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When doctors take the Hippocratic 
Oath, they swear to first, do no harm. 

Sadly, independent reports into the practice 
of gynaecologist and obstetrician Dr 
Emil Gayed revealed failures by both the 
doctor and the health system to protect 
his patients from harm. In this issue, which 
has a Safety theme, our lead feature (p14) 
examines the implications of the Gayed 
case for healthcare facilities. On the topic 
of patient safety, we also examine how 
tracking products to patients improves their 
wellbeing (p58).

Did you know that dysphagia is not just 
a problem for the elderly? Patients with 
conditions such as premature birth, 
cerebral palsy, autism, brain injury, cancer 
to the mouth or throat, stroke, dementia 
and Parkinson’s disease are all associated 
with choking risks. Which is why the new 
international dysphagia standards, which 
commence 1 May, should be implemented 
by all health- and aged-care facilities. See 
page 23 for our feature.

The REACH study into the cleaning of 
hospitals had a huge response from 
healthcare facilities, interested in not only 

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, please send an email to  
hh@wfmedia.com.au.

Welcome to your 
autumn edition!

Laini Bennett 
Editor, H + H   

hh@wfmedia.com.au

improving the quality of cleaning, but 
reducing risk for patients and clinicians. 
This issue you have the opportunity to learn 
about the study’s key findings in ‘What really 
matters in hospital cleaning’, p38.

Cultural Safety became a hot topic in 
2018 following the release of the Code of 
conduct for nurses and Code of conduct 
for midwives. Assistant in Nursing Melissa 
Haydock shares her passion for providing a 
cultural safe environment for our ATSI elders 
in ‘Delivering culturally safe care’, p52.

As always, there’s a wealth of great stories 
in this issue, so settle in for an engaging and 
informative read.
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 The Rounds
updates in health care

blood test predicts alzheimer’s  
16 years ahead
After years of research, a simple blood test has been developed that 
can predict familial Alzheimer’s disease up to 16 years before clinical 
symptoms appear.
The blood test reliably detects signs of brain damage in people 
on the path to developing Alzheimer’s disease — even before they 
show signs of confusion and memory loss, according to a new 
study.
Neuroscience Research Australia (NeuRA), part of the Dominantly 
Inherited Alzheimer Network (DIAN), collaborated on a publication in 
Nature Medicine that details evidence for the blood test.
The DIAN study, which has been running since 2008, involves a 
global network of researchers, who have been working with the 
rare families who carry the inherited Alzheimer’s disease genes to 
identify the biomarkers for potential predictive testing in the future.
Professor Colin Masters AO from the Florey Institute said, “The blood 
test accurately predicted when members of a family with inherited 
Alzheimer’s disease would begin to show symptoms. Inherited 
Alzheimer’s is rare genetic disease. Using this very defined patient 
population we were able to identify affected family members over a 
decade before they began to show cognitive impairments.”
There is hope that the blood test will eventually be useful for a wider 
range of people who may be at risk of the common form of older-
onset Alzheimer’s disease known as ‘sporadic’, as well as those with 
the genetic version.
Neurofilament light, or NfL, is a crucial building block of brain cells. 
When these cells start to die in Alzheimer’s disease, traumatic brain 
injury or other neurodegenerative diseases, this building block is 
released into the blood stream.
The data showed that when patients converted from pre-
symptomatic disease to having clear cognitive and memory decline, 
NfL built up in the blood at the fastest rate.

autism death rates twice that of 
general population
The death rates of Australians with autism spectrum disorder are twice 
that of the general population, according to a new study.
In the big data study, published in Autism Research, researchers 
analysed large linked datasets on death rates, risk factors and cause of 
death of 36,000 people on the autism spectrum in NSW.
“Our key finding is that people on the autism spectrum have elevated 
mortality across the lifespan — their overall comparative mortality rate is 
about twice that of the general population,” said Professor Julian Trollor 
from UNSW Medicine and Chair, Intellectual Disability Mental Health.
“This is of course of great concern. While we only looked at NSW data, 
we’d expect to find the same patterns nationally.”
However, the authors pointed out that the elevated mortality levels for 
autistic people were not a result of their being on the spectrum. “Rather, 
the results indicate there needs to be a greater understanding of autism 
and co-occurring conditions within the health services sector, and 
that more equitable access to health services needs to be a priority for 
government and health service providers,” the authors said.
The study also identified factors that influence mortality risk.
“Risk of death was associated with autistic people’s health needs — 
people with co-occurring conditions such as chronic physical illness, 
epilepsy and mental health conditions were at a higher risk of death. 
People who also had an intellectual disability had a higher risk, too.
The team also found that the top causes of death were different for 
people on the autism spectrum.
“While the top causes of death in the general population were cancer 
and circulatory diseases, for people on the spectrum we found that 
injury and poisoning — which includes accidents, suicide and deaths 
related to self-harm — was the single biggest cause of death, with 
nervous system and sense disorders (such as epilepsy) a close second,” 
Professor Trollor said.
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Give infants peanuts to help avoid allergies
To reduce the risk of food allergies, infants should have eggs and peanuts 
incorporated into their diet within their first year of life.
This includes children at high risk, according to guidelines published by the 
Australasian Society of Clinical Immunology and Allergy (ASCIA) and summarised 
in the Medical Journal of Australia.
The guidelines, published in 2016 with additional guidance published in 2017 and 
2018, include recommendations to introduce solid foods at around six months 
of age and peanut and egg before 12 months, but not before four months. The 
guidelines no longer recommend the use of hydrolysed formula for the prevention 
of allergic diseases.
The authors, led by Dr Preeti Joshi, Chair of the ASCIA’s Paediatric Committee, 
wrote that “food allergy has been increasing in incidence worldwide, with rates in 
Australia among the highest in the world”.
“The Melbourne-based HealthNuts study reported 10% of infants under one year 
of age had a challenge proven food allergy. Egg and peanut had an incidence of 
8.9% and 3.0%, respectively. Egg, cow’s milk, wheat, soy, peanut, tree nuts, fish and 
shellfish constitute the most common food allergens in Australia.”
The recommendation to introduce egg and peanut early, even in high-risk infants, 
was largely based on results from the LEAP (Learning Early About Peanut Allergy) 
study, which randomised 640 children between four and 11 months of age with 
severe eczema, egg allergy or both to consume or avoid peanut containing 
foods until 60 months of age, at which time a peanut oral food challenge was 
conducted.
Among the 540 infants in the intention-to-treat group with a 
negative skin prick test result, the prevalence of peanut allergy at 
60 months of age was 13.7% in the avoidance group and 
1.9% in the consumption group.
“Based on these findings, ASCIA guidelines note 
that if infants already have an egg allergy or 
severe eczema, they are at increased risk of 
peanut allergy,” Joshi and colleagues wrote.
“The guidelines recommend that parents 
should introduce peanut before 12 months 
(but not before 4 months) and suggest 
discussing how to do this with the child’s 
doctor.
“It is hoped that current ASCIA guidelines 
will assist in reversing the upward trajectory of 
early onset allergy disease in Australia, and that 
further research will continue,” they concluded.

The practice of repositioning aged-care 
residents every two hours to prevent 
bedsores should cease immediately and 
be replaced with the use of alternating 
pressure air mattresses (APAMs), a study 
has found.
Researchers at the University of NSW 
(UNSW) found that repositioning was not 
only ineffective, it could constitute abuse 
due to interfering with residents’ sleep 
patterns.
In a paper recently published in Bioethical 
Enquiry, the authors said that the accepted 
practice of two-hourly repositioning is not 
only ineffective at preventing pressure 
ulcers (bedsores) from developing, but it is 
suspected of causing behavioural problems 
by interfering with residents’ sleep patterns.

bedsore practice could constitute abuse: study
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delay newborn bath to 
improve breastfeeding
When a newborn makes its entrance into the world, 
usual practice is to bathe them within hours of their 
birth.
However, a new US-based study has found that waiting 
to bathe a healthy newborn 12 or more hours after birth 
increased the rate of breastfeeding exclusivity during 
the newborn hospital stay.
Conducted by the Cleveland Clinic, the paper was 
published in the January edition of the Journal for 
Obstetrics, Gynecologic, and Neonatal Nursing.
Heather DiCioccio, nursing professional development 
specialist for the Mother/Baby Unit at Cleveland Clinic 
Hillcrest Hospital, led the study after encountering more 
mothers requesting to hold off on the first bath.
DiCioccio points to several factors as to what may link 
the practice of waiting to bathe to the increased rates 
of breastfeeding, including skin-to-skin time between 
mother and baby, smell (the similarity in smell between 
the amniotic fluid and the breast may encourage babies 
to latch) and temperature. Babies in the delayed bath 
group were more likely to have stable/normalised 
temperatures post first bath. “They weren’t as cold as the 
babies who were bathed sooner after birth, so they may 
not have been as tired trying to nurse,” DiCioccio said.

And in an ominous flag for the Royal 
Commission into Aged Care Quality and 
Safety now underway, the study concluded 
that far from being a preventative safety 
measure, the ritualised two-hourly 
repositioning of residents could be a form of 
unintentional institutional abuse.
The study examined the medical and nursing 
records of 80 deceased residents from eight 
Registered Aged Care Facilities (RACFs) 
in Australia to determine the number of 
residents who were assessed as being at risk 
of developing pressure ulcers, how the use of 
two-hourly repositioning impacted them and 
whether the residents had these ulcers in the 
last week of life.
It found that despite 91% of the residents who 
were deemed at risk of developing pressure 

ulcers being physically repositioned in 
their beds every two hours, 24/7, more 
than a third of them had one or more of 
these excruciating skin conditions when 
they died.
Study author Professor Mary-Louise 
McLaws of UNSW’s School of Public 
Health and Community Medicine and 
her co-authors say the best proven 
method of preventing bedsores is the 
use of alternating pressure air mattresses 
(APAMs).
“These mattresses relieve pressure all over 
the body every few minutes, continuously 
and gently so as not to wake or disturb 
the sleeper — at a frequency that human 
repositioning cannot match,” Professor 
McLaws said.
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Pumped breastmilk link to chronic disease
There is a risk that babies fed by pumped breastmilk may be exposed to increased 
bacteria, compared to feeding at the breast, causing a predisposition to chronic 
diseases.
A new large-scale study, published in the journal Cell Host & Microbe, found that 
indirect breastfeeding using pumped milk was both associated with a depletion of oral 
bacteria and an increase of potential pathogens compared with direct breastfeeding.
The findings suggest that the milk microbiota is affected by bacteria both from the 
infant’s mouth and from environmental sources such as breast pumps, although 
future research will be needed to assess the effects that these changes may have on 
the infant gut microbiome and infant health.
Although previously considered sterile, breastmilk is now known to contain a low 
abundance of bacteria. While the complexities of how maternal microbiota influence 
the infant microbiota are still unknown, this complex community of bacteria in 
breastmilk may help to establish the infant gut microbiota.
Disruptions in this process could alter the infant microbiota, causing predisposition 
to chronic diseases such as allergies, asthma and obesity. Although recent studies 
on human milk microbiota suggest that it might be affected by various factors, these 
findings have not been reproduced in large-scale studies, and the determinants of 
milk microbiota are still mostly unknown.

The researchers found a high degree of variability in the milk microbiota across mothers. Among the many factors analysed, the mode of breastfeeding 
— whether mothers provided milk with or without a pump — was the only consistent factor directly associated with the milk microbiota composition.
Specifically, indirect breastfeeding (defined as at least one serving of pumped milk in the preceding two weeks) was associated with a higher abundance 
of potential opportunistic pathogens, such as Stenotrophomonas and Pseudomonadaceae.
“Increased exposure to potential pathogens in breastmilk could pose a risk of respiratory infection in the infant, potentially explaining why infants fed 
pumped milk are at increased risk for pediatric asthma compared to those fed exclusively at the breast,” said first author Shirin Moossavi of the University 
of Manitoba. 

This magazine is FREE for industry professionals. Subscribe: www.hospitalhealth.com.au/subscribe

 The Rounds
updates in health care

thousands of heart patients at high 
risk of second event
Patients who’ve had a heart attack are twice as likely to die prematurely 
compared to the general population, making secondary heart disease 
prevention essential.
This is according to a newly released report, ‘No Second Chances’, 
developed by the Baker Heart and Diabetes Institute. The report 
reveals that preventing secondary heart attacks and strokes is critical 
to combatting Australia’s number one killer — cardiovascular disease, 
and that too many Australians are not being given a second chance at 
life because their risk of a secondary cardiovascular event is not always 
being prioritised.
“Although the focus has traditionally been on primary prevention of heart 
disease, this report demonstrates that the people at the greatest risk of 
a cardiovascular event are actually those who have already had a heart 
attack or stroke and are currently receiving sub-optimal care,” Professor 
Tom Marwick, Director of the Baker Institute.
Prof Marwick said that despite clear evidence of the health and financial 
benefits of secondary prevention, not enough is being done. For 
example, only 50% of Australian heart patients receive guideline-based 
care after a heart attack or stroke. Patients can also do more to adhere 
to treatment and lifestyle advice, he said. The impact of this is costly. 
Cardiovascular disease is the most expensive disease group, costing 
Australia $12 billion a year; a figure estimated to rise to over $22 billion 
by 2032.
The report highlights the impact of cardiovascular disease in Australia.

The full report can be found at baker.edu.au/no-second-chances. 
The report was supported by an unrestricted educational grant from 
Bayer Australia.
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SAFETY

First, do no harm
Dr David Carter*

An independent report into 
the practice of Dr Emil Gayed 
has revealed failures by both 
the doctor and the health 
system to protect his patients 
from harm. We review the 
report outcomes, and their 
implications for hospitals.

D espite years of complaints from both 
health practitioners and patients, 

disgraced gynecologist and obstetrician 
Dr Emil Shawky Gayed continued to 
practice. In recent weeks, Gail Furness SC 
handed down two independent reports1,2 
detailing how both Gayed and the health 
system failed dozens of women, who 
suffered “unnecessary removal of organs, 
unnecessary or wrong procedures, and 
perforations of organs” while under the care 
of Gayed in a variety of hospitals.

In media interviews, Gayed has maintained 
that his patients were “misinformed” and 
that “complications can arise from any 

surgery”. However, it was found by the NSW 
Civil and Administrative Tribunal that Gayed 
had engaged in Professional Misconduct. 
The NSW Health Care Complaints 
Commission (HCCC) presented complaints 
that, amongst other things, Gayed had 
operated on a women failing to identify that 
she was pregnant, then offered to pay for 
a termination of the patient’s pregnancy 
and associated travel expenses. Another 
complaint alleged that he had failed to 
obtain informed consent for a hysterectomy 
that the patient had opposed, and then 
undertook the surgery that was not clinically 
indicated in an inappropriate setting for 
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SAFETY

the high-risk, surgically complex patient. 
The Tribunal accepted all but one of the 
particulars of the 13 separate complaints.

At this point more than 50 women have 
been referred to the HCCC for fresh 
investigation. More than 250 women 
have made contact with authorities 
regarding their care under Gayed. Gayed 
has voluntarily deregistered himself and 
is now facing potential civil legal action 
and a potential police investigation for his 
conduct over the past two decades.

Gayed now joins his colleague Graham 
Reeves — known in the press as the 

‘Butcher of Bega’ — as a source of 
significant harm to women over the course 
of his decades of practice as an obstetrician 
and gynaecologist.

Multiple appointments, 
multiple failures
Appointed across multiple hospitals in 
the public and private sector, Gayed had 
worked at Grafton, Canberra, Cooma, 
Manning, Kempsey and Mona Vale hospitals, 
as well as Delmar Private Hospital. In each 
setting his work raised significant red flags, 
was investigated or referred. As Furness 
found in her reports, this led to his work 

having been ‘effectively terminated’  
at Delmar Private Hospital, Cooma and 
Mona Vale.

His lack of skill was no secret. At one point, 
an investigation by a hospital and local 
health district found that Gayed had “no 
competence” in key diagnostic skills, while 
demonstrating “borderline surgical skills for 
a senior gynaecologist”. The same review 
uncovered a pattern of his undertaking 
multiple operations on patients, noted his 
tissue handling, knot-tying and infection 
control was substandard.

Formal complaints had been raised about 
Gayed almost every year between 1999 and 
2016. This included complaints from health 
practitioners as well as patients themselves. 
And yet, Gayed was able to continue to 
work — with almost no clinical supervision, 
after multiple complaints and reviews 
regarding his performance.

It is not only Gayed’s own performance 
failures that are at the heart of this sorry 
saga. Furness rightly points to the failure 
of hospitals like Manning Rural Referral 
Hospital in Taree to carry out checks 
of Gayed’s registration or to perform 
background checks with regulatory bodies.

So, too, did the medical registration system 
which failed right from the outset. Gayed’s 
initial registration in 1994 included the 
condition that he practise only in positions 
approved by the New South Wales Medical 
Board. Although the Medical Board (the 
registration body at the time) sent an annual 
letter seeking information regarding his 
work, Gayed never requested approval for 
an appointment, and the Medical Board 
never granted approval of his appointments. 
This was only the first of multiple failures 
and delays in following through with review 
actions, assessments and conditions by the 
registration system.

In the end, according to Furness, “staff 
became de-sensitised to his poor 
performance” while Gayed structured his 
practice to evade what little oversight there 
was. Most recently, Gayed was appointed 
as a Visiting Medical Officer (VMO) at 
Manning Hospital where he would consult 
in his private rooms, perform surgery at 
the hospital and provide after-care in his 
rooms. The hospital had no access to 
his own private medical records, results 
or investigations, nor were they shared. 
Some patients were even reported to have 
been encouraged by Gayed not to attend 
Manning Hospital should complications 
arise, further isolating patients and 
preventing even informal oversight by 
colleagues in the hospital.

Lessons and failures
Reviews of quality and safety failures have 
been criticised for engaging hindsight 
bias. Hindsight, however, is the only way 
for a system to see its failures, to learn and 
potentially to improve; and in this case, 
Furness’s vision is ‘20/20’.

Anyone interested in the quality and safety 
of our services — or with responsibility 
for managing performance — should 
read the reports in full. For those with less 
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*Dr David Carter is a Senior Lecturer 
in the Faculty of Law at UTS, where 
he focuses on the legal, regulatory 
and governance challenges involved 
in the delivery of safe, effective and 
sustainable healthcare services. At 
present, he teaches and writes on 
the regulatory practice of health law, 
public health law and criminal law, 
applying theoretical and empirical 
methods in aid of advancing legal and 
regulatory strategies for reducing the 
burden of healthcare-related harm 
and death.
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time, a quick read of Furness’s four pages 
chronology of these events is enough to 
give a sense of the absolute mess that was 
the response by regulators, hospitals and 
managers to Gayed’s continued and well-
documented failures to deliver care at a 
level of safety and quality that patients and 
we in the system expect.

Preventing a repeat
Furness made a series of observations and 
recommendations for action. NSW Health 
has implemented a range of changes off the 
back of her recommendations, and private 
hospitals and other healthcare providers 
should also follow suit.

monitoring should continue regardless. 
There is already a range of programs 
monitoring the quality of surgical and other 
specialties operated by colleges too — and 
perhaps taken together these are paths 
towards early monitoring and raising a  
‘red flag’.

The question of monitoring also extends to 
Furness’s call that public hospitals establish 
mechanisms to ensure they have access 
to sufficient information about patients 
treated by VMOs as private patients, using 
public facilities. In short, the test should 
be that the public system can ensure that 
“the procedures are being performed to an 
appropriate standard”. Challenges included 
access to medical records and results from 
Gayed’s private rooms.

Logically, the same should apply to 
information flows between VMOs with 
rights at private hospitals and day surgeries 
and the patients’ medical records held by 
those private facilities. Furness put it simply: 
“sufficient information” should be provided 
to ensure that care provided outside of the 
hospital context is appropriate.

Finally, Local Health Districts were 
recommended to identify circumstances 
where services were provided by one 
or very few practitioners, especially in 
non-metropolitan contexts. Practitioners 
providing these services are a single-point 
risk and need systems of external oversight.

Many of these recommendations may have 
been covered by the medical registration 
revalidation processes proposed by the 
Medical Board of Australia — at least in their 
earlier proposed form. They may still be.

The final lesson of Furness’s reports is that 
hospital staff should not rely too heavily on 
the registration and disciplinary systems to 
provide oversight and impose conditions 
or correction of performance. There 
remains a significant level of responsibility 
on all health practitioners, managers and 
colleagues to proactively manage clinical 
risk and the safety and quality of health care 
at the local level, within their own teams 
and among those they work with.

“Gayed now joins 
his colleague 
Graham Reeves — 
known in the press 
as the ‘Butcher 
of Bega’ — as the 
source of significant 
harm to women...”
Furness recommended that incident reports 
(IIMS) be monitored at a local health district 
level, to ensure that patient safety issues 
related to a particular clinician are reviewed 
in the aggregate rather than as individual 
reports are made. NSW Health has begun a 
review of governance processes to embed 
this process. Private hospitals and day 
surgeries should also start undertaking this 
kind of aggregate monitoring.

Furness observed one significant barrier 
to the effectiveness of this monitoring 
process: “Doctors did not record concerns 
[about Gayed] on IIMS at all and the nurses 
did so selectively.” This is an intractable 
problem with incident reporting, but 
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Peripheral venous 
catheter dressings

— comparing the old with the new
Emily Larsen*, Nicole Marsh^, Professor Claire Rickard**

Peripheral venous catheters (PVC) 
are the most commonly inserted 

invasive device worldwide, with 2 billion 
purchased globally each year.1 PVC failure 
remains unacceptably high with up to 69% 
of devices failing due to dislodgement, 
phlebitis, occlusion, infiltration or infection.2 
In part this is believed to be a result of 
poor securement of the catheter to the 
skin. There are numerous dressing and 
securement products available to clinicians 
but limited high-quality evidence to support 
the use of any one product.

This need was identified by the Alliance for 
Vascular Access Teaching and Research 
(AVATAR) Group, who have led a large 
multicentre randomised controlled trial 
comparing four dressing and securement 
options within two adult tertiary hospitals in 
Brisbane, Australia.

Studies products included:

1. a simple polyurethane dressing;

2. a bordered polyurethane dressing;

3. a sutureless securement device with a 
polyurethane dressing; and a

4. tissue adhesive with polyurethane 
dressing.3

In total, 1709 patients were enrolled to 
participate in the study between March 
2013 and September 2014. The researchers 
hoped to compare how these dressing and 

securement options impacted on all-cause 
PVC failure.

The results demonstrated that, while 
overall patients allocated to the tissue 
adhesive had a lower rate of all-cause PVC 
failure (38%), compared with the bordered 
polyurethane (40%), sutureless securement 
(41%) and simple polyurethane (43%) 
groups, the impact was not statistically 
significant (p=0.21). Similarly, the time to 
failure was similar in all four groups (p=0.57).

Despite this, the study findings have 
demonstrated that PVC secured with tissue 
adhesive were less likely to fail specifically 
as a result of occlusion (5.6/100 PVC days; 
p=0.027) compared all other dressing and 
securement options (7.1–7.9/100 PVC days). 
So, should we be considering using tissue 
adhesive when placing all catheters? The 
answer to this may be determined by costs 
to the healthcare system.
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To explore this, the researchers conducted 
an economic evaluation of each of the four 
treatment groups. Initial and replacement 
PVC dressings were significantly higher 
in the tissue adhesive group ($17.78) 
compared with the bordered polyurethane 
($6.11), sutureless securement ($9.76) and 
simple polyurethane ($2.25) groups. This 
difference in mean costs was statistically 
significant, and may be a limiting factor for 
many institutions considering the use of this 
novel product.

An interesting and unexpected finding was 
the common use of dressing reinforcement 
by bedside clinicians (eg, non-sterile tapes; 
gauze and tubular bandaging) which most 
likely improved the performance of the four 
dressing and securement options. The use 
of reinforcements suggests an element 
of inherent mistrust of primary dressings 
applied to these PVC.

The researchers postulated that while tissue 
adhesive in combination with a simple 
polyurethane dressing (based on existing 
designs) may not benefit patients at a whole 
hospital population level, these products 
should continue to be considered for high 
risk and ‘difficult IV access’ patients. This 
recommendation is supported by other 
randomised controlled trials conducted to 
date which have demonstrated the benefits 
of tissue adhesives to secure PVC.4, 5

Further details are available on the 
Australian and New Zealand Clinical Trials 
Registry (ACTRN 12611000769987); ethics 
approval was obtained from the hospital 
ethics committee (HREC/11/QRCH/152) and 
Griffith University (NRS/46/11/HREC).
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Patient experience with PVCs 
may improve with experienced 
vascular access specialists
P atients continue to experience multiple attempts (needle-sticks) for peripheral venous 

catheter (PVC) insertion, and device failure remains unacceptably high, according to the 
Alliance for Vascular Access Teaching and Research (AVATAR) Group.

A recent study, conducted in a tertiary adult Brisbane hospital, was aimed at comparing PVC 
inserted by (i) a vascular access specialist (a clinician with advanced skills and knowledge) 
compared with (ii) generalist inserters (eg, bedside nurses and treating physicians).6 Patients 
were randomly allocated to one inserter type and followed up until either the device failed or 
was removed due to completion of therapy.

In total, 138 medical and surgical patients were recruited to the study between July and 
November 2017. The researchers found 100% of devices were inserted after randomisation to a 
vascular access specialist.

In contrast, 28% (19/69) of patients randomised to a generalist inserter never received a PVC 
within 24 hours of randomisation. For the majority of these patients, the PVC was simply 
cancelled, but it is unclear if this resulted from generalists lacking the required PVC insertion 
skill; or that a comprehensive assessment of the patient’s need for a PVC was not made by the 
treating medical team prior to requesting the device.

Of particular concern, however, were three patients allocated to this generalist group who, 
after multiple ‘unpleasant’ insertion attempts by several staff, were still awaiting PVC placement 
24 hours later.

Overall the PVC failure rates in the VAS group were lower (48%) than the generalist group (54%); 
however, as expected with a pilot randomised controlled trials, the findings were not statistically 
significant.

The cost and patient implications of a vascular access specialist model (compared with 
the current common model of generalist PVC insertion and care) are yet to be determined; 
however, these are likely to include such factors as:

•	 staffing costs (vascular access specialist vs generalists — including high-level medical 
physicians);

•	 opportunity cost for bedside clinicians;
•	 missed treatments for tertiary-care patients; and
•	 patient satisfaction and quality of life. 

The researchers concluded that a large multicentre randomised controlled trial comparing 
these two insertion models was necessary moving forward.

Further details are available on the Australian and New Zealand Clinical Trials Registry 
(ACTRN12616001675415); ethics approval was obtained from the hospital ethics committee 
(HREC/16/QRBW/386) and Griffith University (2016/782).
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the burnout problem 
in health care today Dr Jocelyn Lowinger*

Burnout is increasingly 
an issue for healthcare 
professionals, with 
consequences for 
their patients and 
organisations. Evidence-
based coaching is one 
approach that can help 
turn this around.

There seems no doubt that burnout 
is endemic amongst healthcare 

professionals in Australia and across the world, 
and the evidence seems clear that burnout is 
linked to poorer patient outcomes.1,2

Burnout is typified by feeling emotionally 
exhausted, depersonalisation, cynicism and 
a feeling of lack of accomplishment. It’s not 
surprising there can be serious professional 
and personal consequences, including 
increased medical error and patient mortality, 
reduced patient satisfaction and increased 
health professional depression and anxiety, 
lack of confidence and imposter syndrome, 
substance abuse and suicide.2-4

As burnout amongst individual health 
professionals increases, health system costs 
rise too, in no small part due to increased staff 
turnover and the high costs of replacing staff, 
higher rates of investigations and referrals, 
absenteeism and reduced job performance.2,3

Contributing system factors include excessive 
workloads and inevitable work/family conflicts, 
tension between disciplines, little opportunities 
for autonomy and perceived powerlessness, 
loss of meaning in work and poor leadership 
behaviour.

That means interventions for addressing 
burnout are required at an individual 
and system level. This is a complex and 
multifaceted undertaking that requires health 
service commitment to system redesign and 
development of a culture of wellbeing.1

Combating burnout
A common starting point is raising awareness 
and developing interventions focused on 

individual wellbeing, usually via oft-used 
strategies such as mindfulness and support 
for improving exercise, sleep and nutrition.

Kindness initiatives are taking off in various 
departments and hospitals, and there has 
been a recent call for formally including 
kindness in clinical handover.5 These are the 
beginnings of an important and positive 
journey in Australian health care.

Related interventions include providing 
clinicians with coaching and training in a 
range of developmental areas, including 
career development and work-life balance, 
addressing related issues such as poor 
confidence and imposter syndrome, and 
developing leadership and participatory 
management skills.1

The potential contribution of 
coaching
Evidence-based coaching is a systematic 
activity for promoting positive, goal-focused 
change, aimed at promoting professional 
and personal development.6 In the business 
and professional services world, evidence-
based coaching has a track record for helping 
staff deal with change, develop leaders and 
improve wellbeing.7 Despite this, coaching has 
had a much slower uptake amongst health 
professionals. Nevertheless, there is mounting 
evidence from Australia and internationally 
that coaching can be effectively used in the 
health sector.

For example, a recent six-month leadership 
coaching program in an Australian hospital 
helped executives, senior managers and 
senior clinicians develop improved stress 

management skills, improved work-life balance 
and home relationships, greater confidence 
in leadership abilities and ability to manage 
complexity, ambiguity and uncertainty.8

Meanwhile, in the UK, a six-session coaching 
of a multidisciplinary team improved 
teamwork in a radiology department.9 

Similarly, a US clinician leadership program 
helped participants increase self-awareness, 
build relationships across the organisation, 
undertake behaviour change in areas such 
as communication style and improve self-
confidence.10

Given coaching has been shown in at least 
one paper to have a positive impact on people 
close to those coached,11 it is plausible that 
implementing a carefully targeted coaching 
program across a healthcare organisation 
may have important impacts for individuals 
and across the system as a whole. As such, 
coaching is a relatively simple and well-tested 
intervention that shows much promise in 
helping health service organisations, together 
with health professionals, work towards 
creating a healthier healthcare system.

*Dr Jocelyn Lowinger has an Honours 
degree in Medicine (1994) and a 
Masters of Science in Coaching 
Psychology (pending 2019). A former 
GP, Dr Lowinger now works in medical 
professional development including 
coaching health professionals. Visit 
www.coachgp.com.au
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I still vividly remember that morning. It was 
8:00 am and it was a crowded ward with a 

long hallway and smell of bleach in the air. I was 
a green hospital intern at that time and I was 
administering routine medications to patients.

Suddenly, I heard a strange noise from the 
corner of the long corridor of the medical ward. 
I immediately rushed there and saw that a boy 
aged about 12 was sweating profusely and 
almost losing consciousness. Beside him was 
my colleague with a syringe in his hand. He 
looked extremely nervous. Apparently, there 
had been an error in drug administration. Our 
immediate priority was to stabilise the young 
boy and take him out of harm’s way, which we 
were able to do successfully.

Investigation revealed that my colleague had 
correctly followed the consultant physician’s 
prescription by administering the right drug, 
right dose and right route. However, the drug 
had interacted with another administered drug, 
which led to the patient’s sudden deterioration. 
The doctor was given neither a prompt 
nor warning about the potential drug-drug 
interaction. There was no way to alert him to 
rethink the decision to administer the drug, 
except his own memory and judgement.

This is just one of numerous examples of the 
sort of medication errors that affect patients 
across Australia every year. The prospect of 
reducing these errors and the harm they cause 
patients is one of the key drivers behind the 
Australian Government’s My Health Record. But 

how would a solution to the problem of drug-
drug interactions or other common issues such 
as the reactions between allergies and drugs be 
achieved?

Health care has been rapidly transforming in the 
last couple of decades. Clinicians are adopting 
more technology than ever before and 
revolutionising conventional ways of practising 
medicine. Advancements in Electronic Medical 
Records (EMRs) and interoperability have 
enabled clinicians to deliver connected health 
care to patients and maximise the likelihood of 
successful outcomes.

Among the tools now at our disposal are 
Clinical Decision Support Systems (CDSSs) 
embedded in EMRs. CDSSs are computer-
based information systems that are designed 
to aid healthcare providers in clinical decision-
making at the point of care. CDSSs are based 
on specific assessments and the clinical profile 
of the patient and are able to support better 
clinical outcomes.

CDSSs can be applied at various levels of care, 
especially in acute care units, providing a range 
of useful functions, including:

•	 Recommend a drug’s maximum tolerated 
dose (MTD).

•	 Establish a diagnosis based on a patient’s 
clinical parameters and blood work.

•	 Recommend order sets/templates based on 
the diagnosis.

•	 Generate drug-to-drug and drug-to-allergy 
interactions, and therapeutic duplications 
alerts.

•	 Calculate paediatric and renal expert 
dosing.

•	 Assist in pre- and post-surgical monitoring 
of the patient.

•	 Preventative health reminders.

Despite the potentially life-saving benefits 
associated with these functions, there are 
still some challenges in implementation. In 
particular, CDSSs need to have well-defined 
and unambiguous guidelines to translate 
them into computable code.

Where these challenges have been overcome, 
it is evident that CDSSs are changing 
conventional care delivery methods. Wider 
adoption of EMRs, including the Australian 
Government’s My Health Record, and 
adoption of in-built or integrated CDSSs 
would help to further transform and 
standardise health care.

And that might even save us from the next 
preventable disaster at the end of the hospital 
corridor.

*Dr Rohin Rameswarapu is Clinical 
Application Specialist, InterSystems.

How clinical decision support systems 

can save lives
Dr Rohin Rameswarapu*

“Prescription: A physician’s guess at what will best prolong the situation 
with least harm to the patient.” — Ambrose Bierce
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new dysphagia 
standards 
commence 1 May
Dr Julie Cichero*

Dysphagia affects both the 
young and old, and represents 
a significant risk to their 
safety and wellbeing. From 
1 May 2019, new international 
standards will replace the 
existing Australian ones. We 
outline the changes and their 
importance.

Eating and drinking is something we do 
500–700 times a day without thinking 

about it.1 We trust that food, drink, saliva 
and medicine will pass through the mouth, 
throat and oesophagus, arriving safely at 
the stomach.

Yet for about 8% of the population, this 
simple daily act is a problem where food 
and drink can get into the lungs and 
cause chest infections like pneumonia.2 
Sometimes the problems are so severe that 
regular food and drinks can become a life-
threatening choking risk.

Dysphagia — not just a 
problem for the aged
This problem, known medically as 
‘dysphagia’ (pronounced ‘dis-fay-ja’), affects 
people of all ages however — babies and 
children at one end of life’s continuum and 
the elderly at the other end are most often 
affected.

Conditions such as premature birth, cerebral 
palsy, autism, brain injury, cancer to the mouth 
or throat, stroke, dementia, Parkinson’s disease 
and other conditions are associated with 
swallowing problems and risks such as poor 
nutrition, dehydration, risk of chest infection 
and sadly, choking.

Dysphagia affects about 25–55% of babies 
born prematurely, 60% of children with a 
developmental disability, around 50% of stroke 
survivors and 84% of people with dementia.3-6

Dysphagia specialists?
Unlike heart disease or breathing problems, 
dysphagia is a medical orphan, with no 
one medical group that specialises in the 
condition. Speech pathologists assess and 
manage dysphagia, while dietitians ensure 
people with dysphagia receive adequate 
nutrition and hydration.

We are well aware of choking risks for small 
children; however, it is less well known that 
the risk of choking on food is 7x higher for 
people over the age of 65 years than it is for 
1- to 4-year-olds.7

To keep children and adults with chewing and 
swallowing problems safe, food and drinks 
are often changed so that it is easier and safer 
for swallowing. Based on clinical assessment 
by a speech pathologist, foods are chopped, 
minced or pureed and drinks are thickened.

Appropriate labelling is 
essential
The way we name and describe the 
modified food and drinks is really important, 

to make sure that each person receives the 
food texture and drink thickness that is safe 
for them.

The NSW Ombudsman’s Reports into 
reviewable deaths of people with disability 
in residential care (2012–2013 and 2014–
2017) indicate that improving identification 
and management of swallowing risks, and 
better communication about food textures 
that are safe for people with dysphagia are 
some of the keys to preventable choking 
deaths.8,9

Chewing and swallowing problems affect 
30–50% of residents in aged-care facilities 
with choking being the second-highest 
cause of preventable death.10

Transitioning to the new 
standards
In Australia we have had national 
terminology for these special food 
textures and thickened fluids for people 
with swallowing problems since 2007. In 
2015, the International Dysphagia Diet 
Standardisation Initiative (IDDSI) released the 
IDDSI Framework to provide safety through 
a global standardised way of naming and 
describing food texture and drink thickness 
for people with swallowing difficulties across 
the lifespan (see top image).

In addition, IDDSI uses simple, quick, 
portable, reliable measures rather than 
relying on descriptions like ‘soft’ to make 
sure that foods and drinks are safe. Children 
and adults have choked and died on food 
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textures that were not appropriate for their 
swallowing needs.11

We are changing from the Australian National 
Standards for texture modified food and 
thick drinks to the IDDSI Framework that 
represents global, evidence-based best 
practice.

IDDSI has adopted an AWARE-
PREPARE-ADOPT strategy to assist with 
implementation. Australia is currently in the 
PREPARE phase and is set to ADOPT on 1 May 
2019. What do the changes mean for you or 
Australia?

New standards vs existing 
standards
There are three very important changes. 
Firstly, all foods and drinks are on a single 
continuum from 0–7, replacing the current 
numbering (Drink Levels 150, 400, 900) 
and letter system (Food Texture A, B, 
C). Secondly, there are some key colour 
changes, with thick drinks having new 
colours. Mildly Thick drinks were associated 
with green-coloured labels under the 
Australian terminology and will now be 
associated with pink. This is especially 
important as the green label will now be 
associated with Extremely Thick drinks.

For safety, everyone is encouraged to use at 
least two descriptors for foods and drinks. 
For example ‘Label name + colour’, or ‘IDDSI 
number + colour’, or ‘IDDSI number plus label 
name’, rather than relying on a single way to 
identify foods or drinks.

Many manufacturers of thick drinks and food 
for people with chewing and swallowing 
difficulties are updating their labels so that 
they are aligned with IDDSI from 1 May 2019. 

Finally, bread and sandwiches that were 
often included in the Australian Texture A 
Soft are not included in the IDDSI Level 6 
Soft & Bite-sized diet because of their high 
choking risk, a reason sadly highlighted in 
coronial inquests.12-14

New standards are best 
practice
Implementation of the IDDSI Framework is 
voluntary best practice to improve safety, 
just as the Australian 2007 standards have 
been voluntary best practice. The IDDSI 
Standards are supported by peak bodies 
involved in the care of people with chewing 
and swallowing difficulties such as Speech 
Pathology Australia, Dietitians Association 
of Australia and the Institute of Hospitality in 
HealthCare.

The new IDDSI standards allow for consistent 
communication that has been identified as a 
key factor for safety15. The IDDSI Framework 
was adopted in New Zealand in 2018. It will 
be adopted by Australia, Canada, the UK and 
the USA in 2019.

The IDDSI Framework has so far been 
translated into 17 languages other than 
English and is supported by a number of 
resources including consumer handouts, 
posters, webinars and publications. There 
is a specific section for Australia on the 
resource page as well. In Australia the 
implementation of IDDSI is being supported 
by a steering committee and a Project 
Officer.

For further information or to join the 
Australian newsletter list, please contact the 
project officer, Dr Julie Cichero, on email 
australia@iddsi.org.

*Dr Julie Cichero is a speech 
pathologist internationally recognised 
for her work in feeding and 
swallowing disorders; she is Co-
Chair of IDDSI International and the 
Australian IDDSI Project Officer.

Top image: The new IDDSI number and colour labelling system. It’s worth noting some 
colour associations have changed from the Australian system.
Image credit: ©IDDSI/Kiss Photography.
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top tips 
for back 
health for 
nurses

Nurses are typically considered to be the backbone of the healthcare system, yet 50% of nurses 
suffer a back injury within their first year of work. Nursing is a physically demanding job as 
you frequently spend time completing manual handling tasks such as lifting/moving patients 
and other heavy equipment. Nursing is the occupation that most prevalently suffers from back 
injuries, even more than the construction industry.

1. Stretching
Stretch your back regularly and before your shift. Being flexible is a 
great preventative measure to fight against back pain.

2. Be healthy
Maintaining a healthy weight through good diet and exercise 
practices is key. This does wonders for your body (including your 
back!) — extra weight can put a strain on your back and other limbs. 
Try to take lunch and healthy snacks to work, so you don’t purchase 
something unhealthy on your break.

3. Sleep
Get enough sleep! A common cause of overexertion is sleep 
deprivation. Each person requires a different amount of sleep, but 
establishing a regular sleep pattern will give you more energy to take 
on that long shift.

4. Appropriate footwear
Wearing appropriate footwear will allow for easy arching in the foot and 
reduces the chance of slipping. The shoe should be snug around the 
back of your heel but not overly tight. Nursing shifts can be long, so a 
shoe that is comfortable for moving around and fits well is extremely 
important.

4 tips to maintain back health and help 
recover from injury:

4 tips if you have hurt your back:

1. Seek professional help
Seek immediate attention from a professional (general practitioner 
or physiotherapist).

2. Healthy habits
Eat properly and ensure adequate sleep to give your body the best 
chance of recovery, like recuperating from any illness. A high-
protein diet will create ideal conditions for soft tissue recovery.

3. Control anxiety
Try your best to control your anxiety level over the injury because 
it will allow for a speedy recovery as the body will put energy 
into recovering from the injury rather than protecting it against 
further injury.

4. Rest, rest, rest
A large proportion of serious back injuries are the result of 
a secondary strain from not resting when a minor injury has 
already occurred.

So now that you’ve got all this information to keep your back healthy, start practising these tips during your nursing shift and while 
you’re at home. Remember to eat and sleep well and ask for assistance when required during your shift.

Healthcare Australia 
www.healthcareaustralia.com.au
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QI Services
Compliance, safety, reliability and effi  ciency.

Solutions, service and expertise
With our broad QI Services portfolio, BOC can help you meet and 
exceed the considerable challenges of compliance and safety. With 
over 60 years’ experience providing gas solutions and support, 
BOC’s comprehensive QI Maintenance services and independent 
commissioning are supported by our technical expertise and the 
implementation of our specific Medical gas system asset management 
and servicing programme. This is designed to satisfy your accreditation 
requirements specifically surrounding the stringent AS2896 and 
AS3551 standards. High quality medical gases and devices comply 
with Australian Standards and are registered with the Therapeutic 
Goods Administration.

BOC has a strong presence throughout Australia and 24 hour support 
from qualified technicians and engineers providing comprehensive on-
going maintenance and service support.

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 it use can be accepted. © BOC Limited 2019
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For more information and our full product range, 
please visit hermanmiller.com.au  
or email us at info_au@hermanmiller.com. 

Our products come with our peace-of-mind  
12-year, 3 shift  warranty, (excluding some fabrics, 
mechanisms and MicrobeCare).

SleepOver® 1.2.3  
Sleepover Seating
Designed for healthcare environments where space is limited,  
the SleepOver 1.2.3 quickly transforms from a traditional looking  
chair to a single sleep surface — with no mechanisms needed.
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chris o’brien 
lifehouse, 
five years on

Five years on from its 
opening, we revisit 
comprehensive cancer centre, 
The Chris O’Brien Lifehouse, 
and its impact on patients.

Jovanka Zutic was diagnosed with cancer 
in early 2018, and since then she’s been 

in and out of hospital. When she walked into 
Chris O’Brien Lifehouse for the first time, 
however, everything was suddenly different.

“It doesn’t feel like a hospital,” Zutic said. 
“It’s bright and airy, I have my own private 
room, and the nurses are always smiling. 
Even down to the noise — there’s no 
beeping or buzzing or trolley wheels going 
by — it’s not like a hospital at all.”

“Not like a hospital at all” — a phrase 
commonly heard when describing Chris 
O’Brien Lifehouse, as well as several of 
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Contributions from the ‘Arterie’ program 
volunteers decorate the main foyer of 
Chris O’Brien Lifehouse. 

its peers. The cancer centre is one of a 
new generation of healthcare facilities 
eschewing the typical utilitarian design for 
something much more human-focused. 
It’s not just a matter of ‘easy on the eye’ — 
the evidence-based design approach is 
producing tangible results, from shorter 
hospital stays to reduced risk of infection 
and happier staff.

As Chris O’Brien Lifehouse celebrates five 
years in operation, it’s too early to know 
the exact extent of the role that design 
has played on the wellbeing of patients 
and staff. Nevertheless, for Zutic and many 
others, the benefits are already apparent.

A blank slate
The idea for a dedicated cancer centre at 
Royal Prince Alfred Hospital in Sydney was 
born in the late 1990s, but it was cancer 
surgeon Professor Chris O’Brien who 
championed a purpose-built, standalone 
facility.

Inspired by the comprehensive cancer 
centres of North America, Professor O’Brien 
envisioned a hospital that combined 
diagnosis, treatment and research under 
one roof. When Professor O’Brien was 
himself diagnosed with an aggressive brain 
tumour in 2006, the project took on a new 
urgency.

“We started with a blank slate, and it was 
really an invitation to model it exactly how 
we wanted,” said Gail O’Brien, wife of Chris 
O’Brien and now Patient Advocate. The 
surgeon unfortunately didn’t live to see 
his dream realised — he died in 2009, just 
months before construction began.

“After Chris passed away, I took a greater 
role in the project, and it was then that the 
building we see today really started taking 
shape,” O’Brien said. From an entrance 
initially planned along a busy roadway, 
the front door was moved to a side street. 
Narrow and quiet — “like the knave of a 
church”, O’Brien described — the entrance 

exterior view 
of Chris O’Brien 
Lifehouse at dusk.
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opens onto a light-filled central atrium, 
where music from a grand piano, available 
for anyone to play, echoes through to the 
floors above.

“Natural light plays a fundamental role in 
the architectural concept of Lifehouse,” 
said Ronald Hicks, Principal and National 
Director of Health at HDR, the firm behind the 
architectural design of the hospital.

“The quality of this light as an inspirational 
and reassuring element is evident throughout 
the building, particularly in the major public 
and circulation spaces like the central atrium. 
Incorporating extensive glazing in a clinical 
building does, however, require careful 
consideration.

“The perforated screens help filter natural light 
appearing in delicate patterns that change 
form and colour through the course of the day 
and bringing the interior spaces to life.”

Today, more than 40,000 people pass through 
the hospital’s doors annually. For some, their 
visit will go no further than the day therapy 
units on the lower floors. For others, like Zutic 
and former Chris O’Brien Lifehouse patient 
David Smiedt, their stay will last much longer.

At home in a hospital
“When you walk into the building, it 
immediately strikes you that it’s different 
from those very old-school, dull and gloomy 
hospitals that I grew up with,” said Smiedt, a 
comedian and writer who was diagnosed with 
cancer in 2017.

Indeed, dull and gloomy are increasingly 
things of the past when it comes to hospital 
design. Research has begun to understand the 
negative impact of factors such as boredom 
and social isolation on long-term recovery. 
Evidence-based design combats these issues 
by providing accessible and inviting spaces for 
patients to meet and socialise.

For Smiedt, the window in his private room 
provided a much-needed connection with the 
outside world, while the balcony provided a 
quiet space to sit between treatments. “Just to 
feel a bit of sun on my skin was a really lovely 
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A patient preparing for 
treatment in the Day 
Therapy suite. 

Patient Advocate Gail O’Brien 
chats with former patients and 
family members in the cafe of 
Chris O’Brien Lifehouse. 

break, and it helped me to feel less isolated,” 
he said. A private room allows patients a 
sense of control over their space. Many hang 
embroidery or quilting projects created at 
Arterie, the hospital’s weekly arts engagement 
session.

“You’re also encouraged to leave your room,” 
Smiedt said. The comedian would spend 
time wandering the floors — “there was a 
competition to see who could do the most 
laps”, he said — or attending classes in the 
LivingRoom, where patients can take advantage 
of complementary therapies such as meditation 
and acupuncture. With no official visiting hours, 
visitors can come and go as they please. When 
friends or family came to visit, he would meet 
them downstairs in the communal cafe.

“You could almost pretend that it was normal 
again and you were just having a coffee with 
mates. For me that was important, because 
there were times when you get sick of feeling 
like the patient,” he said.

Now on the road to recovery, Smiedt counts 
himself lucky to be treated at Chris O’Brien 
Lifehouse. For patient advocate Gail O’Brien, 
stories like Smiedt’s are a success. “Patients 
often say to me, I’d rather not have cancer, 
but if I have to get it, this is the place to be,” 
she said. “It’s so gratifying to hear how the 
building affects not only our patients, but our 
staff and volunteers. It’s very much a healing 
space.”

“The design of Chris O’Brien Lifehouse is about 
more than providing an innovative clinical 
and research environment,” said HDR’s Ronald 
Hicks. “It is about creating a facility that focuses 
on the needs of all users — a patient-centred 
environment that is about dignity, respect and 
care for patients and carers. Equally, though, 
it needs to provide a working environment for 
all clinicians to deliver their best — we believe 
the created environment works at a series of 
levels of experience. It really strives to be about 
creating positive space.”

Image credit: ©HDR/2013 Brett Boardman
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have you been introduced to the 
unique MicroPurity™ technology 
of the Zip hydroTap®?

For more information, visit www.zipwater.com 
or call 1800 638 633

Only Zip HydroTap technology transforms 
water at the touch of a button into a form 
you’ll instantly love.

SPONSORED CONTENT

D id you know that water pipes, in many cases, can be 
up to or more than 70 years old? So, it is no surprise 

that researchers from Macquarie University have detected 
traces of copper and lead contaminants in domestic water 
samples from kitchen taps across New South Wales.

Many people don’t understand the importance of water 
filtration in their everyday environments. It is therefore up 
to professionals in the industry to educate others about 
the risks associated with prolonged consumption of these 
contaminants and the long-term eff ects they have on 
brain development and liver function.

‘My results show that there is quite a significant 
concentration of lead and copper in the drinking water 
that is coming out of people’s kitchen taps into their 
morning cup of tea,’ says lead author of the study, 
PhD researcher Paul Harvey1.

The team tested 212 ‘first drawn’ samples from kitchen 
taps that were taken after the water had been sitting in 
a tap for a nine-hour stagnation period — similar to what 
happens when you run the tap in the morning to make 
your morning cuppa. All samples contained copper, 
while lead was present in 56 per cent of the dwellings 
tested.

Notably, 8 per cent of the lead samples contained higher 
than 10 micrograms of lead per litre, where Australian 

guidelines stipulate that drinking water should not contain 
any more than that.

For decades, Zip Water has been perfecting its MicroPurity 
water filtration technology to bring you delicious, crystal 
clear, pure-tasting water at the touch of a button. The 
ground-breaking 0.2-micron filtration system removes 
contaminants as little as 1/5000th of 
a millimetre, ensuring that the water delivered from 
Zip Water appliances is as delicious as it is healthy.

By expertly removing sediment and volatile organic 
compounds, lead and parasitic microorganisms — such as 
cryptosporidium and giardia, which are greater than 
0.2 microns — Zip Water helps safeguard your clients.

As a longstanding leading Australian manufacturer, 
Zip Water prides itself on innovation and commitment 
to national and international standards.

All of its filtration products meet strict performance 
guidelines, and are independently tested by National 
Sanitation Foundation (NSF) International and approved 
under the Watermark Certification Scheme.

By selecting genuine Zip Water MicroPurity filtration, you 
can be sure that you will be off ering your clients peace of 
mind with a product that will perform, and the assurance 
that you are installing an approved water filter that meets 
the highest of standards.

Zip MicroPurity Filter

1. www.sbs.com.au/topics/science/humans/article/2016/08/11/widespread-lead-
contamination-domestic-tap-water-found-nsw
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Introducing enhanced infection 
prevention and environmental cleaning
workshops for hospital 
cleaning staff 

C urrent evidence recognises that contamination of hospital 
surfaces plays a significant role in the transmission of healthcare 

associated infections (HAI) (1,2). Not all staff  clean surfaces as 
recommended: less than 50% of hospital room surfaces are adequately 
cleaned when manual cleaning techniques are used (3,4). Ongoing 
education is a vital part of multi-modal strategies to improve cleaning 
compliance and eff icacy.

Cleaners have limited exposure to topics such as HAI, chain of 
infection, transmission of organisms and other infection prevention 
principles, and may have a limited understanding of ‘how’ or ‘why’ the 
eff ectiveness of their cleaning can directly impact patient outcomes. 
Mindful of the diverse range of experience, skills (including language 
barriers) and knowledge of participants, one-hour Infection Prevention 
in Cleaning workshops have been developed and delivered by clinical 
specialists to meet the specific needs of cleaning staff  within the 
hospital setting.

Topics covered include:

•	 Why we clean
•	 HAIs
•	 Chain of infection & its role in microbial transmission
•	 High touch surfaces
•	 Basic infection prevention and cleaning principles
•	 Correct use of cleaning products

Following the workshop, hospital furniture is pre-marked with UV 
fluorescent gel and all participants are given the opportunity to clean 
surfaces using the principles learned. Staff  can then evaluate the 
eff ectiveness of their cleaning using a UV torch and discuss results 
with the trainer. Small interactive groups of 6-8 provide participants 
with a safe forum to discuss areas of concern and share thoughts/
experiences with each other.

Feedback from both participants and managers has been outstanding, 
with participants reporting a greater understanding of infection 
prevention concepts, whilst enjoying and appreciating the opportunity 
to learn. 98% of staff  agreed that the training would improve their 
personal practice.

Common themes identified by staff  during these workshops include:

Clinical
•	 Mixed messages — Poor communication from clinical staff  regarding 

appropriate precautions and type of clean required for organism.

•	 Time pressure — “We need the bed now!” Pressure to have rooms 
cleaned in a short period of time may result in incomplete or 
ineff ective discharge cleans.

•	 Cleaning staff  requested to clean discharge room, but linen not yet 
removed from bed, or patients still occupying room.

Management
•	 Confusion over who cleans what. What is classed as clinical or non-

clinical equipment? This could result in items such as IV poles or wall 
mounted equipment not being cleaned at all.

•	 English as a second language — staff  may be unable to read 
directions on cleaning products, manufacturer’s instructions on 
equipment or signage in patient rooms.

•	 Orientation for new starters — trained using a ‘buddy’ system, 
whereby the new employee works and learns side-by-side with an 
existing member of staff  who may or may not understand current 
cleaning policy.

Other fi ndings
•	 Glove use — not changing between rooms, leading to potential 

cross-contamination.

•	 Non-standardised chemical use/own cleaning agents. Incorrect re-
constitution of chemical cleaning agents e.g. bleach.

•	 Inappropriate supplies for cleaning method e.g. re-using wipes/
cloths/mops in multiple areas.

To date GAMA Healthcare Australia have provided 122 one-hour 
workshop sessions, training 858 staff .

Patients and healthcare workers have a right to a safe and clean 
environment. Understanding the role of environmental contamination 
in healthcare settings can have a significant impact on staff  attitude, 
beliefs and enthusiasm for cleaning — and in turn on the eff ectiveness 
of their eff orts. These workshops and associated feedback reaff irm 
that knowledge gained through education and support is empowering, 
enabling staff  to apply a rationale to their duties and reinforcing the 
crucial role they play in reducing HAIs.
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History has shown that high consequence infectious diseases (HCIDs) can have a devastating 
impact on society if not controlled. We look at the key features of HCIDs, their consequences for 
health clinicians and the importance of biocontainment.

For thousands of years, humans have 
struggled to improve their health and 

wellbeing in a vastly complicated and ever 
changing environment. History is peppered 
with examples of waves of poor health, 
disease and infection. Some communicable or 
infectious diseases, such as tuberculosis and 
influenza, are particularly challenging and have 
shaped the evolution of societies and cultures.

There are some infectious diseases that are 
particularly significant when it comes to their 
impact on societies and the environment. High 
consequence infectious diseases (HCIDs) are 
those that have one or more of the following 
overall features:
•	 the potential to cause epidemics or 

pandemics;
•	 infect or affect many people;
•	 spread rapidly in a short time;
•	 infection results in high cost to society, such 

as loss of worker productivity or interruption 
to society infrastructure and functioning; 
and

•	 that result in high cost to the healthcare 
system.1

How HCIDs spread
HCIDs are spread by different modes of 
transmission. Marburg virus haemorrhagic fever, 
Crimean-Congo haemorrhagic fever, Lassa 
fever and Ebola virus disease (EVD) are spread 
by contact. Other such diseases, including 
Middle East respiratory syndrome coronavirus 
(MERS-CoV), Monkeypox, Avian influenza, 
pneumonic plague and other respiratory 
pathogens are spread via airborne transmission. 
In some instances, they are emerging infectious 
diseases, that is, diseases that are either pre-
existing or new in humans.

Emerging and HCIDs are often zoonotic, with 
the index human case being infected by an 
animal. For example, viral haemorrhagic fevers 
are HCIDs caused by over 30 viruses endemic 
to Africa, Eastern Europe, Asia and the Middle 
East, with reservoirs including fruit bats, ticks 
and rodents.3

Diagnosing viral haemorrhagic fever can be 
difficult in the early stages of infection due to 
non-specific symptoms of fever, weakness, 
myalgia and headache occurring. However, 
key to this is establishing a rigorous case 

definition, including assessing the travel history 
and individual behaviours in an endemic area. 
For example, EVD can present with clinical 
symptoms suggestive of typhoid fever, 
meningitis or malaria, all of which should be 
ruled out during the assessment.5

HCID risk to health personnel
HCIDs present a serious risk to public health and 
specifically, healthcare personnel, with infected 
cases often requiring a high level of care, 
such as an intensive care unit. Controlling the 
spread of infection and managing the resultant 
cases requires a national and international 
coordinated response, including rapidly 
initiating public health prevention and control 
strategies specific to the mode of transmission. 
The need for this degree of involvement was 
highlighted by the unprecedented scale of the 
outbreak of EVD in West Africa in 2014–2016.

While there have been numerous outbreaks 
of EVD since its discovery in 1976, this 
outbreak in West Africa was the first time 
a highly pathogenic virus had spread from 
remote areas to an international setting. 
The strain of EVD was highly pathogenic 

containing 
infectious 
diseases
Ramon Z Shaban*, Julie E Potter^
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with over 28,600 infected cases and 11,308 
deaths reported in Sierra Leone, Liberia and 
Guinea alone, with case fatality rates of 28%, 
45% and 67%, respectively.5

Notably, medical evacuations exported 
the virus to the United States (US) and 
Europe for the first time, but with a lower-
case fatality rate of 20%.3 Between August 
2014 and December 2015, 27 patients with 
EVD were managed in 15 hospitals in nine 
countries across the US and Europe.

In West Africa, healthcare personnel had a 
higher rate of infection with EVD compared 
to the general population. In Sierra Leone, 
Liberia and Guinea, healthcare personnel 
comprised 815 cases, made up of 50% 
nurses; 12% doctors and medical students; 
and laboratory workers, janitors and 
maintenance staff 7% each, respectively. Of 
healthcare personnel with final outcomes 
recorded, over two-thirds died (418/635), 
disproportionately higher rates compared 
with the general adult population in 
those countries.7 Multiple possible risk 
factors for healthcare personnel infection 
have been identified, most highlighting 
deficiencies in infection prevention and 
control policies, procedures and practices, 
including problems with personal protective 
equipment and lack of engineering and 
environmental control.7

Biocontainment: essential for 
HCIDs
The strategy for dealing with EVD in West 
Africa was focused on two key principles:

  (i) biocontainment or isolating cases to 
prevent ongoing community transmission, 
using rapidly constructed and demountable 
Ebola Treatment Centres; and

  (ii) the provision of supportive care by local 
and international healthcare personnel to 
manage the clinical manifestations of disease 
and improve patient outcomes.8

Purpose-built biocontainment facilities 
originated in 1969 when Lassa Fever was 
discovered. They were created to mitigate the 
risk of laboratory workers, and subsequently 
the community, from being exposed to lethal 
infections. Beyond this were concerns about 
possible bioterrorism events or a laboratory 
accident with a highly infectious and 
pathogenic agent such as smallpox.9

Specialist biocontainment units for HICDs are 
located around the world. Biocontainment 
units at the Nebraska Medical Centre and 
Emory University Hospital in the US, and the 
Royal Free Hospital in the UK, are amongst 
the most experienced units in the Western 
World in dealing with HCIDs, in particular 
EVD. Together, these facilities managed 10 
(37%) of the 27 cases of EVD in the US/Europe 
during the recent EVD outbreak and are on 
a 24-hour, 365-day alert to receive a patient 
with a HCID as part of a coordinated national 
response.6 There are other well-established 
units globally, in particular in Norway, Germany 
and Singapore.

Managing EVD and HCIDs in the US and 
beyond yielded many lessons for outbreak 
response teams, and these have gone on to 
inform policy and practices around the world. 
For example, it became clear that patients 
with HCIDs have a much higher acuity and 
a high level of critical care not typically seen 
in most infectious diseases. Moreover, their 
acuity varied from healthy to critically ill, to 
convalescence, and at times recurrence and 
even secondary infection.

As such, HCID patients required 
biocontainment for much longer than 
classically anticipated, and importantly, 
many current biocontainment units were 
not designed for all events and potential 

care required.10 These findings have been 
incorporated into engineering designs of 
new biocontainment facilities, such as a 
through-wall autoclave to enable waste to be 
disinfected at the point of care. Newer models 
incorporated capacity for one-way flow and 
laboratory testing facilities to limit cross-
contamination of waste within the unit.10

Australia is equipped with designated facilities 
to manage viral haemorrhagic fevers and 
other HCIDs across its states and territories. 
In NSW, Westmead Hospital in Sydney’s west 
is the designated viral haemorrhagic fever 
hospital. Here, a purpose-built biocontainment 
facility is planned — the New South Wales 
Biocontainment Unit (NBU) — for case 
management and high-level isolation, to deliver 
high-quality health care and to protect the 
community from HCIDs for decades to come.

*Professor Ramon Shaban is Clinical 
Chair and Professor of Infection 
Prevention and Disease Control at the 
Marie Bashir Institute for Infectious 
Diseases and Biosecurity and the 
Sydney Nursing School within the 
University of Sydney and Western 
Sydney Local Health District.

^Julie Potter is a Senior Research 
Officer at the Sydney Nursing School 
within the University of Sydney and 
Western Sydney Local Health District.
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What 
really 
matters in 
hospital 
cleaning
Lisa Hall*, Alison Farrington**

A major Australian study 
examined cleaning processes 
in 11 large hospitals. Their 
findings are key to helping 
manage infection control.

For many years we have understood that a 
clean hospital environment is a cornerstone 

of infection prevention, helping to keep 
patients and healthcare workers safe.1 However, 
environmental cleaning in hospitals is complex, 
and very dependent on the individuals involved, 
and the context in which they work.

The REACH Trial
The Researching Effective Approaches to 
Cleaning in Hospitals (REACH) Study2 involved 
11 large Australian hospitals in trialling a new 
cleaning bundle initiative in 2016–2017. The 
bundle aimed to support improved cleaning 
performance and reduce healthcare-associated 
infections (HAIs). It consisted of a set of five 
core evidence-based components. These were:

1. Training — We delivered training sessions to 
environmental services teams that included 
content on the impact of environmental 
cleaning on healthcare associated infections 
(HAI), cleaning roles and responsibilities, and 
using the REACH cleaning bundle.

2. Technique — This emphasised the 
importance of a defined and consistent 
cleaning sequence, daily cleaning of the 
high-risk frequent touch points and the use 
of sufficient pressure and movement.

3. Product — This required use of a disinfectant 
product for all discharge cleans and for daily 
cleans of high-risk/precautions rooms; use of 
detergent for routine cleans; use of point-
of-care wipes for medical equipment; and 
adherence to manufacturers’ instructions for 
product use.

4. Audit — This involved monthly audit activities 
at the hospital using UV fluorescent marker 
technology, with markers applied and 
checked by trained site team members. 
Staff received individual feedback about 
their audit results. Summarised audit results 
were also provided to the environmental 
services teams and to clinical governance 
committees at the hospital.

5. Communication — This included 
promotional activities to raise the profile and 
importance of environmental services staff 
and the cleaning work they do. It included 
encouragement of daily contact between 
cleaning staff and ward leaders, and the 
representation of cleaning staff on relevant 
clinical governance committees.

The REACH study team worked closely with 
each hospital team to explore baseline cleaning 
practices and local context issues, and provided 
support to implement the bundle. Overall the 

study involved 6133 hospital beds and 1729 
environmental services staff in six states.

Key learnings
Addressing variation
A key to the success of the trial was addressing 
the wide variation in hospital cleaning practices 
identified as part of engaging the hospital staff 
and understanding how cleaning “worked” in 
their hospital. Across the hospitals, we found 
variation in the type of products used, cleaning 
roles and responsibilities, staff communication 
mechanisms, the training offered to cleaning 
staff and cleaning monitoring processes.3

The study team spent time gathering 
information from environmental services staff 
in questionnaire and discussion group sessions 
to identify potential implementation issues and 
identify strategies to address these. We then 
developed a tailored plan to support the use 
of the cleaning bundle at each hospital. For 
example, all hospitals did the audit component 

of the bundle, but could decide who took 
on the auditor role and when feedback was 
provided to staff.

Clear roles and responsibilities
In many hospitals it was a challenge to 
establish exactly “who cleans what”.3 Cleaning 
responsibilities sometimes varied according to 
the type of hospital ward and, in some cases, 
within wards. This was further confounded in 
those hospitals where more than one work 
group had responsibilities for cleaning areas 
within the patient zone. Clear work instructions 
and documentation of cleaning roles supported 
use of the REACH cleaning bundle, and the 
associated practice change that was required.

Some work groups had responsibilities that 
included both cleaning and patient related 
duties; others had both cleaning and clinical 
duties.3 This often led to competing priorities for 
these workers. Nearly all staff recognised that 
their cleaning role was important for patient 
safety at their hospital.4
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Communication is important
Communication mechanisms within hospitals 
varied. Hospitals with established staff 
communication pathways, for example regular 
staff meetings or an up-to-date noticeboard, 
were more easily able to engage with staff 
about the cleaning bundle and support practice 
change.

Discussion group sessions allowed 
environmental services staff to have input into 
the bundle-related activities at their hospital, for 
example the content of posters to support their 
work, and the reward and recognition strategies 
they wanted. Across the 11 hospitals, 223 
environmental services staff took part in these 
sessions, with many appreciating the chance to 
have a say in the trial process.

The local context also had an impact on how 
staff viewed the REACH study and use of the 
cleaning bundle. At the end of the study we 
asked cleaners if they “felt supported by the 
hospital throughout the REACH trial”. Most 

hospitals reported high levels of support 
(ranging from 70% to 100%), reflecting the value 
of enthusiastic change champions and high 
levels of executive buy-in.4 In some hospitals 
this level of support sat at around 40–50%, 
which most likely reflects ongoing contextual 
and cultural issues we were unable to address, 
despite study team support and attempts to 
engage leadership.

Improving cleaning performance and 
infection rates

Cleaning performance improved across the 
hospitals, in both patient bathrooms and 
bedrooms. We examined the number of UV 
dots that were successfully removed from 
frequently touched points during the random 
audits. In bedrooms the percentage of 
frequently touched points cleaned improved 
from 64% at the start of the study to 86% at the 
end of the study. Bathrooms went from 55% to 
76% clean. Results reinforced that some touch 
points, especially bed rails, tray tables and 
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call buttons are less likely to be cleaned daily, 
possibly because they are in such proximity to 
patients.

We observed improvements in several 
HAIs — the biggest decrease was observed 
for vancomycin resistant enterococci 
(VRE) infections. This has important policy 
implications, as many hospitals are struggling 
with increasing rates of VRE, which has 
potential to have a significant burden on both 
patients and hospital budgets. Organisms such 
as VRE also have potential to spread easily in 
aged and residential care facilities, meaning that 
an increased focus on cleaning in these settings 
may be warranted.

Investing in cleaning
Our preliminary economic analyses show that 
the REACH bundle was a low-cost intervention. 
We will now complete further modelling to 
explore how implementing the REACH bundle 
would be a cost-effective way forward to 
continue to improve infection rates in Australian 
hospitals.

The REACH study was funded by an NHMRC 
Partnership project grant GNT1076006, led 
by Queensland University of Technology and 
Wesley Medical Research. Industry partners 
were Ecolab, Kimberly-Clark Professional and 
Whiteley Corporation, who provided resources 
to support data collection. More information 
about the REACH study may be found here.

*Lisa Hall is Associate Professor of 
Epidemiology at the School of Public 
Health, University of Queensland (UQ).

**Alison Farrington is Research Project 
Manager at the Australian Centre for 
Health Services Innovation, Queensland 
University of Technology (QUT).
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Microdial flowmeter
A smoother transition to room air

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 it use can be accepted. © BOC Limited 2019.

»

W orking in partnership with neonatologists, BPR Medical has 
designed a special range of Microdial flowmeters that provide 

Neonatal ICU and Special Care Baby Units with the precision and 
control needed to eff ectively treat premature babies with medical 
oxygen.

Innovation in the treatment of oxygen 
dependency in infants
Premature babies with Respiratory Distress Syndrome (RDS), may 
receive mechanical ventilation as a lifesaving intervention. This 
ventilation can cause damage to the lungs, leading to a chronic lung 
disease, often referred to as bronchopulmonary dysplasia (BPD). An 
infant with BPD will often need to be weaned off  oxygen over several 
weeks or months — with the level of eff ectiveness depending on the 
controlled gradual reduction in levels of “fraction of inspired oxygen” 
(FiO2 ).

To enable controlled adjustments of FiO2 levels, BPR Microdial 
flowmeters feature a Microflow™ dial control that enables precise and 
reversible mini step changes in the oxygen flow. This dial technology 
delivers oxygen flow rates in gradual steps of as little as 10 cc per 
minute (Table 1).

Microdial flowmeters are available in two models; a paediatric version 
with flow rates of 0–3 lpm and a neonatal version with flow rates of 0–1 
lpm. These two models allow minute changes of FiO2 levels, facilitating 
a smoother transition to room air. (Table 2).

With advanced technologies, Microdial flowmeters ensure reliability 
and superior performance. A built in pressure regulator ensures 
the oxygen flow remains consistent, irrespective of varying supply 
pressure. Furthermore, gas quality is assured by a dual filtration system 
which includes a 40 micron pre-filter and a 5 micron internal filter.

SPONSORED CONTENT
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app helps
inexperienced 
perioperative nurses
Laini Bennett

A particularly stressful 
experience while working 
in an operating theatre left 
perioperative nurse Marrianne 
McGhee seeking a solution 
to help inexperienced junior 
nurses do their jobs more 
effectively.

Marrianne McGhee had not been 
working as a registered nurse for 

long when she was asked to scrub for an 
embolectomy — assisting an experienced, 
and somewhat intimidating, vascular 
surgeon to remove a blood clot.

The senior nurse was off sick, but as 
it was a reasonably simple procedure, 
McGhee felt confident she could assist the 
surgeon without mishap. After all, she’d 
become a nurse to fulfil her passion for 
helping people, and this was yet another 
opportunity to do so.

But to her dismay, the procedure did not go 
according to plan. The patient began losing 

blood and the surgeon was required to 
perform an emergency femoral bypass.

Unprepared, McGhee did not have the 
equipment and instruments required by the 
increasingly frustrated surgeon, who began 
hurling abuse at McGhee. “You effing stupid 
nurse,” he yelled at the mortified McGhee, 
throwing instruments across the theatre.

A despondent McGhee thought her career 
was over.

It was only after the surgery was finally 
completed and the danger had passed that 
the surgeon made a point of thanking her, 
acknowledging that it had been a difficult 
case, especially for a junior nurse. “The 
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stress I put on myself evaporated and I 
thought: ‘wow, I actually did ok’,” she said, 
the relief still palpable all these years later.

Supporting junior nurses
Now, with 20 years’ experience under her 
belt, McGhee said that faced with the 
same situation, she would have known the 
potential risks and would have prepped the 
theatre accordingly.

But McGhee is concerned about the 
ongoing pressures put on junior nurses, 
who continue to be asked to scrub for  
cases across surgical specialities they’re 
unfamiliar with.

“Many procedures require an experienced 
nurse to be able to anticipate what could 
go wrong and prepare accordingly; our 
role is to ensure that the patient is on the 
table for the least amount of time so that 
the operation runs smoothly, with limited 

obstruction and reduced risk of infection,” 
she said.

McGhee said that in her experience, there 
is very limited operating room training at a 
tertiary level, forcing nurses to learn ‘on  
the job’.

“Most hospitals will train a nurse for an 
unspecified time by buddying them up 
with a senior nurse, until they can work 
independently,” she explained. “As a result 
there are inefficiencies with time, patient 
turnover, setting up technical equipment and 
understanding the complexities which impact 
on patient safety. Not to mention wasted 
sterile supplies with equipment opened 
unnecessarily.”

Which is why she developed mobile app 
ScrubUp — as a way to support novice 
nurses.

Noting the increased popularity of 
smartphones in hospitals, McGhee 
launched ScrubUp in 2015, which she 
says is a complete surgical checklist for all 
perioperative personnel.

Currently available for free, ScrubUp has 
been downloaded by over 14,000 health 
professionals in 140 countries, and provides 
preloaded information that aims to guide 
surgical technologist-nurse-ODP-surgical 
trainees in confidently preparing and setting 
up an operating theatre, thus streamlining 
operating room efficiency and enhancing 
patient safety.

Becoming a business woman
McGhee’s business, Allis Technology, was 
named after the allis clamp — the first 
surgical instrument whose name she could 
remember; it seemed meaningful, given the 
purpose of her app.

It wasn’t simple developing an app from 
scratch, especially not having come from 
an IT nor entrepreneurial background, but 
McGhee has the smarts — she has a Masters 
in Adult Education and works as a lecturer for 
Notre Dame University in between nursing 
and perioperative educational work, and now 
adds CEO to the working balls she juggles.

Seeking help from a software developer, they 
developed the app together with ‘quick and 
easy to use’ being its key premise.

“I was boot-strapping it myself, I didn’t know 
where it would go,” she said. Initially she 
approached potential users on LinkedIn and 
Facebook to try it out and provide reviews. 
Soon, 800 people a month were downloading 
it and she was surprised by the wide range 
of healthcare professionals engaging with 
ScrubUp.

While originally for operating room nurses, 
the app has found popularity with surgical 
technologists (USA), surgeons, surgical 
assistants, technology assistants, medical and 
nursing students, and operating department 
practitioners (UK).

McGhee said the response to the app has 
been phenomenal, and certainly the ScrubUp 
reviews support this.

“I hit walls, but rolled with the punches, kept 
on moving, and stayed focus on my vision,” 
she said. Her anaesthetist husband has been 
very supportive, as have the many surgeons 
who’ve encountered her app and believe it 
should be mandatory in all hospitals. “That’s 
what keeps me going,” she said. “The users 
telling me ‘I want this’.”

That, and wanting to prevent junior 
perioperative nurses having a similar 
experience to the one she’d had 20 years ago.

TECHNOLOGY

“There is very 
limited operating 
room training at 
a tertiary level, 
forcing nurses to 
learn ‘on the job’.”

Perioperative nurse 
and ScrubApp inventor 
Marrianne McGhee.
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EMPOWERING HEALTHCARE 
MATTERS.

InterSystems delivers the 
software solutions providers 
need to transform care 
processes and meet the 
challenge of long-term 
healthcare sustainability. 
The health records of 
500 million people in 
80 countries rely on our 
technology. From TrakCare®, 
the world’s most proven 
electronic medical record 
system, to HealthShare®, 
a family of connected health 
solutions, we facilitate the 
transition to value-based 
care and make care delivery 
more seamless.

Learn more at 
InterSystems.com/Healthcare

Visit us at booth 
#27-34 at HIC
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Solange Plebani*

When clinicians are delivering 
care, time is often critical. 
The evolution of electronic 
medical records (EMRs) in 
the healthcare industry has 
been rapid and impactful. 
In their current form EMRs 
are predictive, precise and 
personal, aid better access to 
care for more people, enable 
a seamless patient experience 
and leverage AI to turn 
complex data into actionable 
insights.

EMRs were first explored in the healthcare 
industry as a way to address the pressure 

of time-in-care delivery. By digitising arduous 
paper processes, EMRs were able to assist 
in addressing this challenge and improving 
clinical efficiency.

The healthcare landscape then continued to 
evolve, with more structured and connected 
processes introduced to EMRs to further 
reduce the duration and complexity of 
traditional processes, while minimising the 
resources required for tasks that affect overall 
healthcare operations delivery.

We then saw the role of EMRs shift to further 
support streamlined clinical workflows and 
with that, improved patient safety. Many 
tasks that were recognised as onerous or 
difficult are now seamlessly performed by 
EMR solutions, allowing care providers to 
focus on their patients and make informed 
clinical decisions using shared data along 
the value chain.

However, EMR adoption across the world has 
faced some challenges. Tailoring solutions 
to unique clinical challenges, ensuring 
that clinicians are supported by system 
usability and IT education, and achieving 
interconnectivity between different systems 
and providers are all crucial considerations in 
the effective adoption of EMRs.

Tailoring solutions to unique 
clinical challenges
There is no such thing as a ‘plug-and-play’ 
EMR implementation. In order to access 
meaningful data and insights, solutions 
must be tailored to the unique needs of the 
healthcare organisation. A solution will always 
depend on the focus, capability and data 
requirements of the health provider.

Beyond the core build-up, current and 
future workflows must be well defined and 
redesigned in the context of optimising care. 
Just as providers and prescribers tailor a 
treatment plan to the unique needs of the 

unlocking 
meaning in emrs
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patient, so too must EMR solutions be tailored 
to the unique needs of the healthcare system.

Supporting clinicians in the 
implementation of EMRs
It is impossible to ignore the importance 
of clinicians in addition to IT professionals 
in the implementation of EMRs. While IT 
stakeholders are essential in the entire 
process, implementation of this infrastructure 
is optimised through the application of clinical 
knowledge and patient care experience. The 
peer-to-peer medical interactions are a core 
pillar to achieve success.

A solution can be strong on paper, but if it 
doesn’t fit the practical needs of the clinician 
it will be rejected. There must be benefits to 
the health system that improve the quality of 
care delivery to the patient.

It is the time invested in understanding the 
unique challenges faced by clinicians that 
allows EMR solutions to transform the delivery 
of health care for everyone, improving the 
experiences for both patients and clinicians.

Achieving interconnectivity: 
BoB vs BoS
To ensure that patient data is as accessible 
and meaningful as possible, we must 
consider the importance of best-of-breed’ 
(BoB) versus ‘best-of-suite’ (BoS) in healthcare 
infrastructure.

A BoB system will often see a number of 
systems in place which are interconnected 

in a transactional manner. The consequence 
of this infrastructure is that we often see 
significant rework, maintenance difficulty 
and overlap in the solutions to keep data 
aligned. More often than not, we see BoB 
systems complicating communication, 
rather than simplifying it, to make sense of 
data associated with clinical or nonclinical 
workflows.

A comprehensive EMR BoS system covers 
all workflows of a hospital — clinical, 
operational and administrative. This reduces 
maintenance and complexity, simplifies the 
user experience, ensures visibility across the 
patient’s care continuum and enables the 
health organisation to control running costs.

St. Andrew’s Toowoomba Hospital in 
Queensland is a hospital that is implementing 
an integrated solution across all care settings 
through a single platform and database 
that enables centralised, fully integrated 
management of clinical, organisational and 
administrative processes. With advanced 
clinical analytics allows for streamlining 
workflows, the platform will be driving quality 
and efficiency of care and patient safety.

There is exciting promise in the Australia and 
New Zealand region and across the world, 
as EMR providers continue to innovate to 
address the challenges faced by patients, 
clinicians and healthcare providers.

Our healthcare landscape will continue to 
experience change — an evolution that 

requires EMR vendors to maintain this 
momentum, too. Looking forward, next-
generation EMR is innovating through 
solution, strategy, technology and change 
management.

With promising development in the areas of 
behavioural data analysis, early intervention 
and personalised patient care, next-
generation EMR is exciting as we continue to 
work with clinical partners to innovate and 
evolve the delivery of care.

*Solange Plebani is EMR General 
Manager for Philips.
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Some of SafeTCard’s  
current clients
QLD Health | NSW Health |  WA Health  
Red Cross | Anglicare | Royal Flying Doctor 

SafeTCard.com.au  |  1300•723•382

•	 24/7	Emergency	monitoring	
•		“Police	Verified”	Alarm							
•		Voice	&	Amber	Alert	
•		 Instant	Emergency	Red	Alert	Alarm				
•		Automatic	Man	Down	Alarm				
•		SMS	messaging
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your staff

emergency, gPs safety device
Looks like an ID Card, but its much more
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AGED CARE

On 1 July 2019, the new Aged Care Quality 
Standards will come into effect, and the 

current set of four program-specific standards 
for Residential Care, Home Care, Transition 
Care and the National Aboriginal & Torres Strait 
Islander Flexible Aged Care Programs will be 
retired.

While the current standards focus primarily on 
assessing organisational performance against 
practices and processes for care delivery, the 
new standards will also assess organisational 
performance against outcomes achieved for 
consumers.

This fundamental shift in approach from 
process to outcome evaluation by the Australian 
Aged Care Quality Agency (AACQA) brings 
quality review processes into alignment with 
commercial care and service industries and 
raises the bar in aged-care service evaluation — 
the future of consumer directed care.

There are eight Quality Standards that make up 
the new Aged Care Quality Standards.

1.  Consumer dignity and choice

2.  Ongoing assessment and planning with 
consumers

3.  Personal care and clinical care

4.  Services and supports for daily living

5.  Organisation’s service environment

6.  Feedback and complaints

7.  Human resources

8.  Organisational governance
 Each of these eight Quality Standards is 

expressed in three ways:
9.  A statement of outcome for the consumer 

— Quality review processes focus on 
consumer outcomes and the examination of 
evidence of consumer experience.

10. A statement of expectation for the 
organisation — Quality review processes 
focus on the systems and processes that 
organisations have in place to support the 
realisation of this statement.

11.  Organisational requirements — The Aged 
Care Standards Guidance Materials provide 
an outline of each requirement, reflective 
questions and examples of evidence 
that demonstrate how elements of the 
organisational requirements are met.

So how do we prepare for this transition?

It will be a different process for all providers, 
dependent on many variables — size of service, 
location of service, staff resources available and 
so on.

The AACQA is very clear on the fact that it will 
not be prescriptive and tell you how to run your 
service.

Providers are encouraged to outline their 
process for transition to the new Aged Care 
Standards within an Action Plan. Whatever path 
taken, the Action Plan should aim to:

•	 Align systems, policies and practices with the 
new standards.

•	 Support staff to understand the requirements 
of the new standards.

•	 Support consumers to understand what the 
changes mean to them.

Self-assessment
The Aged Care Standards Guidance Materials 
can be used as a measuring stick to self-
assess performance against the organisational 
requirements. Organisations do need to look 
carefully at each of the three expressions 
of each standard, however, to account for 
consumer outcomes in navigating the current 
period of transition.

It will likely be helpful for providers to 
initially map existing evidence, comprising 
current practices and processes, against 
the organisational requirements listed for 
each standard, and consider the reflective 
questions and examples of actions and 
evidence that are listed in the Guidance 
Materials. This mapping exercise should 
seek to determine whether current scope of 
available evidence is satisfactory, in need of 

revision or has identified gaps that need to 
be addressed in the lead-up to 1 July 2019.

Providers can then leverage off well-
established service evaluation frameworks 
to extend this mapping process as they 
transition from old to new in accounting for 
outcome evaluation.

Stay ahead with a whole-of-
staff approach
Operators are encouraged to involve all staff 
in the transition process — remembering 
that accreditation is now unannounced and 
the focus is on the consumer (Consumer 
Experience Report) and staff.

Involvement of all staff is critical. Ongoing 
compliance cannot be managed from an 
office and the expectation will be that the 
staff providing the care — be it personal care, 
hotel services or health care — will need 
to have a thorough understanding of the 
standards and how they work.

In particular, staff will need to understand 
some new concepts, such as:

•	 Dignity of Risk — embraces the idea that 
self-determination and the right to take 
reasonable risks are essential for dignity 
and self-esteem.

•	 cultural Safety — an environment that is 
safe for people: where there is no assault, 
challenge or denial of their identity, of who 
they are and what they need. It is about 
shared respect, shared meaning, shared 
knowledge and experience, of learning, 
living and working together with dignity 
and truly listening.

•	 Diversity — to embrace and understand 
the differences that make lived 
experiences unique.

•	 communication — conversation, actually 
knowing the consumer and their needs/
wants/requirements.

•	 Inclusion — to be involved in decision-
making that impacts the consumer.

•	 choice — to continue to make choices 
about optimal care and services.<br> 

If providers have not yet accessed the 
resource materials provided on the AACQA 
website, now is the time to do it. AACQA 
have on their website a template for self-
assessment on the current standards, which 
could be a good baseline document for 
direct care staff to consider while ensuring 
ongoing compliance with the current 
standards.

As providers move forward it is worth noting 
that everything in the new standards is in the 
current standards, it is primarily about the 
how, not the what. The focus is on enhancing 
the consumer experience while providing 
optimum care. The new standards are a 
minimum, innovators will thrive!

*Sharyn McIlwain is Principal Advisor, 
Residential Aged Care, Leading Age 
Services Australia

**Troy Speirs is Principal Advisor, Home 
Care, Leading Age Services Australia

Prepare now for the new

aged care 
standards 
Sharyn Mcilwain*, Troy Speirs**
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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 S-Monovette® is the 
revolution in blood collection. 

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.

»

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.
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IN CONVERSATION

in conversation…
with Dr Anthony Rengel
Elyssa Crooks*

How did you get into rural medicine?
I started with a Bachelor of Science  
as I was interested in neurology, 
neuroscience and psychology. During 
medical school I be-friended people from 
the Royal Flying Doctors Service (RFDS) 
through activities with our rural health  
club Spinifex, and through that I was 
fortunate to secure a month-long 
placement with the RFDS. As my final-
year elective, I headed to Fitzroy Crossing 
in the Kimberley region, which was a 
great experience and good exposure to 
Indigenous health and tropical disease.

How did you start flying planes?
I started flying when I was 15 as an Air 
Force Cadet. I’ve had a life-long interest in 
aviation and space and after medical school 
I wanted to have a break during those after-
hours of studying medicine, so I got back 
into flying. Through that I was put in contact 
with local GP and pilot Dr Stuart Adamson, 
who recommended I start GP training.

What made you want to pursue a 
career as a rural gP?
It was during my intern year at Geraldton 
Hospital. After chatting with Dr Adamson,  

In Conversation provides a glimpse into 
the life of an ‘outlier’ — an exceptional 
person going above and beyond to improve 
outcomes in their field. In this issue our guest 
is registrar Dr Anthony Rengel. Based in 
Geraldton, West Australia, Dr Regnel spends 
his days flying to mine sites and clinics, 
and providing medical services to remote 
communities. We recently spoke to him about 
his passion for flying and aeromedicine, and 
why he loves being a rural generalist.

At the Duketon 
Gold project, 
north of Leonora.



HOSPITAL + HEALTHCAREAUTUMN 2019hospitalhealth.com.au 49

WITH DR ANTHONY RENGEL 

I had a lightbulb moment and thought ‘wow, 
I can actually combine my interest of flying 
with my work in medicine, that’s just the 
perfect fit’.

Rural gPs don’t really have a ‘day-to-day’ 
but what are some things you normally 
do in a week?
It really is so varied. I could start the week 
running a small clinic at a nursing post and 
end it working in the emergency department 
and anything can walk in the door there. On 
the weekend, I am flying to Shark Bay to the 
mine site and doing the medicals for the 
families there.

Last week, I flew to a remote clinic in 
Mingenew, and as I was packing up a patient 
with a miscarriage come into the clinic. I 
had no obstetric equipment and had to call 
a doctor who was out harvesting to assist. 
Also, with flying you must ensure you have 
enough sunlight to fly the plane home. I just 
made it in time, but if it was dark I would have 
had to catch a lift back to Geraldton with the 
ambulance, which is around an hour’s drive as 
opposed to a 20-minute flight.

Another time, I was working at Shark Bay and 
a tourist got stung by a stonefish while scuba 
diving. I was the only health professional 
there, so I had to stay to monitor her to ensure 
she didn’t have systemic poisoning.

You were recently in the media with your 
fiancee, nurse grace Mowtschan, for 
being in the right place at the right time, 
following a triple fatality on the indian 
Ocean Drive highway.
Grace and I were driving home from work 
at the time of the accident and were able 
to assist the emergency crews in looking 
after the patients. I used the skills I learned in 
my Australian College of Rural and Remote 
Medicine (ACRRM) training, including the 
Rural Emergency Skills Training (REST) 

course, to assist in that scenario. I also 
recently completed an anaesthetics course 
where I learnt how to intubate someone 
on the ground — which is what I had to do. 
Unfortunately, it is a situation you do come 
across in the country more often than  
you like.

What are your career highlights  
so far?
Flying and visiting remote clinics has been an 
incredible experience. Last year, I attended a 
space medicine course; meeting an astronaut 
and the Antarctic medical practitioners was 
amazing. I also met my future wife Grace, who 
works as a nurse in Geraldton, so I think it’s 
important to note that doctors can go rural 
and have a good career as well as find love in  
the country.

What do you hope to do in the 
future?
It’s a good question as Fellowship is 
starting to approach. I’m thinking of 
going to Tasmania for further work in 
aerospace medicine.

I’m also happy in Geraldton and 
interested in working in more remote 
clinics or, alternatively, going back to the 
RFDS. I definitely want to combine my 
passion for flying and remote medicine 
in the future, maybe in Antarctica or 
space?

This is an edited extract of an article first 
published by the ACRRM.

*Elyssa Crooks is the communications 
officer for the ACRRM.

Naimah Reggie 
(receptionist Midwest 
Aero Medical), Dr Rengel, 
Lorna Jackson (RN 
Midwest Aero Medical) at 
Mingenew airfield.

Left: Dr Rengel with 
registered nurse and 
fiancee Grace Mowtschan, 
on route to Useless Loop. 
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PHARMACY

When hospitals 
lead to harm
Opioid report signals  
year of action

This year there will be more than 
2.5 million surgeries in Australia. 
The prescribing, administration and 
dispensing of opioids will follow 
many of these procedures.

Due to unrealistic expectations of pain 
management, overprescribing and lack 

of evidence-based educational programs 
for health professionals, use will grow into 
dependence and harm for some people.

The Spring 2018 issue of Hospital + Healthcare 
(page 86) highlighted how the complex issue 
of opioid harm in the community involves 
many touchpoints of information sharing and 
transitions of care. As such, collaborative input 
is essential if the health system is to successfully 
leverage the most promising initiatives on a 
state and national scale.

Since the inaugural multidisciplinary and 
collaborative Medicines Leadership Forum 
in Canberra in July 2018 framed the issue of 
hospital-initiated opioid harm from a pharmacy 
perspective, SHPA has released a landmark 
report detailing the problems Australia faces, 
and solutions that could help turn the tide.

Pharmacy role in preventing 
opioid misadventure
As critical centres of care for the most acutely 
unwell, the role of hospitals and hospital-based 
health professionals is central to discussion of 
opioid misadventure.

Using the simplest definition, hospital 
pharmacists undertake clinical pharmacy 
activities for individual patients to minimise 
the inherent risk associated with the use of 
medicines.

More broadly, clinical pharmacy activities 
support a collaborative care model of 
managing medicines — with patients, carers, 
prescribers and other health professionals — 
including the crucial activities of medication 
reconciliation, assessment of current 
medication management, clinical review, 
therapeutic drug monitoring, adverse drug 
reaction management, contribution to 
medicines management plans (MMP), and 
providing medicines information and discharge 
and transfer summaries.

As such, the insight gleaned from hospital 
pharmacists working in 135 public and private 
hospital facilities, regarding pharmacy service 
provision, workload, prescribing practice and 
dispensing activities post-surgery, was uniquely 
potent.

Unnecessary opioid 
prescriptions
Released last November, ‘Reducing opioid-
related harm’ attracted significant national 
attention, shining a light on the link between the 
prescribing and supply of opioids to patients 
after surgery and heightened risk of long-term 
misuse and dependence.

Clear in the findings were national 
inconsistencies in the provision of pharmacy 
services to reduce risk of opioid misuse, 
extremely high use of sustained-release opioids, 
and poor handover of discharge information for 
use by general practitioners.

Current discharge practices in hospitals were 
resulting in opioid quantities in excess of 
patient need, carrying the potential to lead 
to preventable harm, while clinical pharmacy 
services were often unable to prioritise surgical 
patients who, in turn, missed out on appropriate 
review of their medication.

Alarmingly, more than 70% of hospitals 
frequently supplied opioids for patients to 
take home ‘just in case’, even when they had 
not required them in the 48 hours prior to 
discharge.

Pharmacists also reported extremely high use 
of sustained-release opioids in the treatment of 
acute pain for opioid-naive surgical patients, a 
known risk factor for future opioid harm.

There were bright spots, with data showing 
that hospital pharmacy initiatives including 
formal opioid stewardship programs and opioid 
de-escalation plans at discharge were effective 
at reducing unnecessary opioid supply and 
improving long-term outcomes.

Unfortunately, these were not widely 
implemented: less than 5% of hospitals have 
formal opioid stewardship programs and less 
than 10% of respondents reported provision of 
de-escalation plans.

Clear goal moving forward
The goal is clear, and hospital pharmacists 
are best placed to connect the many 
multidisciplinary players.

As then SHPA President Professor Michael 
Dooley stated at the time: “We seek to 
collaborate with other healthcare practitioners 
and organisations to prevent unnecessary 
harm caused by opioids initiated in the hospital 
setting, by beginning an important conversation 
about services in hospitals, innovation and 
collaboration.”

With new data on the prevalence of opioid 
dependency in the Australian community being 
released with alarmingly regularity, in 2019 that 
conversation is more important than ever.

May is ScriptWise Prevention 
Month
At the moment in Australia, more people are 
dying due to the use of particular prescription 
pain and sedative medications than on our 
roads. With the increasing need for better 
awareness and information within communities 
to prevent prescription medication dependency 
(particularly opioids and sedative medications), 
ScriptWise will extend its Prevention Week in 
May to a whole month of awareness-raising 
activities, in partnership with SHPA.

To learn more, visit scriptwise.org.au/prevention-
week/
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Kristin Michaels*

*Kristin Michaels is the CEO of The 
Society of Hospital Pharmacists of 
Australia.
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SAFETY

delivering 
culturally safe care

Melissa Haydock MACN was not keen 
on any jobs that put another person’s 

life in her hands, yet she found herself 
responding to an opportunity to train to 
become an Assistant in Nursing (AIN) in 
2012. “It was following a conversation with 
a few of my family members about getting 
professionally trained to look after them as 
they grew older,” she recalled. “I saw the ad 
and the opportunity presented itself.”

Haydock loved the work and, within a few 
years, commenced studies to become a 
Registered Nurse. It was during this time 
that she was contracted out to an aged-
care facility in the Gibson Desert, Western 
Australia, where she fell in love with the 
people and the work. But she was taken 
aback by the vastly different social and 
health standards in the area compared to 

the Sunshine Coast, in Queensland, where 
she lived.

“The language barriers were striking and, on 
reflection, my experience can be described as 
a culture shock,” she said.

The majority of residents in the nursing 
home were made up of Aboriginal Elders 
and elderly people from the community, 
spanning in ages from 60 to 90 years old. 
Considering the diverse age groups, and 
knowing that Aboriginal and Torres Strait 
Islander (ATSI) peoples often experience 
lower life expectancy rates than those of non-
Indigenous populations, she found this to be 
an enriching and optimistic environment.

However, Haydock quickly realised that her 
lack of understanding of the local culture 
made it difficult to be sensitive to the 

residents’ needs. She describes one of her 
earliest challenges: “I was giving personal 
care to a male resident and, as a white female, 
this is considered taboo — I was delivering 
culturally unsafe care.

“I was bringing shame to the patient and there 
are often no male carers available, so there is 
no choice as to how care is delivered.

“Cultural safety is defined by the recipient. I 
could not understand the words as I speak 
very limited local language; however, I could 
see the sadness in his eyes. I want all people 
to feel safe, comfortable and happy when 
they seek care.”

What is cultural safety?
Cultural Safety became a hot topic in 2018 
following the release of the Code of Conduct 

Working as an Assistant in Nursing (AIN) in rural and remote areas has provided 
Melissa Haydock MACN with a unique perspective on the delivery of appropriate 
and safe health care to Aboriginal and Torres Strait Islander (ATSI) communities, 
particularly when it comes to cultural safety.

Thoughts from the Gibson Desert
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SAFETY

Carl Kaeser opened his machine shop in Germany in 1919. 
100 years later and KAESER is now a global supplier of 
compressed air solutions that remains true to its origins. 
In fact a rich history of tradition and innovation to this day 
allows us to continue to push the boundaries of compressed 
air technology!

You can be assured that when you choose a KAESER medical 
compressed air system, from design to manufacture, it has 

been developed for optimum efficiency, reliability and ease 
of maintenance, with an energy savings potential of up 
to 30 percent*. And, all KAESER products are ready to take 
advantage of the future-orientated benefits of Industrie 4.0. 
The result; more compressed air and more savings! 

Let us help you optimise your compressed air systems energy 
efficiency today, just phone 1800 640 611. 
*Savings may vary depending on utilisation

1800 640 611
www.kaeser.com.au

1919 - 2019: bursting with 100 years of tradition & innovation

Keep up-to-date with our global centenary celebrations on LinkedIn and Facebook. Just search #kaeser100

KAESER HP_AHHB_Autumn 19.indd   1 15/02/2019   10:40:59 AM

for nurses and Code of Conduct for Midwives, 
resulting in the Nursing Midwifery Board of 
Australia issuing a statement on the topic.

The statement, which references the new 
codes, said: “Nurses and midwives are 
expected to engage with all people as 
individuals in a culturally safe and respectful 
way, foster open, honest and compassionate 
professional relationships, and adhere to their 
obligations about privacy and confidentiality.

“Cultural safety is about the person who 
is providing care reflecting on their own 
assumptions and culture in order to work in 
a genuine partnership with Aboriginal and 
Torres Strait Islander Peoples.”

As Haydock herself acknowledges, the code 
of conduct itself says that “the presence or 
absence of cultural safety is determined by 
the recipient of care; it is not defined by the 
caregiver”.

Despite her training, Haydock found that 
working with an ATSI community challenged 
her preconceptions of what she thought 
it would be like: “I felt unprepared and that 
more could be done to prepare nurses for 
each specific community.” She felt her lack of 
understanding of cultural norms, and inability 
to speak the local dialect, impeded her ability 
to deliver professional care and to fully act on 
her duty of care responsibilities.

This was largely felt when Haydock was 
required to treat the ATSI men in the facility, 

who would also express their discomfort — 
whether verbally or not — at her presence. In 
an effort to improve the situation, Haydock 
sought constructive advice from her 
colleagues, including an Indigenous support 
worker, a few nurses at the facility and the 
Aged Care Manager.

Now having completed her second contract 
in the bush, Haydock has gained some 
perspective on the priorities she believes may 
best help to reduce the disparities in health 
experienced by ATSI peoples. She notes in 
particular: “There should be more education 
for non-Indigenous nurses, particularly cultural 
training. There is a lack of knowledge about the 
specifics of each community and there is so 
much to learn. I was not aware until I was here 
that there are cultures within cultures —  

in some parts, skin groups which dictates who 
can marry whom within the tribes.

“I would also strongly encourage more men 
to the nursing profession. Male nurses provide 
a different patient experience to female 
nurses, such as men treating issues which 
primarily affect men — a fact which would 
mean catering to the culture and comfort of 
the patient — which should help to improve 
patient cultural safety,” she said.

On the whole, Haydock recommends more 
discussion with the Indigenous members in 
the community about what they want, with 
respect to their cultures and beliefs.

“I do believe that if real change is to happen 
then Indigenous people need to be listened 
to and their thoughts, culture and way of life 
must be respected and taken into account, as 
non-Indigenous peoples cannot — and should 
not — decide what is right for them.”

“I could see the 
sadness in his 
eyes. I want all 
people to feel safe, 
comfortable and 
happy when they 
seek care.”

The Australian College of Nursing 
acknowledges that every person has a 
cultural background that could influence 
the care they receive. Nurses are 
required to consider this, in particular 
in relation to ATSI peoples as well as 
people from culturally and linguistically 
diverse (CALD) backgrounds.
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Program helps those with autism 

gain independence

Michael Stanton, 21, was diagnosed with autism spectrum 
disorder (ASD) at age two. Up until May last year, he was living at 
home, had no job and had few interactions with friends without 
parental assistance. Michael’s life changed after completing a 
unique, 16-week program for young adults with autism: he got 
his first job, moved out of home to live independently from his 
parents and began to develop a stronger friendship network.

Michael is one of many young adults 
with autism around the world who 

have gained independence by participating in 
the PEERS for Young Adults program. PEERS 
(Program for the Education and Enrichment 
of Relational Skills) is an evidence-based 
social skills program for autistic youth and is 
achieving significant results for young people 
like Michael. People with autism often struggle 
to understand the social cues that would enable 
them to have easy and confident friendships 
or workplace, social and intimate relationships. 
PEERS changes all of that by equipping 
young people with the skills required to gain 
independence through a 16-week workshop.

Undertaking the program
Michael went through the PEERS for Young 
Adults program at Cerebral Palsy Alliance 
— a non-profit that provides services to 
people with cerebral palsy, developmental 
delay, and other physical and neurological 
disabilities to help them lead independent 

and inclusive lives. During weekly group 
sessions, Michael was taught straightforward 
‘do and don’t’ behavioural tactics, through 
rehearsal exercises, role-play and performance 
feedback. The program involves parents, 
who also attend weekly sessions and help 
their child continue practising the learned 
behaviour during and after the course is 
completed.

Michael’s mother, Suzanne, said that when 
Michael finished high school, there was a 
clear gap in social support programs for 
young adults with autism. This made it hard 
for Michael to maintain social connections 
with other young people. When she and her 
husband, Scott, heard about the PEERS for 
Young Adults program through Cerebral Palsy 
Alliance, they encouraged Michael to enrol.

“Before partaking in the PEERS program, 
Michael was very reliant on my husband and 
I to initiate social activities for him,” Suzanne 
said. “He had few friends at school and did 
not have an interest in seeking out social 
opportunities. One of the biggest things the 
program taught Michael was to recognise 
the need to put in effort to build and maintain 
friendships. He now has the confidence to 
initiate social contact that he wouldn’t have 
done before.

“Some weeks, Michael had to travel alone from 
Menai to Ryde, where the program was held, 
and he was incredibly proud of his ability to 
do this independently,” said Suzanne. “Since 

Michael at work at the cafe
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By partnering with IMS Victoria you gain access to:
• Dedicated vehicles and crews principally based each day at your hospital facilities for your exclusive  
 use for all inter-facility transport needs, improving patient discharge and fl ow and transports carried  
 out on time

•  Professional crews (Degree Qualifi ed Paramedics) able to safely carry out all low, medium acuity and  
 complex patient transports ensuring best practice clinical care and professional patient handovers  
 with your hospital staff .

•  Easy booking process with central co-ordination support, including on-line booking and live monitoring  
 of patient transport activity.

NON-EMERGENCY 
PATIENT TRANSPORT
IMS VICTORIA is a professional provider 
of low, medium and high acuity patient 
transport services (NEPT) in Victoria with 
over 10 years service delivery experience 
exclusively for Private Hospitals.

To arrange a service review or obtain further information about IMS, please contact 
Craig Harris on (0447)361457 or email craig.harris@imsvictoria.com.au

partaking in the program, we’ve watched his 
independence grow, and he has got his first 
job in a cafe, where he has been for three 
months. This job is great for Michael, as it 
requires him to use the communication skills 
he acquired through the PEERS program. He’s 
also living independently from us on the other 
side of Sydney, which is a huge step, and he 
is initiating get-togethers with friends, such as 
movie nights.”

For Suzanne and Scott, one of the major 
benefits of the PEERS program has been 
Michael’s ability to initiate social contact 
without the help of his parents.

Michael agrees. “I’m so proud of the 
confidence I now have after the PEERS 
program. I now know that it’s okay to pick up 
the phone and call a friend for a chat. I can 
do it!

“I’d recommend PEERS to other young people. 
I learnt how to get in and out of a conversation. 
It also increased my independence.”

About PEERS
The PEERS social skills program was created 
by clinical psychologist Dr Elizabeth Laugeson, 
founder and director of the University of 
California, Los Angles (UCLA) PEERS Clinic, 
and Dr Fred Frankel, a professor of medical 
psychology at UCLA. It teaches social and 
conversational skills — including through 
electronic communication — such as choosing 
the appropriate friends and handling get-
togethers, social rejection and disagreements. 
The program has been taught to tens of 

thousands of psychologists, counsellors, 
teachers, parents and young people with ASD 
in more than 35 countries, with the PEERS 
manual having been translated into more than 
a dozen languages.

From 28–30 January, PEERS for Young Adults 
was introduced for the first time in Australia by 
Dr Laugeson, in a major three-day workshop 

at the University of Sydney. Hosted by PEERS 
Australia, the aim of the workshop was to 
disseminate information to health practitioners 
and other educators to fill the gap in research-
based social skills programs for autistic 
youth throughout Australia, whose needs are 
significantly unmet. Attendees who obtained 
certification are now qualified to implement 
the program across the country.

Michael with King the Kelpie
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Stemming the tide of 

nursing turnover
Robert Nieves*

Improved education, training 
and digital empowerment are 
key to keeping nurses on the 
job, critical at a time when 
demand for their services is 
on the rise.

A rising demand for health care in 
Australia, continual overtime to make 

up for manpower shortages and high patient 
acuity are causing massive burnout for new 
and experienced nurses. Some hospitals are 
experiencing as high as 30% turnover each 
year1 with nurses leaving their professions 
due to rising work demands and burnout. 
Furthermore, Australia’s Department of Health 
has forecasted a nursing shortfall of about 
85,000 by 2025, growing to 123,000 nurses 
by 2030.2 If these predictions come true, 
hospitals will experience a major crisis in their 
ability to deliver high-quality and safe care.

Too often, policies that seek to address the 
nursing shortage issue focus primarily on 
recruiting new staff, overlooking retention 
of senior, experienced nurses. The former is 
much harder and more costly to achieve — an 

Australian study found that the average cost 
to provider was $49,225 per full-time position 
turned over3 — for several reasons. First off, 
employing new graduate nurses (NGNs) in 
Australia is expensive, and the onboarding of 
new nurses is a relatively long process.

Furthermore, there are unmatched 
expectations between NGNs and employers, 
where NGNs are not trained sufficiently to 
transition into the role, while employers 
expect much more — causing dissatisfaction 
on both ends. As a result of theory-to-practice 
gaps, NGNs often feel that they are lacking 
skills in key clinical areas and do not always 
feel ready to be wholly responsible for patient 
care in their first year of employment.

As we look at the various levels of nursing, 
one of the biggest causes of dissatisfaction 

CLINICAL SERVICES
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for Enrolled Nurses (ENs) is the inability to 
practise to their full scope of their training 
and qualifications.4 Factors influencing this 
include organisational policy (including 
individual ward/unit policies), and the 
understandings and attitudes of Registered 
Nurses (RNs) and others in the healthcare 
team in their areas.4

While not much can change overnight with 
these circumstances, there are three ways to 
progressively stem the turnover tide:

1. Raising the quality of 
nursing education
It all begins with nursing education — 
knowledge can bridge theory-to-practice 
gaps and enhance nursing workforce 
performance. Nursing education should 
classify and frame nursing knowledge in ways 

that prepare graduates for complex nursing 
practice to safeguard the public.

A good example is Box Hill Institute, an 
Australian nursing faculty that adopted 
evidence-based training and references 
online solutions to transform and raise the 
quality of its nursing program. Leveraging 
these resources, Box Hill Institute 
standardised theory and skills across its three 
campuses and gave their nursing graduates 
more confidence in practising their skills. 
Faculty staff and students could also access 
learning materials from multiple devices.

Additionally, clinical placement experiences 
are crucial as they help to expose students 
to different health settings and facilitate 
both professional and personal growth. A 
study involving students from four Australian 
universities recommended that appropriate 
sequencing of clinical practice in relation to 
theory, consistency of venue and preparation 
for the health setting were important in 
providing quality clinical placements.5 The 
Australian Nursing and Midwifery Federation 
(ANMF) further supports these findings.

2. Providing training to 
onboard new nurses
In the same vein, healthcare organisations 
need to look into raising the quality of 
on-the-job training to equip new nurses 
with the necessary skills to be workforce-
ready. However, nursing education should 
not stop with the onboarding process. 
To ensure a highly competent workforce, 
organisations must institute and invest in 
evidence-based competence programs to 
ensure that nurses are practising according 
to the latest evidence and organisational 
standards that will build up both individual 
competence and integrated competencies. 
Competence programs that include 
integrated competencies ensure that nurses 
fully understand how nursing practice works 
in collaboration with, and alongside, other 
interdisciplinary team members. Evidence 
clearly shows that when nurses are enabled 
and supported to do the job they were trained 
in, they are less likely to leave the profession.

3. Empowering the nursing 
community to use digital 
technology
Nursing students and nurses alike need to 
understand the benefits of digital health, 
and be confident and efficient in using 
technologies that continue to evolve. As 
EHRs are now a common addition in many 
healthcare settings, organisations must take 
advantage of the EHR technology to support 

nursing knowledge and decision-making at 
the point of care. Clinical nursing leadership 
must take ownership of the clinical workflows 
and processes that are implemented in the 
EHR, such as the care planning process. 
Increasing adoption of clinical decision 
support (CDS) tools that are evidence-based, 
such as the care planning process, are an 
effective mechanism to turn an everyday 
activity with little perceived value into a 
dynamic process that empowers the nurse 
with actionable knowledge.

Training on nursing informatics is therefore 
paramount to help current nurse leaders, staff 
nurses and nurses-in-training to be better 
equipped to manage the demands of the 
increasingly high-tech nursing environment.

Stemming the nursing turnover tide requires 
a systemic approach to addressing burnout 
among nursing professionals. Efforts must 
be made to elevate the level of nursing 
education to close knowledge gaps. 
Coupled with the adoption of digital tools 
to drive workflow efficiencies, providers 
can enable nurses to perform at their best, 
thereby directly impacting the quality and 
sustainability of the nation’s health care.
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“Stemming the 
nursing turnover tide 
requires a systemic 
approach to 
addressing burnout 
among nursing 
professionals.”
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SAFETY

Tracking products 
to patients to

improve 
patient 
safety
Catherine Koetz*

We can trace an apple back to its grower, but can’t track 
medical products throughout the supply chain to patients. 
Traceability needs to be a focus of our healthcare system.

As patients in our health system, we 
expect the same level of product 

traceability that is becoming the norm for 
the consumer products and food that we 
buy. We can now scan an individual piece of 
fruit and the processes used and available 
data enables us to track its origin back to the 
grower. But are we able to track products 
through the supply chain all the way to 
patients across our healthcare system? 
The answer today is no. So why haven’t we 
introduced these concepts in the health 
system to improve our safety, information and 
experiences as Australian health consumers?

Think like a healthcare 
consumer
If we step outside our organisational lenses 
for a minute and think like the health 
consumers that we are, we probably assume 
that our health system already has the basic 
technology to support traceability and track 
all patient activities in real time.

Technologies like blockchain, artificial 
intelligence (AI) and the Internet of Things 

(IoT) are the new tech buzzwords that have 
captured our attention. What you may 
not know is that the data interoperability 
and data capture that is needed to make 
these new technologies a success starts 
with technology basics such as unique 
identification and barcode scanning at point 
of care.

Today, the use of unique identification 
to ensure ‘positive patient identification’ 
across point of care activities and the 
technology to capture this data is limited in 
Australian hospitals. Likewise, our ability to 
automatically capture unique identification 
to ensure we have visibility of what products 
are available in our hospitals, where they 
have come from, whether they are safe to 
use on patients and which products are 
administered in real time to patients is also 
limited. We are not alone, as countries such 
as the United Kingdom have also been 
developing a national program to address 
these issues. 

The UK Secretary of State for Health and 
Social Care, The Rt Hon Matt Hancock, gave 

a recent speech to the UK’s Royal Society 
of Medicine where he highlighted the need 
for the right technology to help clinical staff 
to carry out their jobs safely and efficiently. 
Comparing the NHS to Tesco he said: 
“Right now, Tesco has more sophisticated 
and more efficient systems than the NHS.” 
He continued, saying: “They can run their 
operations with just-in-time deliveries 
and market their goods to shoppers with 
personalised discount vouchers.

“In the NHS, we don’t have anything like that. 
We don’t use common identifiers to identify 
patients, we don’t know which hospitals a 
patient has been to, we don’t know which 
medicines have been put into them. We don’t 
even know what we already know!”

Opportunities provided by 
regulatory changes
Globally, regulations introduced to safeguard 
patients and consumers, such as the 
European Falsified Medicines Directive, 
or the many related to Unique Device 
Identification (UDI), should encourage us to 
look at the opportunities these milestones 
provide for our health system to improve 
traceability. Additionally, there are potential 
benefits to initiatives such as Australia’s My 
Health Record.
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SAFETY

Tidy up your PPE and improve your 
PPE systems with the largest range 
of Australian designed universal PPE 
Organisers.

No more messy trolleys or tables 
outside rooms.

Our PPE Organisers are multi-func-
tional and provide options such as: 
Door Hang, Wall Mount or Mobile 
Station. Universally fits all PPE item 
packaging.

 Many sizes available
 Easy wipe clean
 Door Hang, Wall Mount or Mobile
 Less wastage
 Better compliance from staff
 Designed with hospital team
 Becoming a standard in aged care
 Perfect for outbreaks etc

Sterri-Matt Pty Ltd 
T: 1300 132 908  
E: info@sterrimatt.com

Mini &
Pandemic

versions
available

PROuDLy
AuStRALIAN

Australia’s largest range of PPE Organisers

This is no longer  
acceptable for 
protecting Patients 
& Staff!

Now  
available

with 
Cutan

bracket  
option

As a result of overseas developments, there 
are already opportunities for Australian 
health care to improve traceability, 
particularly with the emergence of unique 
identification on products.

As the Australian journey continues to a 
future ‘track & trace’ of pharmaceuticals 
or a possible ‘UDI’ system via industry 
consultations — largely led by the Therapeutic 
Goods Administration (TGA) — we should 
start thinking about the technology that will 
be needed across the health system to reap 
the benefits for all Australians. This is critical 
to ensuring that we can take advantage of the 
changes that any new regulations deliver.

Looking beyond the rounds of consultations, 
new regulatory measures and the deadlines 
for compliance which are impacting 
healthcare manufacturing communities, 
it is important for all the stakeholders to 
fully understand and engage in the change 
process. In doing so we can realise the many 
downstream benefits resulting from new 
regulatory measures. This will in turn support 
real change in how we deliver and manage 
our health systems and capture data for 
health records.

Indeed, thanks to regulatory change, other 
countries which are treading the path 
ahead of us are already seeing improved 
patient safety and data accuracy in acute 
care settings. Further, we are seeing the 
introduction of consumer health self-
management capabilities, plus operational 
efficiencies in supply chain-related processes.

As a result, planning for and investing in 
technology and process changes — in parallel 
with the regulations being developed — is 
critical to delivering end-to-end visibility and 
traceability through to the patient.

Supporting traceability
Implementing a framework of unique 
identification to support traceability to the 
patient is a logical starting point. Within our 
hospitals we can then start implementing core 
data capture technologies and then add the 
more complex, intelligent technologies such 
as AI to help create even more efficiencies. 
We always have other priorities for our health 
budgets as we have needed to invest in major 

*Catherine Koetz is Industry Manager 
Healthcare for GS1 Australia.

infrastructure; however, additional investment in 
enabling technologies will help to deliver more 
from all of our facilities.

While not without its challenges, a 
traceability framework enabled through 
unique identification and investment in 
technology will have many benefits for 
clinicians, health providers and ultimately, 
Australian health consumers. We should all 
be focused on this goal.
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For more details on these featured products, and more, go to www.hospitalhealth.com.au/products

Featured Products 
Keep up with the latest industry innovations

nurse call technology
The next generation of Hills Nurse Call, the IP7500, features updated electronic design and improved 
enclosure integrity.

It is a robust, high-availability life safety solution which is IP and PoE enabled. The systems’ unique 
architecture means there is no operational reliance on computers or ward controllers. Instead, each 
master call point is hardwired to a network switch and has its own MAC address, allowing it to send 
messages directly to displays, nurse station PCs and other IP devices. With no controller, server 
or PC between the master and the display devices, the system is designed to ensure reliability and 
functionality with minimal points of failure.

The IP7100 and IP7500 systems are easy to maintain and provide flexible customisation, offering 
integration with a range of industry-standard interfaces and custom APIs. Both systems are scalable to 
65,000 beds and are futureproof, with the flexibility to upgrade existing rooms as technology changes without 
modifying the core infrastructure.

Hills Limited
www.hills.com.au

documentation 
medical cart
The CareFit Slim LCD Cart is a 
documentation medical cart 
that works as a point-of-
care solution at a patient’s 
bedside, in a hallway or 
any other area with its slim 
depth and small footprint.

It supports large all-in-one 
computers and monitors up to 
27″ and weighing up to 18 lbs  
(8.2 kg).

The cart allows short, tall or average-height clinicians to work 
comfortably and effectively — no matter what their stature. It 
offers full sit-to-stand functionality with 29.25–47″ (74–119 cm) of 
height adjustability.

It provides easy height adjustment by simply pulling the 
handle for a comprehensive ergonomic range, and delivers an 
additional 5″  
(13 cm) of telescopic lift for precise monitor placement.

Features include: a cast aluminium base with durable finish 
and 4″ casters for extra manoeuvrability; an accessory shelf for 
a scanner, printer or wipes; and a pull-out keyboard and large 
workspace.

The cart fits tightly against a wall to free up valuable space when 
not in use, and users can free up additional space and store 
extra items with the built-in drawer, and keep devices or supplies 
in the storage bin for a clutter-free workspace.

A T-slot mounting system supports accessories and it offers a 
convenient add-on power system integration.

Ergotron Inc
www.ergotron.com

medical-grade edge 
server
The USM-500 medical-grade 
edge server is designed to 
provide a cost-effective server 
solution for a wide range of 
medical applications. It is 
compliant with the CE, FCC and 
IEC-60601-1-2 regulations for 
medical equipment and is certified 
to IEC-60601-1-2 (Edition 4) medical 
safety standards. The server’s hole-free 
front cover prevents the accumulation of 
dust and foreign contaminants to ensure effective hygiene and infection 
control for medical applications.

Equipped with 4 x PCIe expansion slots, the server enables the integration 
of diverse add-on cards such as graphics cards, data capture cards and 
LAN cards. This allows for simple and rapid platform development and 
expansion according to specific application requirements. The USM-500 
server features a medical-grade 500 W power supply to provide sufficient 
power to support any add-on cards.

The flexible design of the front cover allows the server to be easily 
customised with a specific logo/colour, additional control button, LCD 
panel, hot-swappable HDD or integrated DVDRW for a reduced time to 
market. Certified to IEC-60601-1-2 (Edition 4) medical safety standards, 
the USM-500 server can be deployed as an intelligent operating room 
solution, picture archiving and communication system (PACS), CT/MRI 
workstation or hospital edge server. Additionally, it supports Microsoft 
Windows 10 and Linux CentOS operating systems to provide an open 
source environment that enables easy software development.

The ease of customisation and expansion allows system developers to 
develop unique solutions based on the suitable USM-500 server, reducing 
the overall time to market.

Advantech Australia Pty Ltd
www.advantech.net.au
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Featured Products 
anti-ligature shower
Con-Serv has introduced an Anti-
Ligature Showering Solution into 
its healthcare range to help 
mitigate the possibility of self-
harm in high-risk applications 
such as hospitals, aged-care 
facilities and correctional 
facilities.

Adopting both fixed and 
load release manufacturing 
practices, the shower combines 
its load release elbow and slider kit 
with its fixed anti-ligature grab rails to 
create a rail shower that offers flexible and 
functional solutions that meet the requirements of AS-1428.1-2009 
Design and Construction for healthcare applications.

The Anti-Ligature Shower Elbow and Slider Kits are designed to 
release when a force of 10 kg or more is applied. Elbows and sliders 
can be released time and time again without affecting performance 
or durability, which also allows for quick and easy removal of shower 
hoses and handpieces if needed. The shower elbow is compatible 
with full seam welded grab rails of varying lengths for a height-
adjustable shower that meets individual’s needs.

Con-Serv’s Anti-Ligature Grab Rails incorporate a 2.5 mm grade 304 
stainless steel plate centred 55 mm from the back of the rail to the 
wall and continuously welded from flange to flange enabling secure 
access and grip. 

Con-Serv
www.con-serv.com.au

infection control 
laundry systems
Health and aged care facilities 
have strict hygiene standards 
concerning the handling and 
cleaning of linen, laundry, 
towels and personal clothing. 
This is because ‘dirty laundry’ 
can be a vector of infection 
outbreaks.

A good way to reduce the risk of 
infection and cross-contamination 
is with an Electrolux Professional Barrier 
Laundry System, designed to meet the most stringent requirements 
of sanitation.

Electrolux, along with authorised distributors, can advise on all 
aspects of best laundry practice including efficiency, ergonomic 
design and most importantly infection control.

The company has been working closely with healthcare and 
aged care institutions for the past 30 years and says it is the first 
manufacturer to receive the HACCP accreditation for its laundry 
equipment. With an in-house laundry system from Electrolux 
Professional, users can gain full control over their linen hygiene, cost, 
productivity and patient/resident wellbeing.

For more information: https://professional.electrolux.com.au/
commercial-laundry-equipment/barrier-washers/.

Electrolux Professional
professional.electrolux.com.au
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New alternative

trauma diagnosis 
framework
Dr Cathy Kezelman AM*

Developed in the UK, the Power Threat Meaning Framework 
is an ambitious conceptual alternative to the diagnostic 
model of psychiatry, focusing on the impact of power on us 
all — including trauma victims.

The PTM framework is different to current 
diagnostic approaches as it is not a new 

classification system; rather, it simply identifies 
patterns of trauma and emotional distress 
through meaning rather than biology.

The framework provides a new way to identify 
and understand patterns of emotional distress, 
unusual experiences, and troubled and 
troubling behaviour, currently known as ‘mental 
illness’. Conceptualising distress solely in terms 
of illness, disorder and diagnostic boxes can be 
both damaging and retraumatising.

Using biological research and both 
psychological and sociological knowledge, 
this framework establishes the links between 
trauma, adverse experiences and social context 
with the emotional distress which results. If 
we know enough about people’s relationships, 
social situations, and past and current struggles, 
we can make sense of their experiences. We 
can also understand why, in the absence of 
obvious adversity, they may still struggle with 
self-esteem, identify and meaning.

Authored and published in January 2018 by the 
Division of Clinical Psychology of the British 
Psychological Society, and developed over five 
years by service users and psychologists, the 
framework describes how we are all, to some 
degree, affected by the negative impact of 
power, rather than a separate group who are 
‘mentally ill’.

The framework summarises and integrates a 
wealth of evidence about the role of various 
kinds of power in people’s lives, the kinds of 
threats that misuse of power pose, the ways 
we respond to those threats, and how we have 
made sense of our responses to threats. It does 
this by asking the following questions:

•	 ‘What has happened to you? — How is power 
operating in your life?’

•	 ‘How did it affect you? — What kinds of threat 
does this pose?’

•	 ‘What sense did you make of it? — What is the 
meaning of these situations and experiences 
to you?’

•	 ‘What did you have to do to survive? — What 
kinds of threat response are you using?’ 

In so doing, it also asks: What are your 
strengths? What is your story? How does 
all of this fit together for you personally? 
In answering these questions, a personal 
narrative or story unfolds.

Power
The framework helps people to understand 
the different ways power operates in their lives. 
Power operates in different forms — biological, 
coercive, legal, economic, social, interpersonal 
and ideological. It can be both positive and 
negative. Economic and social inequalities and 
ideological meanings support the negative 
operation of power. The threatening impacts of 
power can only be understood in the context of 
its meaning to the person or group.

There is a great deal of evidence that the 
negative use of power can accelerate distress. 
For example, coercive power such as violence 
or intimidation used to frighten or control 
another person can cause mental distress.

Threat
The negative operation of power can pose 
different sorts of threat to individuals, a group 
and the community as a whole. The emotional 
distress which ensues is mediated by our 
biology, but it is not caused by it. Our biology 
responds to threat by physiological responses 
which we currently call ‘symptoms’. We 
experience all sorts of threats — threats to our 
security, our safety, our status, our relationships 
and our body itself.

Meaning
Meaning has a central role in shaping the 
operation, experience and expression of power, 
as well as threat and our responses to threat. It is 
also influenced by social and cultural discourses 
and primed by evolved and acquired bodily 
responses. We all attach meanings to the things 
that happen to us and the situations in which 
we find ourselves. Sometimes the meanings 
tend to leave us with feelings such as ‘It was 
all my fault’ or ‘I am unlovable’. This occurs 
commonly for people who have experienced 
threats. The framework also focuses on positive 
meanings which have helped a person to feel 
loved, valued and protected.

Threat responses
Threat responses are evolved embodied 
responses (automatic fight/flight/freeze 
responses) or learned strategies (eg, using 
alcohol or avoiding certain interactions) on 
which an individual, family, group or community 
may need to draw, to ensure their emotional, 
physical, relational or social survival. These 
responses to power and threats are called 
‘symptoms’ within the medical model. These 
responses help us manage overwhelming 
feelings and protect us from physical danger, 
loss or hurt. Unusual experiences, such as 
hearing voices or being overwhelmed by 
suspicious thoughts, can also be seen as threat 
responses.

To learn more about the PTM Framework or to 
attend local workshops, visit www.blueknot.org.
au/ptmworkshops.

*Dr Cathy Kezelman AM is President of 
Blue Knot Foundation National Centre 
of Excellence for Complex Trauma.
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.v Nurses risk fatigue in true rural style
Mateship and comradery are values fundamental to rural and 

remote communities with people picking up the slack for a 

mate who is sick or just needs an extra set of hands. It can be 

tough sometimes with a population of only one hundred. When 

there aren’t enough helping hands to go around, they press on 

because they value the community that they serve.

Nurses are these people. They are there for us when we need 

them the most. We rely on their presence, knowledge and 

kindness to get us through some of our darkest days. They are 

there to lend us a hand even when their owns hands are shaking. 

Our nurses risk fatigue but where is their helping hand?

Ruth Bellingham is Nurse Manager at the Trangie Multi-

Purpose Health Service (MPS) in New South Wales and she 

explains that distance and population size largely contribute to 

the risk of fatigue among rural and remote nurses. “The biggest 

challenge that we face is finding suitably qualified staff within a 

reasonable travelling distance”, Ms Bellingham said.

Trangie MPS provides acute and residential aged care in 

addition to outpatient and emergency services. A multi-

disciplinary facility requires ongoing support 24 hours a day 

and nurses are feeling the pressure. Managers and staff alike 

are overwhelmed by staff shortages but are reluctant to take 

leave as they don’t want to “let the team down”.  

“Staffing shortages on occasions such as illness or family 

issues can lead to a build-up of excess leave as staff try to 

pull together to cover shifts in true rural style. The pressure for 

managers to get staff to take leave but not always being able 

to get relief staff is constant.” Ms Bellingham said.

Healthcare facilities previously had no other option than to 

source agency nurses but that help came with a hefty price 

tag that they could barely afford. It wasn’t until the Western 

NSW Local Health District found a cost-effective solution in 

2017 and requested support from the Rural Locum Assistance 

Program (Rural LAP) for the first time.  

Rural LAP is an Australian Government-funded program 

that helps rural and remote communities by providing 

locum nurses at a cost of a casual staff member. Travel and 

accommodation are also covered by the program and all 

administrative burden is removed. 

“The program is of great assistance to managers. Getting a 

helping hand from a Rural LAP nurse ensures our staff are able to 

take leave without feeling guilty”, Ms Bellingham said. 

It can be difficult to find a suitably qualified locum nurse and 

managers must often rely on what is presented on their CV 

which can be risky. Rural LAP mitigates this risk through a 

robust credentialing process that ensures their locums are 

highly qualified and can hit the ground running the moment 

they arrive.  

“I am incredibly pleased with the Rural LAP nurse’s ability and 

understanding, professionalism and interpersonal skills. Their 

ability to share knowledge and skills is invaluable.”

“I hope the program continues as it really is helping the staff at our 

MPS and the people of our town”, Ms Bellingham concluded.

About the program

Since inception, the Australian Government-funded program has 

helped thousands of health professionals take much needed 

leave to recuperate and come back to work revitalised and 

ready to provide quality health services to their communities. 

Rural LAP is a cost-effective service that provides health 

professionals to rural and remote practices for short periods of 

time with no extra costs to those practices.

Rural LAP is a component of the Australian Government’s rural 

workforce capacity agenda managed by healthcare solutions 

provider, Aspen Medical. The program aims to provide targeted 

rural and remote support services to general practitioners 

(obstetricians and anaesthetists), specialists (obstetricians and 

anaesthetists), nurses, midwives and allied health professionals 

in rural and remote Australia. All Aboriginal medical services 

throughout Australia are eligible to receive locum support.
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Braun at a memorandum of understanding 
ceremony between Blackmores Institute 
and Taylors University in Malaysia.

Dr Lesley Braun was working in Monash 
University’s Faculty of Medicine and 

Surgery when she encountered the then CEO 
of Blackmores, Christine Holgate.

She was meeting with Braun and a surgery 
professor about research they were undertaking 
into complementary medicine and cardiac 
patients. Holgate was impressed with Braun, 
recognising her unusual background and 
wanting to leverage it for Blackmores Limited, 
known for its vitamins, minerals, herbs and 
nutrients.

“It was an uncanny moment,” Braun said. “She 
leaned over at the end of the meeting and 
said: ‘One day I’m going to find a way to work 
with you, but I don’t know what that’s going to 
look like.’”

It was two more years before she would  
find out.

Like father, like daughter
Now when you walk into a pharmacy, it’s a 
given that there will be entire walls of vitamins, 
supplements and naturopathic options. But 
when Braun’s father was running his community 
pharmacy in St Kilda, Victoria, he was a 
trailblazer. Wanting to broaden his customer 
service offering, he undertook a naturopathy 
course and began offering customers advice in 
exchange for feedback on his treatments.

Braun was a pharmacy student herself, and was 
inspired by the success stories her father told 
at the family dining table. “He’d come home 
and tell us some incredible stories,” Braun said. 
“I thought it sounded very interesting, and very 
complementary to pharmacy.”

In her internship year, Braun began studying 
naturopathy. Like father, like daughter, 
within a few years she too was popular with 
customers for her naturopathy advice. Her 
ability to bridge the gap between pharmacy 
and complementary medicine caught the eye 
of supplement manufacturer Bullivants, who 
invited her to work for them.

Soon, Braun was juggling a young family and 
two part-time jobs, at the pharmacy and with 
Bullivants, establishing training courses for 
pharmacists about nutrition and how to use 
herbal medicine — but with a biomedical 
approach. The courses were popular, helped 
by Braun’s ability to straddle the language used 
by pharmacists, naturopaths and biomedical 
people. “I essentially became ‘bilingual’,” she 
said.

Now, add author into the mix
Always proactive, when Braun noticed that 
there were no articles on complementary 
medicine in the pharmacy journals that she 
read, she contacted the editor to ask why. “They 
said they didn’t have anyone who could write 

about it for them and asked if I’d like to give it a 
go,” she said.

Braun estimates that she rewrote her first article 
at least 16 times. “At school, English was my 
best subject and I loved writing, but I was very 
nervous — I wasn’t a professional writer by any 
means,” she recalls. But the hard work paid off 
as they offered her a regular bimonthly column 
— which she continued writing for the next 
20 years, first for the Australian Pharmaceutical 
Society’s Australian Pharmacist journal, then 
later the Australian Journal of Pharmacy.

It was a tangent to her career that she hadn’t 
expected, but it opened the door to other 
unexpected opportunities which she grabbed 
with both hands and ran with. First, she was 
offered a PhD scholarship, then she was 
approached by health and science publisher 
Elsevier to write a textbook on complementary 
medicine. In between that she welcomed her 
third daughter into the family.

“Most of my career I’ve been running two or 
three careers in parallel,” Braun said with a 
laugh. “I like variety.”

At the interface
Braun’s PhD explored the interface of 
complementary medicines in Victorian public 
hospitals, and led to her next parallel career 
— juggling roles in academia. She worked part-

Braun at The CeO 
Magazine’s ‘executive of the 
year’ award ceremony. 
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Fresh from having been awarded 
The CEO Magazine’s 2018 
Executive of the Year for the  
Health & Pharmaceutical category,  
Dr Lesley Braun, group Director of 
Blackmores institute, talks to H+H 
about juggling multiple careers in 
parallel, and her lessons learned.
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to suit her audience — a skill that has been 
useful when presenting research concepts to 
audiences across Asia.

Braun has drawn on her years of parallel 
careers to identify corresponding skills that 
people from academia or health care bring to 
a management role. She says they are:

1. Complex problem solving. “That’s what 
research is. You can use those thinking skills 
to solve business problems.”

2. Looking for novel ideas and bringing new 
thinking.

3. Producing results on a shoestring budget. 
“My team is very productive. We get a lot 
done with the budget that we have.”

4. Specialist knowledge.

5. Strong communication skills, combined 
with an ability to adapt your language to 
suit different audiences.

By the same token, Braun acknowledges that 
academics can be perfectionists and detail 
oriented, which can slow them down.

“Sometimes you don’t need to have every 
answer and to know how it will work, every 
step of the way. You have to get out and try it,” 
she said. “And it does still work.”

Just like her career. Braun’s willingness to ‘get 
out and try’ has led to career opportunities 
she never envisaged while listening to her 
father’s stories at the family dining table, all 
those years ago.

time with the Monash University’s 
Faculty of Medicine and Surgery 
undertaking clinical research 
with complementary medicine 
and cardiac surgery patients, and 
part-time at the Alfred Hospital 
as a research pharmacist, while 
continuing writing her column 
and books and sitting on various 
committees.

It was this breadth of 
experience and complementary 
backgrounds that Blackmores 
CEO Christine Holgate 
recognised when they’d met to 
discuss her research.

And is why, two years later, 
that she rang Braun with an 
offer; she’d finally figured 
out what working with Braun 
would look like.

“She rang and said: ‘How would 
you feel if you moved into the 
corporate world and headed up 
the Blackmores Institute?’”

Braun said no. “I really liked what I was doing; it 
was interesting and I was working with lots of 
smart people who were improving the world.”

But Holgate was persuasive. “She said: ‘You 
won’t have to fight for grants any more, 
you’ll have the confidence of a budget every 
year. And you’ll have access to many more 
countries and set up research that will help 
even more people.”

When put like that, Braun realised it was a very 
good opportunity. But she was worried about 
transitioning into a very different culture. 
“Then I thought, ‘You know what? I’ve been 
doing what I’m doing for a very long time. 
I’m going to take the leap.” She hasn’t looked 
back.

Learning another language
As the Blackmores Institute Group Director, 
Braun now oversees research projects 
across Australasia, and her team has built 
an online university with award-winning 
evidence-based courses for pharmacists and 
pharmacy assistants.

Joining the business world, Braun had to 
learn yet another language — corporate 
speak. “I’d be trying to explain a research 
project to a finance person in order to get 
budget and they’d be looking at me blankly,” 
she said. Braun quickly adapted to suit the 
environment, simplifying her terminology 

“Sometimes you 
don’t need to have 
every answer and 
to know how it will 
work, every step of 
the way.”
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The outstanding achievements of the age 
services industry in Victoria, Tasmania, 
South Australia and the Northern Territory 
have been recognised at LASA’s Excellence 
in Age Services Awards, presented at the 
2019 Tri-State Conference in Albury.

out &
about

LASA CEO Sean Rooney said the 
achievements by organisations, 
teams and individuals highlight the 
dedication of an industry passionate 
about providing quality care for older 
Australians.

Award winners in VIc/TAS are: 
•	Organisation	Award	–	Old	Colonists	

Association of Victoria.
•	 Team	Award	–	Wellness	and	

Reablement Team, Bolton Clarke. 
•	 Individual	Award	–	Ryan	Rodrigues	

(CraigCare). Rising Star – Matiu Bush 
(Bolton Clarke).

Award winners in SA/NT are:
•	 Organisation	Award	–	Uniting	

Communities. Team Award – Port Lincoln 
Home & Community Aged Care team. 

•	 Individual	Award	–	Moti	Naral	(My	Care	
Solution). 

•	 Rising	Star	–	Bill	Papazafiropoulos	
(Ridleyton Greek Home for the Aged).

1. Winner of the VIC/TAS Individual 
Award – Ryan Rodrigues (CraigCare). 
Accepted by Sarah Mitchell.  2. Winner 
of the VIC/TAS Rising Star Award, Matiu 
Bush (Bolton Clarke).  3. Winner of the 
SA/NT Organisation Award – Uniting 
Communities. Accepted by Vicki Bremer.  
4. Winner of the SA/NT Team Award – 
Port Lincoln home & Community Aged 
Care team. Accepted by Cheree Wheare.  
5. LASA CeO Sean Rooney addressing 
the conference.   
6. Guests at the LASA excellence in Age 
Services Awards dinner.
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improving patient care.
Axis solutions for healthcare have long played a central role in protecting people and property. But 
these days they can do a whole lot more. Our intelligent video, access control and audio solutions are 
enabling forward-thinking healthcare institutions around the world to apply new technology in lots of 
exciting, unexpected ways.

FOCUS ON… 

Improve hospital safety and security
With safety and security at the core of our offering, Axis has a 
broad portfolio of solutions to protect patients, staff, visitors and 
property. We offer secure, reliable protection suitable for any 
hospital environment – from the operating room to the parking 
garage.

> Safeguard hospital staff from workplace violence

> Prevent drug diversion and supply theft

> Protect infants from abduction or mix-ups

> Restrict unwanted visitor access

> Communicate hospital-wide with public address

> Visualize and communicate with those in distress

Keep an eye on high-risk patients
> With heavy patient loads and reduced staffing in many

of today’s hospitals, it is simply not possible to provide
continuous physical monitoring for all critically ill and high-
risk patients. With Axis video cameras, you can securely
monitor multiple patients remotely or from a central nursing
station using a variety of HIPAA compliant, closed system, live
viewing solutions designed to strike the right balance between
privacy and clarity for your clinical needs.

> Continuously monitor critical care patients

> Add live images and two-way communication to nurse call
technology

> Replace patient sitters with virtual patient watch

> Get better fall detection

> Remotely assess patients in ambulance

> Promote independent living with home health care monitoring
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AXIS P1290-E 
Thermal Network Camera

C O N N E C T   E N T E R T A I N   S E C U R E

For more information on these and other best-in-class solutions  

from Hills call us on 1300 HILLS1 (445 571) or visit hills.com.au

facebook.com/HillsLtd/
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