaneous Solution
Minimises Hospital Acquired Infections
Here’s how you could
single-handedly
reduce CVC*-related
bloodstream infections by**

1

62%

ChloraPrep™ cut surgical site
infections by**

41%

2

CareFusion Product Code

Description

Packaging

Shelf Life

600415

3 mL Tint

25/Box, 100/Case UOM Case

24 months

600715

10.5 mL Tint

25/Box, 100/Case UOM Case

24 months

600815

26 mL Tint

25/Case, UOM Case

24 months

Temperature Control
Recommendations3
o

Store below 25 C

Please contact your local IP & PosiFlush representative for more information.
References

1. Garcia R, Jendresky L, Landesman S, Maher A, Nicolas F. Three years experience in implementing HICPAC recommendations for the reduction of central venous catheter–
related bloodstream infections. Manag Infect Control. 2003;10:42–49.
2. Darouiche RO, Wall MJ, Itani KMF, Otterson MF, Webb AL, Carrick MM, Miller HJ, Awad SS, Crosby CT, Mosier MC, Alsharif A, Berger DH. Chlorhexidine-alcohol versus
povidone-iodine for surgical-site antisepsis N Engl J Med. 2010; 362:18-26.
3. CareFusion Data on File as per IFU.
* Central Venous Catheter.
** When compared to 10% povidone-iodine.

ChloraPrepTM with Tint
Cutaneous Solution

2% w/v chlorhexidine gluconate (CHG)
70% v/v isopropyl alcohol (IPA)

CareFusion Australia

CareFusion New Zealand

Unit 3/167 Prospect Highway
Seven Hills, NSW 2147

14B George Bourke Drive
Mt. Wellington, Auckland.

Ph: 1800 833 372

Ph: 0508 422 734

© 2015 CareFusion Corporation or one of its affiliates. All rights Reserved. ChloraPrep is a trademark of CareFusion Corporation or one of its affiliates. Ref: IP006Oct15v1

ChloraPrep minimises hospital acquired infections APRS print file.indd 1

11/5/2015 9:57:41 AM

PATIENT CARE

Prince of Wales Hospital NSW

NSW-first Hospital in the Home
service at Prince of Wales Hospital
celebrates 20 years
Prince of Wales Hospital is celebrating
20 years since its establishment of the
first Hospital in the Home service in NSW.

“Providing this option for patients who are suitable saves them an
unnecessary stay in hospital and makes sure we have beds available
for patients who need to be in hospital for their care.”

H

ospital in the Home (HITH), an innovative approach to patientcentred care, allows suitable consenting patients to be treated
in their home, as an alternative to inpatient (in hospital) care.
Established in October 1995 at Prince of Wales Hospital (POWH), the
HITH service at POWH was the first in NSW and has since played a
key role in founding the Hospital in the Home Society of Australasia,
which POWH led for six years.
Associate Professor Gideon Caplan, Director, Post-Acute Care
Services, Prince of Wales Hospital, said HITH provides clinical care
which significantly improves health outcomes for patients, as well as
reducing the length of stay in hospital, or in some instances, avoids
hospital admission altogether.
“A range of clinical conditions can be effectively and safely managed
without a person needing to stay in hospital such as cellulitis,
pneumonia, deep vein thrombosis, chronic obstructive pulmonary
disease (COPD) and urinary tract infections,” Associate Professor
Caplan said.
“Some of the benefits for patients who are treated through the
HITH service includes reduction in mortality and hospital-acquired
infections, having the ability to remain in the comfort of their own
home, eating their own food and sleeping in their own bed.

Since 1995, POWH has assisted several similar care at home services
nationally and published 35 publications on HITH.
“POWH also played an important role in introducing HITH into
other NSW hospitals by holding open days and hosting visitors
through the National Hospitals Demonstration Program, during
which POWH trainees mentored 17 other hospitals around
Australia,” Associate Professor Caplan said.
As a leader in this area of healthcare, POWH has collected important
information around this patient centred approach, by running two
randomised controlled trials and a meta-analysis, which showed HITH
improves health outcomes and:
•

decreases geriatric complications, including
confusion/delirium, bowel and bladder problems

•

decreases wound infections by 1/3

•

decreases readmissions by 25%

The analysis also found that HITH increases both patient and carer
satisfaction and decreases overall costs on the health system.
“Since being established, HITH at POWH has treated over 10,000
patients, currently averaging around 1000 per year,” Associate
Professor Caplan said.

(LEFT) Associate Professor Gideon Caplan, Director, Post-Acute Care Service, Prince of Wales Hospital who was instrumental in the establishment of the HITH service at POWH and Diva
Kuzmich, Clinical Nurse Consultant, Post-Acute Care Services, Prince of Wales Hospital. (RIGHT) The team at Prince of Wales Hosptial’s Post Acute Care Service.
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Professor of infectious diseases at the Australian National University
Peter Collignon said the rates of blood infections had halved over
the past decade, saving hundreds of lives thanks in part to the use
of hard surface sanitisers.
“If you prevent one or two thousand cases per year, which we
probably have done over the past 10 years, that literally is between
200 and 400 fewer deaths per year in Australia,” he said.
“That is also preventing a lot of suffering, and we are saving health care
costs because people aren’t in hospital longer than they need to be”.
However, Professor Collignon warned that hospitals should not
become complacent – many cases were still preventable with
proper infection control such as staff making sure they cleaned their
hands properly, and the use of hard surface sanitisers.

Save Lives
Safe, economical & effective infection control
with an Australian company

H

undreds of lives have been saved by Australian hospitals
that have managed to slash the number of people catching
infectious bugs while in care through the use of hospital grade hard
surface sanitisers. However, rates still vary widely between hospitals,
leading the National Health Performance Authority to warn hospitals
with higher rates that they should learn from those where infection
rates are up to three times lower, thanks in part to the use of hard
surface sanitisers.

Australian company Eucalip Bio-Chemical Group Pty Ltd has
innovatively manufactured a product, which is conveniently
packaged in a sachet and ideal for everyday use as required – simply
add water and safely and effectively sanitise your area. There are
two hospital grade strengths in the Det-Sol range. Det-Sol 500
is used for sanitising hard surface areas, such as areas of food
preparation and areas where general infection control is needed.
Det-Sol 5000 is used in “dirty areas” where blood and body fluid
spills may occur and a higher concentration of disinfection is
required. Det-Sol is currently used by major hospitals, institutions,
pathology laboratories and for military use nationally.
References:
1

National Health Performance Authority Performance Report (9th April 2015)

The latest figures from the authority, released in April 2015, show
the number of people developing serious blood infections caused
by the potentially deadly “golden staph” bug fell by 6 per cent in
the last financial year. This includes cases of the “superbug” MRSA,
which is resistant to commonly used antibiotics.

»
Visit www.eucalipgroup.com.au for more
information. Or call 1300 880 739 or
email eucalipgroup@bigpond.com.au

CLINICALLY APPROVED

INFECTION CONTROL
HOSPITAL GRADE POWDERED BLEACH
DISINFECTANT FOR ALL HARD SURFACE
INFECTION CONTROL
•
•

•
•
•
•
•

Proudly 100% Australian Owned & Operated
30 years of successfully disinfecting major hospitals,
aged care facilities, institutions, pathology, corrective
services, schools, the military and exporting to global
markets
Economical & effective infection control with a broad
spectrum anti-microbial profile
Water soluble, safe & easy to use powdered disinfectant
No-rinse formula with up to 5 years shelf life that is
compact & easy to store
Available in both 500 & 5000ppm chlorine sachets
Call us on 1300 880 739 to place your order now
Visit www.eucalipgroup.com.au for more information.

Det-Sol® is a registered product of Eucalip Bio-Chemical Group Pty Ltd.
www.eucalipgroup.com.au
P: 1300 880 739
E: eucalipgroup@bigpond.com

2015 Det-Sol Advert (A5).indd 1
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Australasia’s Premier Infectious
Diseases Conference
Come enjoy autumn in Launceston for the Annual Australasian Society for Infectious
Diseases (ASID) Annual Scientific Meeting (ASM) from 20 – 23 April 2016.

T

he ASID ASM is all about connecting and exchanging: connecting
clinicians, microbiologists and other health professionals with a
common interest in infectious diseases and providing a friendly forum
for the exchange of scientific advances in the prevention, diagnosis
and management of clinical infectious diseases.
And what better place to do this than in Launceston, the beautiful
boutique riverside city at the head of the Tamar Valley that boasts
magnificent natural attractions including the spectacular Cataract
Gorge Reserve and beautiful parks and gardens. Immerse yourself in
the city’s rich cultural heritage, and thriving food and wine scene set
amongst the backdrop of vibrant Georgian streetscapes.
A Compelling Program
The 2016 Conference program will focus on providing an innovative
and comprehensive review of the latest developments in the rapidly
expanding fields of antimicrobial stewardship, infection control, viral
hepatitis and more.
Renowned International and National Speakers
Three international speakers will accompany the national line up of
experts, to present recent and relevant global and local scientific
research through a series of keynote lectures, proffered papers,
symposia and educational workshops.

The MacFarlane Burnet Speaker 2016
Professor Alison Holmes, UK
Alison Holmes is a Professor of Infectious Diseases and Director
of Infection Prevention and Control (DIPC) for Imperial College
Healthcare NHS Trust in the UK. She is also Director of the NIHR
Health Protection Research Unit (HPRU) in Healthcare Associated
Infection and Antimicrobial Resistance and Co-Director of the UKCRC
funded National Centre for Infection Prevention and Management.
International Keynote Speakers 2016
Professor David Kimberlin, USA
Prof Kimberlin is Co-Director of the Division of Paediatric Infectious
Diseases at the University of Alabama, Birmingham, USA. He is
Principal Investigator of the Collaborative Antiviral Study Group
(CASG), and on the CASG’s four newly awarded contracts of $19.2M
to evaluate novel therapeutic and diagnostic opportunities for

management of neonatal herpes simplex virus (HSV) disease and
congenital cytomegalovirus (CMV) infection.
Professor Gavin Screaton, UK
Prof Screaton is the Chair of Medicine at Imperial College.
His research has covered a variety of topics from control of RNA
processing and apoptosis to immunology. The current interests of
his laboratory revolve around the immunology of infectious diseases
with a special interest in dengue haemorrhagic fever, with active
research collaborations in South-East Asia.
Plenary Speaker 2016
Professor Sharon Lewin, AUS
Prof Lewin is the inaugural director of the Peter Doherty Institute
for Infection and Immunity, a consultant ID physician at the Alfred
Hospital in Melbourne, and an NHMRC Practitioner Fellow.
She leads a large multi-disciplinary research team that focuses
on understanding why HIV persists on treatment and developing
clinical trials aimed at ultimately finding a cure for HIV infection. Her
other research and clinical interests include immune reconstitution
and immune activation post antiretroviral therapy and HIV-hepatitis
B virus co-infection.
Facilitation of Special Interest Groups
The conference format provides local special interest groups with
the opportunity to come together during the meeting. These
include the
•

Paediatric Special Interest Group (ANZPID)

•

Healthcare Infection Control Special Interest Group (HICSIG)

•

Mycology Special Interest Group (ANZMIG)

•

Viral Hepatitis Special Interest Group (VHSIG)

Activities and Fun
Launceston is a charming and friendly city to visit and provides a
wonderful opportunity for you and colleagues to explore the many
great attractions that Tasmania has to offer at the same time as
expanding professional skills and networks.

»
Register for the conference now. Visit
www.asid.net.au/meetings/annual-scientific-meeting-2016
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and view the program at:

www.a
asid.n
net.a
au/meetings/2016-a
asm-2
2

SOCIAL FUNCTIONS

KEYNOTE SPEAKERS
Professor David Kimberlin
Co-Director of the Division of
Pediatric Infectious Diseases at the
University of Alabama, Birmingham,
USA

Welcome Reception
Josef Chromy Wines
Wednesday 20 April 2016
Gala Dinner
The Albert Hall
Friday 22 April 2016

Professor Gavin Screaton
Dean of the Faculty of Medicine,
Imperial College, London, UK

DEADLINES

Professor Sharon Lewin
Director of the Peter Doherty
Institute for Infection and Immunity,
AUS

Abstract Submission
Friday 29 January 2016
Early bird Registration
Friday 29 January 2016
Accommodation Booking
Friday 19 February 2016

MACFARLANE BURNET SPEAKER 2016
Professor Alison Holmes
Professor of Infectious Diseases and
Director of Infection Prevention and
Control (DIPC), London Imperial
College Healthcare NHS Trust, UK

Standard Registration
Tuesday 29 March 2016

CONTACT
For further details contact the
meeting secretariat
Tel
+61 2 8204 0770
Email meeting@asid.net.au
Web www.asid.net.au/
meetings/2016-asm-2

VENUE
Hotel Grand Chancellor Launceston
Enjoy contemporary style and a historic location,
just steps from the CBD and Brisbane Street Mall.

AGED CARE
Youngcare

Young People
in Aged Care:

An Australian Crisis
With the recent Parliamentary Inquiry into young people living
in aged care, Samantha Kennerley, Youngcare Chief Executive
Officer presents her thoughts on the housing crisis and complex
funding arrangements between state and federal government.

T

hey say necessity is the mother of
invention, and when you see the needs
of your loved one so poorly met as they slip
through the safely nets that were designed to
help, your drive to remedy the situation can
push you to accomplish amazing things.
At the age of only 26, Queensland resident
Shevaune Conry was diagnosed with Multiple
Sclerosis (MS). Her husband David, who provided
support and care for her, was astounded to find
that once her MS has progressed to a point in
which she needed 24-hour care and could no
longer be cared for safely at home, there was
nowhere appropriate for her to go. Shevaune
was just 33. David and Shevaune realised the
harsh and unfair reality, that the only option
for young people with high care needs, is often
aged care. It was then that David rallied his three
mates – Mathew Lawson, Nick Bonifant and
Simon Lockyer – to establish Youngcare, driven

FEATURE

38

by the goal of helping all young Australians with
high care needs to live life with greater choice,
independence and dignity.
Youngcare is one of Australia’s largest national
disability charities that receives no recurrent
government funding. Our mission is to keep
young people out of aged care, by helping
to avoid new admissions as well as assisting
people to transition back into the community.
Youngcare seeks to achieve this through the
development of purpose-built accommodation,
distributing grants, undertaking Australianfirst research and providing information
and referral phone service that helps young
people and their families navigate the health
system. Youngcare is also at the forefront of
advocating for change in the ways disability
services are delivered throughout Australia,
and are actively involved in informing national
policy in this arena.

STORY
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Samantha Kennerley
Youngcare CEO

Samantha was appointed
Youngcare CEO in April
2014. Her passion for
social justice, together
with personal experience
supporting a close family
member following a
traumatic brain injury,
drives Sam’s belief that
all young Aussies deserve
young lives. Sam has held
Director positions both in
Australia and the UK, with
extensive experience in
the corporate deals arena.

Youngcare’s ten years of dedication to
helping solving this crisis has produced
a collection of data and information that
can elaborate on efficient ways to divert
premature entry into aged care. With three
accommodation solutions completed,
apartments and a share house which is
home to 28 residents; as well as 17 rounds
of funding in five states and territories, over
$2.7 million distributed in grants; and over
10,000 calls to the Youngcare Connect
phone service; a wealth of experience in
the field of housing people with high care
needs has amassed. Youngcare’s partnership
with Griffith University has also produced
an evidence-based model of care and
best practice in building accommodation
facilities that cater to the needs of people
with profound and severe disabilities.
What has characterised Youngcare’s success
in the sector is the refusal to point the finger
at any one government department at either
state or federal level for being responsible for
more than 7,000 young people still living in
aged care, instead acknowledging the many
contributing factors of this complex issue.
Youngcare’s recent submission to the Senate
Inquiry into young people in aged care
recommended immediate and long term
changes based on experiences helping people
avoid and leave aged care, nine of which
aligned with the recommendations put forward
by the Senate Report. The problem of young
people residing in aged care requires a whole
of community approach from both government
and non-government organisations.
It is a problem that is felt throughout
Australia, but disproportionally by young
people with high care needs
and their carers who represent some of the
most marginalised members of our society.
A close analysis of the reasons why
someone enters aged care can provide
surprisingly logical antidotes. Youngcare
highlights three distinct situations that
are generally the origin of a young person
entering aged care, and recommends ways
in which these can be avoided:

1.

Sudden decline in condition or traumatic
accident

2. Post hospital discharge
3. Carer burnout
A sudden decline in a person’s condition or
suffering a traumatic accident is possibly
the most common reason younger people
will enter aged care. The contributing
factors behind this are often two-fold: the
design of the house in which they reside
is no longer able to accommodate their
needs; and because their personal care
needs increase and outweigh the paid or
unpaid care available. For people suffering
a traumatic injury, no existing care is
currently available, and for those with
young families, this is especially difficult for
their spouse to absorb the extra care. This
situation often evolves into a crisis where
families are left without the resources or
means to continue to live as a family unit,
and aged care is reluctantly sought as a
last resort.
One key area of concern is that most people
experiencing this have acquired their
disability as an adult, which means their
knowledge of the disability industry often
lacks understanding of where, when and
how to get the help they need. Put simply,
you don’t know what you don’t know, and in a
crisis situation, when the only answer to your
call for help is aged care, it can be difficult
to spot alternatives. This scenario is one
Youngcare encounters often, and is regularly
reported in grant applications to Youngcare
for funding. Based on known experiences,
Youngcare has made recommendations on
how to lower the risks of entry into aged care
and boost the resources available.
The key recommendations Youngcare
advocates in this situation are;
1.

Immediate access to funding for
home modifications. While all states
and territories have their own subsidised
funding scheme, all areas have lengthy
and drawn out waiting times to access
any available funding.

hospitalhealth.com.au
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2. Subsidised or fully funded and
immediate access to occupational
therapists. Waiting times for allied health
professionals to assess and recommend
home modifications exacerbate the crisis
situation and are a physical barrier to
even applying for funding.
3. Care packages for people with
progressive illnesses designed
to increase with time. Though all
progressive illnesses show different
patterns of decline, there is one constant
- care needs increase as conditions
progress. And while this may seem
obvious, it is not an aspect taken into
great consideration by any statefunded care system. People known to
their respective state-funded service
provider will almost inevitably wait
extensive periods of time to access any
extra funding, despite our very clear
understanding of how conditions decline.
4. Extensive bursts of care for people with
newly acquired disabilities. Often the
shock of an accident for a family can
contribute to the difficulty they face in
taking on the role of carer. From living
a normal life, to suddenly being given
the role of an unpaid and full-time carer
can lead to severe psychological distress
and isolation. Our experience has shown
that vast majority of people in this
situation want their loved one to stay at
home, but feel ill-equipped. If families
were provided the opportunity to learn
alongside professional carers that taper
off over time, younger people suffering
traumatic injuries would have a notably
lower level of entry into aged care as a
result of a crisis situation.
Instances of young people going into aged
care following a long hospital stay are also
a common occurrence. A lack of disunity
between government departments is
partially responsible for this. State-funded
health and disability services operate
independently of one another despite the
obvious need for an overlap, and in general
show little initiative of working collaboratively.
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While admissions into hospital for people with
high care needs are always due to an illness
or a sudden decline, their ability to
recuperate to a point of returning home is
often severely diminished and they tend to
require rehabilitation services once
their immediate health issues are met.
Hospitals operate to provide acute care
services and patients no longer needing
acute medical care end up using the limited
resources hospitals have available. With
poor communication between disability
and health departments, where families
are unable to take their loved one home
immediately they are often put under
immense pressure to remove their loved
one, and aged care is usually the only
available suggestion. Typically this is
suggested as an interim solution until an
alternative arises.
Youngcare has seen this happen repeatedly,
and finds the most concerning aspect of this
situation the suggestion that placement into
aged care following a hospital stay will only
be temporary. All evidence suggests that this
is seldom the case, and worse still, even a
very short stay in aged care can have lasting
negative impact. It is significantly more
difficult to assist someone to leave aged care,
than it is to prevent them from entering it.
Based on our involvement in these
cases, Youngcare makes the following
recommendations to prevent admissions into
aged care following a long hospital stay.
1.

A strong and interconnected relationship
between health and disability services,
throughout all states and territories. This
is pivotal to preventing new admissions
from hospital into aged care. While the
two sectors remain disassociated from
one another, aged care will continue to
present as an option.

2. Purpose-built slow stream rehabilitation
units. The importance of this is crucial
to not only helping people to eventually
move home, but also in reducing
long-term costs of care. There is ample

evidence to suggest that placement
in aged care contributes to a decline
in patients’ conditions, because they
provide neither adequate therapies, and
also because the model of care offered
is tailored to helping people in their
twilight years. There is neither the intent
nor the ability to help a younger person
recuperate or rehabilitate in aged care
and then return home.
Finally, and certainly the most preventable
reason for younger people being placed
into aged care is the result of carer burnout.
This situation is disheartening for two
reasons. Firstly because this is almost
never spontaneous; it is generally the end
of a long battle with cries for help and
support left continually unanswered. These
situations are predicable, and in this way,
ought to be easier to prevent.
Secondly, if families are driven to forfeiting
guardianship of their loved one whom they
have dedicated a life of caring for, this is
indicative of the level of distress they have
reached. As a community, this is truly shameful
that this is has been allowed to happen.
The problem of carer burnout implies an
obvious solution; more funding for respite
care and more respite facilities. However,
Youngcare acknowledges that this is a
problem the National Disability Insurance
Scheme (NDIS) aims to rectify, and a wide
scale interim solution before the full roll-out is
unlikely. In light of this, Youngcare continues
to see this scenario and will continue to assist
where possible, and can offer a short term
remedy through the Youngcare At Home Care
Grants (AHCG) program.
For young people at risk of entry into aged
care, Youngcare has offered AHCG up to the
value of $10,000 for respite, equipment or
home modifications since 2009. Requests
for respite historically tend to dominate
application requests. Where Youngcare
identifies high and immediate risk, and if the
potential for assistance to keep the applicant
home for at least one year is evident, the

“It is significantly more
difficult to assist someone
to leave aged care, than
it is to prevent them from
entering it.”
grant is successful. Many applicants reapply
annually, and ample evidence suggeststhis
is an effective short term solution, with
success lying in requesting a respite plan
from the applicant. Youngcare stipulates clear
evidence of the format in which respite hours
will be used, and evidence that the carers are
awarded a sufficient break. This can also mean
the difference between carers maintaining
a job, and consequently a mortgage and
a house. The ramifications of providing
micro-grants have a wide-reaching domino
effect not only for the young person and their
carers, but their wider networks as well.
What has historically been a roadblock to
accessing community housing for many
people in aged care is their lack of access
to paid supports. However, the coming of
one of Australia’s biggest social reforms, the
NDIS, should cover people under 65 in aged
care. And for the first time, there will be up
to 7,000 young people with high care needs,
with sufficient funding for their care, but
nowhere to live.
Prevention is always better than cure, and for
people who are already in aged care, leaving
is substantially more difficult than avoiding
entry. Youngcare specialises in building
age-appropriate accommodation solutions
designed to accommodate young people
with high care needs while maximising their
choice, independence and dignity. There will
always be more calls enquiring about how to
move into a Youngcare apartment or house,
than Youngcare can ever build, but our ideas
are replicable. Both Youngcare’s evidencebased design and model of care are valuable
tools and resources for consumers, service
providers, and investors to draw on to
develop appropriate, best- practice services
that will make a difference to the lives of
young people with high care needs.
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Food Safety Still the Number
One Priority for Caterers
T

he health of our nation is always on
the agenda of news outlets, so it’s
no surprise that eggs and food safety
procedures have been prominent in the
media recently. It’s of ongoing importance
that best practice and stringent measures in
food safety are at the forefront of the food
industry.

“Food safety doesn’t
have to be daunting,
it just needs diligence.”

Commercial kitchens are known to be
amongst the most pressure-cooked work
environments around, so it has never been
more important for caterers to be able to
trust in the products they serve, when the
heat is on.

Sunny Queen prides itself on its Quality
Assurance and food safety programs, and
recommends that customers ask their
suppliers detailed questions about their
QA protocols. Sanitation and cleaning
procedures, pest control programs, precise
cooking protocols, microbiological testing
and traceability are just some of the quality
protocols Sunny Queen has in place
as part of its Quality Management System.

One way caterers can feel confident in the
product they serve, is to research and ensure
food comes from reputable sources where

stringent food safety protocols are in place.

Food Safety Tips

Food safety doesn’t have to be daunting,
it just needs diligence. Sunny Queen Meal
Solutions’ products provide the perfect
solution for busy kitchens looking for
safe, nutritious, interesting and above all
tasty menu options. Sunny Queen Meal
Solutions are all fully-cooked or pasteurised,
eliminating the need to use raw eggs so real
egg dishes can be served with confidence.
Whether it’s a function for 100 guests or
meal time for 10,000 hospital patients,
eggs are an incredibly versatile, nutrientrich food source, making them the perfect
choice for busy caterers. Egg based Meal
Solutions available from Sunny Queen
include Smashed Egg, Homestyle Poached
Egg, Fritters, Egg Bites, Omelettes and
pasteurised liquid products.

Sunny Queen Meal Solutions

To minimise the risk of adverse health outcomes
Sunny Queen Australia recommends the following:

• Real eggs, laid on Sunny Queen Farms

Do not use cracked or dirty eggs.

• High sanitation and cleaning practices

Shell eggs, once cracked, should be fully cooked before
consumption.

• Pest control programs

Use of pasteurised egg pulp for making sauces, batters,
custards and other uncooked egg products.

• Temperature-controlled supply chain

Always sanitise benches and equipment to avoid cross
contamination between raw and cooked products.
Always clean your hands thoroughly before and after
handling egg and egg products.
Follow the recommended storage, thawing and
cooking/heating guidelines.

Smashed Egg

• Strict biosecurity protocols
• Approved, accredited suppliers
• All products are fully traceable
• All products have best before dates for safe consumption

Fritters

Omelettes

Poached Egg

»
For more information please visit
www.sunnyqueenmealsolutions.com.au
hospitalhealth.com.au

SUMMER 2016

THE AUSTRALIAN HOSPITAL + HEALTHCARE BULLETIN

41

AGED CARE

National Diabetes Service Scheme

Managing
Diabetes
as you age
The National Diabetes Service Scheme
(NDSS) recently conducted a national survey of
people aged over 65 years and their carers and
healthcare professionals. With more than 740,000
(63%) of people on the NDSS over the age of 60
years, the survey identified that many diabetes
resources were not tailored to the information
needs of older people.

A

“The booklets were
developed in consultation
with older people, health
professionals and a panel
of experts in the subject
of diabetes and ageing.”

s a result, the NDSS has developed a series of booklets which give good
general advice and tips about living with diabetes for older people.

Managing diabetes as you age has information to help people manage the
effects of ageing and diabetes. It includes information such as how to treat
a hypo, sick day management guidelines and Advance Care Planning. The
booklet also covers issues specific to older people such as memory loss,
managing falls and managing multiple medicines.
Healthy eating has information about healthy eating and food choices for
older people living with diabetes. Much of the mainstream food and nutrition
information is not targeted at people in this age range and the booklet covers
topics including nutrition and daily food needs as you age, healthy weight
ranges for older people, losing your appetite and how to gain weight if you are
sick, frail or have lost weight. It has daily meal plans, delicious recipes and tips
for shopping and cooking for one or two.
You and your health care team has information to help people with diabetes
to understand and work with their healthcare team. It also covers programmes
and plans that older people living with diabetes can access including GP
Management Plan, Team Care Arrangements, Home Medicines Review and
Aged Care Assessment Team/Services. It includes information on how to make
the most of a visit to the doctor and what to do when sick including sick day
management guidelines and who to call and when. It also has information
about personal alarms which can be very useful for older people with diabetes
who live alone.
The booklets were developed in consultation with older people, health
professionals and a panel of experts in the subject of diabetes and ageing.
The booklets are in large print and are very clear with tables and dot points
to make the resource easier to read.

Below is a sample of the booklet contents:
•

Getting older can mask some diabetes symptoms
-

42

It can sometimes be difficult to tell the difference between symptoms
and signs that are caused by diabetes and those that are part of the
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ageing process. For example when you were
younger, and your blood glucose levels were high,
you may have felt thirsty. As you get older, if you
have high blood glucose levels you may lose your
sense of thirst. This may affect the way you manage
your diabetes and may unknowingly cause you to
become dehydrated.
•

The blood glucose targets you had when you were
younger may no longer be safe for you as you age
-

•

If you are frail, or if you take other medicines or have
other health problems, you may be at greater risk
of hypoglycaemia (‘hypo’) and falls. Once you turn
65, ask your doctor to review your blood glucose
targets regularly.

Growing older can add extra risk factors which can
lead to hypo
-

These risk factors include having a poor appetite,
being on four or more medications, or having kidney
disease or other illnesses or conditions. You may
find that your hypo warning signs change as you get
older. When you were younger, early warning signs
of a hypo may have included hunger, sweating,
weakness, trembling, headache, dizziness, and
tingling of the mouth and lips. As you get older,
your warning signs may become less obvious. You
may just feel tired or confused or you may feel

hospitalhealth.com.au

Further reading

nothing at all. If you think your warning
signs have changed, please discuss this
with your doctor or diabetes educator.
•

years. However, if you or your family
notice that you are a having problems

The way our body uses medicines can
change with age, and medicines can work
differently if you have a poor appetite, miss
a meal or become less active
-

•

memory stay relatively intact in later

There is help out there, in the form of
aids and information. If you are
concerned about the number of
medicines you are taking and how they
interact, you can ask your doctor to
arrange a Home medicines Review for
you. A specially qualified
pharmacist will visit you at home, and
go through the medicines you take and
your daily routine. The Home Medicines
Review will provide your GP with
recommendations about how best to
manage your treatment in line with your
lifestyle routines and health conditions.
From here, your GP will work with you
on any necessary adjustments.

remembering recent events or thinking
clearly, let your doctor know. All people
with diabetes over the age of 65 should
have their memory checked by their
doctor once a year.
•

As we get older, we have a higher risk of
falls that can cause serious injuries
-

Having diabetes further increases that
risk because you may experience hypos
or hyperglycaemia, or your diabetes
may have affected your vision, balance
or the feeling in your feet. You are also
more likely to be on multiple
medications, which can also increase
your risk of falls. It is important to let

Many older people worry about their ability
to think clearly and remember

your doctor know if you are worried

-

even if you don’t hurt yourself.

For most older people, thinking and

about falling or if you have a fall,
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The Older People with
Diabetes National
Development Program is
funded as part of the National
Diabetes Services Scheme
which is an initiative of the
Australian Government
administered by Diabetes
Australia. Leadership for the
Older People with Diabetes
National Development
Program is provided by
Diabetes Tasmania.
The booklets Managing
Diabetes As
You Age, Healthy Eating
and You and Your Health
Care Team are available online
at ndss.com.au or by calling
the NDSS Infoline on
1300 136 588. For more
information about the
development of the booklets
or about other resources
relating to diabetes
and older people, contact:
Caroline Thomas, National
Program Leader at
cthomas@diabetestas.org.au
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How can innovative packaging save staff
time and reduce patient frustration?
Using highly trained nursing staff or food service personnel to help patients access their
food by opening packaging can be a waste of time, money and resources. It is not just
a source of frustration for patients (especially the elderly or those with fine motor skill
difficulties), but is also a barrier to nutrition.

F

or that reason, SPC worked in consultation with HealthShare NSW to
develop a more accessible product and tested the new packaging with
the Institute of Bone and Joint Research at the Royal North Shore Hospital to
develop a range of new nutritionally balanced, portion controlled fruit cups
under the SPC ProVital brand. These cups make it easier for people with fine
motor skill challenges to access the range of cups.

•

‘SPC ProVital packaging is recyclable and offers cost savings and efficiencies within
the healthcare system as well as improving overall patient experience including:

•

•
•

9 in 10 (90%) patients preferred the new cup to
the current cup
85% of patients with impairment identified less
pain opening the new cup compared to the current cup
4 out of 5 patients found the labeling extremely
clear for the ProVital cup vs only 1 out of 5 patients
with the old cup
9 in 10 (93%) patients claim the new cup is easier
to open than the old cup.

Saves time and resources by reducing the
time needed to help people with their food

The SPC ProVital range now available.

Reduces patient frustration by empowering them to
choose and access the nutrition they deserve whenever
they want

•
•
•
•

SPC ProVital is an:

Reduces direct and indirect costs such as time to serve,
cost of container, storage, waste, cleaning, labelling, etc.

Australian Innovation
Australian Made
Australian Fruit*
Australian Quality

* excluding the fruit salad which has imported pineapple

The Australian made SPC ProVital range is made of 100% Australian
fruit* and comes in an easy open cup, aiming to provide more
accessible quality nutrition for consumers with fine motor skill
difficulties through a number of key features:
•
•
•
•
•
•

A textured and lengthened pull tab for easier grip.
Optimised seal to reduce opening force.
Decagon shape for easier grip.
Clear instructions for opening.
Smaller grip span for easier hold.
Extra-large font for improved legibility.

SPC ProVital is currently running a Product Familiarisation Program within the
Sydney healthcare environment to gain end user insights and staff and executive
recommendations on how hospitals should engage with the new SPC ProVital
portion control cups. Interim results from 129 patients aged 50+, with and
without motor skill difficulties are very promising. Key findings include;

»
For more information please
call your SPC representative
or call us on 1800 805 168
44
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with Leading Age Services Australia

Quality in
Aged Care is
Underpinned
by a Strong
Workforce
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In her recent Press Club address,
the Federal Minister for Health and
Minister for Ageing, Sussan Ley,
spoke about the Government’s
priority of ensuring choice and
flexibility of age services for older
Australians. Quality was a key theme
of her speech, and quality is the
topic of the month across aged care.

I

n NSW a parliamentary inquiry into nursing levels in
aged care released its report at the end of October,
and much of its recommendations relate back to quality
improvements.

SUMMER 2016
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The inquiry was prompted by the removal of the high care/low care
distinction in the federal Aged Care Act, which impacted on existing
NSW legislation that required an RN be on duty at all times in a
high care facility. NSW was the only state in Australia with such a
requirement.
While this is currently a state matter, the inquiry called for an overhaul
of the national aged care regulatory framework and for the NSW
Government to drive national change in relation to staff-to-resident
ratios and wage disparity between nurses in aged care and the public
health system through COAG.
The implications of this would be far-reaching into health and
community and disability services as we all draw from the same
finite workforce, making mandated staff ratios in aged care a further
workforce recruitment and retention issue for our health services,
without the review providing any evidence that ratios will improve
quality outcomes or quality of life.
In 2011 the Productivity Commission stated that “…across-the-board
staffing ratio is a fairly ‘blunt’ instrument for ensuring quality care
because of the heterogeneous and ever-changing care needs of
aged care recipients - in the Commission’s view it is unlikely to be an
efficient way to improve the quality of care.”

If we look at the approaches by other countries with ageing
populations and similar workforce shortages, in the UK they are
focusing more on improving skills and diversifying training for
accredited and care staff, which is a far more sustainable approach.
Already this year we have seen a number of landmark decisions which
amplify existing workforce issues in age services, and will continue to
do so if action isn’t taken.
Workforce issues including staff recruitment, retention and wage
costs are one of the biggest ongoing challenges for age service
providers. Out-dated industrial relations frameworks, policies and
legislation at federal and state levels currently hamstring many
providers, irrespective of their business model, impacting the care of
older Australians.
While we are still waiting on the government to confirm the work plan
on a national aged care workforce strategy, a number of parallels can
be drawn from the NDIS workforce strategy, which was published
online in July 2015.

LASA supports this view and has serious concerns about any
legislation change that does not enable greater flexibility of service
delivery as this impacts providers and more importantly, older
Australians receiving age services.

The draft workforce relations framework report released by the
Productivity Commission shows promise of greater flexibility and
legislation to support employers and staff to deliver care services
outside of historically standard hours; a growing trend being driven
by consumer directed care. However, until this framework is finalised
and rolled out, the flexible care options particularly for home care
services that require workforce flexibility will remain difficult or in
many cases unachievable.

The key focus in any legislative or policy change – at state or federal
level – has to be on quality outcomes and improving access to
services. Age service providers need flexibility to adjust the profile of
care as peoples’ needs change.

There are other options to boost our aged care workforce such as
revised migration policies that would improve opportunities for skilled
and semi-skilled care workers from overseas to join our age services
workforce on both short and longer term arrangements.

We cannot ignore the fact that mandating staff ratios will generate
significant staffing cost increases, which in turn stands to jeopardise
quality and innovation if funds are diverted from these areas.

Separate to the Productivity Commission inquiry, LASA is already
working with representatives from both government and the
opposition on alternate workforce models, which includes different
models for migration intake.

Eliminating incentives for providers to invest in innovative models of
care, or adopt new technologies that could assist care recipients was
another concern raised by the Productivity Commission back in 2011.

“Workforce issues including staff recruitment,
retention and wage costs are one of the
biggest ongoing challenges for age service
providers”.

In addition to everyday care, changes to migration policies should
address changing cultural diversity within our ageing population by
matching target countries to CALD demand.
While often considered an interim solution, it must also be realised
that revised migration or immigration opportunities is not a silver
bullet for our needs and such migration policies will still take at least
two years to implement – longer if training programs need to be
developed and rolled out in the countries we seek to draw staff from.
Therefore migration policy changes need to be considered in concert
with other initiatives identified and developed as part of a single
workforce strategy.
Focus in age services must be on continuous improvement rather
than regulation or compliance. This will only be achieved through
supporting access and availability of age services that reflect
population needs via facilities, accommodation and a strong
workforce.
The fact remains we need 80,000 more beds in the next eight years
to meet demand in residential care alone while investment is needed
to meet demand for in-home services that will ramp up as the baby
boomers enter their 70s from next year.
It is up to industry and consumers to work together to improve access
to information and services, enabling care and accommodation
more effectively and efficiently. With aged care now back under the
health portfolio and with a seat at the cabinet table there is greater
opportunity for new solutions to issues that cannot be developed for
our industry in isolation from health such as workforce strategy.
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ETHICS

with Colin Thompson

Ethics
in the
Country
Colin Thomson
BA, LLB, LLM (Sydney) www.ehealthinfo.gov.au

Colin Thomson, BA, LLM
(Sydney) is Professor of Law at
the University of Wollongong
and Academic Leader for
Health Law and Ethics in the
Graduate School of Medicine.
He also works as a consultant.

Colin Thomson discusses the
educational challenges in
professionalism for rural and
regional health professionals.

He was a member of the
Medical Research Ethics
Committee (1988-91) of the
National Health and Medical
Research Council and, from
1998-2002 a member, and
from 2006-2009, chair of
the Australian Health Ethics
Committee. As a consultant,
he has advised NHMRC,
FaHCSIA, Health Departments
of NSW, Qld and Vic and
several universities. He is
a Senior Consultant with
Australasian Human Research
Ethics Consultancy Services
(www.ahrecs.com).
Colin has provided training
to human research ethics
committees, chairs the
CSIRO Social Science HREC
and is a member of HRECs
at Department of Health
and Ageing and University
of Wollongong/Illawarra
Shoalhaven LHD.
He is a joint author of Good
Medical Practice: professionalism,
ethics and law, 2010,
Cambridge University Press.
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T

here is little doubt that rural and regional
areas of Australia are in need of more
health professionals - not only general
practitioners, but nurses and suitably trained
allied health professionals. In relation to
General Practitioners, the Commonwealth
Government has dedicated funds to be used
by university medical schools to train general
practitioners to meet the need.

A characteristic of the medical schools
that are supported by these funds is that
they have adopted a different curriculum
structure from the long-standing six-year,
undergraduate entry programs. These
newer curricula compress the overall
training program to, typically, four years
and are only open to candidates with
previous degrees. In addition, many of these
schools add admission requirements that
seek to address the need for relevant
personal and professional experience
that offers a sound basis for confidence
that, as medical graduates, these
students will have not only the essential
intellectual achievement but the character
and maturity that will equip them for rural
and regional practice.
One other reason for seeking this further
evidence is that these curricula expose
students to clinical experience much earlier
than traditional programs did. In the program
with which this author is familiar, students
begin clinical rotations in the second half
of the second year and complete a full year
clinical placement in a rural or regional
general practice.
In preparing the students for both those
placements and their continuing professional
careers, the features of rural and regional
Australia that are likely to present professional
ethical difficulties need to be considered.
Living and working in small, often close-knit
communities where extended family members
know much about the life and health and
experience in the healthcare system of their
relatives. Further, they are often comfortable
discussing these, a frankness and degree
of shared knowledge that can confront
health practitioners with new contexts in
which to address conventional professional
ethical obligations. These obligations have
a characteristically individualistic focus,
for which a mutually agreed sharing of life
experience can be a challenge.
The close-knit community that such a
clinically placed student or new general
practitioner is now part of may also be much
more comfortable with giving and exchanging
gifts in appreciation of services rendered

than in urban and often less personal settings.
Although these gifts may not be given with
any intent of attracting preferential treatment,
nonetheless a refusal to accept them may
appear discourteous and inconsistent with
the spirit in which they were intended and
community practice and understanding.
It may also be the case that clinically placed
students or newer general practitioners appear
eligible partners for local residents. Negotiating
the overlapping territories of professional
obligation, personal courtesy and social life
in such communities is likely to be difficult.
Realistic examples include:
•

•

•

•

While visiting the local base hospital to
see a patient, a doctor notices another,
elderly, patient of whose admission the
doctor was unaware, although the doctor
has treated the patient for most of her
adult life. Having quickly reviewed that
elderly patient’s hospital file (without
asking the patient), the doctor, as he is
leaving the hospital, assures the elderly
patient that he (the doctor) has checked
the patient’s file and assures the patient
that she is being well cared for.
The doctor has, on several occasions,
seen a patient, L, who has been
demonstrating symptoms of depression,
although usually has reasons why she is
tired or run down. At the local hardware
on a Saturday afternoon, the doctor
sees L’s sister-in-law (also a patient of the
practice) who mentions that L and her
husband are having relationship problems
and that the family thinks she might be
drinking heavily, depressed, and possibly
pregnant to someone else.
The doctor, single and recently arrived
in a rural town, has been seeing one
patient regularly from arrival. The patient
has a minor muscular skeletal injury that
requires frequent consultations. The
doctor is attracted to the patient who
has, subtly but apparently deliberately,
indicated that the attraction is mutual.
A local festival in support of a health
related charity involves a dinner-dance
to which the patient invites the doctor.
A newly arrived doctor in a coastal town
is a keen fisherperson and joins a local
fishing club. One of the members, whose
young children are frequent patients
for treatment of asthma and allergies,
begins to regularly drop by the doctor’s
surgery with gifts of freshly caught fish.

Conventional responses to these situations
emphasise that
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•

both the clinically placed student and
a doctor have underlying obligations of
confidentiality to patients and should
not disclose information provided by
patients to others;

•

doctors should avoid relationships
with patients that could compromise
independent clinical judgment; and

•

doctors should decline gifts that
could influence independent clinical
judgement in treating patients.

However, these responses now need to be
considered in the light of the real processes
of smaller community life. These include:
•

the importance of being accepted by
that community

•

the maintenance of suitable courtesy

•

living as an engaged community
member, and

•

showing respect for the genuine concern
that family members have for others.

The Medical Board of Australia has
developed a code of practice for medical
practitioners - “Good medical practice”
that was been developed by the Australian
Medical Council: http://bit.ly/1tANTrV
The Code offers nuanced and practical
guidance that will assist in resolving many
of these dilemmas and will be the source of
guidance for practitioners. However, what
will remain important is how to abide by this
Code in the rural community context, where
the modern challenges seem to far exceed
those of nearly forty years ago, so memorably
explored by John Berger in his A Fortunate
Man: The Story of a Country Doctor.
In these situations, what are likely to
be needed are readily available and
experienced professionals to act as
sounding boards for the discussion of
situations that present practitioners new to
rural and regional communities with these
ethical challenges. Providing these sounding
boards in sufficient number in Australia’s
vast rural and regional communities
continues to be a significant educational
and professional development challenge.
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Financial Incentives in
Healthcare Delivery?
In 2012 the Australian Commission for
Safety and Quality in Health Care (The
Commission) and Independent Hospital
Pricing Authority (IHPA) undertook a
literature review to identify Australian
and international hospital pricing
systems that integrates quality and
safety. This literature review was recently
augmented with a supplementary
briefing and literature update.
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he following is an excerpt from the 2015 update as accessible
at safetyandquality.gov.au. It seeks to outline whether
financial incentives have genuine potential for application in
health care and driving clinical behaviour, or whether there are
more effective approaches based on review of other industries.
The majority of studies evaluating the various incentive schemes
in healthcare fail to produce conclusive evidence for their
effectiveness in raising quality of care and patient outcomes.
This may be partly attributable to the design and execution of the
evaluations, recognising the difficulty in scientifically evaluating
the effect of an initiative across a complex, dynamic and changing
system. However, it is prudent to ask the question of whether
financial incentives have genuine potential for application in
healthcare and driving clinical behaviour, or whether there are
more effective approaches based on review of other industries.

SUMMER 2016

hospitalhealth.com.au

This section briefly examines:
1.

Learnings from other disciplines regarding
pay-for-performance (P4P) in healthcare, including
a. potential motivation of healthcare providers

“Manipulating greed as an engine
for quality or other healthcare policy
objectives may be too simplistic.”

b. innovation and adaptation to local context.
2.

Key differences of ‘successful’ schemes
identified in the P4P literature.

Learnings from other academic
disciplines and settings
Evidence from disciplines such as behavioural
economics and psychology suggests that while
financial incentives improve performance in menial,
repetitive tasks, their effect in complex, cognitively
challenging work is far from clear. In settings that
include healthcare they can exhibit a neutral, even
detrimental effect.1
Some useful insights can be drawn from literature on
how financial incentives interact with other motivators.
Most of these address how financial rewards exhibit
a tendency to ‘crowd out’ other potential behavioural
motivators: 2-3
•

Tangible rewards, particularly monetary
ones, undermine motivation for tasks that are
intrinsically interesting or rewarding.

•

Symbolic rewards (e.g. recognition) do not crowd
out intrinsic motivation, and may augment it.

•

The negative effects of monetary rewards are
strongest for complex cognitive tasks.

•

Crowding out effects tend to reduce reciprocity
and augment selfish behaviors.

Provider motivation
While the quality improvement literature has identified many causes of
failures in healthcare quality (poorly designed workflow and systems; undue
commercial influence; knowledge gaps; reliance on inappropriate heuristics; poor
communication and insufficient teamwork), “not trying hard enough” is rarely cited.
Yet the application financial incentives implies that a lack of motivation is seen by
policy makers as a key factor in poor quality care.
This points to flaws in the economic assumptions underpinning financial incentive
schemes, particularly the wholesale application of these to all aspects of human
endeavour. The orthodox view that monetary reward is either the only motivator, or
amplifies other, intrinsic motivators such as personal pride, professional norms and
standards or altruism appears to be challenged by findings in healthcare and other
similar domains. These arguments are not new.6
In reality, the behaviour of healthcare providers may be driven by a range of
interacting factors including:
•

Intrinsic rewards

•

Competitiveness

•

Professional norms and standards

•

Reputation among peers and the community

•

Remuneration.

•

Crowding out may spread (both to other tasks and to
co-workers), decreasing intrinsic motivation for work
not directly incentivized by the monetary rewards.

The range of influences on the functioning and performance of a healthcare system,
as well as how individuals and groups within this system interact, is illustrated in
Figure 2 (adopted from Appleby et al, 2012).

•

Crowding-out is strongest when external rewards
are large; perceived as controlling; contingent on
very specific task performance; or associated with
surveillance, deadlines or threats.

The relative importance of these will vary between the healthcare professions and
disciplines. However, manipulating greed as an engine for quality or other healthcare
policy objectives may be too simplistic and, as conveyed by various commentators,
should be approached with caution. While financial incentives may play a role, they
should not supplant other behavioural incentives which may include:

Evidence from the education setting in the US does
not support financial incentives as positively
influencing professional performance. Schemes to
improve high school teaching and students’ academic
results in the US have been unsuccessful. In some
instances student achievement even declined
following application of incentives.4-5
In healthcare, a key additional factor is that it is
increasingly a ‘team sport’ where outcomes are
ultimately dependent on a people and systems
interacting in concert with one another. It is difficult
to incentivise team work with bonus payments
to individuals, which is why how incentives are
distributed among those whose behaviour they are
intended to influence is important.
This may also explain why financial rewards tend to be
more effective in healthcare settings when applied to
tasks or objectives not contingent on collaboration
(e.g. radiology reporting times; immunisation).

•

Timely feedback of performance data to stimulate improvement.

•

Providing information on performance in comparison with peers and benchmarks.

•

Encouraging and supporting opportunity for local innovation.

•

Providing granular information on how systems and processes
can be improved in a local context.

•

Harnessing other motivators such as collaboration,
teamwork and collective achievement of results.

Innovation local context
The findings of Appleby and colleagues stress the need for adaptability and local
innovation. Harnessing local ingenuity and innovation is promoted by organisations
such as the Institute for Healthcare Improvement (IHI), and empirically supported in
large system transformation.7
An Australian example of local practice improvement resulting in both better patient
outcomes and efficiency is provided in the box on the next page.
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Figure 2. Factors in health system performance and provider behaviour

Performace
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NSQHS Standards
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Regulation & governance

Incentive & monitoring
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core hospital outcome indicators registries
patient experience in hospitals

P4P: pay for performance

High quality
hospital care

Clinical care standards
and guidelines
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& education
Organisational development
& collaboration

Consumers & demand

P4P, PbR, VBP*

* Financial incentives:

Credentialling
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Transparency:
public reporting

National S&Q Goals
for Health Care

Primary care &
hospital avoidance
Partnering with
consumers

Health literacy

Prevention and
health management

PbR: payment by results

Social determinants
of health

VBP: value-based purchasing

Door to balloon times at Sir
Charles Gairdner Hospital (SCGH) 8
Timely primary percutaneous coronary intervention
(PCI) has proven mortality benefits over thrombolysis
for treating ST-elevation myocardial infarction
(STEMI). These benefits are time dependent with
longer door-to-balloon (DTB) times associated with
higher mortality. Guidelines recommend DTB times
< 90 minutes in 75% of cases presenting to institutions
providing primary PCI. Australian registry data suggest
these targets are rarely achieved.
A team at SCGH implemented an interdepartmental
protocol of patient transfer from ED to the Cardiac
Catheterisation Laboratory (CCL). Two important steps
of the primary angioplasty pathway were improved:
the decision-making process and transfer of the patient
to the CCL.
The change in the admission and transfer system
through ED resulted in immediate and sustained
improvements with a highly significant 20-minute
reduction in median DTB time and a marked increase
in the proportion of patients with < 90 minute DTB
times. Secondary outcomes are likely to include
reduced morbidity and complications, shortened
NOS and earlier discharge.
This illustrates an effective process redesign at
clinical microsystem level to ensure consistent
evidence-based care. 8
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Key aspects of ‘successful’ schemes
There are some common traits of P4P schemes demonstrating a
desirable effect. These include inter alia:
•

engagement of key stakeholders in the design of schemes

•

use of reliable data and metrics that are ‘accepted’ by the those
whose behaviour is being influenced

•

adaptation to local requirements and context

•

the targeted activity not excessively dependent on collaboration
and team work.

Comparing the Advancing Quality (UK) with
PHQID (US) schemes
Comparing the evaluation of the Premier Hospital Quality
Improvement Demonstration (PHQID) project with the ‘Advancing
Quality’ (AQ) scheme provides some useful insights. Both are
fundamentally similar, and both function on a ‘tournament’ basis.
PHQID evaluations have repeatedly failed to demonstrate outcome
benefits9-12 whereas positive results associated with the UK scheme
are emerging.13-14
What are the key differences? Firstly, the incentives in AQ are larger
and distributed among a wider spread of high performing hospitals.
Whether this is the key is debatable as there is no clear consensus in
the literature.
Second is the way in which participants implemented and applied the
schemes. From the outset, CEOs of AQ participating hospitals agreed
that bonuses would not be taken as personal income but “would
be allocated internally to clinical teams whose performance had
earned the bonus” 13(p1822). The bonuses were re-invested in quality
improvement activity such as:
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•

Employment of specialist nurses

•

Development of new or improved data collection systems for
regular feedback to clinical personnel about local performance

Moreover, despite the competitive nature of the scheme, staff from
all participating hospitals in northern England regularly met face-toface to discuss issues and share learnings.13 No such re-investment
of bonuses, or collaboration with peers (with the exception of
‘webinars’) was evident in the PHQID scheme.
It could be argued that financial incentives alone are perhaps not
sufficient unless coupled with other interventions which tap into other
motivational factors listed above. Indeed, financial bonuses could be
seen as a facilitator of these.
It is clear that the success of financial incentive schemes in complex
healthcare organisations depends strongly on implementation and
application, as well as their design and theoretical underpinnings.

A checklist for implementation of financial
incentive schemes
Glasziou and colleagues note that while financial incentive schemes can
sometimes improve the quality of care, such schemes can also be an
‘expensive distraction’.15 They propose a checklist to prevent inappropriate
implementation and unintended consequences of such schemes.
A. Planning
1. Does the desired clinical action improve patient outcomes?
2. Will undesirable clinical behaviour persist without intervention?
3. Are there valid, reliable, and practical measures of the desired
clinical behaviour?
4. Have the barriers and enablers to improving clinical behaviour
been assessed?
5. Will financial incentives work, and better than other interventions
to change behaviour, and why?
6. Will benefits clearly outweigh any unintended harmful effects,
and at an acceptable cost?
B. Implementation
7. Are systems and structures needed for the change in place?
8. How much should be paid, to whom, and for how long?
9. How will the financial incentives be delivered?

1

This may explain why there is stronger evidence for P4P in settings where recipients work
individually and where the work is discrete (e.g. immunisation rates, radiologists’ reporting times).

2

PHQID participation is voluntary whereas AQ is compulsory.
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Herman Miller
revolutionises
the patient chair:
Nala, with Herman Miller
ergonomics embedded.

The Herman Miller Nala Chair is the first patient chair
in the world to embed the leading ergonomics from
Herman Miller task seating into a patient chair. When
researching the chair, Herman Miller discovered
that most patient seating was not designed for
comfort but rather as a place to put a patient to test
if they could tolerate being upright. Herman Miller
approached the design of the chair by asking:

“W

hat if a chair could actually be good for the patient to be in? And what if
it gave a patient a comfortable and supportive alternative to the bed?”

Researchers engaged with more than 200 caregivers in more than 19 hospitals
and healthcare systems to learn about patient seating and what worked and didn’t
work in current patient chair offerings. They also consulted ergonomists, physical
therapists, gerontologists, and more than 70 healthcare designers.
They found that when a person sits in a chair and uses its reclining backrest, disc
pressure can drop by as much as 20 percent. As people age some can develop a
great curvature in the upper back, with rounded shoulders and a forward slump.
With a large thoracic curve, the backrest actually has to recline quite a bit more,
up to 40 degrees, just to keep the neck and upper thoracic regions upright.
Nala’s Harmonic tilt mimics the natural movement of the patient’s body. The
chair’s back and seat move synchronously, opening up as the patient reclines
and tilting around the body’s natural pivot points. Patients can rest anywhere
within a 24-degree recline range. Dampening cylinder controls movement for
large- or small-statured patients.
Collaborations biomechanics engineers, ergonomics experts and geriatric
physicians led to a greater understanding of the biomechanics of a person rising
from a chair. This meant a focus on a few features: armrest design, foot space
under the chair and seat height.
The ability for patients to place their feet on the floor, which means the chair must
have a lower seat height, was found to be more important than a higher seat to
assist ingress and egress. While recliners with integrated footrests might provide
a means to elevate the feet, they also prohibit patients from effectively shifting
their weight by planting their feet under the seat. An open area under a chair more
effectively assists the patient.
Armrests that pivot out of the way can help caregivers with some types of
transfers and provide access to the patient while seated. Wider, soft and angled
armrests give patients a comfortable place to rest their arms and provides a guide
and leverage tool for transferring safely into and out of the chair.
Using the chair is easy – both arms pivot out of the way, the patient can recline
using either hand, the recline movement is smooth and easy.
Nala combines ergonomics and technology with the comfort, durability and ease
of cleaning you need in a patient chair. Its tilt, support and contours all follow
the movement of the human body, creating a patient chair that’s truly designed
around the patient.
Nala is backed by Herman Miller’s unique 12 year, 7 day, 3 shift warranty.

»
For more details on Nala or any of Herman Miller’s healthcare
range please contact info_au@hermanmiller.com or
visit www.hermanmiller.com.au
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Nala Patient Chair.
The only patient chair with Herman Miller’s
award-winning ergonomics built in.

Patented Harmonic™ tilt mechanism supports the user
when adjusting from recline to forward position

Responsive, all-over support with seat-and-back suspension

Reclining backrest reduces disc pressure by up to 20 percent

Generous angled armrests provide resting
comfort and a leverage tool for transfer

Lower seat height and separate footstool allows patients
to have feet flat on the floor during transfer from chair

The only patient chair with Herman Miller’s world-leading ergonomic technology
built in, the Nala Patient Chair provides patients an exceptionally supportive
alternative to the bed. Designed in consultation with caregivers and health
professionals, Nala combines comfort with the durability, mobility and ease
of cleaning you need in a patient chair. Visit hermanmiller.com.au for more
information on Nala and other high-performance healthcare solutions.
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Vernacare is a leading infection
control organisation, manufacturing
and distributing innovative single-use
system and award winning products for
human waste management.
Vernacare pioneered the single-system
more than 50 years ago, to help reduce
the risk of cross-infection and save
nursing time, whilst minimising the
environmental and cost impact of
alternative re-usable systems. They are
the only company to manufacture the
complete human waste disposal system,
including pulp disposal unit and a full
range of medical pulp products.
Their pulp container products are
manufactured using 100% over-issued
clean newspaper. As the biggest medical
pulp moulder in the world, producing
around 150 million units per year, they
have invested heavily in automation and
quality control measures to ensure that
the product quality is of a consistently
high standard.
With over 200 employees across the UK
and North America, working alongside a
global network of international partners,
the Vernacare system is supported by
specialist teams who provide the highest
standards of educational support,
technical assistance and customer care
to a varied customer base across over
50 countries worldwide.

Vernacare
launches new
‘touch-less’
macerator
Vortex Plus
Global pulping technology
manufacturer Vernacare is
setting new standards in
infection prevention with its
new Vortex+ disposal unit, which
uses ‘touch-less’ technology to
ensure that the disposal of
patient waste from toileting and
washing is entirely hands-free.

T

he new Vortex+ is activated via a foot
sensor to open and close the machine,
eliminating the need for any hand movement
or contact. This reduces the risk of crossinfection when disposing of fibre-moulded
bedpans, urinals and other products
containing human waste.
The new technology can be ‘auto-start’
enabled, which means that when the lid
closes, the machine starts automatically
without the need to press a start button. As
well as eliminating hand contact, the ‘autostart’ upgrade also prevents multiple waste
containers ‘stacking up’ in the machine.
This overcomes the potential problem of
overloading the machine and ensures the
effective flow of the disintegrated waste
particles through the drains.
“The original Vortex is widely considered to
be a market-leading machine, but the new
Vortex+ macerator offers some important
improvements”, said Emma Sheldon,
Vernacare UK Group Marketing Director. “The
hands free operation and ‘auto-start’ features
have both been created with input from our
customers. The automatic start upgrade is
particularly useful in older installations –
helping to keep the drains clear by reducing
the pulp-to-water ratio”.
The new Vortex+ retains the original closeddrum system of the existing Vortex model.
With its sealed, water-filled hopper and
unique twin-blade design, the machine
ensures that waste products are broken down
into a fine slurry.
The new model retains other original Vortex
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features, including an integrated automatic
anti-bacterial deodoriser which cleans and
disinfects inside the machine at the end of
each cycle. A self-diagnosing display panel,
together with manual emptying override, also
makes machine maintenance easier.
The Vortex+ is highly energy efficient because
it operates using a cold water process.
In addition, its powerful 1kW three-phase
motor enables a rapid cycle time of just two
minutes for up to four pulp waste containers.
Soundproofing has been incorporated into
the new system design to allow use during
the night.
The Vortex+ is manufactured to ISO EN
9001:2008 standards and tested to ensure
compliance with CE and BS requirements.
Vernacare is the only company worldwide
to manufacture a complete single-use
human waste disposal system and has been
a global market leader for more than 50
years. Its system helps to reduce the risk of
cross infection and improve environmental
performance, while saving nursing time and
generating cost savings.
The Vortex+ machines and fibre-moulded
disposable products – from wash bowls
and bedpans – to male and female urinals –
are designed, engineered and manufactured
at Vernacare’s award winning UK production
facility.
The new Vortex + is available through EBOS
Healthcare, exclusive Australian and New
Zealand distributor of the Vernacare waste
disposal system.

»

»

For more information please contact EBOS Healthcare at
1800 269 534, or email customerservice@ebosgroup.com.au
See the Vortex macerator in action on video:
www.eboshealthcare.com.au/ebos-brands/vernacare

For a free trial in your
facility please get in touch
with the EBOS Sales
team on 1800 269 534
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Vortex

The Next Generation of Macerator
from Vernacare.
The revolutionary single use system is at the forefront
of human waste management.

TA K E I T F O R A S P I N

Improved Infection Control
Innovative new features ensure even greater
levels of infection control:
• Hands-Free lid opening
• Hygienic lid seal – no aerosol leakage
• Blockage Prevention
• Anti-Bacterial Deodoriser
• Self Diagnosing LCD

Cost Effective
• The Vortex disposes of four bedpans or
urine bottles in two minutes
• Average of 60% less water usage per item
than traditional pan washers
• Lower electricity requirements

Environmental Benefits
• Two minute cycle using only cold water
• Approx. 97% less electricity and 60% less
water required

MAYBE IT’S TIME
TO CONSIDER A
VORTEX IN YOUR
FACILITY

For more information:

Free Call 1800 269 534 | Free Fax 1800 810 257
Email customerservice@ebosgroup.com.au | www.eboshealthcare.com.au

Vortex.indd 1
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MRI Multi
Unique
Design
Solutions
for
Vendor Design
Shielded
Rooms
With most healthcare
builders and
MARKETPLACE

With
13 years of
design and
architects
realising
theconstruction
power of
expertise, Faraday will deliver your MRI
BIM
3D software,
Faraday
suite
or and
shielded
room for EMG,
EEG,Pty
ECG
Ltd have invested
in on
developing
applications
on time and
budget.

capabilities to integrate
Odrafting
our shielding products seamlessly

ur proven method of construction for shielded
rooms uses copper, the best material for MRI and medical
shielding applications. Copper has the highest conductivity,
durability and corrosion resistance of any commonly used shielding
material. Combined with our range of superior quality RF shielded
doors, windows and components our customers can be confident
Pty
Ltdbuilt
have
industry
thatFaraday
a shielded
room
byextensive
Faraday willconstruction
perform to specification.
Imaging
“artifacts”inare
eliminated,
giving radiographers
a crystal
knowledge
the
area of design
development,
clear view of the intended scan and improved diagnosis
including building services integration, acoustic
of the patient’s condition.

into your project.

design and site planning. Complementing this

Our shielded rooms are finished with the maximum amount of patient
knowledge, we have in-house drafting capability
care and ambience available. It is our goal to make the patient feel as
utilisingand
Revit™,
and
AutoCAD™
software
comfortable
relaxedNavisworks™
as possible within
these
conditions.
Contact
Faraday
to discussaour
range of design
innovative
patient comfort
products.
to produce
complete
solution,
ranging
from
Not simple
only are shop
our products
of the
highest quality,
so too is our
drawings
through
to 3D models.
customer service. Our Site Managers are there every step of the
wayUsing
to guide
and
support healthcare
professionals
clear
our
extensive
worldwide
networktoofprovide
partners,
andFaraday
accurate can
understanding
of
the
project
delivery.
offer a unique multi-vendor magnetic

shielding design for MRI. The multi-vendor design
allows you to keep building even though the
customer has not chosen their MRI scanner. With
Faraday’s multi-vendor design, you can be confident
that the magnetic shielding design will do the job no
matter what the customer’s decision may be.
Faraday Pty Ltd also have the capability to provide a
range of consulting services including EMF modelling
and on- site ambient magnetic field testing to assess
the suitability of proposed MRI sites within your
building. Prudent site assessment can prevent costly
redesigns by identifying siting problems before they
Faraday
occur. has a dedicated in-house team that can capably construct

your project in any given location, be it locally or in remote locations
of
Australia
New
Zealand.
We test our
shielded rooms
using
We
don’t or
just
design
shielding
solutions,
we build
international
testthe
standards
to ensure we
meet specifications,
them. Using
best products
available
on the
and we invite our customers to witness the testing.

market, Faraday Pty can design, build and coordinate a

We also offer a unique in house design service utilizing Revit™,
complete MRI shielding solution to suit any budget
Navisworks™ and Autocad™ software, enabling us to provide a
and anydesign
site. We
havefrom
thesimple
knowledge,
product
support
complete
solution
shop drawings
to 3D
models
and
(Building
Information
Modelling)
andBIM
trade
network
to deliver
the best MRI shield on

time and
onalso
budget.
Faraday’s
staff
possess extensive technical capability, providing
a range of consulting services including EMF consultation and on-site
To discuss
any field
of Faraday’s
unique
ambient
magnetic
testing to assess
the shielding
suitability ofsolutions
proposed MRI
sites
yourcan
building.
team
can perform
a site assessment
andwithin
how we
helpOur
your
project
succeed.
and identify issues which could potentially cause costly redesigns
before they occur.
Call us today on (03) 9729 5000
or visit
Call us today to discuss your shielding
www.faradayshielding.com.au
requirements
on +61 3 9729 5000.
»

MRI Design and Construct Specialists
www.faradayshielding.com.au
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A Host Of Innovative
Powered Devices for
Healthcare....
Australia

Battery
Powered
Trolleys
& Movers
a Breeze
to Use

Wide

Service
We are a proud supplier of a number of
products, particularly suited to the healthcare
industry. We are committed to developing and increasing
health and safety at all levels of your organisation.

EVO Bed Mover

is the ultimate safety
device for organisations
that want to easily
transport patients in beds.
With a unique battery
powered design, the EVO
Mover is effective, simple
to manoeuvre and takes up
little space even in lifts.

Drover Stand On Tug

M

aterials Handling has a wide range of solutions that suit safety
and productivity in the Healthcare industry. They are a proud
supplier of a number of ground-breaking Australian Made solutions
& are committed to developing and increasing health and safety at
all levels of this sector.

They offer an amazing range of innovative and intuitive Bed Movers.
One device in particular is the EVO Bed Mover. It’s the ultimate
safety device for organisations that want to easily transport patients
in beds. With a unique battery powered design, the EVO Bed
Mover is effective, simple to manoeuvre and takes up little space
especially in lifts.
Another recent release is the Drover Stand On battery operated tug.
It is ideal for situations where staff may currently be walking long
distances throughout their working day. They do this with linen &
food trolleys, waste bins and most mobile equipment. With Drover
Tug these trolleys are pulled effortlessly whilst saving worker fatigue.
Polymedic are a proud Australian manufacturer of trolleys for the
health and aged care industry. Materials Handling have worked
with Polymedic to power drive their range. There is an extensive
range of powered trolleys constructed from this hospital grade,
lead free poly materials.

is the latest addition to
our vast range of battery
operated towing
equipment. Linen & food
trolleys, waste bins and
most mobile equipment is
pulled effortlessly by the
Drover whilst saving on
worker fatigue.

Powered Trolleys

are supplied fitted with
our Compass & Ezi-Wheel
battery power units. With
these safe energy saving
powered wheels there is
no effort manoeuvring
them over carpet up
slopes & other difficult
areas. We have fitted this
Polymedic trolley fitted
with our Ezi-Drive.

Some of our other products
for the Healthcare industry:
olley
Powered Tr

To improve their worker’s safety & reduce their fatigue Prince
Charles Hospital in Brisbane have just taken delivery of five EVO
Bed Movers together with a number of Tugs that are used for waste
bin movement & in their stores area. If you have an idea in mind,
but are unsure what product would be best then Materials Handling
can provide one of their Custom Solutions to help solve your
workplace problem.

Rollee
Bariatric
Wheelchair

Clax
Cart

The new Bedlift, Bed Stacker, has had an amazing positive
reception from many hospitals. The Bedlift is a space saving vertical
storage solution and a cost effective way to remove unused “hallway
beds” from hospital corridors and store them in a neat and easy
to access fashion.
Materials Handling tailor make products to meet requirements and
budget, whilst satisfying workplace obligations. They say, don’t
compromise safety. Power your existing needs!

»
For more information please visit
www.materialshandling.com.au/
products/evo-bed-mover/
hospitalhealth.com.au

HH1506MH

Our website: www.materialshandling.com.au
Phone us: 1300 65 00 35 Fax us: 1800 68 68 96
Email us: sales@materialshandling.com.au
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St Vincent’s
Private Hospital
– Operating rooms

DuPont™ Corian® Solid Surface was selected as
the primary wall lining material for the refurbishment
of Operating Rooms at St Vincent’s Private Hospital
Sydney, following a collaborative prototyping
process including rigorous bacterial, chemical,
stain and impact resistance testing.

C

ritically, the seamless joining capabilities of Corian® allowed the walls to
be constructed without any visible conventional joints which are natural
weak points when striving for a completely clean environment. The refurbishment
was completed within an existing building and the flexible detailing properties
of Corian® accommodated building movements and vibrations.
Impressively, on-site construction began on the 24th of December 2014 and only
seven working days into the programme the full structure of both operating rooms
had been assembled, significantly reducing the construction time and impact
on the adjacent live operating theatres and surrounding hospital environment.
The seamless joining, forming and lighting attributes of DuPont™ Corian®
allowed exacting functional requirements with an aesthetically driven response.
Radius-formed corners further assist with the ease of surface cleaning,
which is essential in sterile environments such as Operating Rooms.
Wall-washing perimeter lighting enhance the purity of DuPont™ Corian®
in Glacier White colour and distribute light evenly and without shadow.
The contrasting Aspen colour of DuPont™ Corian® was used to establish a
‘Services Reticulation Zone’, intended to rationalise the complexities inherent
with medical services and associated outlets in Operating Rooms. The entirety
of DuPont™ Corian® was cut, formed and pre-assembled off-site, significantly
reducing site times and ensuring accuracy upon installation.
The client has embarked on a further programme of Operating Room
refurbishment utilising DuPont™ Corian® as the selected wall lining.

60

»

»

Corian® is available
from CASF Australia.
Visit www.casf.com.au
or phone 1300 267 426

Designer: Angel Mahchut Pty Ltd
Builder: Cadwell Construction & Interiors Pty Ltd
DuPont™ Corian® fabricator: Norford Industries
in conjunction with Benchmark Architectural
Joinery Pty Ltd.
Photos: Kevin Chamberlain Photography
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Seamless

operating room walls
imagine it with Corian

®

Corian® was selected as the primary wall lining material for the refurbishment
of Operating Rooms at St Vincents Private Hospital Sydney, after rigorous
bacterial, chemical, stain and impact resistance testing.
To find out more about the endless applications of Corian®,
call 1300 267 426 or visit www.casf.com.au.
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Australian Healthcare Week 2016
15th -17th March 2016: Australian Technology Park, Sydney
THE ANNUAL MEETING PLACE FOR
AUSTRALIA’S HEALTHCARE INDUSTRY

Event Information
To register or to view the full program, visit www.austhealthweek.com.au.
By registering to one event, you will have access to attend the three main
two day conferences.

This year’s event will feature 80+
International and Australian Healthcare
thought leaders who will share
on, driven by advances in technology, which presents us with new
solutions to the challenges you face
and look to influence the direction
da for Australian Healthcare Week , taking place on 15 - 17 March
of the industry going forward.

EVENT STRUCTURE

1

DAY

What’s new
indesign
2016? and operation of healthcare
ethink our approach
to the

ill feature:
ght leaders
d Care

In 2015 the event cemented its position as Australia’s
largest one-stop-shop for healthcare stakeholders looking
to develop strategies to address the challenges faced
during infrastructure development and ICT integration
across our healthcare facilities. In 2016 I’m excited to
announce the following new additions to Australian
Healthcare Week:
•

New conferences on Healthcare Procurement and

Aged Care
nt
are futurists, cutting
edgeand
technology
showcases
product
•
A new
expanded
exhibitionand
layout,
including

specific zones for Healthcare Technology, Medical
Devices and Healthcare Facilities Design and
addresses healthcare
infrastructure development, ICT management,
Development
•

3 on floor stages in the exhibition hall for healthcare
futurists, cutting edge technology showcases and
product demonstrations

7 March
Australian Healthcare Week is the only event that addresses
mit:
15-16 healthcare
March
infrastructure development, ICT management,
15-16 procurement
March
and aged care all under one roof.
h
17 March

Australian Healthcare Week Exhibition

Conference Day 2

Conference Day 1

Conference Day 2

Conference Day 1

Conference Day 2

Hospital CEOs Roundtable

Hospital CIOs Roundtable

Aged Care CEOs Roundtable

Hospital CPOs Roundtable

3

DAY

+61 2 9229 1000

17 March 2016

PANTONE 2597 C
PANTONE 355 C

Focus Day

Focus Day
Australian Healthcare Week Exhibition

David Perry, Peacock Brothers



16 March 2016

Conference Day 1

“Not only the best healthcare
conference I’ve been involved in
10 years in the industry, but the
nted to have the
ability
to choose your in
owngeneral.
schedule, combining
best
tradeshow
The
organisation and communication
all access passfrom
, meaning
thatwas
you can
attend sessions
from across
IQPC
fantastic
from
beginning to end, the quality of
people who came to our stand were
great, exactly the audience we need
Join the
to be speaking
to.conversation:
We are looking
•
forward to the
next one!”
• Follow us @AustHealthWeek

althweek.com.au

2

DAY

15 March 2016



registration@iqpc.com.au

»
To register or to view the full program, visit
www.austhealthweek.com.au. By registering to one event, you
will have access to attend the three main two day conferences.
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15-17 March 2016

Australian Technology Park, Sydney

GET YOUR FREE EXHIBITION PASS!
www.austhealthweek.com.au
Your gateway to the right providers for your healthcare projects

Three day
healthcare design,
construction/
engineering,
medical equipment
and technology
exhibition

More than
100
exhibitors

On-floor
demonstrations
and presentations

Latest
technologies,
products
and services

Unrivalled
networking
opportunities

Who should attend this exhibition?
Anyone involved in the design, development, technology provision, patient experience
and project management of health facility and aged care projects.

*This free exhibition pass does not include entry to the Australian Healthcare Week conferences.
To find out more about the conferences, visit www.austhealthweek.com.au.
*The expo passes are subject to availability

To get your free pass, visit www.austhealthweek.com.au and register your details
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COVER

STORY

5 Essential Steps
for Strategic
Procurement
T

Hugh Watson discusses the steps involved in running a procurement contract
along with ideas for planning a second or subsequent tendering process.

o meet the increasing demand for aged and healthcare services
more facilities will need to be built and extended, additional
computers and other equipment will need to be procured and extra
cleaning and other services will need to be provided. The challenge is to
ensure that limited funds go as far as possible so providers can continue
delivering high quality services to a growing number of patients.

With time and budgetary pressures, a significant information
imbalance with contractors and suppliers, long lead times and
a raft of unknowns, procurement projects can be daunting. There
are, however, steps you can take to maximise the value of your
investments and to help deliver your procurement projects on
time, on budget and without costly and time wasting disputes.

1. Have the right team
Before you start any major procurement make sure you
have the necessary experience and resources. If you and
your team are not experienced in running procurements,
there are a range of project managers and other
consultants who can help. To find the right person for the
right job check for experience on projects similar to your
project and seek people who understand and reflect your
values, priorities and objectives.

2. Competitive tension
After determining the optimum project delivery model and
preparing a tailored contract, it is time to select a contractor
or supplier. Best practice procurement would have you run
a competitive tender. So, rather than using the contractor or
supplier you used last time, or only asking for a price from
one person, you ask a number of people to bid. Competitive
tension between tenderers helps keep them “honest”, thereby
achieving better value for money and a better risk allocation
for you. It is unfortunately all too common that, when a
contractor or supplier knows it has got the job, it will seek
more than if there is a risk of losing the job to another person.

If you engage a consultant, the consultancy agreement you
sign them up to should clearly set out what the consultant
must do and protect your rights and entitlements.
Similarly, the consultant’s remuneration should be aligned
with your interests. For example, a common remuneration
model on building projects is to pay the consultant a
percentage of the total build costs. With this remuneration
model the consultant is paid more if there are budget
overruns, yet you want build costs kept to a minimum.

You should strive to maximise and maintain the competitive
tension when you are looking for a contractor or supplier. Amongst
other things you should:
•

•
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not appoint a preferred supplier until all of the technical,
commercial and legal issues have been resolved to your
satisfaction. It is not necessary to negotiate with all
tenderers, but the option of bringing such parties back to
the table should be maintained; and
structure your tender to require tenderers to tender
on the same basis to help get an “apples with apples”
comparison. Clients are very good at comparing price,
but unless what is being priced is the same or relatively
similar (including legal and technical requirements) it is a
relatively meaningless measure.

hospitalhealth.com.au

3. Selecting your project
delivery model
One of the key determinants of a successful
procurement project is whether it has been
set up correctly from the start. That is, has
the optimum framework or approach for the
delivery of the project been used?
There are a range of project delivery models
out there, but unfortunately clients often run
their procurements the same as their previous
ones, not realising that there may be ways to
achieve better value and efficiencies or that the
new procurement may warrant a completely
different approach.
When it comes to delivering aged care building
projects, for example, organisations are
attached to construct only contracts. Under
such contracts design responsibility is retained
by the aged care organisation and the builder
is only responsible for construction issues.
Aged care providers say they do this as they
understandably want to ensure that their new
building meets all of their residents’ needs.
There are, however, alternative procurement
models which can give organisations this
design control and comfort while passing
additional risk and responsibility to other
people. Clients seldom consider these options.
The important thing to realise is that there is
no one size fits all approach to selecting the
optimum project delivery model. You need
to carefully think about your procurement
priorities and delivery drivers and select the
model that will deal most effectively with the
complexities and risks on your project.
This does not mean ticking through the usual
suspects of what you could do. Rather, you
should turn your mind to all manner of
possible delivery models. Is there,

for example, something the sharing
economy (that is the Ubers and
Airbnbs of this world) can teach you?
This is not as silly as it may seem. More
and more organisations are today working
out exactly what they need and concluding
that it makes more sense to share their assets,
resources or requirements with another similar
organisation so that costs and responsibility
are also shared.
The optimum project delivery model for
your project will be influenced by a range of
considerations, including:
•
•
•
•

project objectives and characteristics,
eg the need to “fast track” delivery
and budget constraints;
your resources, capacity and expertise
in project management and contract
administration;
the degree of complexity of the project,
ie “business-as-usual” versus a special
“one off” procurement; and
the potential to achieve value for money
through letting multiple packages of work
concurrently and taking advantage of
economies of scale.

Once you have selected the appropriate project
delivery model it is then important to ensure
that the corresponding contract is tailored
to you and your project. No two projects are
the same, so project specific amendments
are generally required to all contracts on all
projects. Further, on building projects it must
be remembered that Australian Standard
form contracts, such as the AS4000-1997
construction contract, do not work “off the
shelf” and that they need a large number of
amendments to address recent legislative
changes, to improve their clarity and operation
and to provide some additional protections
to the client.

“Clients often run their procurements the same
as their previous ones, not realising that there
may be ways to achieve better value and
efficiencies or that the new procurement may
warrant a completely different approach .”
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4. Retain ownership of your project

Hugh Watson

It is essential that you retain ownership of how your projects are set up and run.
This is because contractors and suppliers are only required to build, clean or
deliver what the contract specifies they must. You can have the most robust legal
terms and conditions in the world, but if the technical requirements or service
description does not detail exactly what you want, there is unfortunately not much
you can do about it as that is the legal bargain the parties struck.
It is very important therefore that you clearly articulate in the contract what your
needs, requirements and expectations are. You should not delegate this entire role
to consultants, contractors or suppliers. If, for example, you are going to extend
your hospital, make sure you are working hand in glove with the architect so she is
designing what you actually want and need. You do not want her to go off thinking
she will win the next architectural award at your expense. If you are procuring a
new IT system, do not just let the equipment vendor tell you what it can supply.
Instead, work out exactly what you want and ensure that your IT contract requires
them to work towards that.
It is, after all, your project, and reputation and budget which are at risk,
so it is up to you to ensure that it is right.

Principal, Moores

Hugh Watson is a
Principal at Moores,
where he focuses on
drafting and negotiating
construction, supply,
maintenance and other
commercial agreements.
Hugh also advises clients
across the aged and
healthcare sector on:
-

procurement strategies
and implementing
projects to achieve
efficiencies and greater
value; and

-

project and claims
management to help
deliver projects on
time, on budget and
without disputes.

5. Manage the project
after contract signing
Once a contract is signed clients commonly leave
the project to pretty much run itself. However, my
experience makes it clear that:
•
•
•

Further reading
If you would like further advice on
procurement strategies, and the structuring
and implementing of projects, to achieve
efficiencies and greater value, please contact
Hugh Watson on (03) 98432185.
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knowing and using the contract you have signed
rather than leaving it in the “bottom draw”;
sensible and pragmatic contract administration; and
considered communications with contractors, will
help ensure that projects are delivered on time, on
budget and without costly and time wasting disputes.
This is the case irrespective of whether you have
engaged an architect or other consultant to
administer the contract for you. Accordingly, take
the time to develop your team’s understanding of the
contract and their capacity to effectively administer it.

hospitalhealth.com.au

AHH

Design encompassing superior safety…
Safely turning the patient that can’t be turned? Now that’s patient care at its best. When your ICU, Spinal
or Ortho patients are critical and bed bound, the last thing we want is a Pressure Injury. Now with perfect
control and balance with our guaranteed turning function, we can partly replace the body’s movement and
act preventatively against PI’s. The Multicare Critical Care Bed will set you apart from the rest. From ICU to
Spinal to Orthopaedics – the Multicare’s Automatic Lateral Therapy has allowed Hospitals globally, to apply
it widely, while providing an unparalleled standard of care, use and recovery. Just some of the services
the Multicare can provide are as follows: Prevention of pulmonary complications, Safe X-raying, Automatic
weighing, Comfortable control, Easier breathing and of course, the prevention of Pressure Injuries.
E-mail or call to request a brochure or more information.

Brisbane - Sydney - Melbourne - Launceston - Adelaide - Perth
www.ambientcareinteriors.com.au

AHHB_AMS_Summer2015_Artwork_R1.indd 1

1800 429 117

sales@ambientcareinteriors.com.au

6/11/2015 12:10:56 PM
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FEATURE

STORY

Device Technology Procurement:

Shifting Focus
from Cost to Value
Health technology assessment is an evidence-based approach which is rapidly
being adopted across the globe to help deal with the complex question of device
procurement within hospitals. Dr Eugene Salole explains.
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“Oh, East is East and West is West,
and never the twain shall meet…”

I

n relation to new healthcare technology with focus on cost-containment on the one
hand and rising patient demand coupled with
the desire for improved health outcomes on
the other - Mr Kipling, the Mumbai-born English
author, poet and Nobel Laureate’s cliché may
seem to also hold true in the context of hospital
budget-setting and purchasing decisions. Not
necessarily so, however; in this sphere there
continues to be steady progress towards
engagement between the twain, as a result of a
shift away from exclusive consideration of cost
towards more focus on benefit delivered.
Hospital procurement officers in Australia face
the same daunting issues as their counterparts
in Canada, the UK and other developed
nations with universal coverage (‘national
health’) systems, in particular escalating
costs, maintenance of a high quality of service
provision and the continual availability of
innovative, often expensive, technologies to
help deliver care. Balancing access to potentially
effective devices, which might enhance the
delivery of quality care and improve patient
outcomes, against setting (and not blowing)
the hospital budget is a delicate and difficult
task. At the heart of the dilemma is the issue of
value: what benefits may the hospital or local
purchasing group expect to receive, in terms
of improved clinical outcomes, from investing
in a particular class of technology or a specific
product? An evidence-based approach which
is rapidly being adopted across the globe to
help deal with this complex question is ‘health
technology assessment’ (HTA).

Health technology assessment (HTA)
In brief, HTA is a multidisciplinary research
activity which aims to evaluate a new
technology (or procedure or service) with the
objective of providing decision-makers with
robust recommendations upon which they may
base adoption and funding decisions. It does
this by explicitly gathering and evaluating the
evidence around a product – the information
available in support of the benefits claimed
(clinical or otherwise), and also potential
harms, and all the cost implications of adopting
the technology (its likely utilisation rate,
maintenance costs, etc.) – and then comparing
these facets with the characteristics of the
alternative products available [1]. This may
appear to be no different from what usually
happens when device procurement decisions
are made - but the key distinctions with the HTA
approach are that it is, first and foremost, datadriven; benefits (and potential harms) need to
be substantiated by hard evidence, preferably
from experimental studies like clinical trials, and
all relevant costs identified.

Secondly, and crucially, both the benefits and
costs are then compared against those of a viable
alternative, the ‘comparator’, which might be the
product in current use or nothing at all (perhaps
‘usual care’ in a clinical setting). It is this explicit
assessment of a new device technology against
its comparator, in terms of both benefit and
cost, that delivers the information from which its
relative economic value, its cost-effectiveness, is
gauged (Figure 1).
The evidence for benefits (and potential harms) of
a technology is usually collected by researching
the peer-reviewed literature, or may be supplied
by the vendor (as is often the case when studies
were not openly published, but available from the
manufacturer as ‘whitepapers’), then appraised
critically for quality and content, and finally the
results summarised. In circumstances where data
is available from several studies, the process of
literature collection, review and summation is
known as systematic review and meta-analysis,
which usually concludes with an overall statistical
point-estimate of the benefit as well as its range
of uncertainty [2].

Usefulness of HTA
The economic evaluation component of HTA
provides, at a minimum, the potential short-term
(1-5 years) impact of purchase and adoption
on the hospital budget; but it can also deliver
an estimate of the economic value of the new
product, its relative cost-effectiveness, in terms
of dollars per tumour detected for example,
or better, cost per successful health outcome,
such as an additional year of survival gained.
This figure not only frames the value of the
new product but can (depending on the type
of outcome measure used) also place it within
a spectrum of cost-effectiveness for other
technologies (even clinically unrelated ones), or
procedures or services, on the basis of which
rational purchasing decisions may be made
across a broad range of options [3].
In principle, HTA can be applied to purchasing
choices for any product, procedure or service;
from a more user-friendly but more expensive
handwash to a new piece of diagnostic
imaging capital equipment. However, because
undertaking HTA requires some expertise and
is time consuming, its comprehensive form is
best confined to situations involving significant
expenditure or risk, and where uncertainty about
the cost-effectiveness of the new versus the
current is important, e.g., in Australia, applications
to list on the Medicare Benefits Schedule (and
thereby attract both government subsidy and
private health insurance funding) new surgical
procedures closely associated with innovative
technologies involves going through a rigorous
HTA process [4]. That said, so-called ‘mini-HTA’ or
‘rapid HTA reviews’, less expansive but more timely
assessments, often undertaken to address

hospitalhealth.com.au

SUMMER 2016

Eugene Salole PhD MPH

Principal, Value-Based Access Pty Ltd
Sydney - esalole@valuebasedaccess.com

Eugene works as an
independent healthcare
consultant where he
develops evidencebased value propositions
for innovative medical
device and diagnostic
technologies in support of
‘market access’ strategies
for the Australian and
other major markets
across Asia-Pacific.
His previous experience
includes senior roles in
global medical device
and pharmaceutical
companies in Australia,
pro bono consultancy
work for the WHO
Essential Drugs
Programme in
sub-Saharan Africa,
and advisory work for
the Canadian, UK and
Nigerian Departments
of Health. His work on
value of innovative
healthcare technology
is regularly published in
peer-reviewed literature,
and he is privileged
to serve as Conjoint
Associate Professor in
the Faculty of Medicine,
University of New South
Wales, Sydney.
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specific questions, are much simpler projects and
have proved useful, particularly in the context of hospital
procurement [5].

Looking ahead
HTA is not always easy to practise or always practicable [6],
but its utility, philosophically and in practice, is its focus
and reliance on evidence – thereby providing purchasers,
policy-makers, healthcare providers, and also consumers,
with a data-driven, transparent, contestable framework
within which value-for-money discussions might be had
and decisions made. For this reason, HTA has become
installed on the global healthcare scene as a key tool to
rationally control expenditure, and in many jurisdictions has
been integrated as a formal part of the healthcare funding
process (usually in relation to reimbursement at the patient
level) – for instance, the Australian government has made
it clear that HTA is key to achieving its overall objective of
delivering a safe, effective and efficient health system
that is also fiscally sustainable in the longer term [7].

is enthusiastically steering the company down that path [14], making the
likelihood that other medical technology suppliers will soon follow suit very
high – and that would surely be a good thing, for all parties concerned.

“Balancing access to potentially effective devices, which
might enhance the delivery of quality care and improve
patient outcomes, against setting (and not blowing) the
hospital budget is a delicate and difficult task.”

However, some issues remain. Whereas ‘HTA thinking’ is
well entrenched in relation to pharmaceuticals, on both
the supplier and payer sides of the fence (e.g., it has been
applied to the government subsidy of new medicines in
Australia since at least 1993 [8]), in general the medical
device and diagnostics sectors have lagged behind and
continue to focus on selling specific features and benefits
which purportedly differentiate one product from another,
be it a stoma appliance or a sophisticated CT scanner,
and not on substantiated health outcomes, the benefits
which really matter [9, 10].
There are a range of reasons for this, including the
extraordinary heterogeneity of medical technologies, an
environment where rapid incremental innovations may result
in product lifecycles as short as a few months, and the long
time-lag before the true value (in terms of health outcomes)
of surgically-implanted devices are realized [11]. However,
things are changing - the worldwide concern about the
sustainability of universal healthcare coverage in light of
ageing populations, the epidemiological shift to chronic
diseases and a shrinking tax base, as well as the current
focus on quality of service, has turned attention towards
device technologies and their relative value [12, 13].
In my view, the key recent development which will be a
catalyst for change towards ‘HTA thinking’ in the devices
and diagnostics sector is the lead shown by the CEO
of a large US-based innovative device supplier, who
has embraced the notion of value in healthcare and
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Coregas do
laboratory gases too…
Regular readers of Australian Hospital and Health Bulletin
probably recognise Coregas as a medical gases supplier,
but they do more than just that. In fact, they have been
supplying Australian laboratories with their range of high
purity gases and gas mixtures for over 41 years.

A

s a gases specialist, Coregas manufactures and supplies a range of medical, specialty
and industrial gases throughout Australia, but their laboratory gases range is one
of their core competencies. Available in a range of sizes from individual cylinders up to
custom-built complete laboratory supply systems and cryogenic storage systems, Coregas
specialises in ensuring laboratories can access the correct gases in the volumes and
frequencies they require, no matter the application.
From high purity common gases such as helium, argon and nitrogen to the rarest of gases
such as xenon and krypton, plus specially made multiple component gas mixtures suitable
for testing and calibration uses, they work to the precise standards laboratories need for
their gases, especially in the hospital environment
“We know the importance of high purity, reliability and traceability of laboratory gases, so
we’ve organised our production, delivery and quality control system around maximising all
three,” says Victor Chim, who heads up Coregas’ specialty gases team.
Ultra high purity gases
Many Coregas gases are available in a range of purities, but the laboratory gases range is
available in purities of up to 7.0 (99.99999%), including common gases such as nitrogen,
oxygen, argon, hydrogen, helium, carbon dioxide, instrument air and instrument acetylene.
Their methodical approach includes carefully preparing cylinders and selecting valve
materials that are compatible with the contents.
Other gases
Too large to list here, the Coregas range also includes

•
•
•
•

Electronic gases, eg silanes, ammonia, nitrogen trifluoride, chorines and halocarbons
Rare gases, eg neon, krypton and xenon
Isotopes etc He-3 and Xe-129
Liquefied gases for labs that need bulk quantities ranging in size from 35-240 litre
flasks to custom bulk installations.
• Calibration gases, from simple inert gas mixtures to the most difficult to produce
moisture test gases (low parts per million H2O in CH4 or H2O in N2). Their range of
reactive gas mixtures include CO, NO, NO2, SO2, NH3, H2S and Mercaptans in
low parts per million or percentage levels.
Reliability
Operating one of the largest production and storage facilities in the southern hemisphere
and an Australia-wide distribution network, Coregas provides a reliable supply of high
quality gases under short lead times, whether locally produced in bulk or other gases
sourced through their global supply chain.
Stability and accuracy
Coregas ensure stability and accuracy of their calibration gas mixtures by using:
• Only ultra-high purity gases
• Advanced thermodynamic techniques to calculate gas composition
• Gravimetric filling techniques, which produce more accurate calibration gas standards
than volumetric methods because gas concentrations are not affected by temperature
changes inside the cylinder during gas compression.
• Chemical testing for stability to ensure they meet the strictest requirements.

Accreditations and traceability
To prove the standards of excellence
of their products, Coregas maintains
3 key accreditations
• ISO 9001: quality management
accreditation for the manufacture
of standard gas mixtures (batch
certified): traceable to their in-house
calibration gas standards, relative
uncertainty ≥ ±2%.
• ISO/IEC 17025: NATA certified
accreditation for the manufacture
and testing of calibration gases
(individually certified and
prepared gravimetrically): traceable to
internationally approved
standards which offer a relative
uncertainty of approximately ±1%
• ISO Guide 34: accreditation for the
manufacture of reference material to
ISO6142: the highest accredited level for
gravimetrically-prepared calibration gas
mixtures, traceable to National standards
according to the International System of
Units (SI). It offers a relative uncertainty
of approximately ±0.5%.
Equipment
Coregas equipment range runs from
laboratory grade gas regulators through
to complete laboratory gas distribution
systems and cryogenic storage systems.

»
Contact Coregas to find out why making them your gases
specialist could be to your advantage. Coregas Pty Ltd.
Phone 1800 807 203 or visit coregas.com.au
hospitalhealth.com.au
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What does a best practice P2P system
look like, and how do you get there?
Healthcare organisations’ critical, patient carerelated activities are reliant on speedy payment
and low costs within an environment of regulatory
uncertainty and increasingly complex government
legislation. The key to overcome the complexity
and organise and optimise procurement
procedures is found in the implementation of
Purchase-to-Pay (P2P) systems. However, many
healthcare organisations face huge challenges in
migrating from a manual to an automated system.

Bringing together more than 20 other senior procurement
managers from private, public and not-for-profit
hospitals, aged care operators, government departments
and agencies and all other stakeholders in Australia’s
healthcare sector, this conference is the ideal opportunity
for procurement and supply chain managers to meet,
learn and share strategies and case studies to improve
procurement outcomes.

T

he expansive nature of processes and the numerous orders and suppliers
make adoption difficult, as does low supplier participation in invoicing
initiatives. For these reasons, many healthcare organisations simply automate as
much as they can without disrupting their supplier base, current processes, and
finances but are not always successful.
Many procurement professionals understand the benefits. P2P systems provide
data after requisition, leaving you to make corrections after the fact without
off-contract spend and the rework it requires. Implementing it is a different
story. The purchase-to-pay process (P2P) is a system which involves many
different people and departments and the greater the number of people
involved, the bigger the potential source of error.
The 2nd annual HealthProcure 2016 conference, being held at the Melbourne
Park Function Centre in Melbourne from 16 – 18 February will welcome Neville
Daffy, Procurement Systems Project Manager, Barwon Health and Charlie
Way, Group Manager Property, Assets & Procurement, Southern Cross Care
who will offer their insights into how they implemented a full end to end P2P
system in their procurement divisions in order to maximise competitiveness.
During their case studies they will identify how they overcame the
implementation challenges when transforming from a decentralised into a
centralised approach, what other health and aged care providers can learn
from their failures and successes and how to further improve procurement
excellence after the implementation is completed.

Event Overview
Tuesday 16 February
Conference Day 1

Wednesday 17 February
Conference Day 2

Thursday 18 February
In-depth learning session A: Using data in order to
achieve better stakeholder and supplier engagement
outcomes in your procurement division.
In-depth learning session B: How to successfully
outsource procurement activities in order to achieve
improved performance in a shorter delivery time.

»
For more information, visit
www.questevents.com.au
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HealthProcure2016
2nd annual

16-18 February 2016 | Melbourne Park Function Centre | Australia

Developing new and innovative ways to achieve excellence in health and aged care
procurement and supply chains

Delivering key industry experts including:

Ming Tang
Brett Beattie
Director Data
Head of Procurement
and Information
Opal Aged Care
Management Systems
NHS England

Charlie Way
Group Manager
Property, Assets
& Procurement
Southern Cross
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HealthIQ partners with CSIRO

What if you
knew who would
walk into your
hospital todaywhen and why?
FEATURE
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Dave Piggott, Executive Director
of Health IQ, investigates how
the partnership between Austin
Health, CSIRO and Health IQ
works to provide Austin Health
these answers.

W

ithout the ability to accurately predict
patient admissions, hospitals are limited
in their ability to effectively plan for changing
demand. As a result, they face a range of complex
issues that negatively impact patient access and
care, the financial position of the hospital, and
their ability to comply with national targets.
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To better understand of how the challenges of planning ahead plays out for
hospital decision makers, I spoke to Fiona Webster, Executive Director, Acute
Operations at Austin Hospital.

Why can’t hospitals
effectively predict demand?

It’s been a long time since Fiona began looking for a way of predicting hospital
demand more accurately - but still, like for most Australian hospitals, the
Austin Hospital is limited in its ability to accurately forecast what the demand
for even just the next day will be.

Because of the large number of disparate systems in use,
it becomes quite difficult to consolidate all the information
required to reach a real picture of the demand they can
expect. “The real swings in bed requirements happen not
because of a single factor, but due to a coalescence of four
or five factors. For example, we may reduce beds because
a large number of surgeons are away on leave, but if there
is suddenly an influx of patients coming in through ED, then
we’re left with too few beds. Currently, effectively tracking
such disparate factors that may impact demand in the future
is extremely challenging.” said Ms Webster.

“We look to what happened the day before, at the average number ED
presentations, the number of booked elective surgeries to try and estimate the
demand for the next day. We also look at the number of patients waiting in the
hospital and the number of estimated discharges for the day to gain visibility
of the hospitals’ capacity. If it looks like there’s going to be significant gap
between the expected demand and available capacity, the issue is escalated –
so that actions can be identified to reduce the imbalance.”

Many disparate systems

Limited understanding of what causes demand fluctuations
The disparate systems and limited visibility also means
that the hospital has very little ability to identify the root
cause of the various fluctuations – and by the time a cause
is identified, the situation may have already changed
significantly. There is no opportunity to identify and leverage
past trends intelligently. “At the end of the day, we’re simply
making an informed guess.”
What does that mean for Austin Health?
The limited ability to accurately predict demand is the cause
of some fundamental challenges.
Last-minute decisions
Currently, demand predictions are often only possible
the day before they are expected to play out. Due to this,
decision makers only have a limited time to plan against
these predictions – meaning that they are constrained
in the actions they can take to address the expected
fluctuations in demand.

Dave Piggott

Executive Director Health IQ

Dave Piggott is the
Executive Director of
Health IQ, and is focused
on helping Australian
health services achieve
better visibility and
communication within
and across their hospitals.
Dave has over 20 years’
experience in Health IT. A
graduate of the Australian
Institute of Company
Directors (AICD) and
with a Masters in Open
Systems (IT), Dave has
worked extensively in the
Patient Flow area, and
helped over 30 Australian
hospitals to improve their
flow of patients.
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Unfortunately though, elective surgery is one of these
factors, and it’s often the one that gets cut in order create
more capacity. “Our ability to optimally flex beds and other
resources is limited, so the default is cancelling elective
surgery. Nobody wants to cancel surgeries: they take a
lot of effort to set up, both on the patient’s side and the
hospital’s. Cancelling them is very inefficient”. In addition,
cancelling surgeries can compromise a hospital’s ability
to meet their NEST.
Inability to effectively plan ahead
As a key decision maker, there are a number of levers Fiona
has to manage as part of her planning – such as budgets,
staff, beds, and other resources. However without long
term demand forecasts to plan against, the opportunity
to proactively optimise these levers is lost. For instance,
take the holiday season. With many hospital staff going on
leave, and demand generally reducing, a number of beds
are usually closed. However each year, it’s difficult to know
exactly how many beds to close.
Even with past years’ data and allowing for standard
population growth, it’s still a guessing game. If too many
beds are closed, agency staff may need to be hired at the
last minute. “If we did have the visibility of a large surge in
demand in May for instance, then I would be able to plan
ahead, hire the right number of staff now without relying
on agency – but currently that’s not possible.”
Inefficiencies that cannot be resolved
As you know, hospitals are full of highly valuable
resources, human and otherwise, and everyone does
their job because they care about delivering the best
outcome for their patients. In such an environment,
not being able to address daily inefficiencies due to
lack of demand prediction is very frustrating.
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However, more often than not, there’ll either be elective
surgeries cancelled due to too much demand or surplus
beds that are not utilised… because demand can’t be
accurately predicted!

“I thought, if you can forecast the
weather, surely you can forecast
the number of patients who we
can expect to come through the
door. When I heard that patient
admissions could be predicted,
and with accuracy, I was
immediately interested.”

Towards a more accurate future
Fiona, who had long sought a better solution for patient
admission prediction, was aware of the work CSIRO were
doing on Patient Admission Prediction in Queensland.
“I thought, if you can forecast the weather, surely you
can forecast the number of patients who we can expect
to come through the door. When I heard that patient
admissions could be predicted, and with accuracy,
I was immediately interested.”
What resulted was a partnership between Austin Health,
CSIRO and Health IQ, who are working together to
implement the Patient Admission Prediction Tool (PAPT)
at Austin Health. Launched in October 2014, the tool is
expected to provide Fiona and her colleagues the ability to
better predict bed demand, optimise resource allocation,
and maximise patient access in their hospitals. Fiona is
looking to achieve accurate demand forecasts as much as
one year in advance.
How it works
PAPT is a software tool that utilises complex algorithms
by applying them to historical data in order to predict the
number of patients admitted and discharged in the future.
The tool runs unsupervised and updates data regularly,
allowing new information to improve efficiency without
draining staff resources. With 90% accuracy, PAPT can
predict the number of expected presentations with specific
injuries or illnesses, facilitating efficient planning of staff,
beds and other resources.
Expected outcomes
Fiona looks forward to realising the trial’s goals: “The ability
to anticipate emergency department attendances and
inpatient beds is an important aid not only to the daily
challenges of bed management but it will forecast a year
ahead which will assist with winter planning, hospital staffing
and longer term capacity planning” (Austin Health, 2014).
While we’re waiting to see exactly what outcomes
Austin will experience at the conclusion of the trial
in mid-2015, we can already see the benefits that have
been experienced by Queensland hospitals who already
leverage a version of this tool.
Specifically, it has helped these facilities improve their bed
management, staff resourcing, and scheduling of elective
surgery (CSIRO, 2014) – exactly the outcomes Fiona is
looking for. From a patient standpoint, PAPT has enabled
the delivery of improved healthcare outcomes, such as the
timely delivery of emergency care, improved quality of care,
and less time spent in the hospital (CSIRO, 2014).
For example, the tool played a central role at Gold Coast
Health in managing the influx of patients during Schoolies.
Dr James Lind, Director of Access and Patient Flow at
Gold Coast Health says that of with PAPT’s prediction
technology, they are able to expect “around 2,700
presentations to our emergency department in total and
around 20% of these will be school leavers in just the first
week of the celebrations” (as quoted in CSIRO, 2013). This
knowledge enables Dr Lind and his team to better plan the
staff, medical supplies, and beds for this increased demand
while also catering to the needs of other non-schoolies
patients (CSIRO, 2013).
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Further information
If you would like to find out more about how your hospital can take
advantage of such improved demand prediction ability, please call
Dave on (03) 9425 8012 or email dave.piggott@healthiq.com.au.
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Australian College of Nursing

Advocating
for the rights
of refugees and
asylum seekers
to access
quality health
The Australian College of Nursing are working
towards a brighter future through advancing
nurse leadership to enhance the delivery of
healthcare to all. The ACN has joined its medical
colleagues in standing up for the medical care
rights of asylum seekers.

R

efugees and asylum seekers often have considerable health needs arising
from psychological trauma, nutritional deficiencies, poor oral health
status, poorly managed chronic diseases and the physical consequences of
torture or sexual abuse.
At the National Nursing Forum in Brisbane, the Australian College of Nursing
(ACN) released a position statement Quality Health Care for all Refugees and
Asylum Seekers. The position statement articulates ACN’s commitment to the
protection of the health, welfare and dignity of refugees and asylum seekers and
their children.
The Code of Ethics for Nurses in Australia recognises the universal human
rights of people and the moral responsibility of nurses to safeguard the inherent
dignity and equal worth in everyone.
Carmen Morgan, ACN President, stressed the importance of legislation,
pertaining to refugees and asylum seekers, not interfering with nursing
requirements under the Code.
“Governments must ensure that policies support the provision of high quality
health care to all those seeking refuge in Australia. Refugees and asylum seekers
are some of the most vulnerable groups. The nursing profession has a moral
obligation to protect refugees’ and asylum seekers’ human rights, including their
right to quality health care,” Ms Morgan stated.
Further, the environment in which refugees and asylum seekers reside
should protect and preserve their physical and mental health. It is imperative
that children in particular are provided with positive social and physical
environments, and childhood healthcare and education.
ACN will continue to advocate for quality healthcare for all those who require it,
especially the more vulnerable members of the community.

“Governments must ensure that policies support
the provision of high quality healthcare to all
those seeking refuge in Australia.”
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Further reading
ACN’s position statement can be found at
www.acn.edu.au/position_statements
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Why connected
healthcare
is more important
than ever
The way healthcare is delivered is changing. Telstra
Health is embracing that change to work with
providers, patients, health workers and governments
to build a better connected health system.

T

he complexity of an ageing population, increasing prevalence of chronic
illness and unsustainable, rising costs means that, regardless of the role you
play in the healthcare system, technology has never had a more important role
to make healthcare easier for you.
However in order to realise the promise of lower costs, increased
convenience, better experiences and improved productivity, technology needs
to have not just innovation - but also integration. Integration will remove silos
and see technology designed to match the patient experience across all parts
of the health system.
That’s why Telstra Health has acquired and partnered with 18 digital health
companies that deliver solutions across the health system, including hospital
and aged care, and is working to integrate them to create new solutions.
Telstra Health strength lies not only in the world class solutions it can offer but
its unique access to mechanisms to integrate those solutions to connect the
health system.
It’s the best of both worlds combining a team that includes clinicians, policy
and strategy experts, engineers and technology developers with Telstra’s
heritage in networks and data security. Solutions are co-developed in
partnership with customers to ensure that design and functionality meet the
unique needs of Australia’s health system.

Connected healthcare solutions
Clinical data management
Telstra Health offer integrated patient
administration, electronic medical record and
medication management systems for hospital,
residential aged care and community care. Through
automation and integration, they can reduce
administration workload, avoid duplication and
reduce errors. This offers providers the opportunity
to realise efficiency savings, manage compliance risk
and ensure long term sustainability.

Home health monitoring
Integrated solutions, including the unique
MyCareManager, provide patient management,
medical monitoring devices and telemedicine. They
offer the opportunity for improved medication
management and compliance as well as real time
alerts if medical observations fall outside of a
desired range. The bundling of complementary
solutions allows the integration of health
management into social e-systems that support
clients at all levels of the self care continuum.

Health analytics
Quality can be measured through the world class
Dr Foster health informatics solution, providing
risk adjusted variation to allow true comparison of
patient outcomes. The HealthIQ solution analyses
hospital data to help you better understand patient
flow and optimise processes and outcomes.

Telemedicine
With developed telemedicine platforms for GP
(ReadyCare) and specialists and allied health
providers (Anywhere Healthcare), Telstra Health can
bring convenience and accessibility to care for both
patients and staff. These solutions can be delivered
independently or bundled with other solutions to
extend usability, reach and outcomes.

»
Talk to Telstra Health today to discuss
how a better connected health system
can change the way you deliver health.
Visit telstra.com/health
78

THE AUSTRALIAN HOSPITAL + HEALTHCARE BULLETIN

SUMMER 2016

hospitalhealth.com.au

MAKING HEALTHCARE
SIMPLER AND BETTER
FOR EVERYONE
Talk to us about eHealth solutions that
benefit you, your staff and your patients
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How Digital Health is Going
to Revolutionize Healthcare
Regular readers of Australian Hospital and Health Bulletin

H

ow does an industry that traditionally
moves slowly, now move fast? How
does an industry that has not been “consumer
centric” now put the patient at the middle?
How does an industry that formerly focused
solely on “episodic care” now focus on the
long-term well being of its consumer?
The healthcare landscape is changing
quickly. And, digital health is happening now.
More and more healthcare devices and apps
– including fitness trackers, connected scales,
smart watches, blood pressure monitors and
glucose devices – are flooding to the market.
More consumers are monitoring their health
than ever before. Seven out of 10 people track
their health or fitness in some way.
More caregivers – doctors, nurses, home
health providers and family members
– are monitoring health data to better
manage and coordinate care.
And, technology – the epicenter of this
health revolution – has never been as
sophisticated and advanced. Technology is
helping to solve the problems plaguing the
healthcare system; as a result, more healthcare
organizations are adopting and integrating
technology than ever before.

Digital Health.
It’s helping. It’s happening. It’s accelerating.
Validic recently conducted a global Digital
Health Progress Survey to gauge the
implementation of strategic digital health
initiatives across healthcare organizations.
There are many companies just beginning to
think about digital health strategically, and
what it means for their organization. And, there
are many good examples of companies that
are already successfully accelerating their
businesses objectives utilizing digital health.
These organizations are using digital health to
better coordinate care across their communities,
improve their patient engagement strategies,
enhance their remote patient monitoring
initiatives, leverage for “speed to market”
product advantages, and more efficiently
manage their patient populations. These are
the organizations reducing costs and improving
outcomes on an individual and population level.
Healthcare today is technology-powered and
moving quickly. Organizations can no longer afford
to sit on the sidelines and risk getting left behind.
For any organization, it is not too late to start
thinking about and implementing digital health.
To learn more about the results from this global
survey and read the insights from companies
successfully implementing digital health, download
the free whitepaper here. http://bit.ly/1kOgklU

About Validic
Validic is the healthcare industry’s
leading cloud-based, digital health
platform. Validic provides convenient
and quick access to patient data
from in-home clinical devices,
wearables and patient healthcare
applications. By connecting its
growing base of customers—that
includes providers, pharmaceutical
companies, payers, wellness
companies and health IT vendors—to
the continuously expanding list of
digital health technologies, Validic
enables healthcare companies to
better coordinate care across their
communities, improve their patient
engagement strategies and more
efficiently manage their patient
populations. Validic’s innovative,
scalable and FDA Class I MDDS
technology delivers actionable,
standardized and HIPAA-compliant
consumer health data from the best
in-class mobile health devices and
applications. Validic was recognized
for healthcare innovation by Gartner
and received Frost & Sullivan’s Best
Practices and Best Value in Healthcare
Information Interoperability award, as
well as Top Ten Healthcare Innovating
Disruptor award. Validic’s leading
global digital health ecosystem
reaches over 160 million lives in 47
countries and continues to grow daily.

»
To learn more about Validic,
follow Validic on Twitter at
@validic or visit www.validic.com.
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Protecting
Health
Information
is Everyone’s
Business
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This year the Health Informatics Society of Australia
(HISA) released its guidelines for the protection of
health information. This is an extract of the publication
which is available for download on the HISA website.

I

n recent years, healthcare systems
and healthcare information in Australia
have been reimagined under increased
communications provisions to remote parts
of Australia, increased use of technology,
economic challenges, remote patient care, and
higher public expectations. Organisations have
become more customer-oriented, focusing
on quality and engaging in participative
decision making. Healthcare is shifting under
restructured governance, greater emphasis
on outcomes, and the implications of the
increased integration, scope, complexity,
and use of information systems.
With all of these changes, it is now much
easier for the system to affect people than
for people to affect the system, which means
that the rights of the individual may be at
risk — in danger of being subjugated to the
efficiencies of the system. Consequently, it
is more important than ever for healthcare
organisations to make sure that information is
complete, accurate, available, and protected.
Health information must be managed and
used appropriately to benefit both patients
and society. Neither society nor individuals
should suffer from the changes being made
to health information systems, from either
too little or too much privacy protection.
Responsibility for personal health
information (PHI) has traditionally demanded
a duty of care and confidentiality from
healthcare professionals. Along with
financial information, health information is
considered to be the most sensitive form of
personal information; the public is acutely
aware of the risks associated with its use
and disclosure and the consequent need to
use and protect it appropriately.
All Australian jurisdictions are moving
toward using electronic health records
(EHRs). With the integration of these
healthcare information systems to support
EHRs, healthcare professionals will, as
things progress, be able to share PHI across

jurisdictional and organisational boundaries,
thus supporting the provision of improved
healthcare services in Australia. In addition,
the sharing of PHI supports the growing
demand from consumers and healthcare
professionals to include the “subject of
care”[1] as a member of the healthcare
team. In this scenario, subjects of care will
have access to their own PHI, participate in
their own care, and understand how their
information is used and what their privacy
rights are.

“HISA Guidelines is an
excellent starting point for
understanding the value of
tools such as privacy impact
assessments, threat and
risk assessments, privacy
and security policies, and
education programs.”

The Australian government has introduced
the Personally Controlled Electronic
Health Record (PCEHR). Presently,
participation for individuals and healthcare
organisations, is voluntary not compulsory.
It will increasingly become adopted by
healthcare organisations while government
payment incentives are offered together
with increased demand from patients. The
PCEHR does not provide a comprehensive
collection of an individual’s health records
but a centralised point for summaries and
additional information to enhance existing
health records. Currently, the content is
limited to include: event summaries, shared
health summaries, discharge summaries,
Medicare data (e.g., MDS, PGS), together
with data entered by the individual. Takeup continues to be gradual since the
system is opt-in by both individuals and
healthcare organisations. The necessary
Security and Privacy is embedded into the
systems design allowing individuals a range
of controls on who can view their health
information at a general and specific record
level. This landscape creates urgency for
healthcare organisations and professionals
to ensure that PHI is being collected, used,
and disclosed appropriately. Privacy and
security safeguards are needed to protect
the confidentiality, integrity, and availability
of PHI, while simultaneously enabling
healthcare professionals to access the PHI
needed to provide appropriate and safe
healthcare services.

How can this be done?
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First, an organisation must determine its
information protection needs and to do
that, it should conduct a privacy impact
assessment (PIA), gap analysis, and threat
and risk assessment (TRA). Once information
protection controls are identified, they must
be aligned with legislative and regulatory
requirements, health industry standards, and
organisational priorities, and they must be
balanced for cost and value. In short, any
privacy protection system must be practical
and sustainable, but at the same time, it must
not conflict with legislation or undermine
ethical principles. In the face of ongoing
technical advances and increased public
awareness, the goal of any privacy protection
program must be not only to preserve the
current level of public confidence in the
health system, but to increase it. Without
trust in the system and its ability both to treat
illness and to preserve privacy, the duty of
care cannot be fulfilled.

Editor’s note: At the time of
writing these guidelines, the
PCEHR was an opt-in system;
whereas now the Federal
government is trialling an opt-out
system in selected areas. See our
eHealth column by David More
(p112) for further information.
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“It is now much easier
for the system to affect
people than for people
to affect the system,
which means that the
rights of the individual
may be at risk.”

Purpose and Scope

Benefits of Using HISA Guidelines

This publication, ‘HISA’s Australian
Guidelines for the Protection of Health
Information’ (HISA Guidelines), serves
as a resource to assist the health sector
as a whole, and especially healthcare
professionals, to protect the PHI they
require to do their work, and to meet their
role and responsibilities. HISA Guidelines
describe key security and privacy issues
faced by healthcare organisations and
offers guidance for responding to these
issues. It is not an all-encompassing
guide on the protection of PHI; rather, it
is designed as a stepping stone to help
healthcare organisations address common
concerns, avoid confusion, and prevent
misunderstandings.

The extent of the benefits you and
your organisation may derive from this
publication will depend on the organisation’s
current understanding of information
protection issues and the maturity of the
existing information protection program.
Our hope is that you find the information
here assists and supports progress in
developing, implementing, and improving
your organisation’s program.

In conjunction with applicable privacy
legislation, security standards and
information protection best practices,
HISA Guidelines form part of a privacy and
security framework designed to support
the appropriate use and protection of PHI.
There are the four major objectives of HISA
Guidelines:
•

To educate healthcare professionals and
organisations about the privacy rights of
their subjects of care.

•

To assist healthcare professionals and
organisations to minimise the risk of
inappropriate, insecure, or unauthorised
collection, use, disclosure, modification,
storage, or destruction of PHI.

•

To assist healthcare professionals and
organisations to maximise the integrity,
availability, and confidentiality of PHI,
and the efficacy of administering
authorised access.

•

To assist healthcare professionals and
organisations to design and/or implement
programs to protect the privacy and
security of personal health information.
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organisation will benefit by relying on HISA
Guidelines. It is updated regularly by a panel
of Australian national and international
experts to reflect the latest knowledge
in the field. You can use this publication
confidently, knowing that you are doing
your best to reduce privacy threats for both
your organisation and the people it serves.

If your healthcare organisation already
has an established information privacy
and security program with a designated
information privacy officer, you may find the
descriptions of fundamental information
protection structures and mechanisms to be
a review. In that case, your organisation may
use HISA Guidelines to identify gaps and
enhance existing practices and safeguards
and as a tool to advance education and
awareness. You will also benefit from
the discussions on new privacy laws,
technologies, threats, risk management,
and other leading best practices in the field.
If your healthcare organisation has only
recently begun to identify information
protection as an organisational priority,
or is introducing new health information
systems, or technology, you will benefit
from the detailed information provided.
HISA Guidelines is an excellent starting
point for understanding the value of tools
such as privacy impact assessments, threat
and risk assessments, privacy and security
policies, and education programs. You may
use the information provided here as a basis
for developing organisational capacity,
safeguards, processes and policies, and
you can build on this base by exploring
the suggested resources listed in the
appendices, which provide more detailed
information on specific subjects.
Whatever your starting point, you and your
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‘HISA’s Australian
Guidelines for the
Protection of Health
Information’ (HISA
Guidelines), edited
by Peter R. Croll;
Patricia A.H. Williams;
Emma Hossack
published 2015 by Health
Informatics Society of Australia
Ltd is available for download at
http://healthprivacy.org.au/
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“Subject of care” is a term recognised and used by the
International Organization for Standardisation (ISO) to
refer to patients, clients, and residents of healthcare
organisations. While not an elegant term, it is currently
accepted internationally as the best one to use at this time.
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Join The Healthcare Revolution!
30+ Extraordinary Speakers | 500+ Delegates | 20+ Roundtables
15+ Health Tech Demos | 4 In-Depth Workshops | Huge Free Expo
The digital technology revolution
has profoundly impacted almost
every sphere of the economy.
Healthcare is now centre-stage
of a movement that has already
transformed the way business is done,
how we are entertained and educated
and how we do our shopping.

D

igital health solutions are driving improvements
in service delivery, clinical outcomes and patient
experience. Consumers are demanding greater choice,
more personalised care and a larger role in health
management. At the same time, healthcare providers are
under pressure to increase efficiency and reduce costs.
In this new era of personalised medicine, The Digital
Health Show conference brings together healthcare
innovators from around Australia and the world. Join
hundreds of professionals from health and aged care,
technology and finance as we explore the frontiers
of digital health.

Conference
The Digital Health Show consists of a conference
where those involved in the whole health chain clinical practice, hospitals, private practice, the
aged care sector right through to the consumer can explore the future of healthcare.

Free Expo
Plus it offers a free expo where thousands of
visitors can sample the technologies and services
that are impacting healthcare, aged care and how
we stay fit and healthy.

AMAZING
CONFERENCE SPEAKERS

HOW WEARABLE TECH IS CHANGING
HEALTHCARE

35+ conference speakers including:

Andrew Ronchi, the brainchild,
founder and CEO behind Melbournebased technology company dorsaVi

THE FUTURE OF MEDICINE IS
PERSONAL
Thomas Goetz, USA, CEO and
co-founder of digital health startup
Iodine, former executive editor
of Wired Magazine and author of
The Decision Tree: Taking Control
of Your Health in the New Era of
Personalised Medicine

HOW THE GENOME REVOLUTION IS
CHANGING EVERYTHING

SCIENCE, SENSORS &
SUPERPOWERS – FROM SCI-FI TO
REALITY

Associate Professor Jane Burns,
founder and CEO of the Young & Well
Cooperative Research Centre

Dr Alan Greene, M.D., USA, founder,
drgreene.com; Chief Medical Officer,
Scanadu, USA. Scanadu’s team is one
of the seven finalists competing for
the prestigious $10 million Qualcomm
“Star Trek” Tricorder XPRIZE

Who Attends?

HOW BIG DATA IS BEING LEVERAGED
IN HEALTH & WELLNESS
Chris Edwards, USA, Chief Marketing
Officer, Validic, the industry’s leading
digital health platform

Associate Professor Marcel Dinger,
Head of Clinical Genomics, Garvan
Institute
CAN PSYCHOLOGY BE DIGITISED?

The Digital Health Show conference
is a must-attend event for the entire
health chain – from hospitals, primary
care, aged care, pharmacists through
to the consumer. Whether you are a
health administrator, clinician, health
or aged care operator, health tech
entrepreneur or financier, or an uberempowered patient, this conference
is for you!

Special Conference Discount for AHHB Readers
Book online using VIP code ‘AHHB’ to save 20% off fees.
+ The expo is free!
»
For more information visit
www.digitalhealthshow.com.au
or email conferences@viconferences.com.au
or call (02) 8719 5118
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Improving the referrals process
to create living documents for
safe and rapid clinical transitions.
Timely, accurate and complete clinical referrals
are critical for patient care, yet probably one
of the most poorly managed areas. Healthcare
providers are facing new challenges on how to
enable the safe and timely transition of patients
and patient information between providers,
at the heart of which is the patient referral.

T

Alberta Health, Canada, is a great example of a healthcare
system that has already encountered these challenges
and has introduced an electronic inter-facility referrals
system across the province using Orion Health Clinical
Referrals. This electronic referrals system allows Alberta
physicians to send other caregivers specific referrals
that are needed for a patient along with electronic
documentation from the patient’s medical record. The
referring physician can track the status of the receiver’s
actions to ensure that the patient’s needs are met and also
track the outcomes.

he majority of referrals today are still paper-based, resulting in slow
and inefficient patient transitions. Paper-based referral systems lack
visibility, traceability and standardisation. Content is often lost in translation,
illegible, may contain little or no standard clinical information, may be open
to misinterpretation and is subject to transcription errors. At the same time,
disconnected hospital and primary care EMRs fail to safely collaborate or
provide closed loop transitions.

Clinical referrals helps administrators find bottlenecks
and delays in the delivery of care, and can help a patient
receive advice quickly from a specialist rather than
waiting months to see a specialist. Clinical Referrals not
only ensures the coordination of care, but also reduces
duplication and unnecessary delays in delivering a
cohesive care experience.

As a result, patients are missing out on receiving the appropriate treatment at
the right time - including wasted visits and duplication of tests and questions,
while providers are potentially suffering from increases in operational costs
and labour and the need to make decisions on incomplete information. By and
large, it’s a drain on resources and has a major impact on clinical outcomes.

In fact, wait times have been reduced by as much as
90% in some cases at Alberta Health (https://orionhealth.
com/white-paper/success-in-transforming-to-a-valuebased-system/), in turn, this has decreased the number
of patient episodes - not only saving money, but
most importantly, helping to save patient lives. Better
workflows at the clinical level means shorter patient wait
times and improved communication between patients,
specialists and referring physicians. It also allows
healthcare providers direct centralised access to data,
ensuring patient safety and better patient care.

If integrated successfully, an electronic referral (e-referral) solution will not
only benefit an organisation’s budget, but also that organisation’s reputation
and patients’ wellbeing. Wait times will be reduced significantly which, in turn,
increases capacity of referrals, decreases administrative costs and reduces the
duplication of tests.

»
For more information,
visit orionhealth.com
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A complete, unified view
of patient information

At Orion Health our modern technology solutions capture all the information about
an individual in one record, then shares and coordinates that knowledge across the
entire community - transforming illness into wellness and keeping the healthy well.
For a successful journey to Population Health Management think Orion Health.

Find out more at orionhealth.com
Copyright © 2015 Orion Health™ group of companies | All rights reserved | www.orionhealth.com

INTERACTIVE TRAINING
Alzheimer’s Australia Victoria

The Virtual Dementia
Experience
Alzheimer’s Australia Victoria is taking the lead in tackling dementia and ensuring people
living with dementia receive the best care and support possible by harnessing technology
to lead healthcare professionals into thinking differently in their approach to caring.

Participants in the Alzheimer’s Australia Victoria Virtual Dementia Experience (VDE™ ) workshop
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T

he Virtual Dementia Experience™ (VDE™) at the Perc Walkley
Dementia Learning Centre uses multi-sensory stimulation
and serious game technology to immerse users in the effects of
aging and dementia, so that cognitively intact people can gain an
appreciation of the issues confronting people with dementia.
The VDE™ is the first use of serious games in dementia care training
anywhere in the world. The experience enables participants to
understand the environmental elements that are friendly or hostile
to a person with dementia by experiencing a home environment in
the same way a person with dementia would. From the experience
the participant gains an understanding of dementia friendly design
principles and an insight into what it might be like to have dementia.
Alzheimer’s Australia Vic is the peak body providing education,
support, advocacy and information for Victorians living with dementia,
their families and carers and professionals. Our role is to empower
and enable people living with dementia, their families and carers.

“You think that you know, and that
you understand and that you’re doing
a great job. But something as simple
as watching that experience takes
you back to ‘you have no idea how
somebody else is feeling’, you’re not
living in their reality so you don’t know.”
2. The participant attempts to interact with, through a series of
exemplary scenarios, an environment that is poorly designed and
contains a range of potential hazards for a person with dementia
3. The participant then experiences the same scenarios with
modifications to the environment to make it dementia-friendly.

We assist carers and families of people living with dementia to
manage the daily challenges that dementia brings. We work with
health and aged care providers to deliver evidence-based good
practice in dementia care. We also educate the community about
dementia and the benefits of a healthy lifestyle in helping to reduce
the risk of dementia.

This is followed by opportunities for debriefing and consolidation of
ideas and skills through feedback, reflection, and the application of
the ideas and skills to new situations.

Our organisation was founded by and for carers, in response to public
concern about the lack of information, resources and appropriate
residential care for people with dementia. Each year, over 25,000
people access services through our counsellors, resource workers
and educators.

Evaluation: Traditional dementia awareness and care education
methods have not had the desired impact on dementia care, the VDE™
gives a more empathic understanding of dementia and associated
conditions. This improved understanding results in changed
perceptions and improved care practices.

The Virtual Dementia Experience™ (VDE™) is an initiative of
Alzheimer’s Australia Vic developed by Opaque Multimedia. The
VDE™ uses multi-sensory stimulation and serious games technology
to immerse users in the effects of aging and dementia, so that
cognitively intact people can gain an appreciation of the issues
confronting people with dementia.

Dr Wendy Doube, Dr Sunil Bhar and their team from Swinburne
University of Technology were engaged to conduct an educational
evaluation of the degree to which the VDE™ workshop meets its
intended objectives, which are to primarily to promote the following
in carers of people living with dementia:

The VDE™ combines a number of technologies to achieve complete
immersion in the world of dementia for the user. The senses are
occupied by the 10x2.5m projector wall, environment lighting
that changes colour to match the wall and occupy the peripheral
vision and a 7.1 surround sound system. The user interacts with the
simulation through an X-Box Kinect sensor that allows the movements
of their avatar in the environment to match their own. This makes user
input as intuitive and naturalistic as possible, an important factor in
engaging the audience.
The experience enables participants to understand environmental
elements that are friendly or hostile to a person with dementia by
experiencing a home environment in the same way a person with
dementia would and provides a powerful demonstration of dementia
friendly design principles and practices. The content of the simulation
was created from the stories and perspectives of people living with
dementia, their families and carers.
The experience is designed to provide participants with insights into
what it is like to have dementia and thereby improve dementia care
and dementia friendly environment design.
The VDE™ operates in three ways:
1.

The VDE™ induces the experiences associated with dementia and
aging in the participant through effects such as:

•
		

Modifying the participant’s perceived visual acuity
and perception

•
		

Modifying the participant’s perceived hearing and ability
to interpret or filter audio

•
•
		

Interfering with the participant’s ability to control their avatar
Modifying the environment to represent common
hallucinations and memory problems

hospitalhealth.com.au

As experiential learning is a process that is personal, and influences
feelings and emotions as well as enhancing knowledge and skills, it is
an ideal vehicle for teaching person-centred care.

1.

Greater empathy with people living with dementia.

2. Greater understanding of ways in which the environmental
		
design impacts on people living with dementia.
3. Greater insight into their own practice as carers.
The evaluation employed both quantitative and qualitative methods
to compare the VDE training with equivalent classroom training in a
pretest-posttest control group quasi-experimental design. Ninety-six
employees from two major aged care facilities were assigned to either
a VDE (n=47) or a classroom (n=49) training workshop. All participants
completed self-report questionnaires administered immediately
before and immediately following the training. In addition, seven
participants in the VDE and six in the classroom training volunteered
to be interviewed before and following the training. The evaluation
confirmed that the VDE™ learning is significantly more likely than
equivalent traditional classroom training to engender an empathic
understanding of the thoughts and feelings of people with dementia.
The classroom training encourages recall of facts and concepts,
whilst the VDE™ is more effective than the classroom training in
applying those facts and concepts towards an understanding of care
environments as experienced by people living with dementia.
The following interview comment from one of the participants in the
evaluation suggests that the VDE™ achieves its aim in enhancing
empathic understanding:
“You think that you know, and that you understand and that you’re
doing a great job. But something as simple as watching that
experience takes you back to ‘you have no idea how somebody else is
feeling’, you’re not living in their reality so you don’t know.”
After 30 years of supporting people with dementia, their carers
and families, this facility empowers our organisation to deliver on
our purpose and showcase our important dementia friendly design
messages throughout Victoria and indeed the world.
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From Document Management To DICOM:
The Evolution Of Enterprise Content Management
Enterprise Content Management (ECM) started as
a departmental document management solution
in administrative and financial departments. What
was initially referred to as “imaging and document
management,” ECM concentrated on scanning
and electronically storing paper content to help
departments reduce storage costs and recover
valuable space. Over time, it grew to include
workflows, business process management and case
management capabilities that help to accelerate
business processes, saving time and resources.

Patients today are able to benefit from clinical content
repository systems which streamline the entire
registration process as well as downstream processes,
like billing. This clinical content strategy is essential
to the health data continuum, providing healthcare
organisations with the roadmap to improved patient care.

CM has made tremendous strides in the past ten years, yet in many cases,
it remains invisible to those who use it every day. Today’s ECM solutions
store both clinical content and a large proportion of administrative and financial
content in electronic clinical repository systems making it the single most
central content repository in a healthcare organisation.

Beyond administrative data, ECM technology has grown
to include clinical content like lab results, wound care
photos, electrocardiograms and more. By integrating
this content into the clinical content repository system,
clinicians can quickly and easily access it without
switching between applications. For administrative
departments, integrating ECM with enterprise resource
planning (ERP) systems allows staff to remain in the ERP
system while accessing related information to complete
tasks. As the volume of content continues to grow and the
need for a central repository becomes increasingly more
important, integrations with other core business systems
continue to be a cornerstone of ECM solutions to support
accessibility, security and patient care.

However, it’s still a familiar sight to see medical office staff hand a patient
a clipboard of forms. It’s not very common though for patients to receive a
mobile tablet device that contains electronic versions of all of the relevant
forms they need to review, complete and sign. Increasingly, these devices are
able to deliver content that auto fills the forms with the patient information
that’s already on file, so patients do not have to input redundant information,
making for a better experience. And, because ECM electronically captures the
content, complete and accurate patient information is instantly available.

Today, ECM continues to evolve. Among the
newest developments is the ability to capture and
store Digital Imaging and Communications in Medicine
(DICOM) content, like X-rays, MRIs and CT scans.
ECM’s capability to ingest and manage these images
rounds out the solution’s effectiveness to provide
healthcare organisations with a comprehensive
clinical content strategy.

E
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Serving as an enterprise-wide platform, ECM
connects numerous IT systems and departments
across the organisation. While this true enterprise
solution captures, stores and automates
processes across financial, administrative and
clinical departments, it is ECM’s health information
exchange capability that users are finding most
exciting.
Now, when there is a transition of care, patient
content is simultaneously sent to the new
organisation electronically. Transporting records
no longer falls to the patient and clinicians no
longer need to start from scratch to manually
construct a collection of patient data. This clinical
content strategy is essential to the health data
continuum, providing healthcare organisations
with the roadmap to improved patient care.
ECM has come a long way from its roots in
document management. The scan-store-retrieve
model, which helped eliminate file cabinets and
repurpose physical space, has grown into a core,
enterprise solution. Creating more complete
patient records, ECM serves as a single point of
access for clinical content, ensuring the right
providers have the right information, at the right
time and in the right context, resulting in more
effective patient care.
ECM also creates more complete administrative
records, enabling providers to take advantage of
case and business process management tools to
become more efficient and lower costs.

»

»

Susan deCathelineau, vice president
of healthcare sales and service,
Hyland, creator of OnBase

For more information about OnBase for
healthcare visit www.onbase.com or
call +61 2 8249 4560
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PROFESSIONAL DEVELOPMENT
Dietitians Association of Australia

FEATURE

STORY

Caring for
Patients,
Caring for
Yourself:

Nutrition and
Physical Health
Working in a demanding job with
factors such as stress, shift work,
emotional attachment and poor
resourcing can take a toll on
clinicians, who turn to smoking,
caffeine, sugar and other substances
to ease the tension and help them
get through the day. Accredited
Practising Dietitian Janice Plain
reminds clinicians how diet can
contribute to good mental health.

92

W

ith one in five Australian adults experiencing a mental health disorder
in a given year[1] it is not unlikely that a number of clinicians are taking
medication to help manage their depression, anxiety, bipolar or other mood
disorder under the guidance of their own health professional. As any health
professional will know, medication alone is not enough to make an ill person
well – lifestyle support is needed, and none is more important than a healthy diet.
Obesity, diabetes and metabolic syndrome are two to three times more common
in people with mental illness, particularly in those with schizophrenia. Minimising
the impact of diet on obesity is important, as unfortunately obesity and its
associated co-morbidities are also side effects of some psychotropic medications.
Some psychotropic medications stimulate the appetite and some antipsychotics
induce weight gain and metabolic syndrome. The conditions for which second
generation antipsychotics are prescribed, often require prolonged treatment.
The metabolic side effects of these medications can have significant long-term
health consequences that require management.
From a practical perspective, excess weight gain can affect body image, mobility,
physical health and quality of life, which can lead to non-compliance to medication.
Together these factors can exacerbate both mental illness and metabolic
disturbances. In light of these factors and in support of practice guidelines for
the management of obesity, diabetes and cardiovascular disease, it is important
to incorporate nutrition messaging into treatment as early as possible.
Those suffering mental health conditions may present with the medical conditions
mentioned above, and quite likely with some of these compounding issues:
• Gaining weight quickly – including drinking excess cola, coffee or energy
drinks and eating a lot of takeaway.
• Losing weight very quickly – with not eating much at all, limited access to
food and finances to purchase food.
• Limited food storage and preparation facilities and knowledge.
The Queensland government website houses Nutrition Education Materials
Online (NEMO) including nutrition support action plans that provide actionbased resources to guide the care and advice you provide to someone with
mental illness. These resources are useful as a first intervention, but what if
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Quick recommendations
for better eating

EAT LESS

opt for smaller sizes when buying takeaway
foods and drinks or when serving a meal.

BUY FRESH FOOD
WHERE POSSIBLE
when buying packaged food look for lower sugar,
lower fat and lower salt products.

SWAP SOFT DRINKS FOR WATER
(preferably), sparkling mineral water or lower energy versions

you or your patient needs more support?

BUY HEALTHIER OPTIONS

Accredited Practising Dietitians (APDs) can provide expert
nutrition advice and additional focused support for patients
with mental illness. APDs are skilled in counselling and
helping patients change and maintain healthier habits.
Whether issues arise from a lack of nutrition knowledge,
poor food preparation skills, difficulties accessing
healthy foods, low social support or other barriers, these
considerations are incorporated into practical advice. For
example, those with schizophrenia or bipolar disorder
can experience apathy and depression and limited social
interaction. These factors and other challenges contribute to
lower levels of physical activity and poor food choices, such
as low fruit and vegetable intake and high alcohol intake.
With this in mind, APDs keep messages simple and work
with patients to set realistic goals.

focus on what you buy at the supermarket or
take away shop - it’s easier saying ‘yes’ once
in the shops than ‘no’ 100 times at the pantry.

EAT MINDFULLY

think about and be aware of what and how much you eat.

MOVE MORE

look for enjoyable opportunities for exercise and incidental activity.
For individualised dietetic advice for your patients,
Find an APD on the DAA website and select
‘Mental health’ under ‘Area of Practice’.

Nutrition and physical health in those with mental illness
can be complex. Interactions between co-morbidities, side
effects of medications, and the mental illness are the tip of
the iceberg. Poor nutrition is a modifiable risk factor that
affects patients’ physical and mental health, and makes a
noticeable difference in quality of life. It is critical to work
together as a multidisciplinary team to improve patients’
nutrition status and minimise the ongoing consequences
of poor nutrition. Early identification and ongoing support
by clinicians in partnership with APDs can lead to better
physical and mental health outcomes for patients.
Health professionals have the training and experience
to care for others with ill health, and to intervene
before a condition worsens. But sometimes they
neglect to care for themselves until it is too late.
Don’t let it become too late for you.

hospitalhealth.com.au

Janice Plain APD

Convenor of the Dietitians Association of Australia Mental Health Interest Group (MHIG)

Janice Plain APD is the convenor of the Dietitians Association
of Australia Mental Health Interest Group (MHIG) and
represents contributing authors from this group.

References
[1]

Black Dog Institute (2012) Facts and Figures about mental health and mood disorders.
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Good mental
health from
day one
The evidence is clear: good mental
health begins at birth.

E

dith Cowan University has established a
course specialising in infant mental health
- the first of its kind in WA.
From 2016 a Master of Infant Mental Health
course will be offered focussing on the emotional
development of young children and their families.
Course coordinator Professor Lynn Priddis said
the one year course had been developed to suit
professionals already working with infants, young
children and their families across many service areas.
“The course is ideally suited to people working
in the fields of early childhood education, nursing,
occupational therapy, paediatrics, physiotherapy,
psychiatry, psychology, social work and speech
pathology,” she said.
“There is a global trend towards recognising how
important infant mental health is to wellbeing later
in life. The World Bank said in 2013 that a failure to
invest in early childhood development is costly to
both individuals and society.
“This has been recognised by the WA Government’s
Mental Health Commission who supported the
launch of workforce competency guidelines earlier
this year. The guidelines recommend infant mental
health training be provided to everyone who works
with young children and their families, including early
learning workers, nurses, teachers and social workers.”
By the time children reach school age and enter the
education system they can already be lagging far
behind their peers, according to Professor Priddis.
“The WA Education Department has recognised this
by establishing Child and Parent Centres at 16 schools
to work with parents and their children from birth to
the age of four,” she said.
A key element of the Master of Infant Mental Health
will focus on helping parents foster a secure and
attuned emotional bond with their babies and it
will sit alongside the new competency guidelines
providing a clear up to date and evidence based
training path for workers.
“The relationship a child develops with their parents
forms the foundation of all future relationships,”
Professor Priddis said.

“If we can support and nurture this relationship children are more likely to develop
stable, positive relationships as adults. An example of this support is helping new
mothers who may be having trouble feeding their babies or getting them to sleep
or new fathers who are unsure how to best help their families.
“Being a new parent can be a stressful time, but if we can help by providing
evidence based advice about how best to navigate those early years we can
hopefully alleviate some of this stress, which will benefit both parents and
children.
“This course will provide you with the skills and confidence to help families
through this developmentally important phase.”
Applications for the Master of Infant Mental Health are now open.

»
Visit reachyourpotential.com.au/courses/L92
to find out more and apply.

94

THE AUSTRALIAN HOSPITAL + HEALTHCARE BULLETIN

SUMMER 2016

hospitalhealth.com.au

30

MAKING A DIFFERENCE
FROM DAY ONE
THAT‘S HOW UNIVERSITY SHOULD BE

ECU’s Master of Infant Mental Health is the only course of its
type in WA. It seeks to further the healthy social and emotional
development of young children with a focus on promotion,
prevention, intervention, treatment and policy.
The course is suited to working professionals from a diverse
range of backgrounds, such as early childhood education,
nursing, occupational therapy, paediatrics, physiotherapy,
psychiatry, psychology, social work and speech pathology.
Learn skills that link theory with practice as you build your
competency in the perinatal and infant mental health fields,
and enhance your existing qualifications.
You’ll graduate with the knowledge and skills needed
to make a difference to young lives.

APPLY FOR THE MASTER OF INFANT MENTAL HEALTH
reachyourpotential.com.au

303LOWE ECU11709 CRICOS IPC 00279B

Tel: 134 ECU (134 328)
E: futurestudy@ecu.edu.au

★★★★★ TEACHING QUALITY
★★★★★ GRADUATE STARTING SALARY
The Good Universities Guide 2016

PROFESSIONAL DEVELOPMENT
MARKETPLACE

RMIT University is a global
university of technology
and design and a registered
training organisation,
making it Australia’s largest
tertiary institution.
The University has made,
and continues to make, a
significant contribution to
the health and community
services sectors and
is a longstanding and
internationally recognised
provider of education for
key health professions in
the fields of nursing, aged
care, home and community
care, pharmacy, medical
radiations, psychology,
social work, and Chinese
medicine, among others.

Professional Development
Courses RMIT University
Take your professional development to the next level
with one of our 2016 courses.
Comprehensive Health Assessment of the
Older Person (CHA)

OHS for Managers and Supervisors

This four day course takes a holistic approach to
the care of a patient, looking beyond the obvious
to examine what may be luring underneath. CHA
equips health care workers with the knowledge
needed to provide the complete picture of factors
impacting a patient.
The course is designed for RN and EN nurses and
has been endorsed by the Australian College of
Nursing and is accredited for 24 CPD hours.
Courses are scheduled for May and September, 2016.
Registration and more details:
http://shortcourses.rmit.edu.au/course_page.
php?course=S155114

This course will assist you to determine the legal
framework for WHS and the duties, rights and
obligations necessary to ensure compliance in
the workplace.
Upon successful completion of the class
assessments, participants will receive a Statement
of Attainment.
The course is scheduled for May, 2016.
Registration and more details:

Interpret and apply medical terminology
appropriately
Learn medical terminology and gain an
understanding of medical problems, while learning
how to communicate confidently with a range of
medical professionals.
This course is delivered online in a virtual classroom
setting. Participants can communicate with the
lecturer and peers in real time via audio, text
messaging, and drawing on the whiteboard to
encourage collaborative critical thinking and higher
order learning.
Participants who successful complete the
assessment activities will be issued with a
Statement of Attainment.

http://www.shortcourses.rmit.edu.au/course_page.
php?course=S155121

Provide First Aid (HLTAID003)
This two day course is designed to provide
participants with sound first aid skills which can
be applied at home, work or any environment
that requires a first aid response. Participants
are provided with a first aid manual and assessed
using a range of methods. Classroom activities
include theory and practical tasks involving
simulated scenarios.
This course applies to those with no knowledge of
first aid training or those with a certificate beyond
the expiry date.
On successful completion of the course, participants
will be issued with a Statement of Attainment.

Courses are scheduled for March and August,
2016.Registration and more details:

The course is scheduled for February, 2016.
Registration and more details:

http://www.shortcourses.rmit.edu.au/course_page.
php?course=S155004

http://www.shortcourses.rmit.edu.au/course_page.
php?course=S155122

Venepuncture training
Develop an understanding and skills to perform
blood collection from a vein. Venepuncture is
one of the most routinely performed invasive
procedures for the purpose of intravenous therapy
or for blood sampling of venous blood. This
practical course is delivered in a small group
environment.
On completion of this course participants will
receive a Certificate of Attendance.
Courses are scheduled for January and February,
2016.Registration and more details:
http://www.shortcourses.rmit.edu.au/course_page.
php?course=S155103

This two day course covers the skills and knowledge
required by managers or those in a supervisory
role to assist with providing the workforce with
advice about the legislative duties, rights and
obligations of individuals and parties prescribed
in Work Health and Safety (WHS) legislation.

Provide Advanced First Aid (HLTAID006)
The course is designed to develop the skills and
knowledge required to provide an advanced first
aid response, life support and management of the
situation in a range of scenarios including home,
workplace or community settings, until the arrival
of medical or other assistance.
On successful completion of the course,
participants will be issued with a Statement of
Attainment.
The course is scheduled for April, 2016.
Registration and more details:
http://www.shortcourses.rmit.edu.au/course_page.
php?course=S155123

»
For more information visit
shortcourses.rmit.edu.au
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TAKEO2 The Innovative Solution
for enhanced Patient Safety and
Cost Savings in Healthcare Facilities
Air Liquide Healthcare is proud to introduce TAKEO2TM, one of the world’s first
digital integrated cylinders. Australia is one of the first countries outside of Europe
to implement this new technology.
About Air Liquide
Healthcare
Air Liquide Healthcare
is a world leader in
medical gases, home
healthcare, hygiene
products and healthcare
specialty ingredients. Air
Liquide Healthcare aims
to provide customers in
the continuum of care
from hospital to home
with medical products,
specialty ingredients and
services that contribute to
protecting vulnerable lives.
We serve over 7,500
hospitals and 1,000,000
patients throughout
the world, supplying
medical gases, hygiene
products and equipment
to hospital customers,
and providing Home
Healthcare services
to patients in the
community.

T

AKEO2 TM is a major innovation in the Medical
Oxygen field. This new generation cylinder
combines a built in pressure regulator, an ergonomic
cap and a patented digital gauge, to provide
healthcare professionals with the industry’s safest and
most cost effective medical oxygen delivery system.
This new technology allows caregivers to better
manage the administration of medical oxygen, by
viewing the remaining time and volume available at
a glance.
What does TAKEO2 TM mean for me?

This solution provides major benefits to healthcare
providers:
Greater patient safety by reducing the risk
of oxygen supply interruption:
•

Staff can safely plan oxygen dependent transfers
having immediate and accurate cylinders
duration time.

•

The permanent display of the remaining time
and available volume as well as the safety alerts
indicate when the cylinder needs to be replaced

•

The integrated valve with built in pressure
regulator provides a higher level of safety as it
reduces the possibility of adiabatic compression
associated with detachable pressure regulators.

Improved ease of use and faster oxygen set ups:
•

With an ergonomic cap, a comfortable handle
and a straightforward flow selector, patient care
is significantly facilitated.

•

The time-related data provides an unprecedented
comfort level to caregivers who can better focus
on their primary responsibility, the patient.

•

Featuring an integrated valve, TAKEO2 TM does
not require a separate regulator to be attached.
This eliminates the need to purchase regulators
for medical oxygen cylinders, or to manage their
maintenance and repair.

The use of the integrated TAKEO2 TM cylinders
reduces redundant and inefficient activities,
enables caregivers to reallocate their time on the
patients and delivers significant cost savings for the
healthcare facilities.
It was demonstrated with several case studies in
Europe and Canada that hospitals were returning
about 50% of their medical oxygen cylinders for
refill (considered as empty) when cylinders were
actually over 1/4 full. With the new digital integrated
cylinders, over 90% of the cylinders were returned
completely empty by the hospital. As a focus on
lean management and waste reduction practices
in the healthcare sector continues, TAKEO2 TM is the
innovative solution for cost savings.
How does it work?
When the cylinder is in use, the patented digital
pressure gauge calculates and displays the time
remaining in hours and minutes. No more estimations
or calculations of the remaining content are required
as TAKEO2 TM cylinder provides direct intelligible
information to medical staff with the remaining
treatment time at the selected flow.
When the cylinder is not in use, it displays the
available volume in litres. The device also features
visual and audible warning alerts which indicate
when critical levels are reached.

Cost efficiency through an effective use of the
cylinder content and reduced equipment cost:
•

With direct and exact information on remaining
time, staff members are more confident to use
most of the cylinder contents as they have a
better control of the autonomy of the cylinder.

Remaining time displayed in hours:minutes

»
For more information, please contact 1300 360 202
or visit www.airliquidehealthcare.com.au
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PROFESSIONAL DEVELOPMENT
interview with Naomi Simson

FEATURE

STORY

Finding
purpose
in your
work
After founding RedBalloon in 2001, Naomi
Simson has become one of Australia’s
biggest success stories. Naomi’s inspiring
keynote presentation at the LASA 2015
Congress ‘A Life Filled with Passion and
Purpose’ provided delegates with tips on
making powerful choices to ultimately fulfil
their true purpose. We caught up with her
afterward for a chat on applying this advice
to a career in the health industry.
AHHB: Could you please give us a brief overview of your speech at
LASA Congress 2015 on living your life with purpose and a sense of
accomplishment?
NS: Often people get passion and purpose confused - they are not
the same thing. You might be passionate about the love of your life
or great art, but that is not your life’s work. What I shared with the
audience was my belief that people can wake up every day inspired
to go to work and return home at the end of the day feeling fulfilled
by the work they do and knowing that they have contributed to
something greater than themselves which has particular relevance in
this industry. But they are only empowered to feel these things if they
are living their life with purpose and have found their purpose. For
many in the room, this resonated very strongly I am sure.
AHHB: Does ‘do what you love’ have a literal interpretation for you, or
is it a principle that needs to be applied with practicality in mind?
NS: My mother famously told me in so many words that my love for art
would not equal a life with millions of dollars so she encouraged me to
go to university and enjoy my love for art on the side. When you enjoy
what you do, you really do a better job - one might enjoy singing on the
streets and busking and they might do a brilliant job at it, they go home
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How can I start living
a meaningful life now?
“I would really encourage readers to pick themselves
up a copy of my book ‘Live What You Love’ - take the
time to contemplate the words, make them your own and
do the exercises I have included. Your experience of your
own life will shift. What you will discover is dependent
on how honest you are with yourself in your answers
and considerations of the questions I pose. For many,
the book has been a wonderful step on their journey
to continue to live a meaningful life.” Naomi Simson,
Founding Director of RedBalloon, ‘Shark’ on Channel
10’s Shark Tank, Author, entrepreneur, speaker.
feeling fulfilled - but of course we all have ends to meet. There is an
element of practicality involved, but it is being mindful of your passion;
your compelling enthusiasm or a desire for something and seeing how
your passion and life situation can work in harmony.
AHHB: What is your advice for someone who has identified their
passions, chosen a direction they thought would make them happy,
and discovered it is not what they expected?
NS: I get contacted numerous times a day by people who have
been inspired by my book and have quit their jobs to fulfil their
lifelong passion of starting their own business for example. But they
have hit a stonewall when they realise how much work is involved
in doing all of this, and have been challenged when they realise
they don’t have the security blanket of the monthly salary hitting
their bank accounts. They begin to question their passion when
the dream doesn’t work out as they intended. I remember when I
studied marketing at university and I was so incredibly excited and
motivated to attend all my lectures and learn everything, but I was
left feeling disappointed and underwhelmed by the curriculum - I
too, began to question the direction I was taking. But I stuck it out
and went out into the working world, and that was when I gained the
experience and learnings I had been craving.
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“if there is not a culture that thrives on engaging,
recognising and rewarding employees for their
good work that aligns with the organisation's’
values then any nurturing to lead meaningful
lives is not possible.”

AHHB: Passion waxes and wanes and interests change. Do you
recommend a direction check from time to time? And how should
people do this?
NS: I tell people often that I want to empower them through my
writing and my experiences to make powerful choices about their
own lives and living with passion every day. But passion alone is not
the recipe for success. In life there is failure and without it we don’t
know success. Failure is not the end of the world or the road, it just
means the course of action has ceased and you are challenged to
devise your next move. These are the direction checks or obstacles
we face in life, but if you are true to your passion and you are
focused on your purpose you will get through it.
AHHB: There are times when things get tough on the personal front
and it can affect our work performance. The importance of selfcare is an all-too-common refrain, but it can bring on feelings of guilt
in some people to step back from their responsibilities to focus on
themselves. Any advice?
NS: I know well the feeling many entrepreneurs share which is a
view of “holidays? What holidays? Surely there is an opportunity
to research, a meeting to be had, papers to be reviewed, blogs to
write.” I also know why I started RedBalloon and it was because I
thought I would have more time with my two young children and
adapt to this cruel concept we know as ‘work-life balance’ - which
might I add is a croc. It is a label we attach to ourselves to harshly
judge us for our actions and it is not helpful. Everyone knows their
limits - for some the boundaries are pushed more than for others. But
I do look after myself - yoga helps; clean and organic eating; walking
everywhere I go. It is different for everyone but I will say that being
mindful of your wellness is critical to your own success.
AHHB: Would you share your philosophy on sacrifice and
accomplishment?
NS: One of the quotes I share in my book from JFK is this: “We choose
to go to the Moon in this decade and do other things, not because they
are easy, but because they are hard.”
I remember way back in 2001 when I decided to launch RedBalloon
it took eight months to prepare. On launch date nothing happened. I
was so naive! I somehow thought that if I built a website the customers
would simply buy from it. I had spent our family savings on it and I had
no money left to promote it. The agony of waiting for the first sale was
excruciating - everyday questioning myself and my passion for creating
great experiences to be shared. It took two months and four days for
the first sale to come through and I will never forget the sense of relief
and accomplishment I felt.
Nothing in this life is meant to be easy. Humans were put on this world
to figure that out and I am so proud of what RedBalloon has become launching their new website last week which is light years better than
what launched all those years ago!
AHHB: Many healthcare workers enter the field out of the desire
to help people, but it can become an emotionally draining career.
How can they maintain the passion?
NS: I could not be more in awe of the work that healthcare workers
do every single day - the difference they make to our loved ones
lives (and eventually our own) is incredible. The care and respect
they give is endless. But I know many stories of exhaustion, burnout,
illness - where their reality is too upsetting and draining to go on. I do
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not know what this must feel like but what I will say about passion is
remembering why they embarked on this career choice, and holding
their purpose close at hand each and every day. Knowing how much
their life’s work contributes to another’s should be enough for them to
keep being reminded of their passion and purpose every single day.
AHHB: How can managers and bosses nurture their employees
desires to lead meaningful lives?
NS: Having an employee centred culture is key here - if there is
not a culture that thrives on engaging, recognising and rewarding
employees for their good work that aligns with the organisation’s’
values then any nurturing to lead meaningful lives is not possible.
That is why I invested in redii.com - a software tool designed at
aligning teams, encouraging peer-to-peer recognitions and further
fostering a culture where managers can see the great work their team
members are doing and recognise them for doing so.
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PROFESSIONAL DEVELOPMENT
MARKETPLACE

Improving Patient Diagnosis
through quality Ultrasound Training
Destination Sydney
According to growing evidence that the
timeliness of patient and emergency care is
associated with quality of care, there is internal
and external motivation for relevant departments
to continually improve their ultrasound
diagnostic and imaging skills.

F

or emergency physicians, nurses and other practitioners, emergency and
ultrasound training is essential and one of the challenges that remain is to
select a training provider who can provide didactic education, critical thinking
exercises, and opportunities to assimilate concepts and apply them in real-world
scenarios that assess their understanding.
As an outcome focused training organisation, the Australian School of
Medical Imaging (ASMI) is based in Sydney and has been providing quality
ultrasound training to the Australian and New Zealand healthcare sectors for
nearly 10 years.
Partnering with those at the coal face
In December 2013, ASMI partnered with Dr Adrian Goudie of Ultrasound
Village and The Sono Cave to deliver high quality emergency and critical
care ultrasound seminars on the East Coast that are not only CCPU approved
by ASUM, but most importantly, are incredibly relevant to the busy Emergency
Department.
ASMI continues to provide their innovative courses that reflect new policies
and current best practices to ensure that healthcare professionals have the
most up to date knowledge and skills to deliver the best evidence-based care
in the interest of patient safety.
We feel that we have developed the finest teaching faculty available in
emergency ultrasound. Our staff has held numerous national positions in
the ultrasound community and continue to be a vital part of the development
and implementation of this technology. Our world-class Faculty members
have been hand-picked for their dedication, expertise and leading edge
knowledge in their particular field of medical imaging and allied health and
are able to transfer their exceptional depth of knowledge and practical skills
to all seminar registrants.

“I found the ASMI Emergency Physician’s Ultrasound
Course to be very enlightening. I particularly appreciated
being taught by experts, including an ultrasound engineer,
an emergency physician and a senior sonographer. The
practical approach gave me new skills to match the
theoretical knowledge.”
Dr J W – Emergency Department Director

Decades of collective experience have equipped us
with proven best practices for amplifying the ultrasound
capabilities within your hospital by enabling the seminar
attendees to perform at their best. The number of
physicians, sonographers, allied health professionals and
radiologists that feel confident in partnering with the
Australian School of Medical Imaging is overwhelming
and of course, complimentary.
Even if ultrasound may be new to you, perhaps you can
take heart knowing ASMI also delivers seminars for a
beginner that are also outcome focused as evidenced by
the following testimony.
“I came with a fear of the unknown – the ultrasound – the
grey and white images had never made sense to me, but
after the well organized and individualized attention at
ASMI, I left with an understanding not only of the machine
but also the ability to capture meaningful imagines and
to understand what I was looking at. I didn’t need an
emergency consultant or radiologist, I needed a very
experienced ultrasonographer to guide me through the
tricks of the trade which can only be enhanced with
practice and that I think was and is the reason I left
satisfied with my ability.”
Dr V R M – Emergency Fellow

Key Point
ASMI is the only ultrasound training organisation
in Australia who is in academic partnerships with
Monash University in Melbourne, Charles Sturt
University and ASUM.

»
For all of your ultrasound training requirements
including CCPU or CAHPU courses, please visit our
website www.asmi.edu.au or call us on (02) 9482 8711.
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Ultrasound
Training Specialists

•
•
•
•
•

2 DAYS

AAA
EFAST
DVT
VASCULAR ACCESS
CCPU & CAHPU

•
•
•
•
•

2016 DATES: FEB 4; MAY 19; AUG 18; NOV 10

GYNAE & EARLY PREGNANCY
•
•
•
•
•

2 DAYS

2 DAYS

PROSTATE
CERVIX
BREAST
NECK
CCPU & CAHPU

2nd & 3rd TRIMESTERS
FETAL POSITION
PLACENTA POSITION
FETAL WELLBEING
CCPU & CAHPU

MSK FOR POINT OF CARE
•
•
•
•
•

2016 DATES: APR 9; SEP 17

•
•
•
•
•

2016 DATES: FEB 13; NOV 12

2 DAYS

FOLLICLE TRACKING
•
•
•
•
•

2 DAYS

INTRO TO FOLLICLE TRACKING
SCAN, COUNT & DOCUMENT
3D IMAGING
TRANS ABDO/ VAGINAL
CCPU & CAHPU

2016 DATES: MAR 5; OCT 8

MORE ULTRASOUND WORKSHOPS

MSK - SPASTICITY MANAGEMENT

•
•
•
•
•
•

•
•
•
•
•

Check website for dates or available on demand.

2 DAYS

INTRODUCTION TO SOFT TISSUE
MUSCLES, LIGAMENTS & TENDONS
NEEDLE GUIDANCE/ INTERVENTION
UPPER AND LOWER LIMBS
CCPU & CAHPU

2016 DATES: JUN 4; OCT 22

PHLEBOLOGY (2 DAYS)
ABDOMEN (5 DAYS)
KICK START WORKSHOP
NECK ULTRASOUND (1 DAY)
MSK FOR ALLIED HEALTH
VASCULAR WORKSHOPS

2 DAYS

2016 DATES: MAR 19; AUG 13

DIAGNOSTIC AND INTERVENTIONAL
SURGEON FOCUS
BIRADS
NEEDLE GUIDANCE TECHNIQUES
CCPU

BRACHYTHERAPY ULTRASOUND

BELS
ANATOMY
ACLS INTEGRATION
LV & RV FUNCTION ASSESSMENT
CCPU & CAHPU

MONITORING OF FETUS
•
•
•
•
•

2016 DATES: MAR 12; AUG 6

•
•
•
•
•

1 DAY

2016 DATES: FEB 6; MAY 21; AUG 20; NOV 12

EPTOPIC
VIABILITY OF FETUS
PELVIC ANATOMY
TRANS ABDO/VAGINAL
CCPU & CAHPU

BREAST ULTRASOUND & INTERVENTION

ECHO IN LIFE SUPPORT

2 DAYS

ULTRASOUND FOR PAIN & REHAB PHYSICIANS
BOTULINUM TOXIN INJECTIONS
CONSIDERED NEEDLE PATHWAYS
UPPER LIMBS AND LOWER LIMBS
NEUROVASCULAR AVOIDANCE

2016 DATES: MAY 14; ON DEMAND

REGISTER NOW online at WWW.ASMI.EDU.AU | email admin@asmi.edu.au | or call 02 9482 8711

OKD01 ...done ByFriday

EMERGENCY ULTRASOUND

NURSING

with the Australian College of Nursing

National Nursing
Forum shines the
light on leadership
More than 250 nurse leaders
from around the nation
gathered in Brisbane for the
National Nursing Forum, the
signature annual event held
by the Australian College of
Nursing (ACN).

T

his year’s theme, “advancing nurse
leadership”, was examined in a
comprehensive program of workshops and
presentations by more than 60 local and
international speakers. They shared their
insights about critical issues facing the
nursing profession, including the need for
strong, confident and resilient nurse leaders
within the healthcare system.

Governments around the world are facing
the harsh reality of the rising cost of health
care provision to an ageing population and a
population with a rising incidence of chronic
disease. In Australia, budget pressures mean
that the Federal and State Governments are
seeking ways to contain health expenditure.
Kathleen McLaughlin, acting CEO of the
ACN, told the Forum delegates that the
economic pressure of providing healthcare,
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combined with the need to achieve cost efficiencies without
sacrificing patient safety and satisfaction, means there are competing
priorities that nurses confront and respond to on a daily basis.

EHT
NOITAN
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“Nurses are uniquely placed to provide advice, propose reforms and
lead the way in cost management without reducing the quality of
care provided. A nurse leader can have a positive effect on improving
patient care and optimising outcomes by leading the policy, cultural,
clinical and organisational change required to deliver quality
improvements,” said Ms McLaughlin.
Evidence from around the world shows that the role of a nurse
leader must not be underestimated. A nurse with leadership skills
is critical to advancing the nursing profession and developing a
healthy work environment and culture. Another important aspect
of nurse leadership is its ability to give nurses an essential voice
in the development of patient care environments. With nurses
consistently rated as the most trusted profession, they are uniquely
placed to effect transformational change at every level by working
collaboratively with all health professionals.

“Being a nurse leader is more than working in a managerial position.
A nurse leader is a change maker. ACN wants to ensure that nurses
have access to the latest information and networking, mentoring and
educational opportunities to develop their leadership skills and, by
doing so, lead the improvement of the health of all Australians,” Ms
McLaughlin continued.

According to the National Nursing Forum’s international keynote
speaker, Professor Anne Marie Rafferty - an expert on health service
reform in the United Kingdom - nurses as leaders must not only do
things right, they must also do the right things to achieve sustainable
change in policy, systems, workplace culture and workforce retention.
“In a highly pressurised health system, the need for nurse leaders
is huge. Strong leadership by nurses plays a pivotal role in a system
that makes enormous demands upon practitioners. The skills and
expertise that nurses have means they are in a position to lead
change in health care systems, be the designers of better care
models and processes, as well as deliver better health outcomes for
patients and their families,” stated Professor Rafferty.

In convening an annual National Nursing Forum, the Australian
College of Nursing’s goal is to raise the profile of the importance of
developing and enhancing leadership skills in nurses at all stages of
their career – from the nursing student and graduate nurse through
to the experienced nurse in a senior executive position. ACN believes
that every nurse can have a positive impact on patient safety and
health care outcomes, not only through the delivery of front line
services but also in shaping and leading the development of new
models of care needed to meet future healthcare demands.
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“With nurses consistently rated
as the most trusted profession,
they are uniquely placed to effect
transformational change at every
level by working collaboratively
with all health professionals”.

ACN, an organisation not afraid to intelligently
challenge industry issues affecting the nursing
profession or Australia’s healthcare, is a wellconnected and educated national body that
drives change with people of influence to enhance
the delivery of health services to the Australian
community. ACN advances the skills and
expertise of nurses to provide leadership in their
contribution to the policy, practice and delivery of
health care.
A membership organisation with members in all
states and territories, healthcare settings and
nursing specialities, ACN’s membership includes
many nurses in roles of influence, including senior
nurses, organisational leaders, academics
and researchers.
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Education
for Nurses
Postgraduate
Certificate Courses
Registered nurses progress your
career with higher education
Postgraduate qualifications can help you accelerate
your career advancement. ACN offers a wide range
of graduate certificate courses for nurses.
ACN’s postgraduate courses are designed by nurse
educators, have a strong clinical focus and include
subjects that help to prepare you for leadership
positions in your chosen specialty. They are also
very competitively priced.
Choose from the following specialties:
• Acute Care
• Aged Care
• Breast Cancer
• Cancer
• Child and Family Health

• Musculoskeletal and
Rheumatology
• Neonatal
• Nursing Practice
• Orthopaedic
• Paediatrics

• Critical Care (specialties
include Emergency,
• Perioperative
Cardiac and Intensive
• Stomal Therapy
Care Nursing)
(unique to ACN)
• Drug and Alcohol
• Leadership and
Management

Training and
Assessment Courses
Are you an enrolled nurse
wishing to gain the minimum
standard credentials
(Diploma of Nursing) or higher
(Advanced Diploma)?
ACN offers two nationally accredited training
courses for ENs.
HLT51612 Diploma of Nursing
(Enrolled/Division 2 Nurse)
For all ENs who hold a Certificate IV in Nursing,
Certificate IV in Nursing (Conversion/Refresher) or
Advanced Certificate in Nursing, wishing to obtain
the Diploma of Nursing qualification (students must
already hold medication management credentialing).
HLT61107 Advanced Diploma of Nursing
(Enrolled/Division 2 nurse)
This course is available for ENs with a Diploma of
Nursing who are extending their scope of practice
within their specialty and looking for a nursing
program in aged care, perioperative, critical care or
mental health. This course is delivered fully online.
Next intake: January 2016

Two intakes per year – January and July

Advancing nurse leadership
ACN_AHHB_flyer_oct_A4.indd 1
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Tailored
Solutions
Customised Education
Programs

ACN can help you meet
the specific learning
needs of your staff
Are your current education options:
• Needs specific?
• Flexible and convenient?
• Quality driven and backed by years of expertise?
• Offering you value for money?
ACN offers customised, quality education programs
that are tailored to meet your specific educational
requirements, your availability and your budget.
Our team will work with you to fully understand
your needs and develop an appropriate program.
We select presenters with proven experience and
expertise, provide a promotional flyer and arrange
for your program to be run in-house or at a venue of
your choice.
Our service continues after your program is
complete, with a feedback report and certificates of
attendance.

For more information

For more information
Call: 1800 265 534
Email: cecs@acn.edu.au

Call: 1800 265 534
Email: customerservices@acn.edu.au
Visit: www.acn.edu.au/education

www.acn.edu.au
ACN_AHHB_flyer_oct_A4.indd 2
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PHARMACY

with the Pharmaceutical Society of Australia

Access Concerns
as Drugs Delisted
T

Joe DeMarte is the newly elected President of the Pharmaceutical Society of Australia.
He has concerns over the new consumer restrictions on pharmaceutical scheduling.

he PBS Access and Sustainability Package,
of which 6CPA is a part, has now been
passed by the Government and is estimated
to achieve PBS savings of $6.6 billion over
the five years.
One of the measures incorporated into the
PBS Access and Sustainability Package is the
removal of some low-cost, over-the-counter
medicines from the PBS.
Consumers will instead access these medicines
from pharmacies and supermarkets, at
notionally cheaper prices with the measure
expected to save $500 million over five years.
In April, the PBAC recommendation included
that “products with an ex-manufacturer price
below the PBS Concessional co-payment
should be delisted from the PBS” because PBAC
considered that “access to these products would
be unaffected by the removal of PBS subsidy”.
There are reportedly 352 ‘candidate’ items of
which 47 were on the list for consideration by
the PBAC in July.
PSA appreciates that the determination of
delisting criteria is being undertaken with the best
advice and transparent processes, however we
believe that broader consultation of stakeholder
views should have been forthcoming.
“Access” is certainly not the only consideration
here and PSA has raised concerns about the
delisting measures by using paracetamol,
an inexpensive and widely available OTC pain
medicine, as an example.

Even from a cost perspective alone these
consumers would appear to be worse off,
but of additional concern is that supermarket
purchases take the GP and pharmacists out of the
loop, fragment treatment and affect the quality
use of medicines for many of these patients.
Paracetamol will no longer be recorded in a
patient’s dispensing history and so pharmacists
will no longer be able to effectively monitor
compliance, check dosage or check for doubling
up of paracetamol containing products that may
have been inadvertently prescribed.
None of the above data, which would normally
have been recorded during the process
of dispensing, will be recorded anywhere
and doctors will not be able to liaise with
pharmacists to in order to access it if needed
when reviewing a patient’s care.
Instead they will need to rely on the patient’s
own assessment of their drug usage and
compliance, and we all know that this is often
an unreliable reference point.
Paracetamol was previously delisted from
the PBS in 1986, and unfortunately we do not
appear to have learned from this previous
delisting, which was reversed after only 12
months due to unexpected problems arising
from the move.
PSA also has significant concerns with the
implementation date for any resulting changes
being scheduled for 1 January 2016.

When paracetamol is delisted, these consumers
will reach the Safety Net later and experience
greater out-of-pocket costs as paracetamol will
no longer contribute to reaching the Safety Net.

These patients are mostly concession-card
holders and patients with chronic conditions.
A longer transition time needs to be considered
so that people can organise their medical
appointments and have their medicine needs
re-assessed and/or alternatives considered.
Making dose adjustments or understanding
changes to their medication management plan
may also take time.

To access the dose required for regular use in
osteoarthritis from a supermarket, consumers
would need to purchase multiple packets and
take more tablets each day.

Community pharmacists know from previous
experience that significant changes to PBS rules
creates a number of problems for patients and
carers: confusion (‘I never had to pay for these

Paracetamol - when prescribed on the PBS for
osteoarthritis - is frontline therapy for 1.9 million
Australians suffering with this condition.
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Joe DeMarte

President of the Pharmaceutical
Society of Australia

medicines before’), inconvenience (“the
clinic is not open or my own doctor is
not available”) and distress (“I am away
on holidays and need my medicines’).
A lead-up period of five months
(at best) is far from adequate.
Our preference, and one we
will continue to advocate for, is a
commencement date of 1 July 2016.
As an aside and somewhat ironically,
the National Return and Disposal of
Unwanted Medicines (NatRUM) program
recently reported that paracetamol was
the eighth most commonly discarded
medicine in Australia.
Surely pharmacists would be far
better employed using their time
to optimise medicine use, increase
health literacy and minimise waste
rather than trying to explain this
additional legislated burden on
people’s health, particularly those
who are elderly, frail or have a
chronic condition.

PHARMACY

MARKETPLACE

Biological
Therapies For
Your Injectable
& Oral Nutrients
With over 40 years of sterile
manufacturing experience,
Biological Therapies is a
TGA-licenced facility that
produces TGA registered
products under the strict
PIC/S Code of GMP.
We manufacture a comprehensive
range of injections that include:

We also manufacture a specialised range of
oral liquid supplements targeting the needs
and requirements of hospitals, these include:
Vitamins A, D & E Oral Liquid
Vitamins A & E Oral Liquid
Vitamin D3 Oral Liquid (1,000IU/0.2mL)
Magnesium Oral Liquid
Magnesium Complex Oral Liquid
Micro-Minerals Oral Liquid

High Dose Thiamine (B1) Injections
Vitamin C Injections
EDTA Injections

• An ideal dose form for those who have
difficulty swallowing pills or capsules.

Zinc Oral Liquid

• Enhanced absorption.

Biological Therapies ONLY:
•

Manufactures products to the strict
standards of European PIC/S Code of GMP.

•

Produces low allergy products with the
minimal use of excipients.

•

Sources the highest grades of raw
materials that are recognised and
licensed by the TGA.

•

Provides the highest standards of
customer service.

Vitamin B12 Injections

• High quality, low allergy, low excipient raw
materials making it ideal for most patients.
• An ability to vary the dose level when required.

Trace Elements Oral Liquid

B Complex Injections

Bio-Logical water soluble
oral liquids provides
patients with:

»
For further information including product, pricing and/or orders please contact our team on: 1800 063 948,
(03) 9587 3948 or email info@biol.com.au. We are located in Suite 5, 20-30 Malcolm Road, Braeside, VIC 3195
Visit our website www.biologicaltherapies.com.au

Vitamin B Injections
Biological Therapies is proud to be at the
forefront of nutritional parenteral research
and development. We pride ourselves on
manufacturing and delivering a range of the
highest quality products and services that
are innovative and welcomed by all
Hospitals around the world.

Putting
the pieces
together

IV B-Dose
BOXES OF 6 VIALS

B-Dose

BOXES OF 3 or 6 VIALS

Methylcobalamin
BOXES OF 6 VIALS

B-Dose Forte Cyanocobalamin
BOXES OF 3 or 6 VIALS

BOXES OF 10 VIALS :: 1mg in 1mL

Thiamine

Cyanocobalamin

BOXES OF 10 VIALS

biologicaltherapies.com.au

Free Call

1800 063 948
for more information

BOXES OF 6 VIALS :: 20mg in 2mL

Suite 5, 20-30 Malcolm Road, Braeside VIC 3195
PO Box 702, Braeside VIC 3195
Tel +61 3 9587 3948
Fax +61 3 9587 1720
orders@biol.com.au
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with Australian Diagnostic Imaging Association

Australian Diagnostic Imaging Association Feature

A Brave New
World in
Prostate Imaging
It’s one of those things men don’t like to talk about – but prostate cancer is too
important to ignore. ADIA President Dr Christian Wriedt examines the diagnostic
capabilities in prostate cancer imaging.

R

ated as the second most common cancer in
Australian men 1, it claims more than 3,000
lives in this country each year. This represents
more than 13% of all our male-related cancer
deaths.2 Approximately one in seven men will
be diagnosed with prostate cancer during their
lifetime 3 and it is estimated that by 2020 there
will be more than 25,000 newly diagnosed cases
of prostate cancer in Australia.4
Unfortunately a patient’s journey to prostate
cancer diagnosis has often been an
uncomfortable and unsettling one. In the past
prostate biopsies, which are a vital part of
diagnosis, were performed in a semi-random
fashion hoping to ‘hit’ any potential area
of cancerous change. This often resulted
in a missed diagnosis or in many cases
underestimating the seriousness of a cancer.
These challenges often led to many men
putting off a potentially life-saving check-up
until it was too late.
The early detection of this disease is essential
because, if confined to the prostate gland, it is
often curable.5 Thankfully, new diagnostic imaging
technologies are changing the status quo, giving
patients a chance to detect prostate cancer
earlier and with significantly less discomfort.

The ‘Gold Standard’ of Prostate
Cancer Diagnosis
In previous years diagnostic imaging had a
limited ability to assist with prostate cancer
diagnosis and treatment.
Dr Darren Ault, is a clinical radiologist and subspecialist in prostate cancer imaging.
“Generally the path to diagnosis would be a
digital rectal examination and a blood test to
measure the level of prostate-specific antigen
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(PSA) in the patient’s bloodstream. Many
patients with high PSA blood levels would then
be offered needle biopsy of the prostate to look
for evidence of cancer, despite the fact that
more than 50% of patients with an elevated
PSA do not have prostate cancer,” Dr Ault said.
Non-targeted needle biopsy of the prostate
has several limitations in that it can miss a
significant cancer or may underestimate the
significance of a cancer by not sampling the
most serious part of a lesion. The patient
may end up with an incorrect or inaccurate
diagnosis and neither the patient nor the
treating doctor could be certain that a negative
biopsy meant no cancer was present. On the
flip side, this approach also has the risk of
over-diagnosis of non-significant prostate
cancer - cancer which will not cause a problem
to the patient in their lifetime. Over-treating this
type of cancer has associated cost and risks.
There are also specific issues with
different procedures.
“There are two main types of biopsies for
prostate cancer – the trans-rectal ultrasound
guided biopsy (TRUS) or the trans-perineal
template biopsy,” Dr Ault said.
“With the trans-perineal biopsy, patients require
an anaesthetic and a day stay admission. The
risk of infection with TRUS biopsy can also be
a source of concern for patients, particularly
in the current era of multi-resistant bacteria.”
So it is no wonder that many men are put off
by the prospect of going through the process
of a prostate cancer diagnosis – however,
new advances in diagnostic imaging are
fundamentally changing the patient experience
and providing better clinical outcomes.
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Dr Christian Wriedt
President of the Australian
Diagnostic Imaging Association

ADIA represents medical
imaging practices
throughout Australia,
both in the community
and in hospitals, and
promotes ongoing
development of quality
practice standards so
doctors and their patients
can have certainty of
quality, access and
delivery of medical
imaging services.
Visit our website
www.adia.asn.au

MR images demonstrating cancer at the
front of the prostate and subsequent biopsy

The ‘New Standard’
in Prostate Cancer Diagnosis
Today two major advances are revolutionising prostate
cancer detection and monitoring.
“Previously there wasn’t an imaging modality that could
show you focal abnormalities in the prostate - now the
latest technology allows that to happen,” Dr Ault said.
Multi-parametric Magnetic Resonance Imaging (Prostate
MRI) is drastically changing the way prostate cancer
is diagnosed. Prostate MRI combines anatomical and
functional imaging to give a more complete evaluation of
the prostate. This allows radiologists to alert clinicians as to
the likelihood of a significant prostate cancer being present.

Diffusion image

“Using MRI we can now produce exquisitely detailed
images that allow radiologists to define suspicious lesions
within the prostate and allow targeted biopsies to confirm
a diagnosis of cancer. We can also be pretty confident
that a normal MRI scan means that a patient does not
have significant cancer.”
An Australian study into the effectiveness of Prostate MRI
performed at the Wesley Hospital in Brisbane found that
approximately half of the patients who presented with an
elevated PSA didn’t need a biopsy once they had an MRI.
”You can effectively rule out half of the patients who
would normally need to undergo a biopsy. Of the remaining
50%, if you conduct an MRI-guided biopsy, patients will
only need two-to-three biopsies as opposed to over a
dozen which, in theory, can drastically reduce the risk
of infection,” Dr Ault said.

T2 image

Another advance that is revolutionising
prostate cancer monitoring and treatment is
called prostate-specific membrane antigen positron
emission tomography (PSMA-PET).
With most cancer patients, a radioactive agent called
FDG is used when performing a PET scan. Unfortunately
with prostate cancer, FDG-PET has been shown to not be
accurate. Enter PSMA-PET, which uses a tracer designed
specifically for prostate cancer.
“PSMA-PET is a hot topic – it provides information in
addition to what we get from MRI. It’s early days but
PSMA-PET seems to have a dual role: to more accurately
stage people who have high risk prostate cancers and
to detect recurrent prostate cancer,” Dr Ault said.

ADC map

While the exact place of PSMA-PET imaging in the
diagnostic pathway is still being defined it is already
making a significant impact on the management of
prostate cancer by increasing the accuracy in the
identification of cancer within surrounding areas such as
lymph nodes and bones. This is great news for patients
who in the future may be able to avoid unnecessary
additional surgery such as lymph node removal.
Unfortunately - despite the significant improvements to
the patient experience, diagnostic accuracy and overall
clinical outcome - prostate MRI, MRI-guided biopsy and
PSMA-PET are not eligible for Medicare funding.
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Prostate PSMA PET

Full Body PSMA PET image

Dr Darren Ault

Diagnostic Radiologist, Wesley Medical Imaging Brisbane

While there has been an application for prostate MRI and MRI-guided biopsy to be
included in the Medicare Benefits Schedule, an outcome to this application will not be
finalised for some time.7 Worse still, PSMA-PET is not even being considered for Medicare
funding. Without Medicare funding for these services, many patients are left facing
significant out of pocket expenses (in the hundreds or thousands of dollars) in order to
access the best prostate cancer diagnostic techniques. It’s a cost which many Australian
men simply can’t afford.

“Advances like Prostate
MRI reduce the chance of
needing to have a biopsy
by at least 50%.”

The Importance of Access
References

Access to these technologies must be a priority for improving Australian men’s health.
The use of prostate MRI, MRI-guided biopsy and PSMA-PET is revolutionising how prostate
cancer is detected and treated, providing safer and more efficient care for patients.
”At the moment you know that if you go to have your PSA test done and it comes back with
an elevated result that you will probably end up having a biopsy. This discourages many men
from getting a check-up,” Dr Ault said.
”Advances like Prostate MRI reduce the chance of needing to have a biopsy by at least 50%.
Those patients who still require a biopsy after MRI can now have a targeted procedure
requiring only a couple of needles precisely aimed into the area of concern identified by the
radiologist on the MRI images. Now that patients can have imaging to show whether they
actually do have cancer or not, it is more likely that men will get that potentially life-saving
check-up.”
The significant cost of these new radiology services is a major barrier to patients accessing
what is currently the most accurate way to diagnose prostate cancer. Accurate diagnosis
also means the most appropriate management options can be recommended by a patient’s
treating doctor.
Appropriate Medicare funding is essential to ensure that these services are made available
for all patients – not just those who can afford it.
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Qi
Medical
Gas
Services
Preventive Maintenance. Compliance, safety, reliability and efficiency.
W

ith over 60 years experience providing gas
solutions and support, BOC’s Qi Maintenance program’s
dedicated resources are backed by the technical expertise and
professional standards that the hospital environment demands.

Maintenance plans are carried out by our skilled service technicians
according to applicable standards and the manufacturers’ servicing
recommendations. The service of your equipment at regular intervals
includes testing, maintenance repair, parts replacement and tuning.

The development and maintenance of a hospital’s medical gas
system is Qi. Australian Standards (AS) and equipment manufacturer
recommendations form BOC’s benchmark for service. Our routine
maintenance tasks are performed to BOC best operating practice
which meet these requirements.

With our broad Qi Medical Gas Services portfolio, BOC can
help you meet the considerable challenges of compliance and safety
in today’s healthcare environment. At the same time,
we provide balanced insight and flexible tools to improve control and
coordination of medical gases throughout your facility.

Depending on the design of your individual system, BOC can
customise a program that includes 12 monthly service and
maintenance of your hospital’s medical gas reticulation system,
including surgical tool control units, medical gas pendants,
regulators, flow meters, compressors, vacuum plant and other
medical gas related equipment.

Ask us how we can help you manage your servicing needs
with a tailored servicing and repair plan for best practice preventive
maintenance for:

BOC’s preventive maintenance program is designed to
operate efficiently and improve the life of your medical gas
system. Creating a robust and reliable system avoids unplanned
interruptions to supply, builds system confidence and contributes
towards greater patient safety.

- Gas manifolds
- Zone isolation boxes
- Breathing air testing
- Medical Gas Devices

- Medical gas alarms
- Medical gas outlets
- Air and vacuum plant

BOC: Living healthcare

»
For more information call us on 1300 363 109,
OR email hospital.care@boc.com or visit
www.bochealthcare.com.au
Details given in this document are believed to be correct at the time of
printing. While proper care has been taken in the preparation, no liability
for injury or damage resulting from its use. © BOC Limited 2014
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eHEALTH

with David More

A Driver
without
a GPS:

The Coalition and
its inherited PCEHR
Our regular eHealth columnist David More
outlines why it looks like the Federal
Government has no real viable plan to reset the
national eHealth program for the future.

W

ith the appointment of Ms Sussan Ley to
replace Mr Peter Dutton as Federal Health
Minister - and the even more recent replacement
of Mr Abbott by Mr Turnbull as Prime Minister
- there was some expectation that effective
remedies for eHealth woes and better health
information usage would emerge.
The hope was that we might see a reset and adoption
of a new evidence-based direction for eHealth.
We have arrived in our present eHealth situation
via almost 25 years of effort which has been
sadly, not really based on actual evidence.
The worst offender in this regard has been
the Personally Controlled E-Health Record
system (PCEHR). Started in 2010 under Labor
and launched in 2012, three years later it still
sees such desultory adoption and use that the
current Government wants to force a PCEHR on
all citizens who don’t choose to ‘opt-out’, with
all the risks to privacy, consent and security this
entails, in order to improve uptake.
The work to date, by both sides of politics, has
been based on the rather dubious assumptions
that electronic health is good for us, and that
great benefits are available for the Health budget.
It should be stressed that the PCEHR is not
the only electronic health record system in
operation in Australia; in fact, it is one of
the least useful. Hospitals, GPs, specialists,
laboratories etc, all have their own systems,
tailored for their needs and appropriately
partitioned as to content and requirements of
the health professional user.
The publicly available documentation states
quite clearly that “the PCEHR system is
intended to complement and not replace
existing clinical information systems”, and that
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“the PCEHR is not a replacement for normal
sharing of information between an individual
and their healthcare provider”.
I do not dispute the potential benefits
achievable through the use of eHealth record
systems, however the PCEHR will never deliver
any of them.
Sadly, at the time of writing in late 2015,
increasing evidence has emerged that there
may not be as much change on the PCEHR front
as one could desire.
The evidence comes in three strands.
First, and probably most important, we had
a press release from the Federal Minister for
Health, Ms Sussan Ley, on October 9, 2015,
entitled Developing a 21st century electronic
health record system. This release outlined
the composition of a new steering committee
charged with establishing the Australian
Commission for eHealth, intended to take
forward both the present national eHealth
infrastructure and PCEHR system which will
(depending on the passage of legislation) be
renamed My Health Record.
The release claims that “A functioning national
electronic medical records system is essential to
ensure doctors, nurses, pharmacists and other
healthcare providers across the country have
instant access to the information needed to treat
patients safely and efficiently, without having to
gamble on unknowns in their medical history.”
Sadly, I’m not aware of any evidence that
the proposed My Health Record will actually
provide a working example of the system
intended, or deliver the benefits claimed (some
$2.5 biillion per annum, apparently).
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Dr David More
Health IT Consultant

Dr David More is a
Health IT consultant with
more than 20 years’
experience in the eHealth
area. His blog can be
found at aushealthit.
blogspot.com and covers
all matters eHealth. He
may be contacted via the
links provided on the blog.

“the PCEHR is not
a replacement for
normal sharing of
information between
an individual and their
healthcare provider”

Territory and/or Commonwealth run trial activities (for
example the NDIS).
·

Include a range of population groups (i.e. Aboriginal
and Torres Strait Islander, CALD backgrounds.

·

At least one of the opt-out trial sites to include rural
and/or remote areas.

You can read a more detailed discussion of the plans from
the link: http://bit.ly/1Ml2Pn0
So in summary they want to trial the opt-out process
where there is good support and some considerable optin to PCEHR use.
Might it not also be a good idea to trial in one or two
regions where this is not the case, to get a good
understanding of possible risks and issues?
To be utterly frank, I have no idea how the the very young
and very old, the socially isolated, technology-illiterate, and
those suffering mental illnesses and cognitive impairments
are going respond to all this.
At this point, it is hard to see the trials up and running by
the time you read this in early 2016 - and then running for
long enough to allow a proper evaluation considering the
broader scheme, along with all the “wrinkles” ironed out
before mid-2017, never mind next year, as planned. Two
years may even be too optimistic a timeframe.
Finally, we had the following from a speech given by the Health
department’s Chief Information Officer in late September.

Equally it is difficult to believe that a task force mostly made up of the leaders
of the failed implementation of the PCEHR is suddenly going to develop the
insight to deliver a much better working system at this attempt. Surely a very
substantial injection of new expertise and experience is needed, and this has
simply not happened. No real reset here.
You can read the full press release from this link: http://bit.ly/210zyG4
The bottom line here is that we are going ahead, spending money and not
really thinking hard about why the PCEHR system has been so unloved to date.
Second, we had the announcement in early October of the criteria for
selection of the sub-sets of population who are to be used as the test
populations for a switch of the My Health Record to an opt-out system, rather
than the opt-in approach.
For those test populations, this means an individual health record will be
created by the Federal Government for everyone in the area, and populated
with available information from the MBS and PBS. A public education
campaign will advise local people how they can take steps to notify
Government that they do not wish a record created, before the trial starts.
The criteria for sample population areas for opt-out trials have been agreed by
State and Territory Health Chief Executive Officers:
·

Site population of approximately 250,000-500,000.

·

Clearly defined geographical area so there is no confusion as to whether
people are included or not.

·

Ability to confine communications, including electronic media, to the site.

·

Demonstrated existing eHealth capabilities and utilisation of eHealth
services across local health services including General Practice, pharmacy,
aged care services, and at least one hospital.

·

Higher than average PCEHR uptake by providers.

·

Strong clinical networks with a demonstrated commitment to the success
of the trial - Primary Health Network/s, Local Hospital Network/s and any
other relevant local health organisations within the trial site area.

·

Positive community engagement with, and local government commitment
to, previous non-eHealth trials.

·

Not currently involved in, or minimal involvement with, other State,
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A report of the speech given by Mr Madden to CEDA
states: “But progress remains slow. While the (Royle) review
recommended opt-out be introduced from the beginning
of this year, legislation allowing for the regional trials and
eventual national transition was only introduced to the
Parliament last month. Nonetheless, although it ‘needs
some tweaking’ and usability changes, ‘the good news for
our government is they’re not up for a really big system
build’, said Madden. ‘The system exists, it’s been there for
three years.’ And it’s been improved from where it began.
Whereas the prospective customer needed to endure
clicking through 17 screens to prove their identity when it
was first created, the system is now down to two.”
Mr Madden’s claims regarding benefits of the system are
also - to my eye, and putting it gently - pure fantasy.
To quote again: “It is expected that putting records online
could save the Commonwealth $2.5 billion per year within
a decade by reducing inefficiencies, with an additional
$1.6 billion in annual savings also delivered to the states,
according to the Government.”
Here is the link to the relevant article: http://bit.ly/1ltG3kf
Overall, all this reveals an utterly clueless collection of
bureaucrats, steaming on in an attempt to implement
an evidence-free program, in the absence of a coherent
National E-Health Strategy and before any appropriate
governance mechanisms are in place to look after the
interests of a very broad range of stakeholders.
This is all going to end very expensively, and very
badly, I predict.
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Every day, around the world,
we enhance outcomes for
patients and their caregivers.
Hill-Rom is a leading global medical technology company partnering with health
care providers in more than 100 countries, with over 10,000 staff and 7 million
patients touched by Hill-Rom® products every day.

H

ill-Rom achieves this by focusing on patient care solutions
that improve clinical and economic outcomes in five core
areas: Advancing Mobility, Wound Care and Prevention, Clinical
Workflow, Surgical Safety and Efficiency and Respiratory Health.
We are excited Welch Allyn joined the Hill-Rom team in September
2015, and we are looking forward to our joint future. Together, Hill-Rom
and Welch Allyn offer a wide range of innovative solutions to a patientcentric, global customer base focused on quality and efficiency.
When recently welcoming our Welch Allyn colleagues to the HillRom family, John J. Greisch, President and CEO of Hill-Rom said
“Our companies share similar legacies of innovation, quality and
employees who are passionate about enhancing outcomes for
patients and caregivers.”
During 2016 in Australia, Hill-Rom and Welch Allyn, combining with
Hill-Rom’s portfolio of brands, including Trumpf Medical, Liko and
MetaNeb will be working together to expand our companies’ ability
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to help health care providers focus on patient care solutions that
improve clinical and economic outcomes.
Hill-Rom’s focus on quality and innovation is driven by the passion
for providing safe and comfortable environments for patients and
health care professionals and providing unsurpassed after sales
service and support.
By enabling caregivers to provide efficient care, have more time at
the bedside and get patients mobilised safely, positive outcomes
can be achieved. Easier and safe working conditions for caregivers
allow more time for the optimal care of patients, which can
accelerate recovery and increase efficiency.
Hill-Rom’s people, products, and programs work towards one mission:
Every day, around the world, we enhance outcomes for our patients
and their caregivers.
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Hill-Rom:
Our Clinical Focus Areas
Advancing Mobility
Medical technology designed to promote the early mobilisation
and safe transfer of patients.
•
•

The right bed is a therapeutic device helping drive reduced
length of stay and pulmonary complications and helping support
early mobility.
Specialised Lifting and Mobilising Solutions provide an efficient,
safe and careful environment for patients and their caregivers.

Wound Care and Prevention
Specialty surfaces to treat and prevent wounds.
•
•
•
•

Pressure redistribution
Advanced Microclimate™ Technology
Ideal Skin Temperature Range
Excellence in shear/friction prevention

Clinical Workflow
Solutions that automate the clinical environment to improve safety
and efficiency.
•

Nurse Communications
Nurse call
Staff Locations
Patient safety
Protect Patients by Anticipating Care™

Surgical Safety and Efficiency
Surgical products and positioning technology designed
to promote safety and procedural efficiency.
•
•
•

Optimum lighting of the surgical site with surgical control
of camera and control functions
Modular, mobile operating tables and table systems with
intelligence and precision in navigation and patient positioning
Pressure redistribution positioning aids with shear and
microclimate management

Respiratory Health
Airway clearance devices that help patients breathe easier
across all care settings.
•
•
•

Acute care settings
In-home for patients with chronic respiratory conditions
Technologies, protocols, and tools to help clinicians

»
For more information, please
contact us on +61 295620900 or
AustraliaCustomerService@hill-rom.com
or visit www.hill-rom.com
hospitalhealth.com.au
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Please contact us to discuss our Hill-Rom
Beds, Liko Patient Handling Systems
and Trumpf Medical Solutions
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Around the world, Hill-Rom product brands work towards one mission:
Enhancing outcomes for Patients and their Caregivers.
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